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By Andrew B. Bindman, Marian R. Mulkey, and Richard Kronick

COMMENTARY

Beyond The ACA:

Paths To

Universal Coverage In California

abstract California has long sought to achieve universal health
insurance coverage for its residents. The state’s uninsured population was
dramatically reduced as a result of the Affordable Care Act (ACA).
However, faced with federal threats to the ACA, California is exploring
how it might take greater control over the financing of health care. In
2017 the state Senate passed the Healthy California Act, SB-562, calling
for California to adopt a single-payer health care system. The state
Assembly did not vote on the bill but held hearings on a range of options
to expand coverage. These hearings highlighted the many benefits of
unified public financing, whether a single- or multipayer system (which
would retain health plans as intermediaries). The hearings also identified
significant challenges to pooling financial resources, including the need
for federal cooperation and for new state taxes to replace employer and
employee payments. For now, California’s single-payer legislation is
stalled, but the state will establish a task force to pursue unified public
financing to achieve universal health insurance. California’s 2018
gubernatorial and legislative elections will provide a forum for further
health policy debate and, depending on election outcomes, may establish
momentum for more sweeping change.

here is a long-standing debate

about the role states can play in

ensuring universal health insur-

ance coverage for their residents.

The main argument in support of

using states to achieve universal coverage is that

it allows local experimentation, which can ac-

commodate variation in states’resources, needs,

and policy preferences while also limiting the

impact that an error in policy could have on

the entire US.1Progress at the state level faces

many challenges as well—most notably, limited

fiscal capacity, requirements for balanced budg-

ets, and the need for hill federal support for any

proposal that would change the operation or
financing of Medicare and Medicaid.

Amid shifts in policy prioritiesunderchanging

federal administrations, the level of energy de-

voted to state versus federal coverage expansion
and health reform efforts has fluctuated. Before
passage ofthe Affordable Care Act (ACA) in 2010,
many saw state efforts as the most promising way
to reverse national trends in the growing num-
bers of uninsured people.

The passage of the ACA temporarily relieved
states of the need to take the lead in expanding
health care coverage. However, many states have
returned to the issue in the wake ofthe threat by
the administration of President Donald Trump
to repeal the ACA. California has been in the
vanguard of states pursuing policies to preserve
gains in coverage under the ACA, as well as poli-
cies that would expand upon them by making
coverage available to all residents. One view is
that the time is right for the state to assume
financial responsibility for the care of all its res-
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idents through some version of a single-payer
approach. California and other states have ex-
plored such an option previously, but no state
has yet enacted and implemented a single-payer
system.

In this article we describe the conditions that
have rekindled a policy debate in California re-
garding the state’s role in financing health care.
We describe features of California’s health care
system that influence the debate as well as the
financial, political, and pragmatic barriers Cal-
ifornia would face in attempting to establish a
stand-alone state health system. We conclude
with observations about the conditions under
which a state-based effort is most likely to suc-
ceed, and we offer implications for other states.

California’s Coverage Gains And
Remaining Gaps

In 2017 California had a population of 39.5 mil-
lion people and was estimated to spend more
than $400 billion, or about $10,000 per person,
on health care across the state from all sources
(exhibit 1).2More than halfofthis amount came
from public sources, of which the largest were
Medi-Cal (the state’s Medicaid program, which
accounted for more than $100 billion) and Medi-
care ($75billion). Employer-sponsored coverage
accounted for the largest share of private health
care spending ($125 billion). In addition, con-
sumers paid $10 billion in premiums for individ-
ual insurance and $30 billion in out-of-pocket
spending.

After the ACAwas enacted, California became
the first state to establish an ACA-compliant
health benefit exchange (Covered California)
and expanded eligibility for Medi-Cal to take full
advantage of new eligibility opportunities and
federal matching funds under the ACA. Covered
California has been a leader among ACA ex-
changes, using standardized benefit packages
and an active purchaser model to keep premium
growth below the national average.3Also, Medi-
Cal enrollment has nearly doubled under the
ACA, reaching 13.3 million in 2017.4

More recently, California has asserted leader-
ship in expanding and protecting gains in health
insurance coverage. In May 2016 California used
state funds to expand Medi-Cal with full benefits
and not just on an emergency basis to undocu-
mented children up to age eighteen,5 adding
an estimated 216,000 children to the Medi-Cal
rolls.6To protect coverage gains in the individual
market, soon after the Trump administration
announced that it would end cost-sharing reduc-
tions, California rapidly implemented a sur-
charge on silver-tier health plans participating
in Covered California.7This surcharge triggered
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increased premium subsidy support from the
federal government, which enabled insurers to
recoup the lostreductions atno additional finan-
cial cost to consumers. Covered California en-
rolled over 1.5 million people in each of the
2017 and 2018 open enrollment periods, sustain-
ing participation at levelsthat compare favorably
tothose in statesthat rely on HealthCare.gov, the
federally facilitated exchange.8

Taken together, these policy choices and im-
plementation steps have reduced the percentage
of uninsured Californians from 17 percent in
2013, the year before the implemention of the
ACA’s major insurance coverage provisions, to
7percentin 2017.9Despite this progress, approx-
imately three million Californians do not have
health insurance coverage (exhibit 2).10 About
1.8 million Californians are ineligible for public
coverage programs because oftheirimmigration
status; the vast majority of them would be eligi-
ble for either Medi-Cal or premium tax credits
in Covered California based on income require-
ments. More than 700,000 uninsured Califor-
nians are eligible foreither Medi-Cal or subsidies
to purchase coverage in Covered California yet
are not enrolled.

California’s Universal Coverage
Quest

Californian politicians and stakeholders have
actively pursued universal coverage for de-
cades.1Achievements under the ACAgave many
a sense of momentum toward that long-held
goal. Threats to overturn the ACA reminded
California constituencies that gains could be re-
versed by forces outside their control.

Faced with those threats, in the fall 0f 2017 the
state Senate passed SB-562, the Healthy Califor-
nia Act,2which called for California to adopt a
single-payer health care system and opened a
new chapter in the public debate about the need
for a dramatic overhaul of health care. The bill
was promoted by the California Nurses Associa-
tion, which has criticized the ACA for what its
members see as the law’s prioritization ofinsur-
ers’ profit motives over patients’ financial and
health needs.

Notwithstanding the enthusiasm of its sup-
porters, leaders in the state Assemblywere reluc-
tantto take up SB-562 because it did not include
a financial plan, specify design features, or offer
any details on how the state could transition to a
single-payer system. Assembly Speaker Anthony
Rendon appointed a Select Committee on Health
Care Delivery Systems and Universal Coverage to
identify options forachieving universal coverage
and reforming the delivery system in California.
All options, including single payer, were open
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EXHIBIT 1

California health care expenditures in 2017-18, by source of
funds

450

Employer-sponsored insurance

Medi-Cal

Medicare

Private premium expenditures*
Federal premium subsidies’
Out-of-pocket spending

Other

source Authors' analysis of data from California Legislative An-
alyst's Office. Financing considerations for potential state
healthcare policy changes (note 2 in text), notes "Employer-
sponsored insurance” includes premium spending by employers
and employees. Medi-Cal is California's Medicaid program.
"Out-of-pocket spending" includes copayments, deductibles,
and other health care expenses not covered by insurance, but
not health insurance premiums. "Other" includes payments by
and for military members and veterans, state expenditures for
the uninsured, and workers' compensation. 'In the individual in-
surance market, including Covered California.

for discussion. The Select Committee held six
hearings in the period October 2017-Febru-
ary 2018. The witnesses at the first five hearings
were health policy experts from academic insti-
tutions, foundations, and state government.
They provided an overview of health care cover-
age in California; lessons from international
models of health care delivery, experiences with
cost containment, access to care, and delivery
system reform initiatives in other states, along
with implementation challenges in achieving
universal coverage. The last hearing provided
an opportunity for stakeholder groups, includ-
ing the California Nurses Association, to present
proposals for achieving universal coverage.

The authors ofthis article were retained by the
Assembly to summarize the content ofthe hear-
ings and to assist the Select Committee in iden-

tifying options for a sustainable and affordable
universal health care system.We issued a report
to the Assembly on March 12, 2018.13

Approaches To Achieving Universal
Coverage In California
The 2017-18 Select Committee process provided
an opportunity to explore coverage expansion
policies as well as approaches to streamlining
financing and improving care delivery. The ques-
tion of whether more Californians should be
enrolled in coverage was not deeply debated;
instead, energy focused on how to achieve that
goal. Two main types of approaches to achieving
universal coverage were considered: first, incre-
mental approaches thatbuilt on the status quo by
addressing remaining gaps in coverage; and sec-
ond, approaches that fundamentally restruc-
tured health care coverage and financing, ending
Medicare, Medi-Cal, employer-sponsored insur-
ance, Covered California, and the individual mar-
ket as distinct sources of coverage and providing
coverage for all residents of California through
some sortofunified system. Toalarge extent, the
hearings focused on the second approach, ex-
ploring the rationale and prospects for a bold
restructuring of health care. Although this arti-
cle reflects that emphasis, we note that incre-
mental approaches to expanding coverage are
more likely to be enacted and, if they are, would
represent a substantial step toward universal
coverage in California.

fragmented care lee Other States, CalifOI’-
nia has a fragmented financing system, which
limits its ability to make progress in solving fun-
damental problems in its health care delivery
system. Among these problems are inequities
within and across payers; churning among
sources of coverage, with accompanying disrup-
tions in care; high billing and insurance-related
administrative costs; inconsistentand often con-
flicting incentives forproviders; and limited abil-
ity to engage in health planning or systemwide
quality improvement efforts.

unified public financing Asystem Ofuniﬁed
public financing—in which all Californians
would receive health care coverage by virtue of
residency in the state and the distinctions be-
tween Medicare, Medi-Cal, employer-sponsored
insurance, and individual market coverage
would be eliminated—eould provide a solution
to many of the problems created by fragmenta-
tion. Unified public financing could be either a
single-payer system (in which the government
made direct payments to hospitals, physicians,
and other health care providers) or a multipayer
system (in which the government paid health
plans to provide coverage on behalf of people
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EXHIBIT 2

Estimated uninsured population of California in 2017 younger than age 65, by category

Eligible for subsidies
through Covered California
(401,000)

Eligible for Medi-Cal
(332,000)

Not eligible for subsidies
though citizens or lawfully
presentimmigrants
(550,000)

Not eligible for subsidies
59% due to immigration status
(1,787,000)

source Authors' analysis of information from Dietz M et al. Preliminary CalSIM v. 2.0 regional re-
maining uninsured projections (note 10 intext).notes The total uninsured population was estimated
to be 3,049,000. Subgroups do not total to this amount and percentages do not sum to 100 because
of rounding. Medi-Cal is California's Medicaid program. Covered California is the state's health
insurance Marketplace.

who selected those plans—which in turn would
make payments to providers to furnish health
care services).

The distinction between a single-payer system
and a system of unified public financing is re-
flected within the Medicare program. Medicare
started as a single payer that made direct pay-
ments to providers, but with the advent of
Medicare Advantage, many beneficiaries now
voluntarily choose health plans that act as inter-
mediaries. Asaresult, multiple payers reimburse
providers, even though Medicare remains a uni-
fied publicly financed program. Similarly, many
state Medicaid programs, including Medi-Cal,
started as single-payer systems but now are mul-
tipayer ones that require beneficiaries to use
health plans as intermediaries.

Aunified publicly financed approach to health
care coverage, whether single- or multipayer,
would need to pool funds from a variety of pay-
ment sources to eliminate the differences among
Medicare, Medi-Cal, and employer-sponsored
insurance in terms of consumer cost sharing
and benefits. A unified publicly financed ap-
proach would reduce the considerable adminis-
trative burden that today’s financing arrange-
ments impose on purchasers, consumers, and
providers. Taken together, these changes would
almost certainly create a more equitable health
care system. Furthermore, they would likely in-
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crease efficiency and produce better health out-
comes, although these results would depend on
how well the system was managed and on mech-
anisms of accountability.

Many single-payer advocates see health insur-
ers asthe primary source ofaccess and cost prob-
lems in the health care system. A major advan-
tage ofasingle-payer system, theyargue, isthat it
can bypass health insurers entirely. However,
California is deeply invested in health mainte-
nance organizations (HMOs) and managed care.
More than 60 percent ofall insured Californians
are enrolled in HMOs—which is a higher share
than in most other states. Fifty-one percent of
people with employer-sponsored insurance,
39 percent of those insured in the individual
market, 43 percent of Medicare beneficiaries,
and 80 percent of Medi-Cal enrollees are in
HMOs.4Over eight million Californians are en-
rolled in Kaiser Permanente alone.B It seems
likely that a unified publicly financed system
in California would follow the patterns estab-
lished by Medicare and Medi-Cal: publicly fi-
nanced systems that have chosen notto be single
payers but rather to rely on health insurers in an
attempt to improve quality and efficiency, albeit
in a highly regulated environment.

Barriers To Unified Public Financing
California would need to overcome daunting
technical and political challenges if it were to
transition to a system of unified public financ-
ing, whether single- or multipayer. It would
be doubly challenging to accomplish this transi-
tion at the state level, in part because political
agreement would be needed from two levels of
government—state and federal. Concerns about
providers fleeing the state or sick people being
drawn to the state complicate the technical chal-
lenges ofestablishing a unified publicly financed
health care system at the state level. These con-
cerns would be minimized if unified public fi-
nancing were enacted at the federal level.

Accomplishing such a sweeping transition
would require substantial and unprecedented
changes in federal and state law as well as deci-
sions regarding many design parameters. To im-
plement such a system, Congress would need to
pass legislation to redirect payments away from
individual Medicare beneficiaries and providers
to whatever state agency was operating Califor-
nia’s unified public financing program.

Current federal law might allow federal waiv-
ers to redirect federal funds for Medi-Cal and
subsidies for individuals in Covered California
into a unified state pool, but such waiver re-
quests would be unprecedented. In addition to
establishing an initial set of assurances about
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payments, determining the rate at which the fed-
eral paymentto California would grow overtime
would require political agreement. It is hard to
imagine that the current Congress or adminis-
tration would approve such requests. Evenwith a
hypothetical Democratic Congress and presi-
dent, such approvals would be far from certain.

At the state level, a move to unified public
financing of health care would also face signifi-
cant political challenges. Very large new state
taxes would be required to generate program
revenue to replace employer-sponsored insur-
ance funding, support those who are currently
uninsured, and cover the administrative costs of
operating the program. Given anticipated sav-
ings from reduced billing and insurance-related
costs and potentially (at least eventually) some
reduction in low-value care and in the rate of
growth of prices, it seems likely that total spend-
ing would be less overtime than under the status
quo. But even if total health spending declined
(or at least did not increase), transforming
employer-sponsored funding into public fund-
ing would be a massive undertaking.

Other challenges include developing process-
es to match the rate of spending growth to the
rate of revenue growth and to determine the
“right” revenue growth rate. Physicians, other
providers, and some patients would be con-
cerned that a system of unified public financing
would overly constrain spending growth, deny-
ing Californians the benefits of outcome-improv-
ing technology. On the other side, some would
be concerned that as a result of regulatory cap-
ture, health spending would increase more
quicklythan justified by the rate ofimprovement
in outcomes, leading to tax increases that did not
produce commensurate increases in value or to
squeezing out other government spending.

The Select Committee hearings convened to
explore these and other issues did not delve into
the details of how new taxes might be con-
structed to support unified public financing;
however, the California Legislative Analyst’s Of-
fice provided broadtax alternatives with ballpark
estimates.2 Assuming that the current amounts
being spent by Medicare and Medicaid could be
contributed to a unified public financing ap-
proach, new taxes would be needed mainly to
substitute for the current employer and employ-
ee contributions. Because employer and most
employee contributions are made with pretax
dollars, purchasers of employer-sponsored cov-
erage benefit today from a discount in the form
ofafederal tax subsidy. Other methods offinanc-
ing might increase Californians’ federal income
tax burden. Based on the Legislative Analyst’s
Office estimates, a 3 percent gross receipts tax
levied on all sales and services at all stages of

production would generate approximately
$120 billion—an amount similar to that spent
in California for employer-sponsored insurance.
Alternatively, a similar amount could be gener-
ated with a 9 percent payroll tax.

Apayroll tax could be applied uniformly to all
employers, or the state could consider a firm-
specific payroll tax in which the tax rate for each
firm approximated the percentage ofthe payroll
that the firm pays for health benefits under the
status quo—with a plan to narrow the gap be-
tween high- and low-rate firms overtime. Afirm-
specific payroll tax would have the political ad-
vantage of creating fewer winners and losers,
compared to most other financing approaches,
and would also minimize any effect on federal
income tax liabilities.

Amendments to the California constitution
would be required to implement unified public
financing in the state.5Proposition 98 requires
thataportion ofany newtaxes, regardless ofthe
stated rationale for them, must be directed to K-
14 education. The Gann limit, passed by voters
via a 1979 statewide ballot initiative, sets appro-
priation limits on state budget categories sup-
ported by taxes. A new tax to support unified
public financing would almost certainly exceed
the limit. Therefore, adequate funding for uni-
fied public financing would require a majority
vote ofthe state’spopulation to modify the limit.

Even if an amendment to the California con-
stitution were not required by Proposition 98
and the Gann limit, support from Californiavot-
ers forasystem ofunified public financingwould
be important for at least two reasons. First, as we
have seen with the Affordable Care Act, oppo-
nents of change will likely not concede after a
legislative loss and will continue to litigate, both
in court and in the court of public opinion. A
statewide vote in support of change would not
prevent that activity but would reduce its effec-
tiveness. Second, and more important, obtain-
ing the federal legislative changes and adminis-
trative approvals needed to implement unified
public financing would be challenging, and a
statewide expression of support could increase
the chances of success.

A Path Forward

At the hearings, Peter Shumlin, a former gover-
nor of Vermont, recommended that California
establish a public commission to address how
provider payment levels would be setand adjust-
ed, as well as whether and how payments and
delivery-system arrangements might be allowed
to vary based on regional differences and local
preferences and need.I7He also recommended
that a commission consider the extent to which
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integrated managed care arrangements would be
encouraged and the role, ifany, for health plans;
how the quality of and access to care would be
ensured; the extent to which the needs of special
populations would be prioritized; and the gover-
nance structures and management tools that
would be required to ensure accountability and
effective oversight.

In the aftermath ofthe Assemblyhearings and
the issuing of our report, Speaker Rendon reit-
erated that the Assembly would not consider SB
562 during the 2017-18 session. While the bill
envisions a less complex health care system than
the status quo, the process of transitioning to it
would be a substantially more disruptive way to
expand coverage than building upon the founda-
tion of the current system.

In the desire to increase coverage through ac-
tionsthatare withinthe state’scontrol, members
of the legislature introduced a number of bills
focused on short-term incremental strategies to
improve coverage, access, and affordability with-
in the context of the current multipayer system.
One bill would expand coverage to income-
eligible undocumented adults through Medi-
cal.8B Others would use state funds to lower
the cost of purchasing private coverage through
Covered California including for those with in-
comes up to 600 percent of the federal poverty
level.9These approaches, combined with efforts
to increase enrollment among those who are
already eligible for Medi-Cal or for subsidies in
Covered California, could move California very
close to universal coverage.

A 2018-19 budget agreement between Gov.
Jerry Brown and the California State Legislature
did not provide funding for these proposals, and
they are unlikely to advance this year. However,
proposals for incremental coverage expansion
are expected to be revisited in future years. Fur-
ther, the 2018-19 budgetdoes fund the establish-
ment of a task force to continue work on unified
public financing to achieve universal health
care.2 One way to make this difficult task a bit
easier would be to leave Medicare funding as is
for now and focus instead on unifying all other
payment sources. This would reduce the need for
federal statutory change yet would be a major
step forward in simpiflying the state’s frag-
mented financing of health care.

Discussion

Health policy debates often begin with visions
of sweeping reform. In the face of practical ob-
stacles and political realities, however, broad
ambitions frequently give way to accepting in-
cremental change. The substantial impediments
to state-based unified public financing suggest

SEPTEMBER 2018 37:9

that California’s current policy debate may con-
form to that model.

Although incremental progress along Califor-
nia’s current path may be the most likely future
scenario, it is worth considering what might
spurthe state toward a unified publicly financed
health care system. In our view, such a transfor-
mation could occuronly ifitwere championed by
persistent state leaders at the highest levels, a
broad set of stakeholders were compelled to ne-
gotiate in good faith, and an informed public was
aware ofthe stakes and invested in the outcome.

state champions Therecentlyelected Califor-
nia Senate president pro tempore, Toni Atkins,
was a sponsor of SB-562 and is on record in
support of a single-payer approach. In the
2018 governor’s race, whether and how to
achieve universal health care coverage in Califor-
nia has been a subject of voluble debate. The
state’s current lieutenant governor, Gavin
Newsom, who secured the most votes for gover-
nor in the state’s June primary, has used the
phrase “single-payer” to describe his vision for
universal coverage. Few details beyond that
phrase have been offered to clarify how reforms
would be pursued. Depending on how November
state and federal elections unfold, California’s
next governor and the state’s legislative leader-
ship may enter 2019 with a perceived mandate to
tackle sweeping health reform.

The actions of California’s elected leaders will
be influenced by national political develop-
ments. Many of California’s elected leaders view
themselves as engaged in active conflict with the
Trump administration on a number of policy
fronts, including immigration and health care.
The Assembly embraced an opportunity to ex-
press disagreement with federal policies by vot-
ing in May 2018 to expand Medi-Cal benefits to
the largest remaining group of uninsured
Californians—undocumented adults, many of
whom are Latino—if they meet income stand-
ards.2l Similar full-throated legislative support
may emerge in 2019 ifa governor who is recep-
tive to unified public financing of health care
takes office.

stakeholder engagement DUring Califor'
nia’s 2017-18 Assembly-led process, many stake-
holder groups (for example, the California Med-
ical Association, CaliforniaAssociation ofHealth
Plans, hospital and clinic associations, and or-
ganizations representing employers) remained
largely on the sidelines. Because options were
discussed in the abstract, stakeholders had the
space to observe rather than engage.

Providers are unlikely to respond uniformly to
a proposed transition to unified public financ-
ing, either single- or multipayer. Those with a
strong bargaining position in negotiations with
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fragmented purchasers may feel financially
threatened. However, provider groups with less
bargaining power may welcome a more level
playing field and—particularly if payments are
established at or above Medicare payment
levels—a shift to unified public financing. The
benefits ofa simplified, more efficient, and more
equitable system may also influence some pro-
viders to support change.

Thus far, California's employers have not
played a leadership role in reorganizing health
care finance. Faced with a specific proposal,
however, employers are likely to respond in a
variety of ways, based on cost implications and
labor force considerations.

Health plans are unlikelyto embrace their own
elimination under a single-payerproposal. How-
ever, depending on the terms of the debate, a
continued robust single-payer discussion might
encourage health plans or other stakeholders to
entertain multipayer unified public financing as
a less disruptive alternative.

If a fundamental restructuring of health care
financing is to advance in California, some or all
of these stakeholders will need to feel enough
urgency to join negotiations. A broad review of
policy options will not cause deeply invested
stakeholders to reexamine their positions,
whereas acredible threat to the status quo might.

informed public A move tO Unified pUbIlC
financing would also cause worry for the tens
of millions of Californians who now have cover-
age. Notwithstanding the ferment in Sacra-
mento around single payer, the public has not
yet been educated about the implications of
eliminating Medicare, Medi-Cal, and employer-
sponsored insurance. In addition to cost impli-
cations, Californians will want to know if they
can retain their provider relationships under the
new arrangement.

The case for universal coverage and state-driv-
en health care finance made by the supporters
of SB-562 has catalyzed a new round of debate
aboutthe appropriate role for state versus feder-
al leadership on health policy. California’s 2018
gubernatorial and legislative elections will pro-
vide aforum for furtherhealth policy debate and,
depending on election outcomes, may increase
momentum for sweeping change. If the public
prioritizes the issue and stakeholders feel com-
pelled to join the debate, California may find
itself in a better position than most states to
overcome the inertia inherent in the status quo.

Lessons For Other States
The California State Assembly’s recent delibera-
tions have implications for efforts in other states

to achieve universal coverage. The process rein-
forced the limitations of incremental solutions
in addressing the complexity, inequity, and cost
of health care today. But it also underlined the
challenges states would encounter in moving
toward unified public financing of health care.

The potential benefits of integrating funds,
reducing inequities in access to care, and im-
proving efficiency in care delivery were both
the starting point for the Assembly’s process
and a persistent theme throughout its delibera-
tions. While incremental tactics can be used to
extend coverage to more people, fundamental
improvements in simplicity and fairness forboth
consumers and providers will remain out of
reach as long as multiple coverage systems are
in place.

Accepting that reality, we offer several obser-
vations related to moving toward unified public
financing. There are no working examples to
draw upon at a state level, so any state that dares
to be first will face a steep learning curve. A state
can take steps on its own to get ready for unified
public financing, but it cannot independently
implement such a program. For that, a state
would need the full and enthusiastic partnership
ofboth the executive and legislative branches of
the federal government.

Despite these challenges, state action toward
universal coverage and unified public financing
isnotbeyond reach. States can take several steps
to make such a transition more feasible. To be-
gin, a state could establish a multiyear process,
including a campaign to help the public under-
stand the issues and notjust the rhetoric. Politi-
cal leaders and stakeholders would need to en-
gage in designing not only a better system in the
end, but also a responsible transition to the new
approach. Datawould be needed to increase un-
derstanding ofthe status quo and to supportthe
monitoring and management of a new system.

Conclusion

Implementation of unified public financing
in California is technically feasible, but leader-
ship, vision, and persistent public and private
commitment—both in California and in Wash-
ington, D.C.—are needed to make it happen. Re-
cent deliberations within the California legisla-
ture demonstrated both the compelling logic of
and the growing emotion associated with move-
ment away from today’s unequal, complex, and
fragmented health insurance arrangements. It
remains to be seen whether the proponents of
change can overcome status-quo interests, rene-
gotiate state and federal responsibilities, and set
a new course toward universal coverage. m
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By Ken Jacobs and Laurel Lucia

COMMENTARY

Universal Health Care: Lessons
From San Francisco

abstract Ihe San Francisco Health Care Security Ordinance is the
country’s only local law designed to promote universal health care. It
provides access to health services for the uninsured while requiring
employers to contribute financially toward employees’ health care costs.
Enrollment in Healthy San Francisco, a program for the uninsured that is
one component of the ordinance, fell significantly after the Affordable
Care Act extended other types of coverage. Healthy San Francisco
continues as a major source of care for undocumented people. Many
other California counties have programs that provide at least some
nonemergency care to undocumented residents, which demonstrates the
versatility of this approach for localities. San Francisco employer
contributions also fund medical reimbursement accounts that help
insured people pay their health costs, including through a program
added in 2016 to make Marketplace insurance more affordable. The city’s
experiences show that programs to help people pay for private coverage
should be simple and include strong outreach and education and that the
affordability of Marketplace coverage would be most easily addressed at

the state level.

he Affordable Care Act (ACA) signif-

icantly increased access to health

coverage. Nevertheless, according

to Census Bureau data,l twenty-

seven million Americans remained
uninsured in 2016, including three million in
California. Nationally, the top reason reported
for lacking insurance is cost.2 Exclusion from
Medicaid and ACAcoverage because ofimmigra-
tion status is another leading cause for uninsur-
ance in some states, including California.3Given
the current hostility toward the ACA at the fed-
eral level, state and local efforts will likely
emerge as the most viable sources of innovation
in addressing remaining barriers to coverage in
the near term. In this article we examine the
experience in San Francisco and highlight les-
sons for California and other states that seek to
further expand health care access.

San Francisco’s Universal Health
Care Model

Before passage of its Health Care Security Ordi-
nance in 2006, San Francisco had arobusthealth
care infrastructure that included a network of
county-administered health clinics, nonprofit
community health centers, and a strong public
hospital. Another important infrastructure fea-
ture was the San Francisco Health Plan, a li-
censed community health plan established by
the City and County of San Francisco to serve
as one of two managed care options in the city
for enrollees in Medi-Cal (the state Medicaid
program). However, care within the safety-net
system was not coordinated, and participants
faced uncertainty about how much they would
need to pay.4 San Francisco also had the advan-
tage of a relatively strong tax base as a result of
higher-than-average property values and house-
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hold incomes.

In 2003 Supervisor Tom Ammiano proposed
the creation of an employer health spending re-
quirement in San Francisco, following a failed
attempt to pass a similar policy statewide that
was strongly supported by San Francisco voters.
Mayor Gavin Newsom, who had included ex-
panded health care access in his campaign plat-
form, convened a Universal Healthcare Council
made up of health care providers, labor, busi-
ness, and other community stakeholders to de-
velop a unified health care proposal for the city.
The council agreed on aproposal put forth by the
San Francisco Department of Public Health to
establish a program to provide access to health
services for the uninsured. However, it left the
more controversial issues of program financing
and employer requirements, which faced busi-
ness opposition, to the Board of Supervisors.
Political and public support for the universal
coverage model ultimately outweighed business
opposition to an employer requirement, and the
Health Care Security Ordinance was unanimous-
ly approved by the board and signed by Mayor
Newsom in August 2006.56

The ordinance has several components: a
health access program known as Healthy San
Francisco (HSF); aminimum health care spend-
ing requirement for employers; and a pair of
programs funded by employer contributions to
help people pay for their health care expenses.
Most employers meet the spending requirement
by contributing directly to their workers’ cover-
age, but some employers contribute to the SF
CityOption program, which givesworkers access
to HSF with discounted fees or contributes to a
medical reimbursement account (MRA) that
they can use for eligible health expenses. In
2016 the city added a new program under the
SF City Option known as SF Covered MRA—
which provides premium and cost-sharing assis-
tance to low- and middle-income workers with
insurance through Covered California, the
state’s health care Marketplace. Eligibility re-
quirements for each program are summarized
in online appendix exhibit Al.7

healthy san francisco HSF, administered
by the San Francisco Department of Public
Health, built on the safety net to create a coordi-
nated care system for the uninsured.4The pro-
gram provides access to comprehensive health
services for uninsured workers and residents
with incomes at or below 500 percent of the
federal poverty level ($125,500 for a family of
four in 2018) who are not eligible for other pub-
lichealth insurance options. Before the ACA, this
included low-income childless adults, undocu-
mented immigrants, and workers not offered
employer-sponsored insurance.

SEPTEMBER 2018 37:9

HSF participants receive a comprehensive
package of health services that include primary,
specialty, mental health, emergency, and hospi-
tal care; prescription drugs; and substance abuse
treatment. Enrollees receive an identification
cardto present to providers and a clear schedule
of quarterly enrollment and small point-of-
service fees.

Enrollees in HSF select a medical home for
primary and preventive services. Each medical
home has a site designated by the program for
specialty and emergency care. As of June 2017,
59 percent of participants were enrolled at coun-
ty-administered clinics; 33 percentwere enrolled
at federally qualified health centers or othernon-
profit community health centers; and 7 percent
were in private provider networks, mainly Kaiser
Permanente.8 Specialty care is provided by San
Francisco’spublichospital and nonprofit private
hospitals.

HSF, however, is not insurance: The health
access program covers only care within the net-
work and bears no financial responsibility for
emergency care in noncontracted hospitals or
any care received outside of the city’s bound-
aries. HSF is also not considered “minimum es-
sential coverage” for purposes ofthe ACA, which
means that HSF participants may owe a penalty
for lacking insurance until the ACA individual
mandate is eliminated in 2019.

The program is largely funded through the
city’s General Fund ($38 million in fiscal year
2016-17). Private nonprofit hospitals and medi-
cal homes contributed $8 million in charity care
in the same year. The program received $2 mil-
lion from participants in small, sliding-scale
quarterly fees. (Participants also pay small, in-
come-based fees to providers at the point of
care.) Finally, HSF received $3 million from em-
ployers’ payments to comply with the spending
requirement.g89

HSFenrollees who would later become eligible
for the ACA Medi-Cal expansion were transi-
tioned to a new “bridge to reform” program
funded by the county and federal governments,
San Francisco Provides Access to Healthcare (SF
PATH), which began in July 2011, and were then
automatically enrolled in Medi-Cal in Janu-
ary 2014. At their peak in 2013, the HSF and
SFPATH programs combined had 61,002 partic-
ipants (exhibit 1)—an estimated 84 percent of
uninsured San Francisco adults, or 7 percent
of the city’s total population.1(Because HSF is
notinsurance, many HSFenrollees likely contin-
ued to report being uninsured.)

EMPLOYER SPENDING REQUIREMENT AND SF
city option program Another key element Of
the Health Care Security Ordinance is a mini-
mum health care spending requirement for busi-

Downloaded from HealthAffairs.orgby Carmen Hiller on September 20,2018.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



EXHIBIT 1

Number of uninsured adults ages 18-64 in San Francisco and of Healthy San Francisco (HSF) enrollees, 2007-16

HSF begins

source Authors' analysis of data from Census Bureau. American FactFinder: community facts (see note 1 in text); and Flealthy SF. Key
facts and reports (various fiscal years) (see note 8 in text), notes The number of uninsured adults in 2007 is not available. HSF
enrollment is as of June 30 in each year and includes enrollment in San Francisco Provides Access to Flealthcare for fiscal years
2011-12 and 2012-13. Many HSF enrollees likely report being uninsured because HSF is not insurance but rather a health access

program.

nesses with twenty or more workers and non-
profit employers with fifty or more workers. In
2018 all employers with 100 or more workers are
required to spend $2.83 per hour per worker on
health care, which is 75 percent of the average
cost of an individual employer-sponsored plan.
For-profit firms with 20-99 employers and non-
profits with 50-99 employees must spend $1.89
an hour, representing 50 percentofthe costofan
employerplan. The spending requirementispro-
rated by hours worked by any employee subject
to the ordinance. Employers that fail to make the
payments maybe required to provide restitution
to employees and are subject to penalties from
the city.

The vast majority of employers (89 percent)
meet the spending requirement by providing
health, dental, or vision insurance directly (ex-
hibit2).1000ther options for fulfilling the require-
ment include paying into a health savings or
reimbursement account; directly paying health
claims; and making payments to the SF City Op-
tion program, which is administered by the San
Francisco Health Plan on behalfofthe San Fran-
cisco Department of Public Health.

When the SF City Option was first established,
it offered two programs for employees whose
employers contributed to it. Employees ages
eighteen and older could enroll in HSF at a dis-
counted rate iftheywere San Francisco residents
who had been uninsured for at least ninety days,
had incomes at or below 500 percent of poverty,
and were not eligible for Medi-Cal or Medicare.

Ifemployees were not eligible for HSF, the San
Francisco Health Plan would deposit their em-
ployers’ contributions into an MRA on employ-
ees’ behalf. MRAs can be used for a wide range
of health expenses, including health insurance
premiums, out-of-pocket spending, dental and
vision care, therapy, substance abuse counsel-
ing, prescription drugs, and over-the-counter
medications. From the program’s inception to
November 2017, $260 million in health expenses
was reimbursed for 190,000 SF Medical Reim-
bursement Account (SF MRA) participants.ll

Employers contribute to the SF City Option as
a primary or secondary method of fidfilling the
employer spending requirement for a variety of
reasons. Many contribute on behalf of part-time
workers or others who are ineligible for insur-
ance. This may especially be true for the 63 per-
cent of participating firms with 100 or more
employees—many of which have employees out-
side of San Francisco and might wish to avoid
changing companywide eligibility policies. Oth-
er employers are in restaurant, retail, and other
industries that are traditionally less likely to
offer insurance.8 Approximately 9 percent of
SF City Option participants have employers that
appear to be making small contributions to “top
off’expenditures foremployer-sponsored insur-
ance that do not fully meet the spending re-
quirements.?

After passage of the Health Care Security Or-
dinance, San Francisco was sued by the Golden
Gate Restaurant Association, which argued that
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EXHIBIT 2

Expenditures reported by San Francisco employers in
compliance with the Health Care Security Ordinance, by
expenditure type, 2016

=-SF City Option

---Health savings
and reimbursement
accounts

---Insurance

source Analysis by the San Francisco Office of Labor Standards
Enforcement of information from the 2016 forms submitted by
San Francisco employers in compliance with the ordinance.
notes Insurance includes health, dental, and vision insurance.
The SF City Option is explained in the text.

the employer spending requirement made an
impermissible reference to plans governed by
the Employee Retirement Income Security Act
(ERISA) of 1974 and was therefore preempted
under federal law. The Ninth Circuit Court of
Appeals ruled in favor of San Francisco, and
the Supreme Court declined to hear the case.
The Ninth Circuit noted that the ordinance does
not mandate aparticular setofbenefits, but rath-
er a spending amount. Nor does the ordinance
require employers offering ERISA plans to
change those plans. Importantly, the SF City Op-
tion provides a meaningful alternative for em-
ployers who do not provide an ERISA plan.B3

San Francisco’s Universal Health
Care Model After The ACA
San Francisco reconvened its Universal Health-
care Council in 2013 to evaluate the likely im-
pacts of the Affordable Care Act on the Health
Care Security Ordinance. The council deter-
minedthatthe ACAdid notpresent any obstacles
for continuing HSF or the employer spending
requirement and that HSF was still needed to
provide access to care forundocumented people.
The council also determined that affordability
concerns would remain for some people and em-
ployers under the ACA Y

REMAINING GAPS AFTER COVERAGE EXPAN-
sions By 2016, 108,000 of the city’s 871,000
residents had enrolled in Medi-Cal or Covered
California, the state’s Marketplace, under the
ACA.5 Medi-Cal covered low-income childless
adults who had gained eligibility under the
ACA, and Covered California assisted uninsured

SEPTEMBER 2018 37:9

small business employees and self-employed
people, among others, with subsidized insur-
ance. The number of uninsured nonelderly
adults in San Francisco fell from 72,748 in
2013 t0 26,212 in 2016, which reduced the city’s
uninsurance rate from 12 percent to 4 percent.1

These coverage gains translated to reduced
enrollment in HSF, which fell from 61,002 in
2013 (combined with SF PATH enroliment) to
14,404 in 2016 (exhibit I).8People who gained
eligibility for Medi-Cal underthe ACAexpansion
were no longereligible for HSF.While uninsured
people who are eligible for Covered California
are generally still eligible for HSF, many HSF
enrollees have switched to private insurance un-
der the ACA Most of the remaining HSF partic-
ipants are ineligible for ACA coverage options
because oftheirimmigration status. HSF contin-
ues to be a major source of access to care for
the city's estimated 35,000 undocumented res-
idents.

Among San Francisco’s 26,212 uninsured res-
idents,lundocumented residents are estimated
to account for the largest share, followed by peo-
ple eligible for Covered California who have not
enrolled.3This includes people enrolled in HSF.

AFFORDABILITY AS A BARRIER TO COVERAGE
and care Affordabilityhas remainedachallenge
for many people eligible for Covered California.
Under the ACA, some low- and middle-income
San Franciscans face potential health expenses
thatamountto as much as 20-30 percent oftheir
income on premiums for plans on the silver tier
and out-of-pocket spending if they have high
medical service use.2 Cost was the top reason
for not having insurance among uninsured Cal-
ifornia citizens ages 19-64 in the 2016 California
Health Interview Survey.I7 Approximately four
out of ten surveyed California adults with indi-
vidual-market coverage and incomes at or below
400 percent ofpoverty had difficulty paying pre-
miums and out-of-pocket expenses, according to
Vicki Fung and coauthors.B

While difficulty affording health insurance is a
nationwide concern, San Francisco and other
Californiaregions face additional challenges giv-
en their higher costs of living. All of California’s
fifty-eight counties have an affordability gap—
that is, some residents earn too much to qualify
for Medi-Cal, which requires no premiums, but
too little to afford Covered California insurance
along with other basic needs—and the gap is
especially large in San Francisco.®

Premium subsidies under the ACA are calcu-
lated on a sliding scale based on income as a
percentage of poverty. To meet basic needs, a
San Francisco family of four living in a rented
home would need resources that are 52 percent
higher than those required by the typical Ameri-
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can family. DApplying these estimates to the ACA
eligibility thresholds, the threshold for ACA
premium subsidies of 400 percent of poverty is
equivalent to 600 percent of poverty for San
Franciscans. If the ACA premium subsidies re-
flected cost ofliving, not only would subsidies be
extended to a higher income level in high-cost
regions, but greater subsidies would be provided
at lower income levels as well.

Among the insured, deductibles and out-of-
pocket expenses that are high relative to income
create barriers to care.2ZWhile the ACAprovides
cost-sharing assistance for low-income enrollees
as well as crucial financial protections for indi-
vidual-market enrollees at all income levels,
many Covered California enrollees still face high
out-of-pocket expenses. In 2017 one-quarter of
enrollees with incomes at or below 400 percent
ofpovertywere in plans onthe bronze tierwith a
$6,300 annual medical deductible—and paying
thatamountis well beyond the financial capacity
of most families in this income range.2

SAN FRANCISCO'S PROGRAMS TO HELP WORK-
ERS AFFORD PRIVATE INSURANCE In 2015 the
San Francisco Health Commission approved a
new premium and cost-sharing assistance pro-
gram to better coordinate the SF City Option
program with the availability of subsidized cov-
erage through Covered California. Under the SF
Covered MRAprogram, implemented in Novem-
ber 2016, funds are deposited into a MRA for
enrolled San Francisco residents ages eighteen
and older whose employers made two quarterly
contributions to the SF City Option within the
past six months, who purchased health insur-
ance through Covered California, who had annu-
al incomes at or below 500 percent of poverty,
and who were not eligible for Medi-Cal or
Medicare.

The subsidies are administered by the San
Francisco Health Plan using the existing MRAs
within the SF City Option program. This admin-
istrative mechanism raised no regulatory or legal
concerns, minimized the time needed for imple-
mentation, was operationally feasible for insur-
ers, and had a low administrative cost burden.
However, a significant drawback is that partic-
ipants need to pay their premiums in advance
and seek reimbursement.

Enrollees in SF Covered MRA receive funds in
their account for the year equivalent to 60 per-
centoftheir share ofthe costofpremiums forthe
second-lowest-cost silver plan after federal sub-
sidies, plus the amount needed to keep the plan
deductible below 5 percent ofincome. Enrollees’
subsidy amounts are not based on the size ofthe
payments their employers made to the SF City
Option on their behalf. In its firstyear, the aver-
age subsidy was $2,477.u

Enrollment to date—459 people as of late
20171t-has been lowerthan projected.2Contrib-
uting factors to low enroliment may include lim-
ited employee awareness ofthe program, in part
because ofthe long lag time between a worker’s
date ofhire and eligibility to access the program;
the complexity of program rules; and a require-
mentthatpeople enrollin person (Kerry Landry,
director of policy and coverage programs, San
Francisco Department of Public Health, person-
al communication, February 22, 2018).

Enrollment potential is limited by the eligibil-
ity criteriaforthe program. Ninety-three percent
ofthe employees in the SF City Option are ineli-
gible for SF Covered MRA because they reside
outside the city (41 percent) or live in San Fran-
cisco but are enrolled in job-based coverage
(33 percent), are eligible for Medi-Cal (11 per-
cent), have incomes above 500 percent of pover-
ty (5 percent), or are ineligible for Covered Cal-
ifornia because of their immigration status
(3 percent).

The SF MRA program continues to help the
largest number ofworkers in the SF City Option
paytheir health care expenses. As of March 2018
the SF MRA program had 43,615 active partici-
pants who had filed at least one claim for reim-
bursement in the prior year (Landry, personal
communication, June 1,2018). Many additional
workers are eligible but have notyet activated an
MRA or have opened MRAs but did not file a
claim during that period. All of these workers
are eligible for reimbursement of eligible health
expenses, including the purchase of health in-
surance. Premiums paid foremployer-sponsored
and nongroup health insurance constituted
25 percent of reimbursed health care expendi-
tures under the SF MRA program in 2017
(Landry, personal communication, May 28,
2018).

Lessons From San Francisco’s

Universal Health Care Model

San Francisco has created a largely successful
model for providing universal health access
through a shared responsibility framework
based on contributions from individuals, em-
ployers, providers, and the public coffers. The
model yields important lessons for other juris-
dictions with similar goals, though the best
mechanisms for reaching those goals will likely
differ since the design of San Francisco’s model
was based on local conditions and the con-
straints of operating on a local level.

COUNTIES CAN REDUCE CARE GAPS FOR UNDOC-
UMENTED immigrants San Francisco developed
away to provide universal access to care regard-
less ofimmigration status. Aftermanyuninsured
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San Franciscans gained Medi-Cal and subsidized
private coverage underthe ACA, HSF now covers
primarily people excluded from coverage op-
tions because of their immigration status—the
largest group ofuninsured people in the city and
state.3

The program provides an important conceptu-
al example of how to transform an existing
health care infrastructure into a coordinated
safety-net system. Successful features ofthe pro-
gram that could be adopted by other safety-net
systems include its medical home model, strong
care coordination, investment in information
technology, and positive consumer experience.4
A 2011 program evaluation by Mathematica Pol-
icy Research found that a plurality of partici-
pants (40 percent) in HSF reported improved
access to care, compared to 36 percent who re-
ported no change.5The authors ofthe evaluation
concluded that the program appears to have led
to an increase in primary care service use, along
with reductions in emergency department visits
and potentially avoidable hospitalizations.

HSF covers a comprehensive set of coordinat-
ed health services foralluninsured residents and
certain uninsured workers with incomes at or
below 500 percent of poverty. Other localities
withoutas robust a safety-net system or as strong
a fiscal position as San Francisco has could im-
plement programs that provide access to non-
emergency care for undocumented residents,
scaled to available resources. In fact, as of
2016, forty-seven of California’s fifty-eight coun-
ties already had programs that provided at least
some basic primary and preventive care services
that were open to undocumented immigrants.
Comprehensiveness of benefits and eligibility
criteria vary greatly by county, depending on
available resources and local politics.23 All of
these programs cover care only in designated
networks within a specific county.

MEDICAID EXPANSION IS A BETTER OPTION FOR
states In contrast to localities, states have an
option for covering low-income undocumented
immigrants that would be more comprehensive
and simpler to administer than implementing a
program modeled after HSF: expanding eligibil-
ity for Medicaid using state funds. In 2016
California used state funds to expand eligibility
for comprehensive Medi-Cal coverage to all low-
income children regardless of immigration sta-
tus, as five other states and the District of Colum-
bia have also done.2State legislation considered
in 2018 but which did not pass would have fur-
ther expanded Medi-Cal to cover all low-income
California adults regardless of immigration sta-
tus. This legislation, if enacted, would have
enabled all low-income California residents to
access comprehensive health coverage, using ex-
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isting administrative structures and provider
networks, and would have reduced disparities
across counties.

Even if eligibility for Medi-Cal were expanded
to all low-income adults, HSFwould continue to
fill a significant need by providing health care
access to people with incomes up to 500 percent
of poverty—primarily undocumented residents
butalso others unable to afford private coverage.

SIMPLICITY AND STRONG OUTREACH ARE NEED-
eo In combination with the premium and cost-
sharing subsidies and the consumer protections
underthe ACA, San Francisco’semployer spend-
ing requirement and the SF City Option program
help address the second mostimportant cause of
uninsurance in the city and state: the inability to
afford Marketplace coverage.2

The majority of workers whose employers par-
ticipate in the SF City Option continue to be in
the SF MRA program, which predated the ACA
SF MRA funds can be used in a variety of ways,
including paying for premiums for employer-
sponsored or nongroup insurance or covering
out-of-pocket spending. SF Covered MRA is a
new and unique program that provides subsidies
to make premiums and out-of-pocket spending
more affordable for eligible workers in the SF
City Option program who purchase coverage
through Covered California.

The lower-than-expected enrollment in SF
Covered MRA suggests that making program el-
igibility and enrollment simple is critical to im-
plementing programs to improve affordability.
In addition to being difficult to understand, SF
Covered MRA, unlike the original program, re-
quires in-person enrollment to determine eligi-
bility. San Francisco should consider whether
the advantages for those enrolled in the new
SF Covered MRA program merit the complexity
and administrative costs involved in having a
program in addition to the SF MRA program.

Since the beginning of the SF City Option
program, 19 percent of employer funds have re-
mained unassigned to any particular program—
HSF, SF MRA, or SF Covered MRA. These con-
tributions were made on behalf of workers who
never took steps to have their eligibility deter-
mined.8The SF City Option program would ben-
efit from further evaluation as to who these
workers are and why they are not participating.
Toensure maximum and optimal use ofall ofthe
San Francisco programs, more outreach and ed-
ucation are needed on program eligibility and
benefits, for both participants and employers.
Strong, ongoing efforts are needed as individu-
als’ and employers’ circumstances change.

ADDRESSING AFFORDABILITY IS SIMPLER FOR
states States—especially those with their own
Marketplaces—have more options than cities do
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foradministering subsidies. Reimbursing health
expenses through an MRA was the simplest and
least administratively burdensome implementa-
tion option available for San Francisco, but this
method can be cumbersome for participants.
With greater economies of scale, states could
pay premium and out-of-pocket subsidies direct-
ly to insurers on behalf of eligible people. This
idea was considered in San Francisco but ulti-
mately ruled out because of the cost of imple-
mentation for the projected number of en-
rollees.?

State Marketplaces could also opt to deter-
mine eligibility for state subsidies in coordina-
tion with the existing ACAeligibility determina-
tion processes, simplifying the process for
consumers and ensuring that all eligible and en-
rolled people receive the supplemental subsi-
dies. Implementing programs at the state level
could also build on existing outreach and educa-
tion programs, especially in states such as Cal-
ifornia that already have strong efforts.

Massachusetts and Vermont have already im-
plemented these types of programs in coordina-
tion with their state-based Marketplaces, provid-
ing state-level subsidies on top of ACA subsidies
to further reduce premiums and out-of-pocket
expenses for people with incomes at or below
300 percent of poverty. Legislation considered
in 2018 in California would have provided state-
level premium and cost-sharing subsidies.

EMPLOYER SPENDING REQUIREMENT IS NOT
easily replicable San Francisco’s employer
spending requirement increased access to quali-
ty care in the city without causing a shift away
from job-based coverage or reducing employ-
ment. The requirement was associated with a
10-percentage-point increase in coverage from

The authors thank Kerry Landry and
Aneeka Chaudhry for their insights,
Jenifer MacGillvary for her helpful
comments, and The California
Endowment for funding the California
Health Policy Research Program. All
conclusions are those of the authors.
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The study found no evidence ofemployers’drop-
ping coverage in response to the policy or of
employment reductions.

The employer spending requirement provides
the only source offunding forthe SFMRAand SF
Covered MRA programs. While the requirement
also helps fund HSF, it is no longer a major
funding source for that program.

The employer spending requirement success-
fullywithstood a legal challenge, but states look-
ing to follow San Francisco in developing such a
requirement should carefully consider con-
straints posed by ERISA in designing their
programs.

Mostlocal governments seeking to implement
a similar policy would be more constrained than
San Francisco, because its dual status as a city
and county gave it greater legal latitude in creat-
ing an employer spending requirement than
most other local jurisdictions would have.

Conclusion

As San Francisco has shown, state and local gov-
ernments canbuild onthe ACAto improve access
to care and continue moving toward universal
health care. Although unique circumstances con-
tributed to the enactment and design of the
Health Care Security Ordinance and the SF City
Option, San Francisco’s experience offers les-
sons for other local and state governments seek-
ing to advance the goal of universal care. m
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By Alain C. Enthoven and Laurence C. Baker

POLICY INSIGHT

With Roots In California,
Managed Competition Still
Aims To Reform Health Care

abstract Managed competition is a concept that was bom in California
and has achieved a measure of acceptance there. As California and the
United States as a whole continue to struggle with the challenge of
providing high-quality health care at a manageable cost, it is worth
asking whether managed competition—with its tools for harnessing
market forces—continues to hold promise as a means of improving value
in health care, and whether the standard conceptualization of managed
competition should be modified in any way. In this article we reflect on
four aspects of California’s health care ecosystem that provide insights
into these questions: integrated deliveiy systems, patients’ choice of
health plans, quality measurement, and new health care marketplace
architectures such as Covered California and private insurance exchanges.
Overall, while California’s experience with managed competition has
resulted in some challenges and adaptations, it also gives reason to
believe that principles of managed competition continue to have the
potential to be a powerful force toward creating a more efficient health

care system.

verthe course of several decades,

California has been home to ef-

forts to improve health care

markets and health care delivery.

Many of these efforts are inter-
twined with the framework of managed com-
petition—a set of principles for the design of
health insurance markets intended to promote
increased value that has important roots in
California. While managed competition, as fully
envisioned, has seen only relatively narrow im-
plementation, its core concepts and principles
continue to be relevant. In this article we reflect
on four areas in which developments in health
care markets, particularly in California, provide
insight into the principles of managed competi-
tion as traditionally conceptualized and their
potential to contribute to the availability of low-
er-cost, higher-quality care. These four areas are
the role of integrated delivery systems; patients’

choice of health plans; quality measurement;
and new health care marketplace architec-
tures—including private insurance exchanges
and Covered California, the state’s health insur-
ance Marketplace.

Managed Competition

As envisioned over many years by Alain
Enthoven, one ofthe authors, managed compe-
tition is a set of principles that, when imple-
mented in health insurance markets, isintended
to create incentives forhealth care financing and
delivery systems to improve the quality of care,
increase consumer satisfaction, reduce cost, and
produce equitable results and stable markets.1
Managed competition aims to achieve this by
creating a market forhealth insurance plans that
aligns the incentives of providers and insurers
withthe interests ofconsumers, with the goals of
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achieving better health, better care, and lower
cost.

Managed competition is characterized by a
few core principles that work together with the
aim of creating organized marketplaces. First,
individual consumers choose their own plans
from among a set of health plans. This differs
from the typical scenario in which insurers com-
pete forthe business ofemployers, which choose
the plan or plans that will be available for all of
theiremployees. Second, consumerswho choose
more costly plans pay the full premium differ-
ence. That is, if one plan costs $100 more per
month than another plan, consumers choosing
the more expensive plan pay the $100 out oftheir
own pockets. Third, the market in which health
plans are offered and chosen is structured to
promote competition in terms of price and qual-
ity and minimize the potential for market seg-
mentation and adverse risk selection. For exam-
ple, information about quality of care is collected
and made available to consumers. Enrollment is
through a neutral broker, rather than directly
through insurers, which promotes opportunities
for informed shopping and reduces the amount
of direct involvement that insurance carriers
may have in consumers’ choices. Plan contracts
are standardized, facilitating comparisons based
on price and quality. Insurers offer plans in
which members gain access each year to well-
defined and identifiable comprehensive care de-
livery systems (networks). The networks should
be nonoverlapping to promote clear choices and
should emphasize the alignment of insurer and
provider incentives. Arisk-adjustment program
is used to compensate plans that end up enroll-
ing patients who have greater expected costs
than patients who enroll in competing plans.
The premise of managed competition is that in
the presence ofthese conditions, powerful mar-
ket forces will incentivize insurers to develop
high-value products.

The managed competition idea was bom in
California and, though it remains far from the
general rule, is now in limited practice there.
Several employers have incorporated managed
competition principles into their employee
benefit plans. For example, the health benefits
division of the California Public Employees’
Retirement System (CalPERS), with 1.4 million
covered lives in fiscal year 2016-17,2 offers a
good approximation to managed competition,
as do the Federal Employees Health Benefits
program for federal workers in the state, the
University of California System, and Stanford
University. Private health insurance exchanges
in Californiaalso use managed competition prin-
ciples. Perhaps the most important recent step
for managed competition in California has been

HEALTH AFFAIRS SEPTEMBER 2018 37:9

through the private health insurance Market-
place, Covered California, which covers about
1.5 million people.31In all, we estimate that at
least 4.3 million Californians get health insur-
ance coverage through a mechanism that incor-
porates at last some managed competition prin-
ciples.4 This is a useful start, but health care
systems in California and elsewhere continue
to struggle with cost and quality challenges. Im-
portant opportunities remain for managed com-
petition to drive improvements. Several aspects
ofthe Californiaexperience provide insights into
its ability to do so.

Integrated Delivery Systems

As originally conceptualized, managed competi-
tion envisions consumers making choices from
among health care delivery systems that are well
integrated with insurers and do not have over-
lapping provider networks. Such a structure
would promote insurers’ ability to align incen-
tives with those of providers for efficient health
care delivery and would facilitate competition
among well-defined market alternatives.

Incentive alignment is important for promot-
ing high-value care. Patients naturally have an
interest in receiving high-quality care and keep-
ing costs down, and insurers also have an eco-
nomic incentive to promote the delivery of care
with these characteristics, to help them in their
efforts to offer attractive insurance plans with
lowerpremiums. The incentives facing providers
can sometimes diverge from this—for example,
the use of fee-for-service payment, which can
incentivize the provision of more, and more ex-
pensive, care. Creating situations where the in-
centives facing providers also favorthe provision
of higher-quality, lower-cost care—in alignment
with the incentives facing insurers—eould thus
be beneficial for health care delivery. Aligning
incentives can be done by organizational inte-
gration, in which providers and a health plan
work closely enough together that the business
success of one party is strongly linked to that of
the other. Incentive alignment can also involve
changes in the form of payment, such as a shift
from fee-for-service to bundled or capitated
models.

California is home to Kaiser Permanente, a
large, prepaid, multispecialty group practice that
closely integrates coverage and care delivery and
that has been an important component of exist-
ing California managed competition implemen-
tations. Kaiser reports that it has about 8.8 mil-
lion members in California,5and in 2015 ithad a
43 percent share ofthe commercial market (that
is, not Medicare or Medicaid) in California.6 It
has been successful over the years in keeping
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costs down and achieving strong quality
scores.78 Its integrated structure—in which its
physicians, hospitals, and health plan work ex-
clusively with each other—helps it align the in-
centives of the insurer and providers,9to which
we attribute much of its success. The potential
benefits of an integrated structure suggested by
observation of Kaiser are part of the reason that
managed competition emphasizes the incorpo-
ration of plans that closely integrate insurance
and health care delivery.

However, many California plans are not inte-
grated to the same extent as Kaiser, and many
also have a considerable degree of overlap in
their provider networks. As a result, existing
implementations of managed competition in
California incorporate plans that do not fit the
standard definition. This makes it clear that
managed competition models are able to func-
tion with provider networks that overlap and
with systems and arrangements that do not
always integrate insurance and health care pro-
vision. This raises the question of whether the
set of managed competition principles needs to
include such types of plans. Perhaps the most
appropriate response is to accept the reality ofa
health insurance market with many different
structures in place, encourage consumer choice
among available plans, and let the market
decide.

We continue to believe that fully integrated
plans that effectively align insurer and provider
incentives would have inherent advantages in a
marketplace characterized by managed compe-
tition principles. The competition-enhancing
components of managed competition would
force plans to seek high value, a necessary com-
ponent of which would be the creation of effi-
cient provider relationships and networks.
Though it is ultimately an empirical question,
we suspect that structures that integrate health
insurance and health care delivery would have
natural advantages and thus be best positioned
for success in a managed competition environ-
ment. Integration ofthis sort also seems likelyto
favor nonoverlapping networks, which would in
turn enhance competition.

In this light, we note with interest some recent
developments suggesting that the health insur-
ance marketplace is already moving to produce
structures that more closely integrate insurance
provision and health care delivery systems. For
example, Vivity is a new health maintenance
organization (HMO) partnership between An-
them Blue Cross and a number of hospitals
and provider organizations, including UCLA
Health, Cedars-Sinai, Good Samaritan Hospital,
Huntington Memorial Hospital, MemorialCare
Health System, and Torrance Memorial Medical

CenterB—all prominent names in Southern Cal-
ifornia health care. Vivity does not have a struc-
ture that strongly integrates the insurerand pro-
viders, but it moves toward integrated incentives
by sharing financial risks and gains among the
partners, and it has announced efforts to work
toward more integrated care management and
the use of electronic medical records,las well as
of better methods for integrating care across
member systems.P

Canopy Health, another recent entrant in the
Californiahealth care marketplace, isan alliance
between UCSF Health and John Muir Health. It
includes more than 4,000 doctors and seven
medical centers in the San Francisco Bay Area,
and it may operate both as an accountable care
organization, providing a network that insurers
can contract to use, and as an HMO.BDifferent
from Vivity, the Canopy model appears to have
arisen more strongly from provider efforts and
involves a smaller number of provider systems,
which may create advantages for getting pro-
viders to work well together. This arrangement
also affords the opportunity to work with multi-
ple insurers, which could be advantageous for
marketing in some ways—but diverse business
arrangements could also add complexity and
make it more difficult to achieve clear incentive
alignment.

A third example is an initiative by Sutter
Hospitals, a group of hospitals in Northern Cal-
ifornia and affiliated medical groups, to operate
Sutter Health Plus, a new HMO insurance prod-
uct whose network will contain Sutter’s twenty-
one hospitals in Northern California and thir-
teen medical groups.X4In contrast to both Vivity
and Canopy, this model uses an already well-
defined network of physicians and hospitals that
have some history ofworking together, but it will
involve the development of new insurance oper-
ations.

These three organizations aim to compete on
value, and all three try to integrate the incentives
ofinsurers and providers in ways that are worth
watching. The organizations go about this differ-
ently, which will create different opportunities
and challenges. In all of the cases, an important
challenge will be driving enough delivery-system
change to make a difference for value, in an en-
vironment in which the providers and insurers
involved also do significant fee-for-service busi-
ness with competing incentives that will not al-
ways clearly reward the provision of high-value
care.Whilethejuryis clearlystill outon these and
related models, the fact that all three of these
organizations recognize the value of creating
integrated health care systems that align the in-
centives of health care providers and insurers
suggests natural movement in this direction.
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Whether managed competition implementa-
tions in California deserve any credit, or whether
the changes are attributable to broader competi-
tion going on throughout the market, is not pos-
sible to say. Regardless, managed competition
structures will be able to benefit from the devel-
opment of these types of arrangements, and
more use of managed competition could further
incentivize their development.

The Importance Of Choice Among
Multiple Health Plans

Managed competition emphasizes the impor-
tance of having consumers choose from among
multiple alternative health insurance plans. The
importance of this approach, and the need to
seek implementations of managed competition
that maintain it, has been confirmed in past Cal-
ifornia (and national) experiences. The “man-
aged care backlash” of the 1990s had a number
of underlying causes, but one was employers’
decision to move patients into arrangements
where they had only one choice of insurance
plans with a limited provider network.5 After
their employers switched to this arrangement,
many people lost insured access to their accus-
tomed doctors who were not in the new con-
tracted network. In contrast, other experiences
suggest that offering consumers choices among
competing plans can be advantageous. When
people choose among multiple options, they
can select the one that most closely fits their
preferences—even in cases where the available
plan choices have limited provider networks. In
the 1990s, one of the authors chaired a commis-
sion appointed by California’s governor and leg-
islature to study the managed care backlash. This
commission found that if people could choose
among multiple plans, both patients and doctors
were likely to be more satisfied. The resulting
“stability” in the marketplace, with fewer fluctu-
ations in plan characteristics and in the choices
of health plans and providers available to pa-
tients, served as a better environment in which
to promote competition.

Measurement And Dissemination Of
Information On Quality

Managed competition principles emphasize the
availability oftransparent information aboutthe
attributes of health plans, which enables con-
sumers to make informed choices. Itis clearthat
the health plan marketplace has benefited from
improvements in the measurement and dissem-
ination of information on plan quality led by
the National Committee for Quality Assurance
(NCQA) and others. At the same time, ensuring
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that all consumers have easy access to the most
relevant set of measures still appears to be a
challenge. Implementations of managed compe-
tition principles that lack complete quality infor-
mation risk having consumers make insuffi-
ciently informed, and possibly inefficient,
choices. For example, a report about the Afford-
able Care Act (ACA) Marketplaces, including
Covered California, suggests that information
about plan networks is important to consumers
but perhaps not easy enough to get. B

While this remains a concern, we are encour-
aged by ongoing efforts to improve measure-
ment and disseminate information. Many of
these are national efforts, but we have also taken
note ofthe California-focused efforts ofthe Inte-
grated Healthcare Association, an organization
that has worked on performance measurement
and improvement with diverse stakeholders
across the state. The association drew upon
the work of the NCQA to form evidence-based
quality measurement criteria that covered the
provision ofrecommended care, patient satisfac-
tion, and investment in and use of information
technology for California plans and provider
groups. The association has also advanced the
construction and dissemination of information
about plan networks with a provider directory-
information that has sometimes been difficult to
obtain even from health insurers themselves.

The need to compile and disseminate informa-
tion about plan attributes in a managed compe-
tition structure is clean Insufficient information
makes it harder for managed competition struc-
tures to succeed. The success of a California or-
ganization such as the Integrated Healthcare
Association, among others around the country,
in creating and leveraging this kind of informa-
tion is an encouraging sign that the structures
needed to support informed consumer choice
among health plans will continue to improve.

Covered California And Health
Insurance Exchanges

Perhaps the most promising and informative de-
velopment in California from a managed compe-
tition perspective isthe implementation and sta-
bility of Covered California, the state’s health
insurance Marketplace created pursuant to the
ACA. This Marketplace may come as close as
anything in the state to a market characterized
by managed competition principles.

The Marketplace design in the ACA incorpo-
rates important managed competition concepts,
found in Covered California. Covered California
provides for multiple plans from which people
choose and has taken steps toward standardizing
offerings using a minimum benefit package to
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facilitate comparisons and informed choices.
When consumers choose more expensive plans,
they must pay the incremental premium out of
their own pockets. Risk adjustment in the Mar-
ketplace design is an attempt to reduce the in-
centive for plans to seek to attract only more
healthy patients.

Some of Covered California’s actions that are
consistent with managed competition differen-
tiate it from other states’ Marketplaces. Covered
California has adopted an active purchaser role,
in which it works closely with insurers to nego-
tiate characteristics and premiums of the plan
options available. It has gone further than some
Marketplaces with plan standardization. For ex-
ample, it requires all plans within a metal tier to
offeracommon benefit and cost-sharing design,
over and above the ACA’s requirement of the
basic benefit package. This makes it easier for
consumers to make “apples to apples” compar-
isons. Covered California has worked hard to
compile useful quality information and present
it to consumers.

It appears that Covered California has enjoyed
considerable success. About 1.5 million Califor-
nians have enrolled in private insurance through
Covered California.3 Covered California has
maintained a strong set ofplans available to par-
ticipants. Californians shopping on the Market-
place are normally served by multiple plans:
95 percent have a choice among two or more
plans, and 80 percent a choice among three or
more.X7 This has been made possible in part by
the relatively stable risk profile that Covered Cal-
ifornia has maintained among its insured popu-
lation. There also have been important signs of
health plan innovation, including new network
designs.

Covered California’s generally positive experi-
ence with premiums is encouraging for managed
competition. Covered California held its rate in-
creases to 4.2 percent and 4.0 percent over its
first two years.BlIn the past two years, increases
have been greater, though below those in many
other states. These higher rates of increase may
reflect national policy changes, such as those in
cost-sharing subsidy rules, as much as or more
than the performance of Covered California.9
We are encouraged, but we note that the ability
of Covered California to produce insurance-
market competition that leads to meaningful
and sustained changes in health plan value in
the long run is not yet fully clear.

Other efforts to develop exchanges in Califor-
nia offer valuable lessons and contrasts. There
are a few small private-sector health insurance
exchanges that operate in California, including
CalifomiaChoice and offerings from some major
national benefit consulting companies (such as

Aon Hewitt, Willis Towers Watson, and Mercer).
These exchanges enable employers to offer em-
ployees a choice among multiple health plans, as
opposed to a narrower set of plans (or even a
single plan)—as most employers end up doing
when they construct their own benefit offerings.
Early projections were very optimistic about the
numbers of covered groups and lives, but a 2016
RAND Corporation report noted only modest
uptake.DAll indications are that large employ-
ers’ participation in them is uncommon.2

The experience of the private exchanges is a
testament to the importance of context. Large
employers—which employ the majority ofpoten-
tial enrollees—were slowto participate in private
exchanges. Apparent contributors to this slow
uptake were inertia in plan offerings and em-
ployees’ expectations and the related reluctance
ofemployers to convert from defined benefits to
defined contributions and from self-insured to
insured plans—bhoth of which are common com-
ponents of a switch to a private exchange. Large
employers may prefer self-insurance for several
reasons: Ithelps them avoid possibly costly state
benefit mandates and state taxes on premiums,
gives them greater flexibility to make changes
without having to seek approval of state regula-
tors, and enablesthem to offerthe same coverage
to all employees in multiple states. The problem
with self-insurance from a managed competition
point of view is that it prevents the transfer to
providers of risk of the cost of care, which is
an important part of the incentive alignment
that managed competition aims to achieve. We
observe that although some employers have
adopted managed competition principles, in a
more general sense it may be difficult to imple-
ment managed competition on a large scale
through structures that incorporate multiple
large employers without making more major
changes to underlying insurance regulations—
such as the employer-provided insurance tax
exclusion.

Structures such as Covered Cahfomia—which
operate on a larger scale and outside of normal
employer-provided insurance arrangements,
and which can thus more easily generate broad
participation—may be the right model for
broader dissemination of managed competition.

Conclusion

Lessons from California’s experiences can help
refine the understanding of the relevance and
promise of managed competition and, at the
same time, provide a good view ofthe important
challenges facing it. On the whole, the model
seems to have stood up well. Inachanging health
care marketplace, it possesses feasibility at its
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core, and it seems likely to be able to interact
with emerging health plan designs, data collec-
tion efforts, and structures such as Covered Cal-
iforniaand other Marketplaces around the coun-
try to help promote higher value in health care.
Managed competition has come a long way, nur-

Alain Enthoven and Laurence Baker have
both served as consultants to Kaiser
Permanente. Baker has also served as a
consultant to Blue Shield of California.
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Medicare-for-All and Public Plan Buy-In
Proposals: Overview and Key Issues

Tricia Neuman, Karen Pollitz, and Jennifer Tolbert

Introduction

As policymakers debate next steps for expanding health insurance coverage and lowering health costs,
some have introduced legislation that would broaden the role of public programs, such as Medicare and
Medicaid. During the 115th Congress, eight such proposals were introduced, ranging from bills that would
create a new national health insurance program for all U.S. residents, replacing virtually all other sources
of public and private insurance (Medicare-for-All), to more incremental approaches that would create a
new public plan option, as a supplement to private sources of coverage and public programs.

These eight legislative proposals differ in ways that have important implications for consumers, health
care providers and payers, including employers, states, the federal government, and taxpayers. Key
policy differences relate to eligibility, the size and scope of the public plan, covered benefits and cost
sharing, premiums, subsidies for premium and cost sharing, cost containment strategies, and the likely
interactions with current public programs and private sources of coverage. They also vary in their level of
detail; some bills, according to their sponsors, are intended to serve as blueprints for reform, and are
expected to include greater specificity over time. Given the timing of the legislative calendar, these bills
are unlikely to advance in the current Congressional session; however, they illustrate the range of options
that will likely serve as prototypes for legislation that may be introduced in the next session of Congress.

Greatly simplified, these public plan proposals fall into four general categories:

» Two proposals would create Medicare-For-All, a single national health insurance program for all
U.S. residents (Senator Sanders, S. 1804: Rep. Ellison, H.R. 676V:

» Three proposals would create a new public plan option, based on Medicare, that would be offered
to individuals and some or all employers through the ACA marketplace (The Choice Act by Rep.
Schakowsky, H.R. 635, and Sen. Whitehouse, S. 194): The Medicare-X Choice Act by Sen.
Bennett, S. 1970, and Rep. Higgins, H.R.4094: and the Choose Medicare Act by Sen. Merkley, S.
2708 and Rep. Richmond, H.R. 6117)

» Two proposals would create a Medicare buy-in option for older individuals not yet eligible for the
current Medicare program (Sen. Stabenow, S. 1742: Rep. Higgins, H.R. 3748): and

» One proposal would create a Medicaid buy-in option that states can elect to offer to individuals
through the ACA marketplace. (Sen Schatz, S. 2001 and Rep. Lujan, H.R. 4129).
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This policy brief summarizes key features of these proposals, highlights similarities and differences, and
discusses key questions, trade-offs and potential implications. Several of these proposals have both a
House and Senate sponsor; throughout the document, we refer to the sponsor who first introduced the
legislation.

Overview of Current Proposals
MEDICARE-FOR-ALL

Medicare-for-All, an approach championed most recently by Senator Sanders in the Senate and
Representative Ellison in the House, represents the most sweeping proposed change to the U.S. health
insurance system among these proposals. Once fully implemented, a single, federal, government-
administered program would provide coverage to all U.S. residents. Medicare-for-All would replace
virtually all other sources of private health coverage (employment-sponsored plans and insurance offered
inside and outside ACA marketplaces) and most public programs, including Medicare, Medicaid and
CHIP. Medicare-for-All would result in a major shift in the way in which health care is financed in the U.S.
-- away from households, employers and states to the federal government and taxpayers.

The new Medicare-For-All program would cover all medically necessary services, with defined categories
of benefits to be covered, as well as dental and vision services ~ a broader definition of benefits than is
currently covered by Medicare or by the ACA essential health benefits. Under the Ellison bill, the new
public plan would also cover long-term services and supports (LTSS), whereas under the Sanders hill,
Medicaid would continue to provide LTSS. The Sanders bill would have the public plan cover all
reproductive health services, including abortion, and would repeal the Hyde Amendment. Under both bills,
there would be no premium or cost-sharing requirements, other than limited cost sharing (up to $200 per
year) on prescription drugs to encourage the use of generics under the Sanders bill. The Sanders bill
would establish a beneficiary ombudsman program to help consumers with complaints, grievances, and
requests for information, and to track and identify for the Secretary of Health and Human Services issues
and problems in payment or coverage policies.

Both Medicare-for-All proposals would establish a global budget for health expenditures. In addition, they
would create a national fee schedule to make payments to hospitals and other facilities, doctors and other
health professionals, and prohibit balance billing. The Sanders bill would establish a fee schedule
consistent with Medicare payment rates, and a new process for updating such rates. The Ellison bill
would take a somewhat different approach, establishing Medicare payment rates through negotiations
between providers and State and regional directors, subject to the approval of the Medicare director. The
Sanders bill would leave an option for providers and patients to enter into private contacts instead of
using Medicare, while the Ellison bill has no similar provision. The Ellison bill would prohibit participation
in Medicare by for-profit hospitals and facilities and by investor-owned provider practices. Both bills would
require the Secretary to negotiate drug prices with manufacturers

The on-budget cost of the new Medicare-for-All program would be partially offset by the elimination of
current federal spending obligations for public programs (e.g., Medicare, Medicaid, CHIP), tax

Medicare-for-All and Public Plan Buy-In Proposals: Overview and Key Issues 2



expenditures for employer-sponsored coverage and subsidies for ACA marketplace coverage. Both bills
envision administrative savings associated with having one payer, and with having a single, Medicare-for-
All fee schedule with lower rates than would otherwise be paid by employers and private insurers. The
Ellison bill generally describes new revenue sources to cover additional costs; the Sanders hill, as
drafted, does not specify further financing, although other financing options are described in a separate
white paper.

The Sanders bill envisions a four-year phase-in period for implementation. During this time, a transitional
public plan option, similar to Medicare, would be offered through the marketplace with enhanced income-
related subsidies available. Also during the phase-in period, the current Medicare program would be
enhanced with a new out-of-pocket limit on annual cost sharing for Medicare-covered services, coverage
of dental and vision benefits, and by expediting Medicare coverage for people with disabilities on SSDI by
eliminating the 24-month waiting period.

FEDERAL PUBLIC PLAN OPTION

Three proposals would establish a federal public plan option to build upon, rather than replace, the
current blend of private insurance and public coverage. In general, the bills aim to address some of the
shortcomings in ACA marketplaces by giving individuals and employers a new option that may provide
more affordable coverage. Two of these proposals invoke Medicare in naming the public plan (Medicare
Part E and Medicare-X); the Schakowsky hill incorporates many of Medicare’s features in the public plan,
without using its name.

Under all three hills, the public plan option would be offered alongside private insurance through the ACA
marketplace to individuals and small employers eligible to purchase coverage there. Two of the bills
would also offer the public plan in the individual and small group markets outside of the marketplace. The
Merkley bill would further extend eligibility to large employers who could obtain coverage under the public
plan on behalf of their employees, while remaining in compliance with ACA requirements. The Merkley bill
would allow large employers to buy fully insured large group policies from Medicare Part E, transferring
risk to the public program. It would also allow self-insured group plans to retain risk and contract with
Medicare Part E for third-party administrative services, such as paying claims and establishing a provider
network and fee schedule. The Bennet bill would phase in the public program, beginning in areas with
limited competition.

All three bills would make the public plan eligible for marketplace premium and cost-sharing subsidies for
eligible individuals. The Merkley bill would expand income eligibility for both premium and cost-sharing
subsidies throughout the marketplace and enhance these subsidies for all participants by tying them to
Gold-level plans. None of the bills would affect ACA subsidies for small employers.

Under each of the three proposals, the new public plan would cover (at a minimum) all ACA essential

health benefits. The Merkley Medicare Part E plan would also cover all Medicare benefits (Parts A, B and
D), all reproductive services, and abortion. The Schakowsky and Bennet bills would offer the public plan
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at all ACA metal levels and would apply the ACA annual out-of-pocket limit on cost sharing. Under the
Merkley bill, the public plan would be offered at the Gold metal tier, and all marketplace subsidies would
be tied to the Gold tier (vs. the Silver tier under current law), which would result in reduced cost sharing
for most marketplace participants. The Merkley bill would also enhance financial protections under the
current Medicare program by adding an out-of-pocket limit on cost sharing, which could affect program
spending and premiums.

All three bills would set the public plan premium to cover all costs for covered benefits and require the
public plan to follow ACA rating rules. The Merkley bill would also extend ACA rating rules to the large
group market, a departure from current law.

Two of the proposals contain new consumer assistance provisions. The Schakowsky bill would establish
an office of the ombudsman for the public plan to educate consumers about this coverage option and help
them resolve complaints and grievances. The Merkley bill would authorize direct federal spending for
marketplace navigator programs (vs current law funding by marketplaces) at funding levels needed to
address capacity limitations. The Merkley bill also would require employers that do not offer health
benefits to refer their employees to navigators.

All three proposals would require hospitals, physicians and other health care providers participating in
Medicare to participate in the new public plan; this would result in a broad network of providers because
the vast majority of all hospitals and physicians participate in the current Medicare program. The
Schakowsky and Bennet bills would also require Medicaid providers to participate in the public plan which
would include pediatricians and others who may be less likely to treat the current Medicare population.
Providers would have the ability to opt out of participating in the public plan without penalty under the
Schakowsky hill. The three proposals would also require the Secretary to allow other providers to
participate in the public plan - an important consideration in providing health coverage for children, and
for meeting the needs of individuals with special needs.

All three bills would extend Medicare payment rates, or some variation on those rates, to providers
participating in the public plan to help lower the overall cost of the program, which in turn would reduce
premiums and out-of-pocket cost sharing for patients. The Schakowsky proposal would have the
Secretary negotiate rates with providers, using Medicare payment rates as a back-up, if negotiations are
not successful. The Bennet proposals would use Medicare rates for the new Medicare-X plan, and
authorize the Secretary to increase rates by up to 25% in rural areas. The Merkley proposal directs the
Secretary to negotiate payment rates for Medicare Part E, between Medicare and private insurance plan
rates.

None of the public plan option bills specifically prohibits balance billing by physicians and other providers
who treat patients enrolled in the public plan; however to the extent that they adopt Medicare payment
rates and rules, these bills would appear to apply Medicare limits on balanced billing to the public plan.
Under current rules, participating providers agree to accept assignment for all of their Medicare patients,
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and are prohibited from balance billing; non-participating providers do not agree to accept assignment for
all patients or all services, and may choose to charge patients higher fees, up to a certain limit.

All three bills acknowledge ongoing public concern about prescription drug costs by authorizing the
Secretary to negotiate drug prices for the new public plan; two of the three proposals (Bennet and
Merkley) would extend this policy to the current Medicare program. Under current law, the Secretary is
prohibited from negotiating payments with drug manufacturers on behalf of Medicare Part D enrollees.
The Merkley proposals is the only one of the three bills to include a failsafe to leverage lower drug prices
under Medicare Part E and the current Medicare program. If negotiations are not successful in obtaining
an appropriate price as determined by the Secretary, prices would be paid based on the lesser of those
paid by the Veterans Administration or the federal supply schedule. In other respects, the three bills do
not change the current Medicare program, other than the limit on out-of-pocket spending added to the
current Medicare program under the Merkley proposal.

MEDICARE BUY-IN FOR OLDER ADULTS

Two proposals focus specifically on creating a new Medicare buy-in option for older adults - ages 55-64
in the Stabenow bill and 50-64 in the Higgins bill. These proposals would give eligible individuals the
option to buy into Medicare. (This differs from an alternative approach that would simply lower the age of
Medicare eligibility from age 65 to age 50 or 55.) The Higgins bill would also allow adults ages 50-64 who
are eligible for job-based coverage to elect the Medicare buy-in option, and allow employers to pay
Medicare premiums on their behalf - a feature that could expand the number of older working individuals
who select the buy-in option.

Under the Stabenow hill, enroliment in the buy-in plan would be managed by Medicare, while under the
Higgins bill enrollment in the buy-in plan would be conducted through the marketplace. Both bills would
allow marketplace subsidies to apply to the buy-in plan for individuals otherwise eligible for subsidies, so
the marketplace would continue to be the place where people apply for financial assistance.

Under both bills, the Medicare buy-in plan would offer Medicare benefits rather than ACA benefits. Under
both bills, Medicare cost-sharing standards would apply, with no annual out-of-pocket limit on cost
sharing for individuals who enroll in Medicare (unless they enroll in private Medicare Advantage plans
(assuming current rules apply) or qualify for cost-sharing subsidies through the marketplace. Both
proposals would give buy-in enrollees the option to buy Medicare Advantage plans instead of fee-for-
service coverage, and both would require private Medigap policies to be offered on a guaranteed-issue
basis to buy-in enrollees. In other words, older adults not yet eligible for the current Medicare program
would potentially have access to private marketplace plans, private Medicare Advantage plans, and
traditional Medicare (Parts A, B and D) with an option to purchase Medigap - each with different
guaranteed benefits, rating rules, premium and cost-sharing subsidies and provider networks.

Under both bills, rating rules for the buy-in plan would be somewhat different from those for marketplace
plans. The bills would set the buy-in premium to cover the full cost of benefits provided under Medicare
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Parts A, B and D for enrollees, plus administrative expenses. The Stabenow bill would establish a single,
national premium while the Higgins bill would apply a geographic adjustment. Neither proposal would
adjust buy-in premiums for age, in contrast to current marketplace rules.

Buy-in enrollees would be eligible for ACA-based premium and cost-sharing subsidies. The Higgins bill
would also enhance cost-sharing subsidies available through all Silver plans in the marketplace and
would extend these subsidies to individuals with income up to 400% of the federal poverty level (FPL).
When buy-in enrollees become eligible for the current Medicare program, at age 65, premium and cost-
sharing subsidies, and other coverage features, would revert to those applicable to Medicare
beneficiaries under current law.

Marketplace premium subsidy amounts would be calculated somewhat differently for buy-in enrollees.
Presumably because rating rules would be different than for other private plans, the Medicare buy-in
option would not “compete” with other marketplace plans to be the second-lowest-cost Silver plan; rather
the Secretary would determine how subsidies would be calculated for buy-in enrollees.

Both proposals would require all Medicare participating providers and facilities to participate in the buy-in
plan for older adults; and, to help constrain costs, reimburse hospitals, physicians and other participating
providers using Medicare payment rates, which typically are lower and less variable than the rates paid
by commercial insurers. Using Medicare payment rates would tend to make the buy-in plan more cost
competitive relative to private plan options. Though the bills do not address balance billing specifically, by
adopting Medicare provider payment rules, it appears that Medicare limits on balance billing would also
apply to enrollees in the buy-in plan.

The Higgins proposal would also authorize the Secretary to negotiate lower drug prices for the buy-in
population and for the current Medicare program - the only change in the bill that would directly affect the

current Medicare program.2

The Higgins bill would make other changes aimed at stabilizing the private individual insurance market. It
would establish a federal reinsurance program to help cover high-cost medical claims, and reauthorize
the temporary ACA risk corridor program through the year 2020. It also would appropriate $500 million
per year, in 2018 through 2020, for consumer assistance programs to raise awareness about new
subsidy and coverage options and help people enroll.

Both bills specify that the buy-in program would be financially separate from the current Medicare
program, and that benefits under the current program, and the Medicare trust funds would not be
affected. The Higgins proposal establishes a separate trust fund for the purpose of collecting premiums
and making payments for services provided to individuals enrolled in the Medicare buy-in plan. The
Higgins proposal establishes a separate trust fund for the purpose of collecting premiums and making
payments for services provided to individuals enrolled in the Medicare buy-in plan.
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STATE PUBLIC PLAN OPTION

The public plan option envisioned under the Schatz bill would build on the Medicaid program rather than
Medicare. Under this approach, states would have the option of creating a Medicaid buy-in program that
would be offered through the marketplace alongside other private plans.

For states that elect this option, the bill would allow individuals at all income levels to buy into Medicaid,
as long as they are not enrolled in other coverage. The Medicaid buy-in option would be offered as a
Silver-level plan through the marketplace. Medicaid buy-in enrollees would receive an alternative benefit
package (ABP), which includes the ACA essential health benefits, and could be defined by states to
include the full Medicaid benefit package.

States may set premiums for the public plan that are “actuarially fair.” States may vary premiums by the
same factors as ACA marketplace plans (age, geography, family size and tobacco use). Deductibles and
other cost sharing amounts would also be determined by the electing state to be actuarially fair, with an
annual out-of-pocket limit on cost sharing (set at $7,350 in 2018).

The bill does not require that premiums and cost-sharing payments cover the full costs of the buy-in
program. Instead, states would receive federal matching payments for any costs for the Medicaid buy-in
program that are not covered by premiums and cost-sharing payments. With this flexibility, states could
promote enrollment in the public plan by setting premiums lower than commercial plans, and count on the
federal government to make up some of the cost; though as under the current Medicaid program, they
would be required to finance the state share of these costs. The bill also provides an enhanced 90%
federal matching rate for administrative costs associated with the buy-in program.

This proposal would extend current law ACA premium and cost-sharing subsidies to people purchasing
Medicaid buy-in coverage. In addition, it would cap premiums for the public plan at 9.5% of family income,
which would make the Medicaid buy-in option more affordable than other marketplace plans for people
with incomes above 400% FPL, the eligibility threshold for premium tax credits.

The Medicaid buy-in would rely on Medicaid participating providers, including Medicaid managed care
organizations (MCOs) to deliver services. In an effort to improve access to care in the Medicaid program,
including the buy-in option, the bill would require Medicaid to use Medicare payment rates as a floor for
paying primary care providers and would appropriate $100 billion in grants to states to enhance Medicaid
provider payment rates. The grants would be available to all states, not just those establishing a buy-in
program.

Additionally, the bill would extend to any state newly adopting the Medicaid expansion the 100% federal
funding for three years and the phase-down of federal funding to 90%.
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Key Policy Considerations

The eight bills introduced during the 115th Congress are similar in that they would each establish a public
program, yet they differ in ways that could have significant implications for consumers, payers, health
care professionals, and the federal budget. As of yet, CBO has not formally estimated the effects of these
bills on costs or coverage. Below are key questions regarding the policy implications and tradeoffs
involved in these various proposals.

1. HOW WOULD THE PROPOSALS PROVIDE AND EXPAND COVERAGE?

These eight proposals span a broad spectrum in terms of eligibility rules that are likely to affect the
number of people who would gain coverage and the size of the public program. The two Medicare-for-All
proposals would build a single, national public program, replacing all other forms of coverage, to cover all
individuals residing in the U.S. The Medicare-for-All bills would adopt a broader definition of eligibility than
is used for Medicare, Medicaid or marketplace plans, which limit eligibility based on citizenship and
immigration status, potentially benefiting millions of lawfully present and undocumented immigrants.

The three federal public plan proposals would offer a public option to augment the current mix of public
and private sources of coverage. Among these three plans, the Merkley proposal would extend eligibility
to all U.S. residents, permit large and small employers to offer public plan coverage, and enhance cost-
sharing subsidies, all of which could lead to larger public plan enrollment than under the two other public
plan proposals. None of the public plan proposals would address the coverage gap that persists in states
that have not expanded Medicaid, in which more than two million adults have incomes too high to qualify
for Medicaid eligibility yet below the lower limit of 100% FPL for marketplace premium tax credits.

The two Medicare buy-in proposals for older adults who are not yet eligible for the current Medicare
program would likely lead to a smaller public plan than the aforementioned proposals due to age
restrictions. Of these two proposals, the Higgins bill could reach a larger number of older adults because
it defines eligibility somewhat more broadly (ages 50-64, rather than age 55-64), allows employers to pay
premiums for their older employees if they opt in, and enhances premiums and cost-sharing subsidies.

The Medicaid buy-in proposal would make the public plan an option for states. This approach would limit
its availability to residents of states that elect to establish a Medicaid buy-in.

2. HOW WOULD THE PROPOSALS AFFECT THE AFFORDABILITY OF
COVERAGE FOR CONSUMERS?

While the ACA has made significant inroads in reducing the number of people without health insurance.
affordability challenges have continued, particularly among people with significant health needs. In 2017,
more than one-in-four insured non-elderly adults skipped or delayed care due to costs or had problems
paying out-of-pocket medical bills; among the insured in fair to poor health, nearly one-in-three faced
such affordability problems. The Medicare-for-All bills take the most comprehensive approach to
improving affordability by eliminating premiums and cost-sharing requirements, and adding benefits, such
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as dental and vision. However, these costs would ultimately be shifted back to some individuals in the
form of higher taxes, meaning some people would end up paying more while others would pay less.

Several of the other bills would address affordability issues in the marketplace by enhancing premium and
cost-sharing subsidies for currently eligible individuals, by capping premiums for individuals not eligible for
premium tax credits, and, in some cases, by making more people eligible for subsidies. Limits on provider
payments (Medicare payment rates) would be expected to put downward pressure on premiums and
other costs. Two of the bills would enhance financial protections for individuals by prohibiting balance
billing by providers. The others are silent on balance billing, although to the extent those proposals use
Medicare or Medicaid provider payment rates, they would appear to incorporate into the public plan limits
and prohibitions on balance billing that apply under those programs today.

In addition, one of the bills would address the financial burden of health care for people covered under the
current Medicare program by adding an annual out-of-pocket limit. Virtually all of the proposals aim to
make prescription drugs more affordable for people in both the current Medicare program and the new
buy-in proposal by giving the Secretary the authority to negotiate lower drug prices.

3. HOW WOULD THE PROPOSALS AFFECT MARKETPLACE COVERAGE?

As of early 2018, more than 14 million people obtained non-group coverage through ACA marketplaces
or outside in the individual market. The introduction of a new public plan could change marketplace
dynamics and premiums. Premiums for the public plan could be higher or lower than private marketplace
plans depending on a number of factors, including the level of fees paid to providers, rating rules, the
comparability of benefits, and other features. For example, as noted above, the use of Medicare provider
payments in the public plan would put downward pressure on costs, which would likely lead to lower
premiums for coverage under the public plan compared to marketplace plans.

At the same time, the methodology used to set premiums could potentially mitigate the cost advantage of
the public plan. Premiums for a Medicare buy-in for older adults could conceivably be higher than
premiums for marketplace plans for people of a similar age because the risk pool is restricted to older,
higher-cost adults. Further, if the public plan uses a uniform, national premium and private insurers set
premiums based on local costs, the public plan could be more competitive in high cost areas, and less
competitive in low cost areas. To the extent that the rules for setting premiums are not aligned for private
plans and the public program, individuals may be more attracted to one over the other, potentially
destabilizing the marketplaces.

Several of the public plan option proposals include provisions to stabilize or strengthen marketplaces

generally - for example, by enhancing the value of cost-sharing subsidies, establishing new risk-
stabilization programs, and/or by enhancing consumer enrollment assistance and outreach.
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4, HOW WOULD THE PROPOSALS AFFECT PRIVATE EMPLOYER-
SPONSORED HEALTH COVERAGE?

Currently, a majority of the non-elderly U.S. population - more than 150 million people - have job-based
health benefits. The Medicare-for-All bills would replace employment-based (and virtually all other forms
of coverage) with the new plan. The other six public plan proposals would retain a role for employer-
sponsored coverage, while giving employers access to the public plan to varying degrees. Under one
proposal, all employers, including large employer-sponsored plans, could opt to obtain coverage under
the public plan on behalf of their employees. Others would allow small (but not large) employers to offer
the public plan to their employees by purchasing public plan coverage through the small group market or
the SHOP marketplace. One plan would allow employers to pay premiums on behalf of their enrollees
who choose to opt into the public plan, a departure from current law.

If employers are able to reduce health costs by offering coverage under the public plan, the public plan
could take on a relatively large role as a source of coverage. Employers could realize savings by gaining
access to the lower provider payment rates in the public plan. In addition, although none of the bills allow
employers to selectively enroll high-cost enrollees in the public plan, employers with higher than average
medical costs might realize savings by shifting their employees to the public plan, which in turn could lead
to adverse selection and higher costs in the public plan. Most of these bills also would retain current law
rules that make people ineligible for subsidies if they are eligible for employer-sponsored coverage that
meets minimum standards; this “firewall” would limit the ability of individuals to shift from job-based
coverage into the public plan.

5. WOULD THE NEW PUBLIC PLAN OPTIONS BE THE SAME AS THE
CURRENT MEDICARE PROGRAM?

Six of the eight bills invoke Medicare’s name for the public plan, likely in part because Medicare enjoys
broad support among the public. Yet, the proposed public plans differ from the current Medicare program
in several ways, including covered benefits, the methodology used to calculate premiums, and the
availability of premium and cost-sharing subsidies. The two Medicare buy-in bills for older adults would
adopt current Medicare benefits and cost sharing for the public plan; the two Medicare-for-All bills would
cover far more expansive benefits; and the other proposals align either with ACA-required essential
health benefits or with a combination of ACA and Medicare benefits.

None of the bills would set premiums for the public plan using the same methodology used in the current
Medicare program. In general, the proposals set premiums for public plan enrollees to cover 100% of
benefit costs, including administrative expenses. In contrast, premiums for the current Medicare program
are not set to cover full program costs. Further, the buy-in bills tend to use premium and cost-sharing
subsidies, and eligibility levels, established for the ACA marketplace, rather than those that apply to
people covered under the current Medicare program (such as those used for the Medicare Savings
Programs or the Part D low-income subsidy program.) To the extent public plan enrollees receive more
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generous subsidies, lower-income individuals would face a financial “cliff” when they age onto the current
Medicare program.

The Medicare-for-All and public plan proposals tend to track the current Medicare program when it comes
to provider participation and in using Medicare provider payment rates to leverage overall savings in
health spending (with some variation, as noted below).

6. HOW WOULD THE PROPOSALS AFFECT THE CURRENT MEDICARE
PROGRAM?

Six of the eight public plan proposals leave the current Medicare program generally intact, with the
notable exception of the Medicare-for-All bills that would replace the current Medicare program with a
new and more comprehensive Medicare program. Four of the public plan bills would modify rules
pertaining to the Medicare Part D benefit, by allowing the Secretary to negotiate drug prices. One
proposal would enhance the current Medicare program by adding an out-of-pocket limit to Medicare Parts
A, B and D, which would help align financial protections under the new and existing Medicare programs,
but would also lead to higher Medicare spending and higher premiums. The Sanders bill would enhance
the current Medicare program during an interim implementation phase, by adding an out-of-pocket limit,
covering vision and dental, and by expediting eligibility for people with disabilities.

Several of the public plan buy-in bills include explicit language to protect the Medicare trust funds and
Medicare benefits from changes made under the proposal.

7. HOW WOULD THE PROPOSALS AFFECT THE CURRENT MEDICAID
AND CHIP PROGRAMS?

The two Medicare-for-All proposals would replace or fundamentally restructure Medicaid’s role in
providing health coverage to low-income and other vulnerable populations. The Ellison proposal would
eliminate Medicaid entirely while the Sanders bill would retain Medicaid for purposes of providing long-
term services and supports. The Sanders hill would impose requirements on states to maintain eligibility
standards and expenditures on long-term services and supports at 2017 levels. Both proposals would
eliminate the CHIP program.

The remaining bills, including the Medicaid buy-in bill, would leave the Medicaid and CHIP programs
intact. The Schatz proposal would address Medicaid provider payment rates and access-to-care issues
by requiring states to increase payments to primary care providers and by providing funding for states to
increase payments to other providers. However, the one-time allocation of federal grant funds to finance
the state share of the payment increase would not likely compensate states for the increased costs
associated with the payment rate increase over the long term.

The proposals also mostly do not address the failure of 17 states to adopt the ACA’s Medicaid expansion.
One proposal would extend the 100% federal financing to states newly adopting the expansion to
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encourage state action, while the two Medicare-for-All bills would federalize coverage for all low-income
adults.

8. HOW WOULD THE PROPOSALS ADDRESS THE NEEDS OF SPECIFIC
POPULATIONS?

While the bills intend to improve the affordability, and in some cases, the comprehensiveness, of health
coverage, in general they vary in how they would address the specific needs of special populations, such
as children, women of reproductive age, and people with disabilities and high health care needs,

Children, in particular, have special needs and special providers that serve them. While most of the bills
incorporate the ACA’s 10 essential health benefits, which include pediatric services and dental and
visions services for children, none of the bills define a specific benefit package for children. Except for the
two Medicare-for-All proposals, the other bills would retain the Medicaid and CHIP programs and their
important role in covering low-income children. However, the special EPSDT protections provided to
children through the comprehensive coverage requirements in Medicaid are not extended to children who
would gain coverage under Medicare-for-all, the federal public plans, or the Medicaid buy-in plan. The
three public plan proposals recognize the importance of including providers that serve children in the plan
networks, by requiring participation of both Medicare and Medicaid providers and/or including a process
for allowing other providers to participate.

For people with disabilities and high health care needs, the adequacy of health plan provider networks
matters can be especially important. Most marketplace plans today and a smaller share of iob-based
plans used closed or narrow provider networks. By contrast, nearly all of the public plan proposals would
significantly expand provider networks for their enrollees. Proposals that eliminate or lower out-of-pocket
costs, which several of the proposals do, would remove or reduce cost as a barrier to accessing care for
those with high health care needs. While most of the proposals would retain Medicaid as the primary
payer of long-term services and supports for people with disabilities, one proposal (Ellison) would
incorporate these services into the plan’s benefit package. It also proposes a payment methodology that
emphasizes the provision of long-term services and supports and mental health services in community-
based settings, thus significantly expanding access to these services.

Finally, several bills specify that reproductive services, including abortion, should be a covered benefit
and some bills (Sanders; Merkley) include explicit language to repeal the Hyde amendment restrictions
on public funding for abortion. The Hyde amendment, first adopted more than 40 years ago, prohibits
federal funds from being used for abortion, other than in the case of rape, incest or if the pregnancy is
determined to endanger the life of the woman. If the Hyde amendment is not repealed and if its
restrictions attach to the public plan, then fewer women of reproductive age could have access to abortion
services in the future. Numerous efforts to repeal the Hyde amendment have failed in the past.
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9. HOW WOULD THE PROPOSALS AFFECT PAYMENTS TO PROVIDERS?

Most of these proposals would result in broader use of Medicare rates - or some similar approach ~ to
reimburse hospital and medical care. In general, the proposals would adopt a fee schedule for the public
plan with the goal of reducing total health spending (and premiums) by reducing high fees paid by
commercial insurers relative to Medicare, and, in the case of Medicare-for-All, by eliminating excess
administrative costs attributable to having multiple payers, with multiple fee schedules and multiple rules
pertaining to coverage. The Medicare-for-All proposals would establish global budgets, under which there
would be a fee schedule for providers. The public plan and Medicare buy-in proposals typically adopt
Medicare payment rates, or anchor their provider rates to Medicare levels in some fashion, which would
tend to be lower than private insurance and higher than Medicaid.

The impact of using Medicare payment rates on provider revenues would vary across the eight proposals,
with the greatest effect under the Medicare-for-All proposals. Under the Medicare-for-All plans, the shift
toward a payment system that is tied more directly to Medicare rates could significantly lower revenues
for hospitals, physicians and other providers. The reduction in payments for private patients would be
offset partially by the higher fees paid to providers for Medicaid and previously uninsured patients - a
change that would be particularly beneficial to health care professionals who care for those patients. The
public plan buy-in proposals would also have an effect on provider revenue, but to a lesser extent,
depending on the number of additional patients covered under the new public plan.

The Schatz proposal, which builds on Medicaid rather than Medicare, would increase payments to
primary care providers to Medicare rates, and establish a $100 billion fund to increase Medicaid
reimbursement rates generally in order to expand provider participation.

10. WHAT COST CONTAINMENT FEATURES ARE IN THE PROPOSALS?

Despite the recent slowdown in health care spending, health care costs are projected to increase at a
faster pace than general inflation in the future. All of the bills include provisions that would restrain the
growth in health care spending in varying ways. The Medicare-for-All bills would establish global budgets
for health care. All of the bills would expand the use of Medicare provider payment rates (or a variation of
Medicare rates) by applying them to providers participating in the public plan. Where public plans
compete with private plans for enrollees, this could create an incentive for commercial insurers to reduce
the relatively high and variable fees they currently pay and reduce overall costs. Most proposals would
authorize the Secretary to negotiate drug prices for the public plan and for the current Medicare program,
recognizing strong public support to address the high cost of pharmaceuticals. In addition, most of the
plans would encourage payment and delivery system reforms that aim to improve quality and reduce
Ccosts.

11. WHAT ARE THE COSTS AND POTENTIAL TRADE-OFFS?

As noted above, CBO has not yet published estimates of how these proposals would affect health
coverage or federal costs. All of the bills contain at least some provisions, such as expansion of current
marketplace subsidies, or enhancements to current Medicare or Medicaid programs, that would result in
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new federal spending. At the same time, these proposals, to varying degrees, would also result in
reductions in out-of-pocket spending for individuals, by broadening eligibility rules, reducing premiums
and/or cost-sharing liability, improving benefits, and limiting or eliminating balance billing and - by
extension - surprise medical bills. Proposals that significantly reduce patient out-of-pocket spending
would tend to increase use of services and overall health spending. Some proposals could also result in
significant savings for states and employers. Some of the proposals, notably the two Medicare-for-All hills,
would result in a significant redistribution of costs, particularly after taxes are taken into account, which
would create winners and losers, and tradeoffs that are likely to arise as the debate moves forward

The Medicare-for-All bills include features to rein in health spending, such as global budgets, a Medicare-
like fee schedule, and administrative savings that would derive from having a single payer, but would
increase on-budget federal spending by expanding coverage to more people and by enhancing the
coverage people get under the public plan. Federal spending would increase as costs are shifted from
households, employers and states to the federal government.

The public buy-in plans aim to give individuals and, in some instances, employers a more affordable
option, that limit, to varying degrees, the on-budget costs for the federal government. They generally
require enrollee premiums to cover 100% of program costs, including administrative expenses. Other
features of these proposals, however, would likely impact cost estimates, such as premium and cost-
sharing subsidies for public plan enrollees, premium and cost-sharing enhancements for private
marketplace enrollees, and benefit enhancements for the current Medicare program.

Under all of the hills, hospitals, physicians and other health care professionals would shoulder some of
the cost, assuming the public plan uses Medicare payment rates, rather than the higher rates typically
paid by commercial insurers. Commercial insurers themselves could lose revenue depending on the size
of the public plan; the impact would be far greater under Medicare-for-All than under some of the public
plan options. The introduction of a public plan option could also have adverse effects on private insurance
industry profits and jobs, although the Medicare-for-all proposals include provisions to address potential
job loss. It is also possible that insurers could gain opportunities under some proposals, such as the
Medicare buy-in bills, which would enable insurers to offer Medicare Advantage plans to adults who have
not reached age 65. Further, if the Medicare buy-in plan draws higher-cost people away from private
marketplace coverage, and premiums for younger enrollees decline (favorable selection), insurers may
be able to expand their footprint in the marketplace.

Formal cost estimates, with specified financing, are needed by policymakers to fully assess the cost
implications and the magnitude of tradeoffs involved for consumers, who are also taxpayers, and for other
payers.

12. HOW WOULD THE PROPOSALS BE FINANCED?

The two Medicare-for-All proposals acknowledge the need for financing to cover the costs of the new
program, after taking offsets into account. Senator Sanders released a white paper discussing financing
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options; Rep Ellison’s bill lists sources of financing that would be tapped to cover expenses (e.g. increase
personal income tax on top 5% of earners). Both proposals envision a major shift in the way in which
health care is financed in the U.S., away from households, employers, and states to the federal
government (and taxpayers). Such a shift would no doubt create winners and losers, relative to the
current system.

As noted above, several of the public plan buy-in proposals would have premiums cover the costs of
covered benefits for people who buy into the public plan, although the financing for additional costs (not
yet estimated) are not specified. The Schatz Medicaid buy-in bill would finance the public plan with a
combination of premiums and other revenues along with federal Medicaid matching payments. How these
additional federal costs will be financed is not specified.

Discussion

With health care reemerging as an issue for voters in the mid-term elections, the debate over the role of
public programs in our health care system appears to be intensifying. Current proposals offer a range of
approaches from those that would transform the existing system by creating a new national, Medicare-for-
All plan to more incremental approaches that would offer a new public plan option alongside existing
private coverage and public programs. With many details yet to be provided, these proposals raise a
number of questions, the answers to which will have important implications for consumers, health care
professionals, and health care payers, including employers, states, and the federal government. While
these proposals are not expected to advance in their current form, they highlight the range of approaches
that will likely emerge in legislation in the new session of Congress following the 2018 elections.

Public polling indicates that proposals to create a national Medicare-for-All plan or to expand Medicare
through a public plan option or buy-in receive favorable ratings. However, public opinion is malleable
when information is presented in support of or in opposition to the proposals, suggesting that the specifics
of how plans are designed and communicated will matter to future public support.

Medicare-for-All and Public Plan Buy-In Proposals: Overview and Key Issues 15



Endnotes

1H.R. 676 was introduced originally by Representative Conyers. On March 7, 2018, Representative Ellison received
unanimous consent to be considered the first sponsor.

2The Stabenow bill does not include a provision to authorize the Secretary to negotiate lower drug prices; however,
Senator Stabenow has co-sponsored other legislation that would do so.
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AFFORDABLE CARE ACT

By Kevin Griffith, David K. Jones, and Benjamin D. Sommers

Diminishing Insurance Choices
In The Affordable Care Act
Marketplaces: A County-Based

Analysis

abstract While the Affordable Care Act has expanded health insurance
to millions of Americans through the expansion of eligibility for
Medicaid and the health insurance Marketplaces, concerns about
Marketplace stability persist—given increasing premiums and multiple
insurers exiting selected markets. Yet there has been little investigation of
what factors underlie this pattern. We assessed the county-level prevalence
of limited insurer participation (defined as having two or fewer distinct
participating insurers) in Marketplaces in the period 2014-18. Overall, in
2015 and 2016 rates of insurer participation were largely stable, and
approximately 80 percent of counties (containing 93 percent of US
residents) had at least three Marketplace insurers. However, these
proportions declined sharply starting in 2017, falling to 36 percent of
counties and 60 percent of the population in 2018. We also examined
county-level factors associated with limited insurer competition and
found that it occurred disproportionately in rural counties, those with
higher mortality rates, and those where insurers had lower medical loss
ratios (that is, potentially higher profit margins), as well as in states
where Republicans controlled the executive and legislative branches of
government. Decreased competition was less common in states with
higher proportions of residents who were Hispanic or ages 45-64 and

states that chose to expand Medicaid.

he Affordable Care Act (ACA)
increased  insurance  coverage
through expanding eligibility for
Medicaid and implementing health
insurance Marketplaces, but its fu-
ture remains uncertain. While prospects for a
large-scale repeal ofthe ACAmay have temporar-
ily abated, policy makers have expressed con-
cerns that insurers exiting the Marketplaces
may lead to inadequate choices for consumers
and higher premiums.13 These concerns were
punctuated by several high-profile insurer exits
since 2016, which left some state regulators
scrambling to persuade at least one insurer to
participate in their ACA Marketplaces.45 Policy
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changes during the administration of President
Donald Trump—such as the cancellation of pay-
ments to insurers for cost-sharing reductions,
temporary freezing of risk-adjustment pay-
ments,6 removal of the individual mandate,7
and the expansion of short-term insurance
options8—may also increase uncertainty and
hasten insurer exits.

While previous studies have described the ex-
tent of insurer participation,90there has been
less research evaluating which regions are most
likely to be affected by limited Marketplace op-
tions and factors associated with limited op-
tions. In this article we assess the frequency of
limited Marketplace insurer participation over
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time and identify county- and state-level predic-
tors of that outcome.

Study Data And Methods

data Data for 2014-18 for this study were
obtained from the Robert Wood Johnson Foun-
dation’s Health Insurance Exchange (HIX) Com-
pare database. HIX Compare contains informa-
tion on nearly every ACA-compliant individual
and small-group Marketplace plan offered in
all fifty states plus the District of Columbia, as
well as most off-Marketplace plans.1lInsurance
rating areas follow county lines in most states.
However, four states (Alaska, California, Massa-
chusetts, and Nebraska) use rating areas and ZIP
codes that can cross county lines. We used data
from the Census Bureauand the Missouri Census
Data Center’s Geocorr Indexto map rating areas,
ZIP codes, and counties for these states.2Forthe
seven counties that had varying numbers of in-
surers depending on the ZIP code, we assigned
each county the number ofinsurers that covered
the largest population share.

analytic methods We first calculated the
number of insurers (one, two, orthree or more)
participating in ACA Marketplaces by county
(IV = 3,142) for each year in the period 2014-
18. We used data from the Centers for Medicare
and Medicaid Services (CMS) on medical loss
ratios (the amounts of premiums that insurers
spend on medical care, separate from adminis-
trative and marketing costs) to identify
subsidiaries of the same parent company and
counted them as one insurer. We then conducted
a set of regressions to identify predictors of lim-
ited insurance options (that is, having two or
fewer insurers that participated in the Market-
place) in 2018. Ideally, consumers in a county
would have alarge number of insurers available,
and the minimum number of competitors need-
ed to prevent oligopolistic competition is un-
clear. Following the work of Richard Kronick
and coauthors,BBwe assumed that at least three
insurers were needed as a precondition for com-
petition based on price and plan qualify. We rec-
ognize that the “right” threshold likely varies
based on each region’s unique characteristics
and history, which makes the selection of any
threshold somewhat arbitrary. In sensitivity an-
alyses, we tested the robustness of our results
using the presence of just one insurer as the
definition of limited competition.

Our covariates consisted ofavariety of county-
level characteristics that could affect insurers’
participation, including demographic character-
istics, health spending, mortality, and the state
policy environment. From the Health Resources
and Services Administration’s Area Health

Resources Files, we obtained data on county-
level poverty rates, crude death rates, and per
capita Medicare spending.We included rural ver-
sus urban status, defined using the Department
of Agriculture’s Rural-Urban  Continuum
Codes. ¥ Data on the proportion of nonelderly
residents ages 45-64 and the proportions ofres-
idents who were black, Hispanic, or Latino were
obtained from the Census Bureau.

We included a binary indicator of pre-ACA
insurance market concentration from the 2014
Robert Wood Johnson Foundation’s Insurer’s
Marketshare Dataset.’5 Markets in which one
insurer controlled more than 50 percent of the
market were considered concentrated. To iden-
tify the potential effect of areas in which premi-
ums may have previously been set at unsustain-
able levels, we included variables for statewide
average premiums (for a person age fifty) from
HIX Compare and medical loss ratios from CMS
for 2016, the earliest year for which complete
data were available.

We also assessed state party control using data
from the National Conference of State Legisla-
tures.’6We defined states as being Republican
controlled (with a Republican governor and a
legislature controlled by Republicans) or Demo-
crat controlled (with a Democratic governorand
alegislature controlled by Democrats), or having
a divided government. Variables for key ACA-
related policies included whether a state had
accepted the Medicaid expansion (with or with-
out a section 1115 waiver),I7 managed its own
Marketplace,Bor placed restrictions on the ac-
tivities of Marketplace navigators.9AIl continu-
ous dependent variables were standardized into
z-scores as a means of comparing the effects of
variables measured in different metrics; binary
variables were not normalized. A z-score indi-
cates how many standard deviations a particular
value is from avariable’s mean. A z-score of less
than O indicates that a value is less than the
mean, while a z-score of more than 0 indicates
that a value is higher than the mean.

We estimated linear probability models to
explore the unadjusted (bivariate) associations
between the aforementioned covariates and out-
comes, as well as a multivariate model. Standard
errors were clustered by state, and counties were
population-weighted to produce nationally rep-
resentative estimates. As sensitivity analyses, we
estimated logistic regression models instead of
linear probability models and used alternative
data on insurers’ participation from the Henry
J. Kaiser Family Foundation.9

The study was deemed not to be human sub-
jects research by the Boston University Institu-
tional Review Board.

1imitations This analysis had several limita-
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turns. First was its cross-sectional nature, which
meant that it could identify only associations.

Second, the various state policy variables were
correlated.We addressed this issue by presenting
results of both bivariate and multivariate mod-
els. The multivariate model allowed us to assess
the associations between each variable and in-
surers’ participation independently, controlling
for the policy and other variables.

Third, the HIX Compare data presented a more
conservative estimate of the extent of limited
insurers’participation on the ACAMarketplaces,
compared to previous estimates by CMS or the
Kaiser Family Foundation.910

Fourth, the HIX Compare data did not contain
information on the caps in enrollmentthat some
insurers have in place.

Fifth, insurers’ participation was listed at the
rating-area level, while some insurers choose to
participate in only a subset of counties within a
given rating area.

Also, HIX Compare was missing data for 17per-
cent of counties in 2014 and 8 percent in 2015.

EXHIBIT 1

Marketplace insurer competition, by county, 2016

However, a sensitivity analysis using alternative
data (more counties but fewer years) from the
Kaiser Family Foundation yielded results similar
to those in our main analysis.9

Study Results

Limited competition increased from 21.3percent
ofcounties in 2016 to 64.4 percent ofcountiesin
2018, representing 8.2 percentand 40.5 percent
ofthe USpopulation in those years, respectively.
Counties with only one or two insurers were pri-
marily concentrated in less-populated parts of
the Great Plains and southeastern United States
(exhibits 1and 2). All counties had at least one
insurer all study years.

In 2016 approximately 79 percent of counties,
comprising 92 percentofUSresidents, had three
or more Marketplace insurers (exhibit 3). This
droppedto 51percentofcounties and 69 percent
of the population in 2017, and to 36 percent of
counties and 60 percent of the population in
2018. In 2018 more than one-third of counties,

source Authors' analysis of data from the Robert Wood Johnson Foundation's FHealth Insurance Exchange (FHX) Compare database.
note "Marketplace insurers” are those participating in the Affordable Care Act Marketplaces.
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EXHIBIT 2

Marketplace insurer competition, by county, 2018

source Authors' analysis of data from the Robert Wood Johnson Foundation's FHealth Insurance Exchange (HIX) Compare database.
note "Marketplace insurers” are those participating in the Affordable Care Act Marketplaces.

comprising one-fifth of the US population, are
served by a single Marketplace insurer.

Exhibit 4 shows regression results for both
county- and state-level variables associated with
two or fewer insurers in 2018. Continuous vari-
ables were rescaled to enable comparisons be-
tweenvariables with different metrics. Forexam-
ple, the amount of change in the percentage of
residents in poverty associated with limited in-
surer participation can be directly compared to
the amount of change in Medicare spending,
even though the first variable is measured as a
percentage and the second in dollars. Corre-
sponding unsealed results are in online appen-
dix exhibit AL.D

Interms of county-level factors associated with
having limited competition, in an unadjusted
analysis we found that limited insurer participa-
tion was more common in counties that were
rural (28 percentage points more than in non-
rural counties) or had relatively high mortality
(16 percentage points per standard deviation
[SD]) or percentages of residents in poverty (6

percentage points per SD) (exhibit 4). Limited
insurer participation was less common in coun-
ties that had relatively large Hispanic/Latino
populations (-13 percentage points per SD), in-
surers with higher average medical loss ratios
(-11 percentage points per SD), or high per cap-
ita Medicare spending (-10 percentage points
per SD).

Inthe multivariate model we found that four of
these six variables remained significantly asso-
ciated with limited insurer participation and the
percentage of residents in middle age (ages 45-
65) gained significance, with mortality rate and
the percentage of residents in middle age show-
ing the strongest association with limited insur-
er participation (22 percentage points and -23
percentage points per SD, respectively). Weaker
but still significant associations were found for
rural status, medical loss ratio, and Hispanic/
Latino population (exhibit 4).

Among state policyvariables, in an unadjusted
analysis we found that limited insurer participa-
tion was more than 30 percentage points more
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EXHIBIT 3

Shares of US counties and population with one, two, or three or more Marketplace insurers, 2014-18

source Authors' analysis of data from the Robert Wood Johnson Foundation's FHealth Insurance Exchange (FHX) Compare database and
the Census Bureau, notes "Marketplace insurers” are those participating in the Affordable Care Act Marketplaces. FHX Compare
lacked data for 17 percent of counties in 2014 and 8 percent in 2015.

common in states with Republican-controlled or
divided government, compared to states with
Democrat-controlled government. Limited in-
surerparticipation was 30 percentage points less
common in states with state-run Marketplaces,
compared to those with federally facilitated Mar-
ketplaces, and 26 percentage points less com-
mon in states that chose to expand Medicaid.

In the multivariate model we found that only
Medicaid expansion (-28 percentage points) re-
tained significance, and it was marginal.

Sensitivity analyses defining counties with
limited insurer participation as those having
one Marketplace insurer, or using insurer par-
ticipation data from the Kaiser Family Founda-
tion, produced largely similar multivariate re-
sults. However, the medical loss ratio was no
longer a significant predictor of limited partici-
pation, and state Medicaid expansion had a
stronger association with greater participation
(appendix exhibits 2 and 3).D

Discussion

Reduced Marketplace competition can lead
to higher premiums and reduced consumer
choices.Z3We found a sharp increase in the num-
bers of counties with restricted competition in
2017 and 2018, but a smaller increase in the
share of the population living in counties with

HEALTH AFFAIRS OCTOBER 2018 37:10

restricted competition. This problem is more
common in rural areas and those with higher
mortality rates, and less common in counties
with a higher percentage of residents ages 45-
64 and larger Hispanic populations. Limited
participation in 2018 was also associated with
lower 2016 medical loss ratios, which suggests
thatinsurers maybe reluctantto entereven prof-
itable exchanges, and factors other than setting
premiums at unsustainably low levels in previ-
ous years are driving insurer exits.

Future work is needed to identify potential
causal mechanisms behind these associations,
since it is unclear why a higher-risk population
or lower medical loss ratios should lead to lower
insurer participation as opposed to changes in
premiums. Additionally, it is unclear if the ob-
served pattern of insurer participation repre-
sented a long-run equilibrium or more transient
factors such as the fluid policy environment and
insurer “panic” over early losses. Future changes
inthis pattern are likelyto reflectthe uncertainty
ofthe ACA’s risk-adjustment program, given the
mixed signals from the Trump administration in
July 2018.21

Demographic characteristics and the insurer
risk pool were not the only factors associated
with restricted Marketplace competition. In
unadjusted models, we found that Republican-
controlled and divided-government states had
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EXHIBIT 4

Rescaled county- and state-level variables associated with having 2 or fewer Marketplace insurers in 2018

Mean value Unadjusted Adjusted

COUNTV-LEVEL VARIABLES
Residents in poverty 0.15 0.062* -0.021
Crude death rate (per 1,000 people) 10.13 0.161*** 0.217%*
Per capita Medicare spending (hundreds of dollars) 98.25 -0.103*** -0.047
Black 0.13 0.051 -0.014
Hispanic/Latino 0.16 -0.129%** -0.085**
Ages 45-64 031 0.020 -0.227***
Rural status 021 0.280*** 0.132*
STATE POLICY VARIABLES
Concentrated insurance market 0.61 0.119 -0.046
Average medical loss ratio 0.93 -0.112* -0.128%**
Average insurance premium (hundreds of dollars) 491 -0.058 -0.064
State-run Marketplace 0.13 -0.301** -0.021
Navigator restrictions 0.55 0.076 -0.078
Medicaid expansion status

Standard expansion 031 -0.257* -0.283*

Waiver expansion 0.17 0.039 0.006

Nonexpansion 0.52 Ref Ref
State party control

Republican controlled 0.65 0.328*** -0.079

Divided government 0.27 0.363*** 0.232

Democrat controlled 0.09 Ref Ref

source Authors' analysis of data from the Robert Wood Johnson Foundation's FHealth Insurance Exchange (HIX) Compare database.
National Conference of State Legislatures, Census Bureau, and FHealth Resources and Service Administration's Area FHealth Resource
File, notes The exhibit shows regression results for county- and state-level factors associated with having fewer than two
Marketplace insurers participating in the Affordable Care Act Marketplaces in 2018. There were 3,142 counties. Observations
were weighted by county population younger than age sixty-five. All continuous independent variables were rescaled to z-scores,
with standard errors clustered at the state level. The "mean value” column presents average value variables weighted by
population, before rescaling. Estimates of effect for binary variables may be interpreted as percentage-point changes in limited
insurer participation compared with the stated reference group (for example, a concentrated versus unconcentrated insurance
market). Estimates of effect for rescaled variables may be interpreted as percentage-point changes in limited insurer
participation for a one-standard-deviation increase in the variable. Unsealed results are available in appendix exhibit Al (see

note 20 in text). *p < 0.01 **p < 0.05 ***p < 0.01

more limited insurer participation, which some
have attributed to political efforts in those states
to destabilize the Marketplaces.Z21In our mul-
tivariate model, partisan control of state govern-
ment was no longer significant, which indicates
that the effect of party control of state govern-
ment was largely mediated by Medicaid expan-
sion. Moreover, nonexpansion status was the
strongest predictor of limited Marketplace par-
ticipation in the multivariate model. Previous
work has demonstrated that the largest health
insurers in the United States are highly depen-
denton Medicaid and Medicare forenrollments,
revenues, and profits.2AThus, states’decisions to
expand Medicaid may increase the attractiveness
of their markets to insurers and could have im-
portant spillover effects in the Marketplaces.
These findings suggest that state-level Repub-
lican opposition to the ACAmay be self-reinforc-
ing, leading to less robust competition in the
Marketplace. ldaho serves as an interesting ex-
ample ofthe importance ofpolitical support. Itis
the only Republican-controlled state that chose

to run its own ACA Marketplace. Unlike other
Republican-controlled states or other states that
rejected the Medicaid expansion, in Idaho every
county has consistently had at least three insur-
ance companies selling plans in the Market-
place. Insurers and other stakeholders in Idaho
describe a willingness to remain engaged be-
cause they have deeper relationships with and
greater trust in regulators in Boise than they
expect they would have with federal leaders if
the state relied on Healthcare.gov.5

Overall, our findings reiterate the need for
additional research on the increasing challenge
of restricted Marketplace competition in some
areas of the US and the potential mediating ef-
fects of Medicaid expansion. Media reports on
the number of counties experiencing limited in-
surer participation overstate the difficulties®
compared to population-based estimates, but it
is clear that the challenge grew in the past two
years.With some data sources already suggesting
arecent decline in coverage rates nationally dur-
ing the Trump administration,Z78and new poli-
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cyuncertainty going forward because ofthe elim-
ination of the individual mandate for 2019 and
the temporary halting of risk-adjustment pay-

ments, it will be important to monitor factors
that affect restricted competition in the coming
years.
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PRIVATE HEALTH INSURANCE

By Leah Zallman, Steffie Woolhandler, Sharon Touw, David U. Himmelstein, and Karen E. Finnegan

Immigrants Pay More In Private
Insurance Premiums Than They
Receive In Benefits

abstract AS US policy makers tackle immigration reform, knowing
whether immigrants are a burden on the nation’s health care system can
inform the dehate. Previous studies have indicated that immigrants
contribute more to Medicare than they receive in benefits hut have not
examined whether the roughly 50 percent of immigrants with private
coverage provide a similar subsidy or even drain health care resources.
Using nationally representative data, we found that immigrants
accounted for 12.6 percent of premiums paid to private insurers in 2014,
hut only 9.1 percent of insurer expenditures. Immigrants’ annual
premiums exceeded their care expenditures by $1,123 per enrollee (for a

total of $24.7 billion), which offsets
enrollee. Their net subsidy persisted

a deficit of $163 per US-bom
even after ten years of US residence.

In 2008-14, the surplus premiums of immigrants totaled $174.4 billion.
These findings suggest that policies curtailing immigration could reduce
the numbers of “actuarially desirable” people with private insurance,

thereby weakening the risk pool.

sthe US wrestles with immigration

policy, documentation of whether

immigrants are a burden on the

health care system can inform pub-

lic debate. Concerns have arisen
that immigrants harm the US economically, in
part by draining health care resources—equiva-
lent to $11 billion annually for undocumented
immigrants, according to President Donald
Trump.1Several studies have concluded that rel-
ative to US natives, immigrants have low health
care use and spending29—especially undocu-
mented immigrants.568 Because of their relative
youth and high labor-force participation, immi-
grants make substantial payroll-tax contribu-
tions to the Medicare Trust Funds but cost
Medicare little. Hence, immigrants effectively
subsidize the care of US-bom Medicare enrollees
and prolong the life of the Medicare Trust
Funds.89Moreover, immigrants who are undoc-
umented or have been documented for less than

five years are generally ineligible for Medicaid,
and undocumented immigrants are ineligible for
subsidized insurance on the Affordable Care Act
Marketplaces.

For many immigrants, non-Marketplace pri-
vate insurance is the only available option for
coverage. A2009 study found that private insur-
ers’expenditures on behalfofimmigrant enroll-
ees were relatively low.2 However, because that
study did nottabulate immigrants’contributions
to private insurance, itremains unclear whether
immigrants’ premiums fully cover the costs in-
surers incur for their care—that is, whether pri-
vately insured immigrants are cross-subsidized
by US-bom private insurance enrollees.

To address this question, we used nationally
representative datato calculate premium contri-
butions and insurers’ expenditures for US na-
tives, all immigrants, and undocumented immi-
grants, and we determined the net surplus or
deficit attributable to each group.
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Study Data And Methods

data sources We analyzed data from the Medi-
cal Expenditure Panel Survey (MEPS) for 2008-
14 to assess private insurers’ expenditures on
behalf of each enrollee and the premium contri-
butions paid by the enrollee or policyholder.
Conducted by the Agency for Healthcare
Research and Quality, MEPS is a nationally rep-
resentative survey of the US civilian noninstitu-
tionalized population that provides information
on health care spending and households’premi-
um contributions. We linked MEPS data to data
from the 2007-13 National Health Interview
Surveys (from which the MEPS samples were
drawn) to determine citizenship and nativity.
In 2014, MEPS included information about
34,875 individuals, with similar numbers in
other years.

To determine employer contributions to pri-
vate insurance premiums, we analyzed data for
calendaryears 2008-14 from the 2009-15 Annu-
al Social and Economic Supplements to the
Current Population Survey (CPS). The CPS is a
nationally representative survey conducted by
the Census Bureau and the Bureau of Labor
Statistics, which included information about
195,000 individuals each year.

Neither survey asks noncitizen respondents
about documentation status. To identify immi-
grants likely to be undocumented, we adapted a
method that accurately replicates national esti-
mates of undocumented immigrants when ap-
plied to the CPS data.1lIn brief, the method uses
information on citizenship status, age, country
of origin, length of time in the US, occupation
requiring government licensure, spouse’s citi-
zenship or imputed documentation status, and
receipt of public benefits to classify immigrants
as documented or undocumented. We applied
this methodology to MEPS and CPS data to de-
termine documentation status for all immi-
grants. (Seethe Methods section ofthe appendix
for details.) 2

PREMIUMS, EXPENDITURES, AND SURPLUS We
restricted our analyses to people covered by non-
Marketplace private insurance, since Market-
place plans differ from other private insurance
in important ways and are unavailable to undoc-
umented people. MEPS collects data on all
expenditures made by private insurers on
respondents’ behalf and verifies these expendi-
tures with providers. For each respondent, we
tabulated medical expenditures paid for by a pri-
vate insurer and adjusted the figures to 2014
dollars using the Consumer Price Index for All
Urban Consumers.BAdditionally, MEPS queries
respondents regarding contributions they or
their families made toward private insurance
premiums, which we refer to as out-of-pocket

HEALTH AFFAIRS OCTOBER 2018 37:10

premium contributions. We summed such pre-
miums across each family and then divided the
sum by the number of privately insured family
members to generate an estimated per person
out-of-pocket premium contribution. Additional
details about these calculations are in the ap-
pendix.2

We obtained information on employers’annu-
al contributions to employees’private insurance
premiums from the CPS. Because the CPS caps
(that is, top codes) premium contributions, as-
signing avalue of$9,997 to any value larger than
that,4it underestimates the high values. There-
fore, we used data from the National Health Ex-
penditure AccountsBofthe Centers for Medicare
and Medicaid Services (CMS) to quantify this
underestimate for each year, and we distributed
this amount equally among top-coded individu-
als. As with out-of-pocket premium contribu-
tions, we summed employer contributions for
each family, divided the sum by the number of
privately insured family members, and assigned
that amount to each individual. (See the Meth-
ods section of the appendix for details.)2

Finally, private insurance expenditures, as
measured in MEPS, are not expected to precisely
sum to insurers’ premium receipts for two rea-
sons. First, premiums include insurance over-
head, which is not reflected in the payments to
providers tabulated in MEPS.®6 Second, very-
high-cost patients and services are known to
be slightly underrepresented in MEPS.I788To ac-
count for this, we adjusted our populationwide
estimates of insurers’expenditures to match the
estimates of populationwide premiums in the
National Health Expenditure Accounts.

We calculated total expenditures, total premi-
ums, and net contributions for three groups: US
natives; allimmigrants, documented and undoc-
umented; and subpopulations of immigrants,
including undocumented, legal noncitizen,
and citizen immigrants. (See the Methods sec-
tion of the appendix for additional details.)®2
We defined net contributions as the difference
between premium payments (by employers plus
employees/individuals) and insurers’ expendi-
tures for care.

statistical analyses We CaICUIated the
mean per capita contribution and expenditures
for US natives, immigrants, and subpopulations
of immigrants using appropriate sampling
weights and procedures that accounted for the
complex survey designs. Using a z-test statistic,
we compared the mean difference in net contri-
butions between immigrants and US natives.
Given the skewed nature of expenditure data,
we also ran a weighted two-part model as a sen-
sitivity analysis to determine whether our find-
ings were consistent across different modeling
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strategies. This sensitivity analysis yielded re-
sults similar to those of our main analyses (see
appendix table 2).2Finally, we analyzed trends
in immigrants’ net contribution in the period
2008-13. Changes in the CPS questions regard-
ing insurance coverage did not allow compari-
sons between 2014 and prior years.®

The Census Bureau imputes employer contri-
butions in the CPS, based on its analysis of data
from the 1977 National Medical Care Expendi-
ture Survey, adjusted for inflation. To assess
whether this imputation introduced confound-
ing, we conducted a regression analysis of the
CPS’s imputed employer contribution. We con-
trolled for immigration status, census region,
industry, occupation, size of employer, family
versus single plan, and whether the employer
paid all or part of the premium. We found that
employer contributions did not differ according
to immigration status, which suggests that the
Census Bureau’s imputation procedure did not
significantly bias our results.

The Cambridge Health Alliance Institutional
Review Board exempted this study from review.

timitations OUr study had several limita-
tions. First, although our method for imputing
immigrants’ documentation status has been
shown to yield accurate estimates from CPS

EXHIBIT 1

data,l we had to modify the method slightly
for use in MEPS, as that survey is missing a
few of the data elements used in the algorithm.
(See the Methods section ofthe appendix.)2

Second, about 6 percent of MEPS respondents
indicated that their insurance plan covered peo-
ple outside ofthe household (generallyachild or
ex-spouse). This would cause us to overestimate
per capita premium payments in those house-
holds. However, this should be counterbalanced
by premium underestimation in other house-
holds, since the percentage of respondents re-
porting coverage of out-of-household family
members did not vary by the policyholder’s na-
tivity or documentation status.

Third, the Census Bureau’s imputation of em-
ployers’contribution to health insurance premi-
ums could have introduced errors. However, our
regression analysis of this imputed variable,
which found no differences by immigration sta-
tus, suggests that this imputation did not signif-
icantly bias our results.

Study Results

population IN 2014, according to the CPS, im-
migrants constituted 14.6 percent ofthe popula-
tion; undocumented immigrants, a subset ofthis

Demographic characteristics of respondents to the CPS and MEPS in 2014, by nativity status

CPS (n = 199,024)

MEPS (n = 35,313)

Undocumented Undocumented

Characteristic All immigrants immigrants US natives All immigrants immigrants US natives
Number (percent)3 28,728 (14.6) 7,340 (3.7) 170,096(85.4) 6,709 (13.4) 2,016 (3.7) 27,857 (86.6)
Age (years)

0-17 6% 7% 26% 6% 8% 27%

18-39 36 55 28 39 61 28

40-64 44 36 31 42 30 32

65 or older 14 2 15 13 1 14
Male 48 55 49 49 60 49
Race/ethnicity

White, non-Hispanic 19 n 69 18 9 71

Black, non-Hispanic 8 6 13 7 7 13

Hispanic 47 63 13 49 62 12

Other 25 20 6 26 22 5
Primary health insurance

Private 52 51 59 47 44 58

Medicare 14 0 16 20 0 18

Medicaid/other government 14 0 17 17 1 17

No insurance 20 49 9 16 55 7
Years in US

10 or less 29 50 23 43

More than 10 71 50 77 57
Citizen 50 0 100 50 0 100

source Authors'analysis of data from the 2015 Current Population Survey (CPS) and 2014 Medical Expenditure Panel Survey (MEPS). note Percentages were weighted
to the US population. Percentages do not add up to 100 because unauthorized immigrants are a subset of immigrants. tNot applicable.
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EXHIBIT 2

Shares of the US population and contributions to and expenditures from private health insurance in 2014 for US natives, all immigrants, and

undocumented immigrants

US population Contributions Expenditures

Millions of Bilions of Bilions of

people 95% Cl % dollars 95% ClI % dollars 95% Cl %
All immigrants 46.2 45.9, 46.6 14.6 88.7 87.0, 90.5 12.6 64.0 63.8, 64.2 91
Undocumented immigrants 11.8 115, 12.0 3.7 171 16.2, 17.9 2.4 9.4 84, 104 13
US natives 269.6 269.2, 269.9 854 616.0 610.9, 621.0 87.4 640.7 640.2, 641.3 90.9

source Authors'analysis of data from the 2015 Current Population Survey and 2014 Medical Expenditure Panel Survey, notes Percentages do not add up to 100 because

unauthorized immigrants are a subset of immigrants. Cl is confidence interval.

group, were 3.7 percent. As expected, respon-
dents to MEPS and respondents to the CPS
had virtually identical demographic characteris-
tics (exhibit 1). Using the CPS, we estimated that
52 percent of immigrants and 59 percent of US
natives had private insurance. Among those with
private insurance, 96 percent had group health
coverage (data not shown). Forty-eight percent
of immigrants did not have private insurance
and were covered by Medicare (14 percent) or
Medicaid/other government insurance (14 per-
cent) or had no insurance (20 percent). The
small proportion of undocumented immigrants
who reported coverage by Medicaid/other gov-
ernment insurance (1 percent in MEPS) likely
represents immigrants in states that provide
some form of coverage to some undocumented

EXHIBIT 3

Per capita premiums, adjusted expenditures, and net contributions to private health
insurance, by nativity status, 2014

-S1,000

Premiums Expenditures Net contributions

source Authors' analysis of data from the 2015 Current Population Survey and the 2014 Medical
Expenditure Panel Survey, notes Net contributions equal premiums minus expenditures. Signifi-
cance refers to difference from US natives. The whiskers represent 95% confidence intervals.
****p < o_wl
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immigrants.

PREMIUMS, EXPENDITURES, AND NET SURPLUS
In 2014 immigrants’ premiums
totaled $88.7 billion, while private insurers’ ex-
penditures for their care totaled $64.0 billion
(exhibit 2). Hence, immigrants (and their em-
ployers) paid $24.7 billion more in premiums
than insurers paid for immigrants’ care. Premi-
ums for undocumented immigrants totaled
$17.1billion, while insurers paid only $9.4 billion
for their care, yielding a net surplus of $7.6 bil-
lion. The comparable figures for US natives were
$616.0 billion in premiums and $640.7 billion in
insurers’payments for care.

In percentage terms, immigrants accounted
for 12.6 percent of private insurance premiums
in 2014 and 9.1 percent of private insurers’ ex-
penditures (exhibit 2). Undocumented immi-
grants accounted for 2.4 percent of premiums
but only 1.3 percent of expenditures, while US
natives accounted for 87.4 percent of premiums
and 90.9 percent of expenditures.

On average, immigrants’ premium payments
exceeded private insurers’expenditures for their
care by $1,123 per privately insured immigrant
(exhibit 3). The comparable figure for undocu-
mented privately insured immigrants was
$1,445. In contrast, US natives generated a net
deficit of $163 per person.

Immigrants’ net surplus was due mainly to
their lower expenditures, compared to those of
US natives ($2,911 versus $4,233) (exhibit 3).
Insurers’ expenditures for the care of undocu-
mented immigrants were particularly low
($1,781). The average premium contributions
of immigrants and US natives were similar
($4,033 versus $4,070).

In 2008-14, net contributions by immigrants
totaled $174.4 billion (calculated from data in
exhibit 4), and the annual net contribution did
not change significantly during that period
(p = 0.31) (exhibit 4). Recent immigrants (in
the US for less than ten years) and established
immigrants (inthe USfor atleastten years) both

or deficit
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contributed net subsidies ($1,825 and $981 per
year, respectively;/? = 0.09) (see appendixtable
4).PWorking-age immigrants provided net sub-
sidies that were $1,640 per person more than
those of working-age US natives each year (see
appendix table 4).2

Discussion
Immigrants contributed far more in premiums
for private coverage in 2014 than their insurers
paid out for their care, with undocumented im-
migrants generating the largest per enrollee sur-
plus. This net surplus offset a deficit incurred by
US natives and exceeded total insurance industry
profits by about $10 billion that year.D0ur 2014
findings were not anomalous: Immigrants made
large net contributions in every year in the peri-
od 2008-14, with little change over time.

While immigrants’ premiums were similar
to those for US natives, immigrants incurred
much lower expenditures—a disparity that was
present in analyses limited to working-age
adults. Among immigrants, expenditures in-
creased with duration of time in the US (see
appendix table 4) ,2a phenomenon documented
previously.221This may reflect worsening health
habits related to acculturation,223 increased
care-seeking behaviors,2Land increased educa-
tional standing with time in the US.2LHowever,
because premium contributions also increased
with time in the US, immigrants made a net
contribution to private health insurance regard-
less of their length of residence in the US.

Much of the debate over the financing of im-
migrants’ medical care has centered on uncom-
pensated care and Medicaid, but a more com-
plete understanding requires an examination
of private health insurance and Medicare. Our
findings contradict assertions that people bom
inthe US are systematically subsidizing the med-
ical care of immigrants, particularly those who
areundocumented. Onthe contrary, immigrants
subsidize US natives in the private health insur-
ance market, just as they are propping up the
Medicare Trust Funds.89

Despite immigrants’large net contributionsto

EXHIBIT 4

Net contributions to private health insurance attributable to immigrants, undocumented

immigrants, and US natives, bilions of dollars, 2008-14

$30

m

-$10

2008 2009 2010 2011 2012

2014

source Authors'analysis of data from the 2009-15 Current Population Survey and the 2008-14
Medical Expenditure Panel Survey, notes Net contributions are explained in the notes to exhibit 3.

Test for trend for immigrant contributions: p = 0.31.

Medicare and private insurance, providers’prac-
tices, as well as laws and regulations, often limit
theiraccess to care.24 BFederal civilrights policy
requires health care providers to offer free inter-
pretation orlanguage assistance to patients with
limited English proficiency@—services that may
improve access, patient safety, and patient satis-
faction while reducing redundant testing and
avoidable hospitalizations.227 However, neither
private insurers nor Medicare pay for medical
interpreters, which discourages providers from
actually providing translation services.

Immigrants’ subsidies to private insurance
and Medicare likely reflect their relative youth
and good health, as well as the reluctance of
many to seek care.9Policies that curtail the flow
ofimmigration to the US are likely to resultin a
declining number of such “actuarially desirable”
persons, which could worsen the private insur-
ance risk pool. m
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Fact Sheet

!SUIUHMEM Proposed Federal Rule on
Immigrants and Public Charge

Overview

In late September 2018, the U.S. Department of Homeland Security released a proposed rule to change
the factors affecting "public charge" determinations for immigrants to the U.S. The proposed rule
represents a dramatic shift in immigration policy and could prevent many low-income immigrants from
reuniting with their families in the U.S.

Under federal law, an individual seeking admission to the U.S., or seeking to become a permanent
resident (obtain a green card), is "inadmissible" if the individual at the time of application for admission
or adjustment of status, is found to be likely at any time to become a "public charge” which includes,
among other factors, whether they are likely to rely on public benefits for subsistence in the U.S.

Under the proposed rule, as outlined below, immigration officials must consider specified public health
and social services in a public charge determination. Importantly, based on a preliminary review of the
proposed rule, the rule does not include as relevant public benefits the Medi-Cal services
undocumented immigrants are currently eligible to receive, including federally supported emergency
Medi-Cal and state-funded comprehensive Medi-Cal coverage for undocumented children.

This issue brief outlines existing federal law related to public charge and health care programs, the
proposed changes, and the specific impacts on immigrant access to health care programs in California.

Current Federal Law on Public Charge and Public Benefits

The Immigration and Nationality Act (INA) identifies groups of immigrants that are ineligible to enter the
U.S. or obtain lawful permanent resident (LPR) status if they are determined to be a "public charge."1
The INA outlines the minimum factors immigration officials must consider to determine whether an
immigrant is likely to become a public charge. As part of a public charge assessment, an immigration
officer must consider an applicant's

Age;

Health;

Family Status;

Assets, resources, and financial status; and
Education and skills.

Existing Immigration and Naturalization Service (INS) rules require immigration officers to examine all
the applicant's circumstances and state that the existence or the absence of any one factor cannot
result in afinding that an individual is likely to become a public charge. For example, an immigration
official could not deny lawful entry to a low-income immigrant as a public charge based solely on
income. INSwould also need to review the immigrant's history of employment, resources, education,
etc. The existing rule requires the "totality of the individual's circumstances" to be considered in a
prospective evaluation.2
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Current Policy on Public Charge and Public Benefits. In 1999, INS issued interim Field Guidance on
Deportability and Inadmissibility on Public Charge Grounds. This guidance sought to alleviate growing
public confusion over the meaning of the term "public charge" and its relationship to the receipt of
federal, state, or local public benefits. Under the 1999 policy guidance, INS defined public charge to
mean "the likelihood of aforeign national becoming primarily dependent on the government for
subsistence." The guidance listed two public benefits as evidence of an immigrant's likelihood of
becoming a public charge:

1. Receipt of public cash assistance for income maintenance; or
2. Institutionalization for long-term care at government expense."3

Under the guidance, immigration officers are required to consider past use of these two public benefits,
and only these two public benefits, in a public charge determination. Immigration officials must also
consider all other circumstances, not just the use of these two public benefits, in determining whether
an individual may become a public charge.

Immigrants Excluded from Public Charge Determinations

Under existing law, several groups of immigrants are not subject to public charge determinations,
including

Naturalized citizens,

Refugees,

Asylees,

Survivors of trafficking or domestic violence, and
Most LPRs.

Summary of the Proposed Rule

The proposed rule adds to the list of public health care programs and benefits that must be considered
in a public charge determination.

The proposed rule specifies that cash aid and noncash medical care, housing, and food benefit programs
must be considered along with other factors in a public charge determination, including:

Receipt of public cash assistance for income maintenance;
Institutionalization for long-term care at government expense;
Supplemental Nutrition Assistance Program;

Section 8 Project-Based Rental Assistance;

Non-emergency Medicaid; and

= Medicare Part D Premium and Cost Sharing Subsidies.

Under the proposed rule, an immigrant's reliance on the listed public benefits must meet specific
thresholds to impact a public charge determination. For example, an immigrant needs to receive non-
emergency Medicaid benefits for more than 12 months in the aggregate within a 36-month period for
this to be relevant to a public charge determination.

The proposed rule specifies that the premium and cost sharing subsidies for Medicare Part D (the
optional prescription drug benefit in Medicare) are to be included in public charge determinations.
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Under Part D, eligible beneficiaries who have limited income can qualify for a related federal program to
help pay Medicare Part D premiums and cost sharing.

Public Health Programs Excluded in a Public Charge Determination. The proposed rule excludes the
following benefits from a public charge determination:

m  Direct receipt of public benefits by the child of an immigrant applicant;

m  Emergency Medicaid services;

m  Services funded by Medicaid but provided under the Individuals with Disabilities Education Act
(IDEA), a program providing free and appropriate public education to eligible children with
disabilities;

m  Medicaid benefits provided to foreign-born children of U.S. parents in the adoption process; and

m  Any non-cash benefit (or medical program) that is not listed in the proposed rule.

The proposed rule excludes from a public charge determination public benefits excluded under the 1999
policy guidance, if received before the effective date of the final rule.

Types of Immigrants Affected by the Proposed Rule. The proposed rule primarily impacts
undocumented immigrants applying for lawful residency status through the sponsorship of family
members. These immigrants are subject to public charge determinations under existing law. In addition,
LPRsthat leave the U.S. for more than six months and reenter the U.S. may be subject to a public charge
determination.

Under the proposed rule, additional groups would be subject to public charge determinations for the
first time, including certain non-immigrants seeking to extend their current period of authorized stay in
the U.S. or those seeking to transition to another non-immigrant status. For example, an individual
authorized to study in the U.S and then return to their country of origin, if their studies take longer than
anticipated, this individual may seek an extension of their stay and would be subject to a public charge
determination under the proposed rule.

Impacts of the Proposed Rule. Immigrants subject to public charge determinations are generally
ineligible to receive the health benefits that would qualify them as a public charge. Most undocumented
immigrants are ineligible for federally-funded Medicaid services; except for emergency Medicaid
services. Therefore, it is unlikely the proposed inclusion of non-emergency Medicaid in public charge
assessments will have a significant impact on immigrants seeking to legalize their status. Similarly,
unauthorized immigrants subject to public charge determinations are not eligible for Medicare Part D.

The proposed rule may apply to LPRsthat leave the U.S. for more than six months and then reenter the
U.S. For these immigrants, prior enrollment in non-emergency Medicaid and use of low-income subsidy
programs in Medicare Part D may be included in a public charge determination. The National
Immigration Law Center is reviewing the impact of the proposed rule on the few immigrant categories
subject to public charge determinations and who are eligible for federally funded, non-emergency
Medicaid, Medicare Part D low-income subsidies, and other impacted programs.

State Funded Medi-Cal Programs. Currently, California provides comprehensive Medi-Cal coverage to
low-income undocumented children up to age 19, using primarily state-only funding, offset in part by
federal funds used to cover emergency Medi-Cal services for undocumented children. The proposed rule
does not allow for the inclusion of Medi-Cal coverage for undocumented children in a public charge
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determination for either the parent or the child. First, the proposed rule states that immigration officials
will not consider direct receipt of public benefits by the child of an applicant as afactor in a public
charge determination. Therefore, Medi-Cal coverage for undocumented, lawfully residing, or U.S. citizen
children will not be considered in a parent's public charge determination. Second, the proposed rule
states that the term "public charge" would only include receipt of any non-cash benefit specifically listed
in the proposed rule. State-funded medical programs are not listed in the proposed rule; therefore,
these programs will not be included in a public charge determination.

Under the proposed rule, if California were to expand Medi-Cal using state-only funds to undocumented
adults, as proposed in the 2017-18 legislative session, the receipt of Medi-Cal by undocumented adults
would not be included in a public charge determination.

Health Status and Private Health Insurance Programs. While health is a factor in public charge
determinations under existing law, the proposed rule changes how this factor is considered. Under the
proposed rule, immigration officials will consider in a public charge determination any medical
condition, including a disability, that effects an immigrant's ability to attend school or work, or
otherwise care for him or herself. The proposed rule also adds an evaluation of an immigrant's financial
status as part of the evaluation of health and requires officials to evaluate the potential costs of
treatment for the medical condition and whether an applicant has the resources to cover the
anticipated future medical needs.

As part of an assessment of assets, resources, and financial status, the proposed rule includes, for the
first time, private health insurance or the financial resources to pay for medical costs as a heavily
weighted positive factor in a public charge determination. Conversely, the lack of private health
insurance or the lack of financial resources to pay for medical costs would be a negative factor under the
proposed rule.

Next Steps in the Rulemaking Process

After the proposed rule is officially published in the Federal Register, which according to the
Department of Homeland Security (DHS) will occur in the next several weeks, the public will have 60
days to provide comments on any part of the proposed rule.

In the rule, the Department of Homeland Security (DHS) has specifically asked the public to comment on
the following:

m  Mechanisms to administer public charge determinations for immigrant children who receive
benefits while under the age of majority. DHS specifically requests comments on whether, and to
what extent, past or current receipt of benefits should be weighed in a child's public charge
determination, as a potential indicator of likely future receipt of public benefits.

m  Whether the Children's Health Insurance Program should be added to the list of non-cash public
benefits in the determination of public charge.

m  Whether the proposed 12-month threshold applicable to non-cash public benefits, including
Medicaid, is an appropriate threshold or whether a different threshold should be assigned if an
immigrant receives two or more non-cash public benefits for less than the proposed 12-month
threshold.
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m  Whether receipt of public benefits, other than those included in this rule should be included in a
public charge assessment.

m  Who should be counted as members of a household, and whose income, assets, and resources
should be reviewed in a public charge assessment.

DHS is required to respond to all substantive public comments prior to finalizing the rule.

Several organizations in California, including the National Immigration Law Center, are reviewing the
proposed rule and preparing comments. ITUP will add links to resources to this publication asthey
become available.

1Section 212 of the Immigrant and Nationality Act (INA), Title 8 United States Code Section (U.S.C.) 1182.
2Title 8 Code of Federal Regulations (CFR) 245a.3
364 Federal Register 28689, (May 26,1999)
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Following implementation of the coverage provisions of the Affordable
Care Act (ACA) in 2014, the share of nonelderly adults with health
Insurance increased substantially. This rise in coverage was associated
with improvements in health care access and affordability. However,
evidence from several studies suggests that coverage gains began to
level off after 2016 and may have started to reverse direction in 2017
and 2018. This downward trend may be associated with recent
premium increases in the nongroup market, reductions in outreach and
enrollment support for Medicaid and the Marketplace, and public
uncertainty about the continuation of the ACA's coverage options
associated with the debate around repeal efforts. These coverage
losses could ultimately affect adults' access to and affordability of
health care.

Erosion of the ACA's coverage gains, especially in
Medicaid nonexpansion states

Using data from the Urban Institute's Health Reform Monitoring Survey
(HRMS), a nationally-representative internet-based survey of adults
ages 18-64 based on GfK's KnowledgePanel with a current sample size
of approximately 9,500 adults per round, we confirm these coverage
losses. After falling from 17.4 percent in the third quarter of 2013, just
prior to implementation of key provisions of the ACA, to a low of 9.8
percent in the first quarter of 2016, the uninsurance rate among
nonelderly adults began to rise in 2017 and 2018, reaching 10.8 percent
in the first quarter of 2018 (Exhibit 1). This is the first statistically
significant (p=0.053) increase in uninsurance since ACA
Implementation in 2014 detected by the HRMS.

Exhibit 1: Trends in Uninsurance Among Adults Ages 18 to 64, by
2018 State ACA Medicaid Expansion Status, Quarter 3 2013 to

https://mww.healthaffairs.org/do/10.1377/hblog20180924.928969/full/ 2/12
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Quarter 1 2018

Source: Authors'analysis o f data from the Health Reform Monitoring
Survey (HRMS).

Notes: Estimates are regression-adjusted to account for changing
characteristics ofthe HRMS sample and the economy over time. Q1
estimates reflect interviews conducted in March; Q3 estimates reflect
interviews conducted in September. Expansion states are those that
expanded Medicaid by March 2018.

*[**[*** Estimate differs from estimate for Q3 2013 at the
0.10/0.05/0.01 level, using two-tailed tests.

d ad amapor qj 2017 and Q12018: Estimate differs from estimate for
Q1 2016 at the 0.10/0.05/0.01 level, using two-tailed tests.

Furthermore, consistent with other data sources, the erosion of
coverage between the first quarter of 2016 and the first quarter of 2018
was larger in states that had not expanded Medicaid by early 2018 than
for those that did; uninsurance rose from 14.1 percentto 16.1 percent

https://mww.healthaffairs.org/do/10.1377/hblog20180924.928969/full/ 3/12
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over this period in nonexpansion states but was essentially unchanged
iIn expansion states (7.1 percent in the first quarter of 2016 and 7.5
percent in the first quarter of 2018). This further expanded the
coverage gap between Medicaid expansion and nonexpansion states
that had already grown under the ACA between 2013 and 2016.

As a result of the greater coverage gains in expansion states since
2013 and the greater coverage losses in nonexpansion states since
2016, the share of the uninsured in nonexpansion states grew between
2013 and 2018. Prior to implementation of the ACA's major coverage
provisions in 2014, fewer than half of uninsured adults lived in states
that would choose not to expand Medicaid by 2018, but by the first
quarter of 2018, nearly 3 in 5 uninsured adults lived in these states
(data not shown).

Low- and moderate-income adults remain much
more likely to be uninsured in Medicaid
nonexpansion states than expansion states

In 2018, adults in nonexpansion states were more than twice as likely
to be uninsured as adults in expansion states. This difference was
largest among low-income adults with family incomes below 138
percent of the federal poverty level (FPL), the income group targeted by
the ACA's Medicaid expansion (Exhibit 2). Uninsurance was over twice
as high among low-income adults in nonexpansion states (34.0
percent) compared with expansion states (14.1 percent). While
uninsurance rates were similar in expansion and nonexpansion states
for higher income adults above 400 percent of FPL, uninsurance was
also significantly higher in nonexpansion states for moderate income
adults with family incomes between 138 and 399 percent of FPL (7.6
percent in expansion states compared with 13.1 percent in

https://mww.healthaffairs.org/do/10.1377/hblog20180924.928969/full/ 4/12
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nonexpansion states). This indicates that gaps in coverage between
these state groups may be influenced by differences in Medicaid
eligibility (that extends to some adults in this income group), but also
likely reflect differences in population characteristics and enroliment in
private coverage among adults targeted by the ACA's Marketplace
subsidies.

Exhibit 2: Uninsurance Rates Among Adults Ages 18 to 64, by
2018 State ACA Medicaid Expansion Status and Family Income,
Quarter 1 2018

40%
35% 34.0%*"*
30%
25%
20%
15%
10%
5%

0%
Expansion States Nonexpansion Expansion States  Nonexpansion Expansion States  Nonexpansion
States States States

Income at or below 138% FPL Income between 138-399% FPL Income at or above 400% FPL

Source: Authors'analysis o f data from the Health Reform Monitoring
Survey (HRMS).

Notes: Expansion states are those that expanded Medicaid by March
2018. FPL is federalpoverty level. Estimates are unadjusted.

*[**[*** Estimate differs from estimate for expansion states at the
0.10/0.05/0.01 level, using two-tailed tests.
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Differences in coverage have implications for
health care access and affordability

In 2018, lower coverage rates in nonexpansion states were associated
with higher rates of problems with health care access and affordability,
consistent with patterns in earlier years (Exhibit 3). For instance, in the
first quarter of 2018, 37.9 percent of adults in Medicaid nonexpansion
states had not had a routine check-up in the prior year, higher than for
adults in expansion states (34.2 percent). And 27.0 percent of adults in
nonexpansion states had an unmet need for care due to cost during the
prior year, while unmet needs remained lower in Medicaid expansion
states (21.5 percent). Adults in expansion states were also less likely
than adults in nonexpansion states to have had problems paying family
medical bills in the prior year (15.3 percent versus 20.4 percent).

Exhibit 3: Health Care Access and Affordability Among Adults
Ages 18 to 64, by 2018 State ACA Medicaid Expansion Status,
Quarter 1 2018

40% 37.9%*—
35%
30%
25%

20%

10%
5%

0%
Did not have routine check-up inthe past Unmet need for care because of cost in  Problems paying family medical bills in
year the past year the past year

m Expansion States B Nonexpansion States
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Source: Authors'analysis of data from the Health Reform Monitoring
Survey

Notes: Expansion states are those that expanded Medicaid by March
2018. Unmetneed for care includes any unmet need for medical care,
general doctor care, specialist care, medical tests/treatment/follow-up
care, mental health care, or prescription drugs. Estimates are
unadjusted.

*[**[*** Estimate differs from estimate for expansion states at the
0.10/0.05/0.01 level, using two-tailed tests.

Looking ahead

While rising private health insurance premiums may be contributing to
coverage erosion, policy choices such as reductions in funding for
outreach and enrollment assistance and public uncertainty about the
continuation of ACA coverage options given ongoing efforts to change
the law could also be having an effect. Policies such as new state-level
Medicaid work requirements could reduce participation in public
coverage, and elimination of individual mandate penalties and
expanded availability of short-term plans could potentially reduce
coverage levels further. The Congressional Budget Office estimates
that while nongroup markets are expected to remain relatively stable,
the combined effects of individual mandate penalty elimination in the
2017 tax act and other policy changes will lead to higher nongroup
premiums over the coming years, which in turn could lead to more
adults going without coverage. According to other HRMS data from the
first quarter of 2018 (not reported here), 7.0 percent of privately-insured
adults in expansion states and 9.0 percent in expansion states were
somewhat or very likely to drop their current coverage in light of the
repeal of the individual mandate - indicating the potential for further

https://mww.healthaffairs.org/do/10.1377/hblog20180924.928969/full/ 7112
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coverage declines and broadening of the coverage gap between
expansion and nonexpansion states.

Medicaid expansion has played a key role in reducing uninsurance
among low-income adults in participating states by giving them low-
cost coverage options with minimal or no cost sharing. In addition, it
seems to have had other benefits for private insurance markets, such
as helping to lower premiums for Marketplace plans in those states by
providing coverage for some high cost users with incomes between
100 and 138 percent of FPL. This suggests that adoption of the
expansion by additional states (as Virginia has recently chosen to do)
could help slow the growth in uninsurance both by expanding Medicaid
coverage and lowering nongroup premiums. In states without the
Medicaid expansion, about one-third of low-income adults remain
uninsured.

To minimize the impacts of policy changes on health insurance
coverage, states may also need to do more to support ACA coverage
options, such as replacing the federal coverage mandate as the District
of Columbia, New Jersey, and Vermont are doing or boosting outreach
and enrollment efforts to reach those eligible for Medicaid and
Marketplace subsidies.
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As long as the focus is on insurance coverage, the
distractions from real reform will remain in the area of health
access. Access is impaired by half enough generalists and
general specialists across 50% of the US population. This is
because the design for finances results in 15 - 30% less
payment. This is made worse by costs of delivery increased
for digitalization, MACRA, value based, PCMH that are 50 to
80% higher for each change when measured per physician.
Lower stagnant revenue plus higher costs of delivery are
made worse by massive increases in the complexity of
patients and of delivering care.

The 2621 counties lowest in MD DO NP and PA
concentrations of workforce in 2013 with 40.2% of the US
population had 40.6% of the uninsured. The problem was
never lack of insurance. The problem has always been worst
financial design - concentrations of the worst paying public
and private plans, high deductible, Veterans, etc.

Generalists and general specialists are 90% of local
services in these counties. They are steadily compromised
by financial designs that are worst for those small,
independent, basic, less organized, not hospital associated,
and office services based.

Tofix access, it takes a financial design reform - cognitive vs
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The issue of postpartum insurance coverage has grown in visibility and
policy relevance given recent national attention to the United States'
maternal mortality rate. The US has the highest rate of maternal
mortality (that is, deaths within one year from the end of a pregnancy)
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of any developed country, and that rate has been rising over the past 15
years. In 2015, the rate of maternal deaths per 100,000 live births was
26.4 in the US, compared to rates below 10.0 per 100,000 live births in
the UK, Germany, and France, and rates below 5.0 per 100,000 live
births in Ireland, Italy, and Finland. Moreover, there are vast racial
disparities in maternal mortality in the US, with black women dying in
childbirth or shortly thereafter at more than three times the rate of
white women.

Since the late 1980s, state Medicaid programs have been required to
offer insurance coverage to pregnant women with incomes of less than
133 percent of the federal poverty level, and many states have
expanded eligibility to pregnant women with incomes up to 200 percent
of poverty. This means that few low-income women have gone without
coverage for their pregnancies or deliveries over the past three
decades. Medicaid eligibility resulting from pregnancy is temporary,
however, and the coverage is usually terminated 60 days after delivery.
Given that state Medicaid eligibility thresholds for parents are often
well below the threshold for pregnant women, this can leave many new
mothers vulnerable to uninsurance and reduced access to postpartum
care. For example, a study of women who gave birth before the major
coverage expansions under the Affordable Care Act (ACA) (2005-13)
found that approximately 55 percent of women covered by Medicaid for
their delivery were uninsured at some point in the following six months.

Potential Impact Of The ACA

The ACA has extended access to more affordable insurance options for
many Americans since 2014, including the expansion of Medicaid
eligibility in 32 states (as well as the District of Columbia) and federal
subsidies to purchase private coverage in state or federal

Marketplaces. Under the ACA, some low-income women losing
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eligibility for pregnancy Medicaid coverage have become newly eligible
for full Medicaid benefits in the 27 states that expanded Medicaid
beyond their pre-ACA parental eligibility threshold, while others have
become newly eligible for premium subsidies and cost-sharing
reductions for private Marketplace coverage.

Using data from the American Community Survey (ACS) provided by
IPUMS-USA at the University of Minnesota, we examined recent
progress on reducing uninsurance among new mothers between 2013
and 2016, following implementation of the ACA Medicaid and
Marketplace expansions. Not all changes in coverage over this period
should be attributed to these expansions, however, because other ACA
provisions and the ongoing economic recovery likely contributed as
well. Moreover, differences in uninsurance rates between states that
have expanded Medicaid and those that have not cannot necessarily be
attributed to the Medicaid expansion since those states differ along
several other dimensions that may affect health insurance coverage.
Additional analysis will be needed to assess the specific contribution of
the ACA Medicaid expansion to the coverage patterns we report here.
We also identified states where additional outreach, enroliment, and
coverage expansion efforts may be needed to reduce persistent
coverage gaps among new mothers.

Big Coverage Gains For New Mothers

We found that the uninsurance rate among women who had given birth
in the past year fell by 41.0 percent following implementation of the
major ACA coverage provisions, from 19.2 percent in 2013 to 11.3
percent in 2016 (Exhibit 1). The uninsurance rate among new mothers
in states that expanded Medicaid under the ACA fell by 56.0 percent,
from 15.3 percent in 2013 to 6.8 percent in 2016, while new moms in
nonexpansion states experienced a 29.0 percent decline in

https:/mww.healthaffairs.org/do/10.1377/hblog20180917.317923/full/



10/15/2018 Despite Progress Under The ACA, Many New Mothers Lack Insurance Coverage
uninsurance, from 25.3 percent in 2013 to 17.9 percent in 2016. In both
years, new mothers in nonexpansion states were much more likely to
be uninsured than new mothers in states that expanded Medicaid
under the ACA. By 2016, the uninsurance rate in nonexpansion states
was more than twice as high as that in expansion states—17.9 percent
versus 6.8 percent.

Exhibit 1: Percentage Of Uninsured Among New Mothers (Ages
19-44), By State Medicaid Expansion Status, 2013 and 2016

253%

All States Expansion States  Nonexpansion States

m 2013 = 2016

Source: Authors'analysis o f IPUMS-USA American Community Survey
data, 2013 and 2016. Notes: New mothers are women who reported
giving birth to a child in the past 12 months. Uninsurance is at the time
of the survey and reflects edits to account for apparent misreporting.
Medicaid expansion states are those that expanded by July 2016.
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Lots Of Room For Improvement

We estimated state-specific uninsurance rates among new mothers for
the 40 states with a sufficient sample of new mothers included in the
ACS in 2012-13 and 2015-16 and calculated the change in the
uninsurance rate over time for each state. We sorted the results by the
state uninsurance rate among new mothers in 2015-16 and noted each
state's rank on the uninsurance rate in 2012-13 and 2015-16 with 1
being the lowest and 40 being the highest (Exhibit 2).

We found that, in 20 of the 40 states, more than 1in 10 new moms
were uninsured in 2015-16 (Exhibit 2). Oklahoma, Georgia, and Texas
showed the most room for improvement with uninsurance rates of
more than 20 percent in 2015-16. Beyond those three states, the 10
states with the next highest uninsurance rates were also nonexpansion
states, with between 13 percent and 18 percent of new moms
uninsured in 2015-16. These 13 states had Medicaid-eligibility
thresholds for parents ranging from 18 percent of poverty in Alabama
and Texas to 67 percent of poverty in South Carolina in 2016, all less
than half of the required threshold of 138 percent of poverty under the
ACA expansion. Five expansion states (Arkansas, New Mexico, Nevada,
Arizona, and Indiana) had uninsurance rates at or above 10 percent in
2015-16, but all had experienced significant coverage gains from rates
above 20 percent in 2012-13. For example, Arkansas, New Mexico, and
Nevada experienced coverage gains among new mothers of 16.4,15.9,
and 14.9 percentage points and saw their state ranks on the
uninsurance rate improve by 10, 8, and 7 points, respectively.

Exhibit 2: Uninsurance Among New Mothers (Ages 19-44), By
State, 2012-13 And 2015-16

https:/mww.healthaffairs.org/do/10.1377/hblog20180917.317923/full/
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Percent Percent State Rank by Percentage State
Uninscred Uninscred Uhinsued Rate PointChange expanded by
2015-16 2012-13 OverTime January 2016
1) (2) 2012-13 2015-16

Hawaii 2.2 2.8 1 1 -0.6 X
Massathusetts 2.8 34 2 2 016 X
W estVirginia 3.2 18.2 19 3 -15.0 X
Minnesota 3.7 9.1 5 4 -54 X
Michigan 47 143 11 5 95 X
Connecticut 55 7.3 3 6 -18 X
lowa 6.3 15.6 13 7 -9.3 X
New York 613 TL4 6 8 -5.0 X
Wisconsin 6.7 7.6 9 -0.9

Ohio 618 114 7 10 -45 X
Tennessee 7.5 20L4 24 11 -12.9

Oregon 7.5 17.9 18 12 -104 X
Pennsylvania 7.5 14.9 12 13 -7.4 X
Kentudty 75 23.2 28 14 -15.7 X
California 7.9 18.7 21 15 -10L7 X
lllinois 312 TLY 8 16 -3.5 X
Colorado 8.7 16.1 14 17 -7.4 X
Washington 8.8 18.4 20 18 -9.7 X
Maryland 9.0 14.3 10 19 -5.3 X
New Jersey 9.7 16.4 15 20 -6.7 X
Indiana 10.0 214 26 21 -114 X
Virginia 101 17.0 17 22 -6.9

Kansas 10.8 ZLO 25 23 -10.3

Arizona 11.2 20.1 22 24 -8.9 X
Nevada TL5 26.4 32 25 -149 X
New Mexico 12.0 27.9 34 26 -15.9 X
Arkansas 12.8 29.3 37 27 -16.4 X
Utah 13.1 13.8 9 28 0L6

South Carolina 13.3 23.0 27 29 -9.6

M issolml 13.8 20.2 23 30 -6 14

Louisiana 14.4 235 29 31 9.1

Alabama 14.9 25.4 31 32 -1015

North Carolina 15.9 27.0 33 33 -111

Mississippi 1614 295 38 34 -13.2

ldaho 16.6 248 30 35 -8.2

Nebraska 17.2 16.7 16 36 015
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hionoa ia_.i za.i 35 a -4 >

Oklahoma 2L 4 29.2 36 38 -7.9
Georgia 224 30.6 39 39 -8.1
Texas 285 354 40 40 -6.9

Source: Authors'analysis o f IPUMS-USA American Community Survey
data, 2012-13 and 2015-16. Notes: New mothers are women who
reported giving birth to a child in the past 12 months. Uninsurance is at
the time of the survey and reflects edits to account for apparent
misreporting o fcoverage. Alaska, Delaware, the District o f Columbia,
Maine, Montana, New Hampshire, North Dakota, Rhode Island, South
Dakota, Vermont, and Wyoming are excluded due to insufficient sample
size for new mothers (n <300). States are sorted from lowest to
highest2015-16 uninsurance rate. AHchanges over time are
statistically significant atp< 0.05 except Connecticut, Hawaii,
Massachusetts, Nebraska, and Wisconsin.

Medicaid Eligibility Appears To Matter

Among the states with 2015-16 uninsurance rates for new mothers
below 10 percent, all but two were Medicaid expansion states.
Tennessee did not expand Medicaid under the ACA, but new mothers
experienced a decline in uninsurance of approximately 13 percentage
points between 2012-13 and 2015-16. Importantly, Tennessee
extended Medicaid eligibility to all parents with incomes below the
poverty level in both periods, so the gains in coverage among new
mothers may have come from those already eligible for Medicaid or
those newly eligible for Marketplace subsidies. Similarly, Wisconsin's
generous parental Medicaid eligibility, at 200 percent of poverty in
2012-13 and 100 percent of poverty in 2015-16, likely contributed to
Wisconsin's low uninsurance rates for new mothers in both periods.

https:/mww.healthaffairs.org/do/10.1377/hblog20180917.317923/full/ 711
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Five states (Hawaii, Massachusetts, West Virginia, Minnesota, and
Michigan) had uninsurance rates among new mothers below 5 percent
in 2015-16. While Massachusetts and Hawaii had very low rates in
2012-13 as well, Minnesota, Michigan, and West Virginia experienced
significant gains in coverage among new mothers over this period.
Prior to its ACA Medicaid expansion, West Virginia had a very low
Medicaid-eligibility threshold for parents at about 30 percent of poverty,
which may help to explain the substantial improvement in its state rank
on the uninsurance rate among new mothers from 19 in 2012-13 to 3
in 2015-16. Similarly, Kentucky expanded parental Medicaid eligibility
from about 57 percent of poverty in 2012-13 to 138 percent in 2015-
16 and experienced a notable improvement in its state rank on the
uninsurance rate among new mothers from 28 to 14 over this period.

Looking Ahead

In June 2018, the Mothers and Offspring Mortality and Morbidity
Awareness (MOMMA) Act was introduced in the US House of
Representatives by Rep. Robin Kelly (D-IL). The bill would, among other
things, extend pregnancy Medicaid eligibility for a full year following
delivery. This proposal recognizes the importance of the "fourth
trimester" for the health and well-being of both mothers and infants,
and seeks to eliminate the lack of insurance coverage as one potential
contributor to poor maternal and child health outcomes in the
postpartum period.

The MOMMA Act would build on elements of the ACA that have likely
contributed to recent increases in insurance rates among new mothers.
Substantial progress has been made in reducing the uninsurance rate
for new mothers in recent years, but more than 400,000 new mothers
were uninsured in 2016, which has potentially serious implications for
the health and well-being of these mothers and their children. The

https:/mww.healthaffairs.org/do/10.1377/hblog20180917.317923/full/
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estimates presented here suggest a strong association between
generous Medicaid eligibility for parents and lower uninsurance rates
among new mothers. Thus, extending eligibility for pregnancy-related
Medicaid coverage for a full year following delivery, as proposed in the
MOMMA Act, is likely to further reduce uninsurance among new
mothers. But, on its own, the MOMMA Act cannot provide consistent
access to affordable coverage for low-income women of reproductive
ages and thereby has limited potential to improve preconception or
prenatal coverage and care. A recent study found, however, that
comprehensive Medicaid expansions to parents between 1996 and
2011 increased pre-pregnancy insurance coverage among mothers and
led to earlier initiation of prenatal care. Thus, while the MOMMA Act is
certainly a step in the right direction in achieving further reductions in
postpartum uninsurance among new mothers, broad-based coverage
expansions such as those under the ACA likely have greater potential to
reduce coverage transitions surrounding pregnancy, improve access to
preconception, prenatal, and postpartum care, and help to promote
healthy pregnancies and healthy children.

Authors' Note
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CONSIDERING HEALTH SPENDING

By Amanda Frost, Eric Barrette, Kevin Kennedy, and Niall Brennan

CONSIDERING HEALTH SPENDING

Health Care Spen

ding Under

Employer-Sponsored Insurance:
A 10-Year Retrospective

abstract USiNg a national sample of health care claims data from
the Health Care Cost Institute, we found that total spending per

capita (not including premiums) on
employer-sponsored insurance plans

health services for enrollees in
increased hy 44 percent from 2007

through 2016 (average annual growth of 4.1 percent). Spending increased

across all major categories of health

services, although the increases were

not uniform across years or categories. Growth rates for total per capita
spending generally slowed after 2009 hut increased between 2014 and
2016. Spending on outpatient services grew more quickly (average annual
growth of 5.7 percent) compared to spending on the other types of
services. However, the overall distribution of spending across categories
remained largely unchanged. In the context of the dramatic economic
and policy events that have taken place since 2007—including the

Great Recession, the Affordable Care

Act, and numerous medical

innovations—this assessment of ten-year spending trends provides
insights into how the largest insured population in the US contributes

to health care spending growth.

n 2016, 54 percent of Americans with

health insurance were covered by an

employer-sponsored insurance plan.1

Not only do enrollees in employer cov-

erage account for the majority of the
population with either public or private insur-
ance, but they also generate the majority of
spending on health care. Health care spending
by private health insurance plans totaled more
than $1.12 trillion in 2016, far exceeding Medi-
care spending ($672 billion).Z3Moreover, feder-
al subsidies for employer-sponsored insurance,
which take the form of excluded premium con-
tributions from income and payroll taxes, were
estimated to be $268 billion in 2016—compara-
ble to federal spending on Medicaid for non-
elderly people.4 Despite the size of the popula-
tion with employer coverage and the magnitude
ofits spending, discussions ofhealth care spend-
ing often focus on public programs—Medicare

and Medicaid—er on the cost of private health
insurance premiums, in partbecause claims data
for employer coverage enrollees have not been
widely available for study.

In this study we used such claims data to ex-
amine growth in health care spending for the
population with employer coverage over the
ten-year period 2007-16. We found that total
per enrollee spending on health care goods
and services increased by 44 percent over that
decade—an average annual increase of 4.1 per-
cent, which is nearly twice as fast as the average
annual increase of 2.3 percent in inflation-
adjusted total spending. In the period 2000-
07, the average annual increase in total health
care spending per employer coverage enrollee
was 8.3 percent, based on information aboutthis
spending in the National Health Expenditure
Accounts (NHEA) data.3 The growth rates we
observed in our analysis were generally slower,
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but they have been increasing year over year
since 2013. Abetter understanding ofthe sourc-
es of spending growth among the population
with employer-sponsored insurance is impor-
tant for policy makers, employers, insurers,
patients, and providers. Our examination high-
lights factors that contribute to both the growth
in and high levels of health care spending in
the US.

Our study characterized changes in spending
for the population with employer-sponsored in-
surance from 2007 through 2016 in the aggre-
gate and by health care service category. We
posed four questions: How did per capita spend-
ing for employer coverage change over time and
relative to spending for other insured popula-
tions? How did spending by service category
change overtime? Did the distribution of spend-
ing across service categories change between
2007 and 20167 Did the level and distribution
ofenrollees’ out-of-pocket spending on the cate-
gories change between 2007 and 2016?

We answered these questions using measures
of per capita health care spending constructed
from a national, multipayer claims data set,
which includes actual amounts paid for services
by both payers and enrollees. The data set does
notinclude any information aboutpremium pay-
ments. Annual reporting of five-year trends in
spending, utilization, and prices for the popula-
tion with employer coverage using these data has
consistently shown spending and price increases
but found fluctuations (including decreases) in
utilization rates.5 During our study period
(2007-16), the US health care system was affect-
ed by a deep economic recession, significant leg-
islative and policy changes stemming from the
Affordable Care Act (ACA), related changes in
payment and delivery methods, and numerous
medical innovations (including improved drug
regimens for hepatitis C, generic Lipitor, and
innovative surgical techniques such as advances
in robotic surgeries). These changes likely al-
tered the size and composition of the covered
population, which had begun declining before
the ACA’s adoption and implementation and
continued to decline through 2013, after which
it began to increase each year.67While there is
evidence that these policy and economic forces
also directly affected trends in overall national
health care spending, less is known about the
specific trends in health care spending growth
among the population with employer coverage
overthis ten-year period.89We hope that a better
understanding ofthe factors contributing to this
growth will inform policy solutions to address
the high and rising levels of US health care
spending.

HEALTH AFFAIRS OCTOBER 2018 37:10

Study Data And Methods
data sources We Used the Health Cal’e COSt
Institute’s (HCCI’s) private health insurance
claims dataforouranalyses. This source includes
health insurance claims data from Aetna,
Humana, and UnitedHealthcare for the years
2007-16 and from Kaiser Permanente for the
years 2012-16.1011 Containing information on
people from all fifty states and the District of
Columbia, it accounts for more than 25 percent
ofthe total population with employer-sponsored
insurance each year (approximately forty
million annual enrollees). To make the sample
nationallyrepresentative, we constructed the an-
alytic data set for this study from HCCI’s claims
data by weighting spending and employer cover-
age enrollment by age, sex, and geography. The
methods used to construct the analytic data set
are described in detail in publicly available HCCI
documentation.2 The study sample included
people younger than age sixty-five who were
insured by an employer plan. We analyzed total
and out-of-pocket spending per capita per year
by dividing each year’s spending by the annual
enrolled population.3

All spending measures, unless otherwise not-
ed, were measured on a per capita basis for the
population with employer-sponsored insurance
and include total per capita spending (from both
payers and enrollees) on all health care services.
Spending was also separated into four major
service categories: inpatient hospital, outpatient
facility, professional services, and prescription
drugs.¥Each ofthese categories was further sep-
arated into more detailed service subcategories
for some analyses.’ Spending on prescription
drugs did not include any discounts, rebates,
or coupons. Out-of-pocket per capita spending
captured payments by enrollees in the form of
copayments, coinsurance, and deductibles. The
spending measures did not include premium
payments or payments made ifno claim was filed
(for example, for over-the-counter medications)
and did not account for balance billing, so they
may underestimate total out-of-pocket spend-
ing. To facilitate comparisons of spending levels
overthe study period, we also adjusted per capita
spending for inflation to 2016 levels, using the
Consumer Price Index.36 (For a list of the infla-
tion factors used in this analysis, see online ap-
pendix exhibit Al, and for both the nominal
spending levels for total and out-of-pocket
spending per capita and the inflation adjustor
used in the analyses, see appendix exhibits Al
and A2.)T

timitations OUr study provides a valuable
perspective on one of the largest components
of national health care spending, but it had lim-
itations. First, the HCCI data set is a sample from
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Our data show that
the out-of-pocket
spending burden has
shifted away from
prescriptions and to
medical services.

four national insurers, but it is not necessarily
representative ofthe population with employer-
sponsored insurance at all subnational levels or
of the members of that population covered by
other insurers. We do not believe that this pre-
cludes drawing high-level conclusions about
spending trends forthe population with employ-
er coverage. Given the large percentage of this
populationincluded in our data seteachyear, the
data provide reasonable approximations ofaver-
age levels oftheir spending and utilization. Fur-
thermore, estimates of national spending for
this population from the data set are consistent
with other estimates.B

A second limitation is the inclusion of spend-
ing only for health care services and prescription
drugs. Health insurance premiums—the contri-
butions ofboth employers and employees—are a
large health care expenditure that our study did
not account for directly. However, this study’s
purpose was not to estimate total health expen-
ditures for the employer coverage population,
because other reliable sources do s0.519To our
knowledge, there are few data sources besides
ours with the same granularity of spending data
at the service category level for a national popu-
lation with employer coverage.DMoreover, pre-
miums are related to underlying health care ex-
penditures in that premiums need to cover the
costs of care and the administration ofthe insur-
ance benefits. Thus, results from our study may
also provide some context for considerations of
the levels of and growth in premiums.

Third, our analysis of spending growth did not
control for changes in the mix of services within
or across categories and thus did not isolate the
role ofprice changes in spending growth. Recent
research—some using HCCI data—has begun to
create a new base ofevidence aboutthe commer-
cially insured population, identifying the effects
of prices on spending levels and growth.5212
Changes in the average cost per service could
reflect rising prices, changes in the mix of ser-

vices, or improvements in technology, and dis-
tinguishing those effects from one another was
beyond the scope of our analysis.

Finally, our focus on only the population with
employer-sponsored insurance explicitly exclud-
ed approximately halfofthe USpopulationand a
substantial portion of total national health ex-
penditures. We acknowledge this as a limitation
interms ofcreating a complete picture ofnation-
al health care spending. However, research on
this population lags behind research on the
Medicare population and aggregate national
health expenditure reporting. Our analyses
add to the overall body ofliterature on US health
care spending and the contribution ofthe popu-
lation with employer-sponsored insurance to
spending growth.

Study Results
CHANGES IN SPENDING PER CAPITA, 2007-16
Using HCCI data, we found that nominal per
capita spending for the population with employ-
er-sponsored insurance increased from $3,752
in 2007 to $5,394 in 2016 (see appendix exhib-
it Al)T7—a 44 percent increase over the study
period (or 23 percent after adjusting for general
price inflation) and an average annual growth
rate of 4.1 percent (data not shown). Annual
spending growthvaried from alow of2.6 percent
in 2014 to a high of 6.3 percent in 2009 (exhib-
it 1). Faster spending growth between 2007 and
2009 (6.0 percent, on average) gave wayto much
slower growth between 2010 and 2014 (3.2 per-
cent, on average) (data not shown). In the last
two years of the study period—2015 and 2016-
growth accelerated to an average of 4.4 percent,
which is closerto the growth observed before the
Great Recession.3Patterns in the annual growth
oftotal health service per capita spending forthe
population with employer coverage were similar
to per capita spending growth in other insured
populations during our study period. The per
capita spending growth rates reported in the
NHEA estimates for Medicare, Medicaid, and
employer-sponsored insurance populations ex-
hibit similar patterns of slower growth between
2010 and 2014 and faster growth from 2007 to
2009 and 2015-2016.4

Notably, the rates of growth in spending for
the population covered by employer-sponsored
insurance that we calculated using only spend-
ing for health care services are similar to the
rates of overall spending growth for this popula-
tion in the NHEA data, which include premium
payments and other insurer administrative
costs. This suggests that measuring trends in
health services use using a national claims data
set is a reliable way to assess overall spending
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EXHIBIT 1

Annual growth in per capita health care spending, by insurance type, 2007-16

&%
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0
o HCCl ES!
4% NHEA ESI
3%
%
1% NHEA Medicaid
NHEA Medicare
(0%
oo
2% - I
2008 2009 2010 2011 2012 2013 2014 2015 2016
ssssss Authors' analysis of data from the National Health Expenditure Accounts (NHEA) and data from the Health Care Cost Institute

(HCCI). no tes Prescription drugs that could not be characterized as either brand-name or generic are excluded from HCCI's per capita

spending data. ESI is employer-sponsored insurance.

trends for the population covered by employer-
sponsored insurance. The claims data also make
it possible to assess trends within more detailed
service subcategories to understand what ser-
vices may contribute the most to spending levels
and growth.

Similarto the annual changes in total per cap-
ita spending, the annual growth rates for the
four major service categories we examined were
generally lower between 2010 and 2013 com-
pared to the previous three-year period (exhib-
it2). Overthe lastthree years ofthe study period,
spending growth rates for the medical service
categories increased each year. However, the
growth rates for those categories were lower in
2016 than they had been in 2008. For prescrip-
tion drugs, spending growth remained relatively
low through 2013 but then spiked, with the an-
nual growth rate increasing to more than 11 per-
cent in 2015 before falling to 6 percent in 2016.
This increase corresponds with the introduction
of costly hepatitis Cdrugs (for example, Sovaldi
and Olysio), as noted by other studies.523

Positive annual growth rates meant that
nominal per capita spending in each category
increased each year and ended higher in 2016
than in 2007 for all categories. (Forthe nominal
per capita spending levels used to calculate the
spending distributions and annual growth rates,
see appendix exhibit Al.)T7 Outpatient and pro-
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fessional services accounted for the majority of
total spending in both 2007 (60 percent com-
bined) and 2016 (62 percent combined) and the
bulk of the increase in total spending over that
period (65 percent of the total) (data not
shown). The largest increase in spending over
this period was for outpatient services, which
grew by 64 percent (40 percent after adjusting
for inflation). As with total per capita spending,
annual per capita growth rates for outpatient
services varied, from a low of 3.1 percent in
2014to ahigh 0of10.8 percentin 2009 (exhibit2),
with an average annual growth of 5.7 percent
(data not shown). Professional services ac-
counted for the largest share of total per capita
spending in both 2007 (36 percent) and 2016
(34 percent). Per capita spending forprofession-
al services increased by 36 percent (16 percent
after adjusting for inflation) during the study
period, for a 3.5 percent average annual growth
rate.

Inpatient per capita spending accounted for
21 percent and 19 percent of total per capita
spending in 2007 and 2016, respectively. Spend-
ing growth for this service category over the
study period was substantially lessthan for other
categories, as evidenced by the reduction in its
share of overall spending overtime. Average an-
nual growth in inpatient spending during this
period was 3.1 percent, and the cumulative in-
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EXHIBIT 2

Per capita health care spending and annual spending growth by service category, 2007-16
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source Authors' analysis of data from the Health Care Cost Institute, note Prescription drugs that could not be characterized as
either brand-name or generic are excluded from this analysis.

EXHIBIT 3

Distribution of per capita spending for people with employer-sponsored insurance, by service subcategory, 2007 and 2016

Mill.

Outpatient EDvisits  Outpatient Other Doctor  Professional Brand-name  Generic
surgery remainder professional  visits remainder  prescriptions prescriptions

source Authors' analysis of data from the Health Care Cost Institute, notes All dollars are inflation adjusted to 2016. Unadjusted
total per capita spending in 2007 was $3,752, adjusted 2007 spending was $4,389, and 2016 spending was $5,394. Spending includes
amounts paid out of pocket by individuals. We identified types of spending using the following information. Inpatient surgery: surgery
and transplant diagnosis-related group (DRG) codes. Inpatient medical: DRG codes for medical admission. Inpatient remainder: DRG
codes for mental health, substance use, labor and delivery, and neonatal. Outpatient surgery: relevant revenue codes and Current
Procedural Terminology (CPT) and Healthcare Common Procedure Coding System (HCPCS) codes. Emergency department (ED) visits:
relevant revenue codes and CPT and HCPCS codes. Outpatient remainder: all other outpatient services including observation visits,
ambulance services, and durable medical equipment. Other professional services: various CPT and HCPCS codes (including those for
cardiovascular, consultations, immunizations, inpatient visits, ophthalmology, and physical medicine). Doctor visits: all CPT codes for
office and preventive visits to all provider types. Professional remainder: various CPT and HCPCS codes (including those for adminis-
tered drugs, anesthesia, pathology and laboratory services, radiology, and surgery procedures). Brand-name prescriptions: National
Drug Codes (NDC) with a brand patent in the year observed. Generic prescriptions: NDC codes without a brand patent in the year
observed. Prescription drugs that could not be characterized as either brand-name or generic were excluded from this analysis.
For a detailed description of the coding of these subcategories, see Health Care Cost Institute. 2016 health care cost and utilization
report: analytic methodology (note 10 in text).
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crease over the study period was 31 percent
(12 percent after adjusting for inflation).

of spending We fOUnd ||tt|e
change in the distribution of spending for the
population with employer-sponsored insurance
across service subcategories during our study
period (exhibit 3). Ofthe total per capita spend-
ing increase from 2007 through 2016,48 percent
came from three subcategories: brand-name pre-
scriptions, emergency department (ED) visits,
and outpatient surgery (data not shown). The
largest dollar increase in per capita spending
(inboth nominal and inflation-adjusted dollars)
was for brand-name prescriptions ($165 after
adjustment for inflation). However, the share
of total spending devoted to brand-name pre-
scriptions increased by less than 1 percentage
point. The largest percentage increase in spend-
ingwas on EDvisits (85 percentafteradjustment
for inflation), for which the share of spending
increased by 2.2 percentage points.

Total spending did not become substantially
more concentrated among the categories with
the highest spending per capita. Spending on
the top four highest subcategories in each year
accounted for 54 percent of spending in 2007
and 53 percent of spending in 2016, with outpa-
tient surgery replacing inpatient surgery in the
top four in 2016. The share of spending on inpa-
tient surgery admissions declined by 1.4 percent-
age points, while outpatient surgery increased by
1.2 percentage points. Althoughthe distribution

distribution

EXHIBIT 4

of spending changed only modestly during the
study period, the shares ofspending on inpatient
surgery and medical care declined, while the
shares for each of the outpatient subcategories
increased.

ENROLLEES' OUT-OF-POCKET sPENDING Afinal
consideration is the impact of spending growth
on out-of-pocket spending among the popula-
tion with employer-sponsored insurance. Simi-
lar to total health care spending, the total per
capitaamountthat enrollees spent out of pocket
increased by 43 percent between 2007 and 2016
(22 percent after adjusting for inflation) (data
not shown). The overall share of spending that
enrollees paid out of pocket did not change sub-
stantially, accounting for about 16 percent of
total spending in both 2007 and 2016. (For the
nominal out-of-pocket per capita spending levels
used to calculate the spending distributions, see
appendix exhibit A2.) 7However, unlike the dis-
tribution of total spending (exhibit 3), the dis-
tribution of out-of-pocket spending across ser-
vice subcategories did shift overtime (exhibit4).

Between 2007 and 2016, the share of out-of-
pocket spending accounted forby outpatientand
professional services increased both overall and
across each of their component detailed service
subcategories, with the largest increase for ED
visits (which grewby 5percentage points). These
shifts were accompanied by a decline in out-of-
pocket spending on prescription drugs (both
brand-name and generic), which accounted for

Distribution of per capita out-of-pocket spending for people with employer-sponsored insurance, by service subcategory,

2007 and 2016

Inpatient  Inpatient  Inpatient ~ Outpatient EDvisits Outpatient Other Doctor  Professional Brand-name  Generic
surgery  medical remainder  surgery remainder professional  visits remainder prescriptions prescriptions
services
ssssss Authors' analysis of data from the Health Care Cost Institute, no te s All dollars are inflation adjusted to 2016. Unadjusted out-

of-pocket per capita spending in 2007 was $592, adjusted 2007 spending was $692, and 2016 spending was S846. Prescription drugs
that could not be characterized as either brand-name or generic are excluded from this analysis. Identification of subcategories is

explained in the notes to exhibit 3.
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It will be essential to
continue to study the
composition of health
care spending for the
population with
employer-sponsored
Insurance.

32 percent of that spending in 2007 but only
18 percent in 2016. This decline occurred across
the entire decade and maybe contrary to current
public opinion on out-of-pocket prescription
drug spending. However, the savings from lower
out-of-pocket spending on drugs were offset by
increases in the spending on the medical service
categories (for example, ED visits and profes-
sional remainder). As a result, total per capita
out-of-pocket spending increased by nearly the
same percentage as total spending (22.2 percent
versus 22.9 percent, respectively, after adjusting
for inflation; data not shown). While the total
share ofspending paid out ofpockethas changed
little over the past decade (remaining at around
16 percent), out-of-pocket spending per capita
has increased each year. Our data show that the
out-of-pocket spending burden has shifted away
from prescriptions and to medical services. This
shiftislikely due to amyriad offactors, including
benefit design changes, patterns of service use,
price increases, and new technology and inno-
vations.

As we observed in the distribution of total
spending, the share of out-of-pocket spending
on inpatient medical and surgery subcategories
decreased, but the net decreases in their shares
were small. The shifts in the distribution of out-
of-pocket spending likely reflect changes in the
patterns of service use, notjust changes in cost-
sharing requirements. Other research found
steady declines during our study period in the
use of most types of inpatient admissions and
brand-name prescriptions, along with overall
net increases overtime in the use of both outpa-
tient and professional services.521

Discussion
Numerous changes across all aspects of the
health care system took place during the decade

we studied (2007-16), and these changes likely
affected spending for enrollees in employer-
sponsored insurance. One major factor was
the Great Recession, which halted economic
growth for several years. Other changes reflect
continuing trends in the health care sector, such
as the introduction of new drugs and medical
technology, the continuing shift in hospital care
from inpatient to outpatient settings, and the
increasing takeup of high-deductible health
plans. Many changes were also related to the
implementation of the ACA. Although that law
was expected to directly affect Medicare and
Medicaid more than employer-sponsored insur-
ance, changes in Medicare or Medicaid policy
may have indirectly affected spending for the
population with employer coverage. Moreover,
ACA-related initiatives involving payment and
care delivery (such as accountable care organi-
zations and episode-based payments) have been
adopted by private-sector insurers.

There are three key takeaway lessons from our
findings about the health care spending for the
population with employer-sponsored insurance
that have implications for the analysis of spend-
ing trends and development of policies to ad-
dress the high and rising levels of health care
spending in the US. First, the slowdown in
spending that we observed in 2009 was evident
across all major categories of services, which
suggests that the recession affected all aspects
of the health care system. Multiple studies have
investigated the causes ofthe slowdown, 24 Bbut
further research is needed to understand how
those causes and any other factors are related
to the recent increases in spending growth rates.

Second, the uptick in spending growth oc-
curred across all categories of services.5 More
research is needed to understand how much of
this growth can be attributed directly to price
effects, as opposed to factors such as changes
in the mix of services used, new technologies,
or population demographics and health. Such
research would provide a foundation for devel-
oping and implementing health policy reforms
that could increase the value in the health care
system and slow spending growth.

Third, although total out-of-pocket spending
for enrollees in employer-sponsored insurance
increased faster than general price inflation, it
remained nearly unchanged as a share of total
per capitaspending in employerplans. Giventhe
rise of enrollment in high-deductible health
plans over the past decade, this result is some-
what surprising and indicates another area
where more research is needed. According to a
recent survey, the share of workers enrolled in
high-deductible employerplans grew from 5per-
cent in 2007 to 29 percent in 2016.% Further
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investigation into the complex relationships be-
tween benefitdesign and out-of-pocket spending
is needed.

Ouranalysis builds and expands on decades of
health services research by using commercial
claims data for a more detailed study of observed
health care spending trends than was previously
possible.58 Yet more research is still needed,
so that the base of knowledge about the largest
USinsured population continues to expand. Our
key takeaway lessons highlight a path forward
for research on the population with employer-
sponsored insurance by identifying new ques-
tions and potential areas of focus where future
research can have the greatest impact.

Conclusion

Looking back on the past decade of spending for
the population with employer-sponsored insur-
ance, we found that although spending in-
creased annually, the growth rates were highest
in 2008 and 2009, were generally lower for all
categories of services during 2010-13, and have

The authors acknowledge the Health
Care Cost Institute's data contributors—
Aetna, Humana, Kaiser Permanente, and
UnitedHealthcare— in providing the
claims data analyzed in this study.
[Published online September 79, 2078.]
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Plans to change federal Medi-Cal funding could
force some California counties to slash health
coverage

September 18, 2018

Venetia Lai
310-794-6963
venetialai@ ucla.edu

The number of Californians who gained health insurance grew by 3
million people after the Affordable Care Act expanded Medi-Cal
coverage in 2014 and 2015. But anticipated federal funding changes
could over time force counties

to shoulder more of the cost of

paying for health care, or cut Read The Policy Brief

back enrollment and programs,

. View: Rise in Medi-Cal Enroliment
according to a study

Corresponded to Increases in California

(/publications/search/pages/detail.aspx? County Health Spending During ACA

PubiD=i77i) by the UCLA Center Implementation

for Health Policy Research (/). (/publications/search/pages/detail.aspx?
PubID=1771)

Nearly one-third of the state’s

33 million people under the age of 65 are enrolled in the health
insurance program for low-income and disabled residents known in
California as Medi-Cal (or Medicaid in the rest of the United States).
However, the percentage of Californians enrolled in the program varies
greatly by county, as does the amount of money each county is
spending on health care after that expansion, according to the study.

If the federal government acts to cap Medicaid funding to states,
California counties such as San Bernardino, San Joaquin, Riverside,
Placer, Mendocino, Monterey, Fresno and the Northem/Sierra region
could see public health care take a bigger bite of their budgets.

Under the current version of Medi-Cal, anyone who qualifies is
guaranteed benefits, and the program grows in response to increases in
enrollment and health care costs. That would change under a block
grant.

“The counties that had a big increase in enrollment will have a tougher
time sustaining the same level of coverage because under a capped
block grant, funding is at a set level,” said Shana Alex Charles
(/about/staff/pages/detaii.aspx?staffid=8i ) , faculty associate at the center and the
study’s lead author. “If you have an economic downturn and more
people need Medi-Cal for health coverage, many counties will have to
make a hard choice: the financial health of their county or the physical
and mental health of their Medi-Cal beneficiaries.”

The study, which uses data from the California Health Interview Survey
and the California State Controller's Office, contains maps as well as
Medi-Cal enrollment and expenditure figures for 44 counties or county
groups on:

* The percentage of residents under 65 who were enrolled during
2014-15: Fresno County had the highest proportion, 49 percent;
Marin County the lowest, 10 percent.

* The percentage point change in enrollment from 2012 to 2014-
2015: San Joaquin County had the highest increase, 22 percent;
Madera and Yolo counties the largest declines, each down 5 percent.

« Per capita expenditures in 2015: Humboldt County had highest
expense, $387 per capita; Yuba County the lowest, $79 per capita.

http://health policy.ucla.edu/newsroom/press-releases/pages/details.aspx?NewsID=301
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e The percent change in public health expenditures per capita
from 2012 to 2015: Riverside County had largest increase at 39
percent; Yuba County the biggest decline, down 12 percent.

Read the study: Rise in Medi-Cal Enroliment Corresponded to
Increases in California County Health Spending During ACA
Implementation (publications/search/pages/detail. aspx?PublD=1771)

The UCLA Center for Health Policy Research () is one of the nation’s
leading health policy research centers and the premier source of health
policy information for California. The Center improves the public's health
through high-quality, objective, and evidence-based research and data
that informs effective policymaking. The Center is the home of the
California Health Interview Survey (chisiPages/defauitaspx) (CHIS) and is part
of the UCLA Fielding School of Public Health. For more information, visit
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Rise in Medi-Cal Enrollment Corresponded
to Increases in California County Health
Spending During ACA Implementation

Shana Alex Charles, Francis Nepomuceno, and Gerald F. Kominski

SUM MAI As Medi-Cal enroliment expanded
during the early years of ACA expansion (2014
and 2015), county health department spending
in California also swelled. For most counties

and regions in the state, the two measures
tracked closely. However, exceptions in

Northern California (with high enrollment and

ollowing the expansion of Medi-Cal

through the Patient Protection and
Affordable Care Act 0f 2010 (ACA), Californias
counties moved swiftly to increase enrollment
in the program by more than 3 million
nonelderly adults and children by the end of
2015.1Statewide, enrollment in Medi-Cal
reached nearly one-third of the population
(31.1 percent) by 2015.1But the levels of
coverage, as well as the gains in coverage, were
not distributed uniformly statewide (Exhibit
1). SanJoaquin County had the largest increase
in enrollment (22 percent), as well as one of
the largest increases in total county health
expenditures (25 percent; Exhibit 1).

Often, the greatest increases in Medi-Cal
enrollment corresponded to increased public
health department expenditures, as seen in
Riverside, Placer, Mendocino, Monterey,
and Fresno counties (Exhibit 1). County
health department spending trends for the
Northern/Sierra region and San Bernardino
County, two areas with similar levels of
Medi-Cal enrollment post-ACA, illustrate
the linkages between public investment and
enrollment.

low spending growth) and Central California
(low enrollment but high spending growth)
show that other factors may also have had an
effect. Importantly, if Medi-Cal isturned into a
capped block-grant program at the federal level,
counties would be heavily impacted and could
be left with budget shortages.

Northern Californian counties (i.e., Del
Norte, Siskiyou, Lassen, etc.) retained their
consistently high enrollment in the program,
with 31 percent of their combined population
enrolled in Medi-Cal in 2015 (Exhibits 1 and
2). However, this actually reflected a slight
decline in enrollment in these counties from
the pre-ACA expansion period (-3 percent;
Exhibits 1 and 3). In contrast, San Bernardino
County had enrollment levels similar to those
of the Northern California counties in 2015
(35 percent; Exhibits 1 and 2), but this was
the result of rapid growth in the program
(+15 percent; Exhibits 1 and 3).

Surprisingly, these trends did not necessarily
track with the overall level of county

health department expenditures. When the
per capita amount of dollars spent on all
county health department functions was
assessed using data from the California State
Controller’ Office, the Northern Region
counties emerged as some of the highest per
capita spenders in California, while spending
in more populous San Bernardino County was
among the lowest in the state (Exhibit 4).



UCLA CENTER FOR HEALTH POLICY RESEARCH

Exhibit 1 Medi-Cal Enrollment and Per Capita County Health Department Spending by County,
California, 2015
Change in % Increase in
% Enrolled Medi-Cal Per Capita Per Capita
County in Medi-Cal Enrollment Expenditures Expenditures
in 2014/2015 from 2012 2015 from 2012
to 2014/2015 to 2015
Alameda 22% 3% $319 14%
Butte 35% 13% $305 -6%
Contra Costa 20% 7% $214 6%
El Dorado 25% 8% $152 1%
Fresno 49% 11% $201 24%
Humboldt 29% -2% $387 11%
Imperial 47% 9% $336 28%
Kern 41% 8% $168 1%
Kings 48% 9% $204 8%
Lake 43% 16% $271 16%
Los Angeles 32% 8% $293 14%
Madera 44% -5% $156 18%
Marin 10% 4% $292 -3%
Mendocino 38% 15% $337 24%
Merced 43% 18% $210 27%
Monterey 33% 11% $349 25%
Napa 27% 18% $335 5%
Nevada 16% 2% $261 11%
Orange 24% 12% $122 5%
Placer 19% 11% $155 29%
Riverside 33% 12% $199 39%
Sacramento 28% 11% $292 0%
San Benito 36% 7% $176 8%
San Bernardino 35% 15% $163 22%
San Diego 27% 13% $157 7%
San Francisco 21% 6% N/A N/A
San Joaquin 42% 22% $192 25%
San Luis Obispo 17% 9% $271 15%
San Mateo 23% 13% $310 17%
Santa Barbara 20% 3% $295 24%
Santa Clara 21% 9% $265 21%
Santa Cruz 28% 12% $362 9%
Shasta 34% 19% $275 %
Solano 24% 5% $253 10%
Sonoma 21% 5% $257 12%
Stanislaus 34% 6% $163 20%
Sutter 40% 17% $347 -4%
Tulare 44% 13% $209 17%
Ventura 21% 7% $225 5%
Yolo 19% -5% $172 23%
Yuba 43% 11% $79 -12%
Tehama, Glenn, Colusa 39% 12% $313 5%
Tuolumne, Calaveras, Amador, 28% 12% $304 1%

Inyo, Mariposa, Mono, Alpine

Source: 2012, 2014, and 2015 California Health Interview Surveys; 2012 and 2015 California State Controller data
N/A:  “not available”
Note: Total county health department expenditures include public health, mental health, health care, and other department initiatives.
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Percent Enrollment in Medi-Cal by County Among Nonelderly Adults and Children, Exhibit 2

Ages 0-64, California, 2014-2015

Percentage of Population Enrolled
in Medi-Cal in 2014-2015

0 10%-21.9%
0 22% - 28.9%
0 29% - 35.6%
0 36% - 48%

Source: 2014 and 2015 California Health Interview Surveys
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Exhibit 3 Change in Percent Enrollment in Medi-Cal by County Among Nonelderly Adults and
Children, Ages 0-64, California, 2012 to 2015

ASonoma
Solano

Marin
Contra Costa

San Francisco
Alameda
Stanislaus

San Mateo

Santa Cruz

Percent Enrollment Change
from 2012 to 2015

n -5% - 0%
| I 0.1%-7.9%
| I 8%-12.9%

O 13% - 22%

Source: 2012 and 2015 California Health Interview Surveys
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Public Health Spending per Capita, Ages 0-64, by County Health Department, Exhibit 4

California, 2015

2015 Per Capita Spending

m] <$176

| $176-$224
| $225-$318
| $319 -$387

Source: 2015 California Health Interview Survey (population
estimate) and California State Controller's Office (county
health department spending)
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Exhibit 5 Percent Change in Public Health Spending per Capita, Ages 0-64, by County Health
Department, California, 2012 to 2015
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Source: 2012 and 2015 California Health Interview Surveys
(population estimates) and California State Controller's
Office (county health department spending)



However, when examining the change in
county health department spending from
2012 (pre-ACA Medi-Cal expansion) to 2015
(post-ACA Medi-Cal expansion), a different
picture emerges. The Northern California
counties maintained roughly the same level
of spending per capita (Exhibit 5), which
corresponded to the decrease in enrollment
in Medi-Cal overall as a percentage of the
population. San Bernardino County increased
its public health expenditures by 22 percent,
although the overall level still remained low
compared to the rest of the state (Exhibits
1and 5). However, some exceptions to this
pattern can be seen in the data. Butte County,
which had nearly as much of a percent
increase in enrollment as San Bernardino
County, decreased its total expenditures
overall. Madera and Yolo counties, in
contrast, had decreased enrollment but fairly
large increases in spending.

California counties have moved forward

with enrollment efforts on the ground,
expanding both the number of Medi-Cal
enrollees and overall health expenditures by
county health departments. That progress
may be threatened by cuts to Medicaid at the
federal level, most notably by the possible
transformation of the program into a capped
block grant. This could, over time, strangle
investment in Medicaid growth and erode the
gains that California has made until now.

Data Source and Methods

This policy brief presents county-level data (using
the 44 strata of counties and county groups) from
the 2014 and 2015 California Health Interview
Surveys (CHIS), as compared to the 2012 CHIS.
Health insurance coverage uses a “current point-
in-time” variable to assess type or lack of coverage
at the time of the CHIS interview. For more
information on the CHIS instrument, including
funding for the survey, please see www.chis.ucla.
edu. In order to provide stable estimates for the
small counties, health insurance rates were pooled
between 2014 and 2015. County health department
expenditure data were obtained from the California
State Controller’s Office.
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Thirty-three states and the District of Columbia have expanded Medicaid since 2014. As experience with Medicaid
expansion grows, states and independent researchers are generating studies that evaluate its impacts at both the state
and national levels. This resource highlights articles published since January 2018 that report on those impacts, organized
by health access and outcomes, economic impacts, and coverage impacts. For additional expansion resources,

visit shvs.org.

Health Access and Outcomes

In this section, we review studies that show the impact of Medicaid expansion on access to and the use of health care
services, including the use of preventive care, prescriptions, and earlier treatment for certain health conditions, as well as
improved health outcomes, such as reductions in infant mortality.

Medicaid Expansion and Infant Mortality in the United States

The infant mortality rate declined in Medicaid expansion states (5.9 to 5.6 deaths per 1,000 live births) from 2014 to 2016;
the rate rose in non-expansion states (6.4 to 6.5 deaths per 1,000 live births) during the same time period. In examining
declines by race/ethnicity, declines were most striking among African American infants. The infant mortality rate decline in
African American infants in Medicaid expansion states was more than twice the decline in African American infants in non-
Medicaid expansion states.

Bhatt C and Beck-Sague C, “Medicaid expansion and infant mortality in the United States "Am J Public Health.
2018; 108(4): el-e3. http://ajph.aphapublications.org/doi/pdf/10.2105/AJPH.2017.304218. Published April 2018.
Accessed August 27, 2018.

Racial/Ethnic Differential Effects of Medicaid Expansion on Health Care Access

Among low-income, nonelderly adults, Medicaid expansion was associated with gains in health insurance coverage,
enrollees having personal doctors, and affordability. The expansion had differential effects among racial/ethnic groups,
with Hispanics seeing the fewest benefits.

Yue D, Rasmussen P, and Ponce N, “Racial/ethnic differential effects of Medicaid expansion on health care access,”
Health Serv Res. 2018, abstract only, http://onlinelibrary.wiley.eom/doi/10.1111/1475-6773.12834/abstract.
Published February 2018. Accessed August 27, 2018.

Association ofthe Affordable Care Act Medicaid Expansion with Access to and Quality of Care

for Surgical Conditions

Medicaid expansion was associated with a 7.5 percentage point increase in insurance coverage for patients with one of
five common surgical conditions; earlier presentation of common diagnoses; and earlier obtainment of care in the disease
course, with an increased probability of patients receiving optimal care for those conditions.

Loehrer A, Chang DC, Scott JW, et al., “Association of the Affordable Care Act Medicaid expansion with access
to and quality of care for surgical conditions,” JAMA Surg. 2018; 153(3), abstract only, https://jamanetwork.com/
journals/jamasurgery/article-abstract/2670459?redirect=true. Published March 2018. Accessed August 27, 2018.



Community Health Centers: Growing Importance in a Changing Health Care System

In Medicaid expansion states, community health centers were found to have higher average revenue than community
health centers in non-expansion states, with Medicaid serving as a more important source of revenue in expansion
states. That higher revenue translates into expansion state health centers serving a higher average number of patients.
These health centers were also more likely to provide substance use disorder services, mental health services, and
vision care services than health centers in non-expansion states.

Rosenbaum S, et al., “Community health centers: Growing importance in a changing health care system,”Henry
J. Kaiser Family Foundation. 2018. https://www.kff.org/report-section/community-health-centers-growing-
importance-in-a-changing-health-care-system-issue-brief/. Published March 2018. Accessed August 27, 2018.

The Effects of Medicaid Expansion Under the ACA: A Systematic Review

Expansion was associated with increases in: insurance coverage among potentially eligible individuals; primary care,
mental health and preventive visit service use; and quality of care related to improved glucose monitoring for patients
with diabetes, better controlled hypertension, improved rates of prostate cancer screening, and higher rates of

Pap testing.

This study analyzed 77 published studies. Inaddition to increases in service use and quality of care, it also found that
Medicaid expansion was associated with increases in coverage and Medicaid expenditures, and improved hospital
financial performance.

Mazurenko O, et al., “The effects of Medicaid expansion under the ACA: A systematic review,” Health Affairs.
2018; 37(6), abstract only, https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2017.1491. Published
June 2018. Accessed August 27, 2018.

The Role ofHealth Insurance on Treatmentfor Opioid Use Disorders: Evidence From the Affordable Care Act
Medicaid Expansion

Opioid admissions to specialty treatment facilities increased 18 percent in expansion states, most of which involved
outpatient medication-assisted treatment (MAT). Medicaid opioid admissions increased 113 percent without crowding
out non-Medicaid admissions. These effects were largest in expansion states with comprehensive MAT coverage.

Meinhofer A and Witman A, “The role of health insurance on treatment for opioid use disorders: Evidence
from the Affordable Care Act Medicaid expansionJ Health Econ. 2018; 60:177-197, abstract only.
https://www.sciencedirect.com/science/article/abs/pii/S0167629617311530. Published July 2018.
Accessed August 27, 2018.

Medicaid Eligibility Expansions May Address Gaps in Access to Diabetes Medications

Medicaid expansion was associated with 30 additional diabetes prescriptions filled per 1,000 population among
adults ages 20 to 64 in2014 and 2015, relative to experience in states that did not expand Medicaid eligibility. Overall,
prescription fills for insulin and for newer medications (e.g., rapid- and long-acting insulin analogues) increased

40 percent and 39 percent respectively among Medicaid adults in expansion states.

Myerson R Lu T, Tonnu-Mihara I, and Huang E “Medicaid eligibility expansions may address gaps in access
to diabetes medications,”Health Affairs. 2018; 37(8), abstract only, https://www.healthaffairs.org/doi/abs/
10.1377/hlthaff.2018.0154. Published August 2018. Accessed August 27, 2018.
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2018 Ohio Medicaid Group VIl Assessment: A Follow-Up to the 2016 Ohio Medicaid Group VIlIl Assessment
Among Ohios Medicaid expansion enrollees, use of primary care as a usual source of care increased from 71.2 percent
in 2016 to 78.7 percent in 2018. Emergency department utilization decreased by nearly 17 percent after two years of
continuous enrollment in Medicaid expansion. The percentage of expansion enrollees with a primary opioid use disorder
diagnosis receiving treatment increased from 93.8 percent in 2015 to 95.6 percent in 2017. Ohio% expansion enrollees
also were more than three times as likely to report that their physical and mental health had improved since enrolling

in Medicaid.

In addition to impacts on health access and outcomes, the study also reported that more than 80 percent of employed

Medicaid expansion enrollees reported that Medicaid made it easier to work, while 60 percent of unemployed expansion
enrollees reported that Medicaid made it easier to look for work. The study also reported that the uninsured rate among
Ohio’ adults fell by 50 percent after Ohio expanded Medicaid.

2018 Ohio Medicaid Group MII assessment: A follow-up to the 2016 Ohio Medicaid Group MIl assessment,”
Ohio Department of Medicaid. 2018. http://medicaid.ohio.gov/Portals/0/Resources/Reports/Annual/Group-
VIlI-Final-Report.pdf. Published August 2018. Accessed August 27, 2018.

Association ofAccess to Family Planning Services with Medicaid Expansion Among Female Enrollees

in Michigan

More than one-third of low-income women of reproductive age in Michigan reported increased access to birth control
and family planning services after enrollment in the Healthy Michigan Plan, Michigans Section 1115 Medicaid Expansion
waiver program.

Moniz IVH, et al. “Association of access to family planning services with Medicaid expansion among female
enrollees in MichiganJAMA Network Open. 2018; 1(4). https://jamanetwork.com/journals/jamanetworkopen/
fullarticle/2698636. Published August 31,2018. Accessed September 4, 2018.

Economic Impacts

The studies that follow review the impact of Medicaid expansion on state budgets, including resulting budget savings
and additional revenue; job creation and increased employment; and hospital closures.

Understanding the Relationship Between Medicaid Expansions and Hospital Closures
Medicaid expansion was associated with substantially lower likelihoods of hospital closures, particularly in rural markets
and counties with large numbers of uninsured adults before Medicaid expansion.

Lindrooth R, Perraillon M Hardy R, and Tung G, “Understanding the relationship between Medicaid expansions
and hospital closures,”Health Affairs. 2018; 37(1), abstract only https://www.healthaffairs.org/doi/abs/10.1377/
hithaff.2017.0976. Published January 2018. Accessed August 27, 2018.

Medicaid Expansion and the Louisiana Economy
As of March 2018, Medicaid expansion has created nearly 19,200 jobs, enhanced state revenues by more than
$100 million, and enhanced local revenues by nearly $75 million across Louisiana and political subdivisions.

Richardson JA, Llorens JJ, and Heidelberg RL, “Medicaid expansion and the Louisiana economy,”Lsu. 2018.
http://gov.louisiana.gov/assets/MedicaidExpansion/MedicaidExpansionStudy.pdf. Published March 2018.
Accessed August 27, 2018.
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Medicaid Expansion: How It Affects Montana’s State Budget, Economy, and Residents
Montana} state budget savings through state fiscal year 2017 exceeded $36 million as a result of Medicaid expansion.
Medicaid expansion also helped to reduce hospitals’ uncompensated care costs by more than $100 million in 2016.

In addition to economic impacts, this study found that over 65,000 expansion adults accessed preventive services
in calendar years 2016 through 2017.

Manatt Health, “Medicaid expansion: How it affects Montanas state budget, economy, and residents,”Montana
Healthcare Foundation. 2018. https://mthcf.Org/wp-content/uploads/2018/06/Manatt-MedEx_FINAL_6.1.18.pdf.
Published June 2018. Accessed August 27, 2018.

Coverage Impacts

Here we highlight studies that look at the impact of Medicaid expansion on rates of uninsurance among low-income
adults generally and specifically with respect to low-income women of reproductive age and individuals with substance
use disorders.

Medicaid Versus Marketplace Coverage for Near-Poor Adults: Effects on Out-Of-Pocket Spending and Coverage
For adults with family incomes of 100 percent to 138 percent of the federal poverty level, Medicaid expansion was
associated with a 4.5 percentage point reduction in the probability of being uninsured as well as reduced out-of-pocket
spending. Relative to marketplace coverage, Medicaid expansion reduced average total out-of-pocket spending

by $344, and compared to marketplace coverage in non-expansion states, Medicaid expansion was associated

with a 4.1 percentage point reduction inthe probability of having a high out-of-pocket premium spending burden

(i.e., spending more than 10% of income), and a 7.7 percentage point reduction in the probability of having any
out-of-pocket spending.

Blavin F Karpman M Kenney G, and Sommers B, “Medicaid versus Marketplace coverage for near-poor adults:
Effects on out-of-pocket spending and coverage,”Health Affairs. 2018; 37(2), abstract only https://www.
healthaffairs.org/doi/abs/10.1377/hlthaff.2017.1166. Published January 2018. Accessed August 27, 2018.

Impacts ofthe Affordable Care Act’s Medicaid Expansion on Women of Reproductive Age: Differences

by Parental Status and State Policies

Medicaid expansion decreased uninsurance among low-income women of reproductive age (19 to 44 years old) by
13.2 percentage points. The greatest effects were experienced by women without dependent children and women
residing in states with relatively lower pre-ACA Medicaid eligibility levels, or with no family planning waiver before
the ACA

Johnston E, Strahan A, Joski P, Dunlop A, and Adams EK “Impacts of the Affordable Care Acts Medicaid
expansion on women of reproductive age: Differences by parental status and state policies,” Women's Health
Issues. 2018; 28(2): 122-129. http:/Mmww.whijournal.com/article/S1049-3867(17)30242-6/pdf. Published February
2018. Accessed August 27, 2018.
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Medicaid Expansion Dramatically Increased Coverage for People with Opioid-Use Disorders, Latest Data Show
The share of hospitalizations inwhich patients with opioid-use disorders (OUDs) were uninsured fell dramatically in
states that expanded Medicaid (13.4% in 2013 versus 2.9% in 2015) as many uninsured people coping with OUDs
gained coverage through Medicaid expansion. Opioid-related hospitalizations were higher in expansion than non-
expansion states as early as 2011 and have been growing at roughly the same rate in expansion and non-expansion
states since expansion took effect, rebutting the claim that Medicaid expansion has contributed to the opioid crisis.

Broaddus M Bailey P, and Aron-Dine A, “Medicaid expansion dramatically increased coverage for people with
opioid-use disorders, latest data show,” Center on Budgetand Policy Priorities. 2018. https://www.cbpp.org/
research/health/medicaid-expansion-dramatically-increased-coverage-for-people-with-opioid-use. Published
February 2018. Accessed August 27, 2018.

ACA Medicaid Expansion: Benefit for Women with Gynecologic Cancers

A greater percentage of women with gynecologic cancers (i.e., cervical, uterine or ovarian cancer) were uninsured in
non-expansion states compared to expansion states (11.5% versus 5.6%0). Overall, the number of uninsured dropped
by 56 percent in states that participated in Medicaid expansion and by 14 percent in those that did not. The benefits of
Medicaid expansion were most dramatic among African American patients, who saw a 65 percent decline in uninsured
status in Medicaid expansion states versus a 13 percent relative decrease in non-expansion states.

Furlow B, “ACA Medicaid expansion: Benefit for women with gynecologic cancers,”sco. 2018.
http://ww.cancernetwork.com/sgo/aca-medicaid-expansion-benefit-women-gynecologic-cancers.
Published March 2018. Accessed August 27, 2018.

Louisiana Health Insurance Survey, 2017

Medicaid expansion has contributed to a drop in the uninsured rate among nonelderly adults in Louisiana. In 2017, the
uninsured rate among this population was 11.4 percent, compared to 22.7 percent in 2015. Among Medicaid-eligible
children, 2.6 percent remain uninsured.

Barnes SR, Henderson M Terrell D, and Virgets S, “Louisiana health insurance survey, 2017,”Lsu. 2018.
http://ldh.la.gov/assets/media/2017-Louisiana-Health-Insurance-Survey-Report.pdf. Published August 2018.
Accessed August 27, 2018.

Impact of Medicaid Expansion on Coverage and TreatmentofLow-Income Adults with Substance

Use Disorders

The percentage of low-income expansion state residents with substance use disorders who were uninsured decreased
from 34.4 percent in2012-2013 to 20.4 percent in 2014-2015, while the corresponding decrease among residents

of non-expansion states was from 45.2 percent to 38.6 percent. There was no corresponding increase in overall
substance use disorder treatment in either expansion or non-expansion states.

Olfson M Wall M Barry CL, Mauro C, and Mojtabai R, “Impact of Medicaid expansion on coverage
and treatment of low-income adults with substance use disorders,” Health Affairs. 2018; 37(8), abstract
only, https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.0124. Published August 2018.

Accessed August 27, 2018.
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Comparison of Insurance Status and Diagnosis Stage among Patients with Newly Diagnosed Cancer Before
vs After Implementation ofthe Patient Protection and Affordable Care Act

Almost all states experienced a reduction in the percentage of uninsured patients in 2014, with greater decreases

in expansion than non-expansion states. Instates that expanded Medicaid, individuals were diagnosed with cancer
at a slightly earlier stage for most cancer types.

Han X Yabroff KR, Ward E, Brawley OW, and Jemal A, “Comparison of insurance status and diagnosis
stage among patients with newly diagnosed cancer before vs after implementation of the Patient Protection
and Affordable Care Act,”J Clin Oncol. 2018. https://jamanetwork.com/journals/jamaoncology/article-
abstract/2697226. Published online August 23, 2018. Accessed September 5, 2018.

Association of State Medicaid Expansion with Rate of Uninsured Hospitalizations for Major Cardiovascular
Events, 2009-2014

States that expanded Medicaid saw a 5.8 percentage point decrease inthe proportion of uninsured hospitalizations
for major cardiovascular events compared with non-expansion states. Expansion states also had an 8.4 percentage
point increase inthe proportion of Medicaid hospitalizations after Medicaid expansion relative to non-expansion states.

Akhabue E Pool LR Yancy CW, et al. “Association of state Medicaid expansion with rate of uninsured
hospitalizations for major cardiovascular events, 2009-2014,”JAMA Network Open. 2018; 1(4).
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2698077. Published August 24, 2018.
Accessed September 4, 2018.

Support for this research was provided by the Robert Wood Johnson Foundation. The views expressed here do not necessarily reflect
the views of the Foundation.

ABOUT THE ROBERT WOOD JOHNSON FOUNDATION

For more than 45 years the Robert Wood Johnson Foundation has worked to improve health and health care. We are working
alongside others to build a national Culture of Health that provides everyone in America a fair and just opportunity for health

and well-being. For more information, visit www.rwjf.org. Follow the Foundation on Twitter at www.rwjf.org/twitter or on Facebook
at www.rwjf.org/facebook.

ABOUT STATE HEALTH AND VALUE STRATEGIES—PRINCETON UNIVERSITY WOODROW WILSON SCHOOL OF PUBLIC
AND INTERNATIONAL AFFAIRS

State Health and Value Strategies (SHVS) assists states in their efforts to transform health and health care by providing targeted
technical assistance to state officials and agencies. The program is a grantee of the Robert Wood Johnson Foundation, led by staff
at Princeton University’s Woodrow Wilson School of Public and International Affairs. The program connects states with experts and
peers to undertake health care transformation initiatives. By engaging state officials, the program provides lessons learned, highlights
successful strategies and brings together states with experts in the field. Learn more at www.shvs.org.

ABOUT MANATT HEALTH

This brief was prepared by Deborah Bachrach, Patricia Boozang, Arielle Traub, and Olivia Floto. Manatt Health integrates legal
and consulting expertise to better serve the complex needs of clients across the healthcare system.

Combining legal excellence, first-hand experience in shaping public policy, sophisticated strategy insight, and deep analytic
capabilities, we provide uniquely valuable professional services to the full range of health industry players.

Our diverse team of more than 160 attorneys and consultants from Manatt, Phelps & Phillips, LLP and its consulting subsidiary,
Manatt Health Strategies, LLC, is passionate about helping our clients advance their business interests, fulfill their missions,
and lead healthcare into the future. For more information, visit https://www.manatt.com/Health.

THE EFFECTS OF MEDICAID EXPANSION UNDER THE ACA
Selectarticles published between January 1,2018 and August 31,2018



Search

BROWSE BY TOPIC EXPLORE DATA LIBRARY SUbRVEYS/PROGRA INFORMATION FIND A CODE ABi
M FOR...

Newsroom

FOR IMMEDIATE RELEASE: THURSDAY, SEPTEMBER 13,2018

New American Community Survey Statistics for
Income, Poverty and Health Insurance Available
for States and Local Areas

SEPTEMBER 13, 2018
RELEASE NUMBER CB18-145

Statistics for More Than 40 Demographic and Economic Topics Provide Detailed
Profiles of Communities Nationwide

SEPT. 13, 2018 —The U.S. Census Bureau today
released its most detailed look at America’s people,
places and economy with new statistics on income,
poverty, health insurance and more than 40 other

topics from the American Community Survey (ACS).

Many large metropolitan areas saw an increase in
Income and a decrease In poverty rates between 2016
and 2017. During that same period, the health
Insurance coverage rate was 91.4 percent for the
civilian noninstitutionalized population living inside

metropolitan areas and 90.3 percent for the population
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living outside metropolitan areas. Today’ release
provides statistics for U.S. communities with

populations of 65,000 or more.

“The American Community Survey provides a wide
range of important statistics about all communities in
the United States,” Census Bureau Social, Economic
and Housing Statistics Division Chief David
Waddington said. “lt gives communities the current
iInformation they need to plan investments and
services. Retailers, homebuilders, fire departments,
and town and city planners are among the many
private- and public-sector decision-makers who count

on these annual statistics.”

Below are some of the local-level income, poverty and
health insurance statistics from the ACS that
complement the national-level statistics released on
Wednesday, Sept. 12, 2018. These national-level
statistics are from the Census Bureau’s Current
Population Survey (CPS). The CPS is the leading source
for national-level data on income, poverty and health
Insurance, while the ACS is the leading source for

community and local-level data.

Is this page helpful? x
1"? Yes Q no



Income

» Real median household income in the United States increased 2.6 percent between
2016 and 2017. The 2017 U.S. median household income was $60,336.

» The 2017 median household income was the highest measured by the ACS since it
was fully implemented in 2005.

* Median household income was lower than the U.S. median in 29 states and higher in
18 states and the District of Columbia. Nebraska, Oregon and Wyoming had median
incomes not statistically different from the U.S. median. Visit the news graphic to
see where the rest of the states fall.

» Median household income increased in 17 of the 25 most populous metropolitan
areas between 2016 and 2017. None of these 25 metropolitan areas experienced a
statistically significant decrease. Changes for eight of these 25 metropolitan areas
were not statistically significant.

Income Inequality

* Income inequality, as measured by the Gini index, was essentially unchanged from
2016 to 2017. The Gini index for the United States in the 2017 ACS (0.482) was not
statistically different from the 2016 ACS estimate. The Gini index is a standard
economic measure of income inequality. Ascore of 0.0 is perfect equality in income
distribution. Ascore of 1.0 indicates total inequality where one household has all of
the income.

» Five states (California, Connecticut, Florida, Louisiana and New York), the District of
Columbia and Puerto Rico had Gini indices higher than the United States. Ten were
not statistically different from the U.S. Gini index; the remaining 35 were lower.

» Most states experienced no statistical change in income inequality from 2016 to
2017. Income inequality increased in four states: Alaska, Delaware, Massachusetts
and Pennsylvania. Income inequality decreased in two states: Alabama and
California.

Poverty

» Between 2016 and 2017, poverty rates declined in 20 states and the District of
Columbia. The poverty rate increased in two states: Delaware and West Virginia.
Delaware saw its rate increase from 117 percent to 13.6 percent and the rate for West
Virginia rose from 17.9 percent to 19.1 percent.

» States with poverty rates of 18.0 percent or higher were Louisiana, Mississippi, New
Mexico and West Virginia.

* Thirteen states had poverty rates of 11.0 percent or lower. Visit the news graphic to
see the 2017 poverty rates for all 50 states and the District of Columbia. Is*sY* ge he™ UD X



* In 13 of the 25 most populous metropolitan areas, the poverty rate declined between
2016 and 2017. The poverty rate declined for the third consecutive year in eight of
these 13 metropolitan areas.

Health Insurance

» Between 2016 and 2017, the health insurance coverage rate decreased by 0.2
percentage points for the civilian noninstitutionalized population living inside
metropolitan areas. There was no statistically significant change in the health
insurance coverage rate for the population living outside metropolitan areas during
this period.

* In 2017, the Boston metropolitan area had the highest health insurance coverage rate
(97.0 percent) among the 25 most populous metropolitan areas. The Houston
metropolitan area had the lowest rate (81.8 percent). Visit the news graphic to see
coverage rates for the 25 most populous metropolitan areas.

» Between 2016 and 2017, the percentage of people covered by health insurance
increased in four of the 25 most populous metropolitan areas. Increases in the rate
of coverage ranged from 0.4 percentage points to 1.0 percentage points. In addition,
six metro areas had decreases in the percentage of people covered by health
insurance. Decreases in the rate of coverage ranged from 0.4 percentage points to
0.9 percentage points. The remaining 15 most populous metro areas showed no
significant change.

» Between 2013 and 2017, the Los Angeles, Miami and Riverside metropolitan areas
experienced the largest increases in the rate of health insurance coverage among
the 25 most populous metropolitan areas. Their rates of health insurance coverage
increased by 9 percentage points or more.

* National and state-level health insurance data from the CPS and ACS were released
earlier this week.

For more information on the topics included in the ACS, ranging from educational
attainment to computer use to commuting, please visit census.gov. To access the full set
of statistics released today, please visit American FactFinder.

Additional Topics and Findings Released Today From the ACS

New Data Dissemination Preview Platform
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The Census Bureau is currently working to streamline
online data dissemination to be more customer-driven
and user-friendly by creating one centralized and
standardized platform to underlie searches on
census.gov. Beginning Sept. 13, some 2017 ACS
statistics, including detailed tables, data profiles,
subject tables and comparison profiles, will be available
on the preview site at data.census.gov, in parallel with
the data released on American FactFinder. We
encourage you to take a look and provide your
thoughts on our work in progress at

cedsci.feedback@census.gov.

New Data Visualization Tools

The Census Bureau’s ACS Digital Data Wheel allows
users to explore and compare social, economic,
housing, and demographic and economic
characteristics from all states, U.S. congressional

districts and metropolitan statistical areas.

The second visualization, “What can you learn from the
American Community Survey?”answers commonly

asked demographic and socio-economic questions
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using ACS data. Users can visually explore
characteristics of states, U.S. congressional districts
and metropolitan statistical areas with an interactive

map.
Additional Annual Releases

In the upcoming months the Census Bureau will
release additional ACS data, including 2017 ACS
supplemental tables and ACS five-year statistics (2013-
2017).

These statistics would not be possible without the
participation of the randomly selected households

throughout the country that participated in the ACS.

HHH

Note: Statistics from sample surveys are subject to
sampling and nonsampling error. All comparisons
made in the reports have been tested and found to be
statistically significant at the 90 percent confidence
level, unless otherwise noted. Please consult the tables

for specific margins of error. For more information, go
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to <https://www.census.gov/programs-
surveys/acs/technical-documentation/code-
lists.htm >,

Changes in survey design from year-to-year can affect
results. For more information on changes affecting the
2017 statistics, see
<https://www.census.gov/programs-

surveys/acs/news/data-releases/2017.htm >

For guidance on comparing 2017 American Community
Survey statistics with previous years and the 2010
Census, see <https://www.census.gov/programs-

surveys/acs/guidance/comparing-acs-data.ntmiI>.
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Exhibit 3
Average Annual Out-of-Pocket Costs for Medical C
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[*] Download data
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Health Insurance Coverage
INn the United States: 2017

Introduction

Health insurance is a means for financ-
ing a person’s health care expenses.
While the majority of people have
private health insurance, primarily
through an employer, many oth-

ers obtain coverage through pro-
grams offered by the government.
Other individuals do not have health
insurance coverage at all (see the
text box “What Is Health Insurance
Coverage?”).

Over time, changes in the rate of
health insurance coverage and the
distribution of coverage types may
reflect economic trends, shifts in the
demographic composition of the
population, and policy changes that
affect access to care. Several such

What Is Health Insurance Coverage?

policy changes occurred in 2014,
when many provisions of the Patient
Protection and Affordable Care Act
went into effect (see the text box
“Health Insurance Coverage and the
Affordable Care Act”).

This report presents statistics on
health insurance coverage in the
United States in 2017, changes in
health insurance coverage rates
between 2016 and 2017, as well as
changes in health insurance coverage
rates between 2013 and 2017.1The
statistics in this report are based on
information collected in two surveys
conducted by the U.S. Census Bureau,
the Current Population Survey Annual

1 For a discussion of measuring change over

time with the CPS ASEC, see Appendix B.

Health insurance coverage in the Current Population Survey Annual
Social and Economic Supplement (CPS ASEC) refers to comprehensive
coverage during the calendar year.* For reporting purposes, the Census

Bureau broadly classifies health insurance coverage as private insurance

or government insurance. The CPS ASEC defines private health insurance
as a plan provided through an employer or a union and coverage pur-

chased directly by an individual from an insurance company or through

an exchange. Government insurance coverage includes federal programs,
such as Medicare, Medicaid, the Children’s Health Insurance Program
(CHIP), individual state health plans, TRICARE, CHAMPVA (Civilian Health
and Medical Program of the Department of Veterans Affairs), as well as

care provided by the Department of Veterans Affairs and the military. In
the CPS ASEC, people were considered “insured” if they were covered

by any type of health insurance for part or all of the previous calendar

year. They were considered uninsured if, for the entire year, they were

not covered by any type of health insurance. Additionally, people were

considered uninsured if they only had coverage through the Indian

Health Service (IHS), as IHS coverage is not considered comprehensive.

For more information, see Appendix A, “Estimates of Health Insurance

Coverage.”

* Comprehensive health insurance covers basic healthcare needs. This definition excludes
single service plans, such as accident, disability, dental, vision, or prescription medicine plans.

U.S. Census Bureau

Social and Economic Supplement
(CPS ASEC) and the American
Community Survey (ACS) (see the
text box “Two Measures of Health
Insurance Coverage”). Throughout the
report, unless otherwise noted, esti-
mates come from the CPS ASEC.

Highlights

. In 2017, 8.8 percent of people, or
28.5 million, did not have health
insurance at any point during
the year. The uninsured rate and
number of uninsured in 2017 were
not statistically different from
2016 (8.8 percent or 28.1 million)
(Figure land Table 1).2

. The percentage of people with
health insurance coverage for all
or part of 2017 was 91.2 percent,
not statistically different from
the rate in 2016 (91.2 percent).
Between 2016 and 2017, the
number of people with health
insurance coverage increased by
2.3 million, up to 294.6 million
(Table 1).

. In 2017, private health insurance
coverage continued to be more
prevalent than government cov-
erage, at 67.2 percent and 37.7
percent, respectively.30f the sub-
types of health insurance cover-
age, employer-based insurance
was the most common, covering
56.0 percent of the population
for some or all of the calendar
year, followed by Medicaid (19.3
percent), Medicare (17.2 percent),

2For a discussion of the quality of the CPS
ASEC health insurance coverage estimates, see
Appendix B.

3Some people may have more than one
coverage type during the calendar year.

Health Insurance Coverage in the United States: 2017 1



Figure 1.
Percentage of People by Type of Health Insurance Coverage and Change From 2013 to 2017

(Population as of March of the following year)

) Percentage-point change: Percentage-point change:
Percent in 2017 2016 to 2017 2013 to 2017
0 20 40 60 80 100 -6 -4 -2 O 2 4 6 —(!5 —?1 —% 2l 4l 61
Uninsured S 1 1 1 5 1 1 1 -
W ith health insurance Q

Any private plan
Employment-based
Direct-purchase

Any government plan
Medicare

Medicaid

Military health care*

O Changes between the estimates are not statistically different
from zero at the 90 percent confidence level.

* Military health care includes TRICARE and CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), as well as
care provided by the Department of Veterans Affairs and the military.

Note: For information on confidentiality protection, sampling error, nonsampling error, and definitions in the Current Population Survey,
see <www?2.census.gov/programs-surveys/cps/techdocs/cpsmarl8.pdf>.

Source: U.S. Census Bureau, Current Population Survey, 2014, 2017, and 2018 Annual Social and Economic Supplements.

direct-purchase coverage percent in 2016) (Table 1and Medicaid did not statistically
(16.0 percent), and military cov- Figure 1).4'5 change between 2016 and 2017.
erage (4.8 percent) (Table 1and . .
Figure 1). e The military coverage rate . In 2017, the percentage of unin-
increased by 0.2 percentage sured children under the age of
. Between 2016 and 2017, the rate points to 4.8 percent during 19 (5.4 percent) was not statisti-
of Medicare coverage increased this time. Coverage rates for cally different from the percent-
by 0.6 percentage points to employment-based coverage, age in 2016 (Table 2).s
cover 17.2 percent of people for direct-purchase coverage, and

. For children under the age of 19
in poverty, the uninsured rate (7.8
percent) was higher than for chil-

* This increase was partly due to growth in dren not in poverty (4.9 percent)
the number of people aged 65 and over. The

part or all of 2017 (up from 16.7

population 65 years and older did not have a (Figure 6).

statistically significant change in the Medicare

coverage rate between 2016 and 2017. However,

the percentage of the U.S. population 65 years 6 Throughout this report, the term

and older increased between 2016 and 2017. "children” is used to refer to people under
5 Throughout this report, details may not age 19, regardless of marital status or

sum to totals because of rounding. householder status.

2 Health Insurance Coverage in the United States: 2017 U.S. Census Bureau



. Between 2016 and 2017, the unin-
sured rate did not statistically
change for any race or Hispanic
origin group (Table 5).7

. In 2017, non-Hispanic Whites had
the lowest uninsured rate among
race and Hispanic-origin groups
(6.3 percent). The uninsured rates

7 Federal surveys give respondents the
option of reporting more than one race.
Therefore, two basic ways of defining a race
group are possible. A group, such as Asian,
may be defined as those who reported Asian
and no other race (the race-alone or single-
race concept) or as those who reported Asian,
regardless of whether they also reported
another race (the race-alone-or-in-combination
concept). The body of this report (text, figures,
and tables) shows data using the first approach
(race alone). Use of the single-race population
does not imply that it is the preferred method
of presenting or analyzing data. The Census
Bureau uses a variety of approaches.

In this report, the term "non-Hispanic W hite”
refers to people who are not Hispanic and who
reported W hite and no other race. The Census
Bureau uses non-Hispanic Whites as the compari-
son group for other race groups and Hispanics.

Since Hispanics may be any race, data in this
report for Hispanics overlap with data for race
groups. Being Hispanic was reported by 15.4
percent of White householders who reported
only one race, 4.8 percent of Black household-
ers who reported only one race, and 2.2 percent
of Asian householders who reported only one
race.

Data users should exercise caution when
interpreting aggregate results for the Hispanic
population or for race groups because these
populations consist of many distinct groups that
differ in socioeconomic characteristics, culture,
and nativity. For further information, see
<www.census.gov/cps>.

for Blacks and Asians were 10.6
percent and 7.3 percent, respec-
tively. Hispanics had the high-
est uninsured rate (16.1 percent)
(Table 5).

. Between 2016 and 2017, the per-
centage of people without health
insurance coverage at the time
of interview decreased in three
states and increased in 14 states
(Table 6 and Figure 8).8

Estimates of Health Insurance
Coverage

This report classifies health insur-
ance coverage into three different
groups: overall coverage, private
coverage, and government cover-
age. Private coverage includes
health insurance provided through
an employer or union and cover-
age purchased directly by an indi-
vidual from an insurance company or
through an exchange.9 Government
coverage includes federal programs,
such as Medicare, Medicaid, the

8 Estimates are from the 2016 and 2017
American Community Survey, 1-year estimates.
For more information, see the text box "Two
Measures of Health Insurance Coverage.”

9Exchanges include coverage pur-
chased through the federal Health Insurance
Marketplace, as well as other state-based
marketplaces, and include both subsidized and
unsubsidized plans.

Health Insurance Coverage and the Affordable Care Act

Children’s Health Insurance Program
(CHIP), individual state health
plans, TRICARE, CHAMPVA (Civilian
Health and Medical Program of the
Department of Veterans Affairs),

as well as care provided by the
Department of Veterans Affairs and
the military. Individuals are consid-
ered to be uninsured if they did not
have health insurance coverage at
any point during the calendar year
(see the text box “What Is Health
Insurance Coverage?”).

In 2017, most people (91.2 percent)
had health insurance coverage at
some point during the calendar year
(Table 1and Figure 1). More people
had private health insurance (67.2
percent) than government coverage
(37.7 percent).10

Employer-based insurance was the
most common subtype of health
insurance in the civilian, noninstitu-
tionalized population (56.0 percent),
followed by Medicaid (19.3 percent),
Medicare (17.2 percent), direct-
purchase insurance (16.0 percent),
and military health care (4.8 percent)
(Table 1).

10 Some people may have more than one
coverage type during the calendar year (see
section on "Multiple Coverage Types”).

Since the passage of the Patient Protection and Affordable Care Act (ACA) in 2010, several of its provisions have
gone into effect at different times. For example, in 2010, the Young Adult Provision enabled adults under the age

of 26 to remain as dependents on their parents’ health insurance plans. Many more of the main provisions went
into effect on January 1 2014, including the expansion of Medicaid eligibility and the establishment of health
insurance marketplaces (e.g., healthcare.gov).

In 2014, people under the age of 65, particularly adults aged 19 to 64, may have become eligible for coverage

options under the ACA. Based on family income, some people may have qualified for subsidies or tax credits to

help pay for premiums associated with health insurance plans. In addition, the population with lower income may

have become eligible for Medicaid coverage if they resided in one of the 31 states (or the District of Columbia)
that expanded Medicaid eligibility on or before January 1, 2017. Twenty-four states and the District of Columbia
expanded Medicaid eligibility by January 1, 2014. Between then and January 1, 2015, three additional states—

Michigan, New Hampshire, and Pennsylvania—had expanded Medicaid eligibility. By January 1, 2016, three more

states—Alaska, Indiana, and Montana—expanded Medicaid eligibility. One more state—Louisiana—expanded

Medicaid eligibility by January 1, 2017.*

* For a list of the states and their Medicaid expansion status as of January 1, 2017, see Table 6: Percentage of People Without Health Insurance

Coverage by State: 2013, 2016, and 2017.

U.S. Census Bureau
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Table 1

Coverage Numbers and Rates by Type of Health Insurance: 2013,2016, and 2017

(Numbers in thousands, margins of error in thousands or percentage points as appropriate. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see wwwz2.census.gov

Iprograms-surveys/cps/techdocs/cpsmarl8.pdf)

Coverage type

Number

Total......ooooiniiiiis 313,401

Any healthplan....................... 271,606
Any private plan23............ccceeee. 201,038
Employment-based2 174,418
Direct-purchase? ... 35,755
Any government plan23.. 108,287
Medicare2. 49,020
Medicaid2........cocvevriniriiens 54,919
Military health care25.............. 14,016
uninsured6..........cococveeiinienicn, 41,795

X Not applicable.

2013

Margin of
errorl(+)

109

636

1,140
1,160
615

1,115
377
969
595

614

Rate
X

86.7

64.1
55.7
114

34.6
15.6
175

45

133

Margin of
errorl()

X

0.2

0.4
0.4
0.2

0.4
0.1
0.3
0.2

0.2

Number

320,372

292,320

216,203
178,455
51,961

119,361
53,372
62,303
14,638

28,052

* Changes between the estimates are statistically different from zero at the 90 percent confidence level.
1A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval.

2016

Margin of
errorl(+)

96
541

1,145
1,130
874

1,018
396
931
575

519

Rate
X

91.2

67.5
55.7
16.2

37.3
16.7
194

4.6

8.8

Margin of
errorl(x)

X

0.2

0.4
0.4
0.3

0.3
0.1
0.3
0.2

0.2

Number

323,156

294,613

217,007
181,036
51,821

121,965
55,623
62,492
15,532

28,543

2017

Margin of
errorl(+)

123
662

1,158
1,241
1,008

1,086
351
1,007
769

634

Rate
X

91.2

67.2
56.0
16.0

37.7
17.2
19.3

4.8

8.8

Margin of
errorl(+)

X

0.2

0.4
0.4
0.3

0.3
0.1
0.3
0.2

0.2

Change in number

2017 less
2016

X

*2,293

804
*2,582
-140

*2,604
*2,251
188
*893

492

MOESs shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard Errors and Their Use” at <www2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.

2The estimates by type of coverage are not mutally exclusive; people can be covered by more than one type of health insurance during the year.

s Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an individual from an insurance company, or coverage through someone outside the household.
4 Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), as well as care provided by the Department of Veterans Affairs and the military.

5Military health care includes TRICARE and CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), as well as care provided by the Department of Veterans Affairs and the military.

6 Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.
Source: U.S. Census Bureau, Current Population Survey, 2014, 2017, and 2018 Annual Social and Economic Supplements.

2017 less
2013

X

*23,007

*15,969
*6,618
*16,066

*13,678
*6,603
*7,573
*1,516

*-13,252

Change in rate

2017 less
2016

X

-0.1

-0.3
0.3
-0.2

*0.5
*0.6
-0.1
*0.2

0.1

2017 less
2013

X

*4.5

*3.0
0.4
*4.6

*3.2
*1.6
*1.8
*0.3



Two Measures of Health Insurance Coverage

This report includes two types of
health insurance coverage mea-
sures: health insurance coverage
during the previous calendar year
and health insurance coverage at
the time of the interview.

The first measure, health insur-
ance coverage at any time dur-
ing the previous calendar year,

is collected with the Current
Population Survey Annual Social
and Economic Supplement (CPS
ASEC). The CPS is the longest-
running survey conducted by

the U.S. Census Bureau. The key
purpose of the CPS ASEC isto
provide timely and detailed esti-
mates of economic well-being, of
which health insurance coverage
is an important part. The Census
Bureau conducts the CPS ASEC
annually between February and
April, and the resulting measure of
health insurance coverage reflects
an individual’s coverage status
during the previous calendar year.

The second measure, health
insurance coverage at the time

of the interview, is collected with
the American Community Survey
(ACS). The ACS is an ongoing sur-
vey that collects comprehensive
information on social, economic,
and housing topics. Due to its
large sample size, the ACS pro-
vides estimates at many levels of
geography and for smaller popu-
lation groups. The Census Bureau
conducts the ACS throughout the
year, and the resulting measure of
health coverage reflects an annual
average of current health insur-
ance coverage status.

As a result of the difference in
the collection of health insurance

U.S. Census Bureau

coverage status, the resulting
uninsured rates measure different
concepts. The CPS ASEC unin-
sured rate represents the percent-
age of people who had no health
insurance coverage at any time
during the previous calendar year.
The ACS uninsured rate isa mea-
sure of the percentage of people
who were uninsured at the time of
the interview.

As measured by the CPS ASEC,
the uninsured rate was essentially
unchanged between 2016 and
2017, at 8.8 percent. As mea-
sured by the ACS, the uninsured

Figure 2.

Uninsured Rate: 2008 to 2017
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rate increased by 0.2 percentage
points from 8.6 percent in 2016 to
8.7 percent in 2017 (Figure 2).

Over a longer period, as mea-
sured by the ACS, uninsured
rates remained relatively stable
between 2008 and 2013, but
decreased sharply by 2.8 per-
centage points between 2013
and 2014. Uninsured rates then
decreased by 2.3 percentage
points between 2014 and 2015 and
0.8 percentage points between
2015 and 2016. Between 2016 and
2017, the uninsured rate increased
by 0.2 percentage points.

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

Note: Estimates are for the civilian noninstitutionalized population. For the Current
Population Survey, estimates reflect the population as of March of the following year.
For information on confidentiality protection, sampling error, nonsampling error, and
definitions in the Current Population Survey, see <www2.census.gov/program-surveys
Icps/techdocs/cpsmarl8.pdf>. For the American Community Survey, estimates reflect
the population as of July of the calendar year. For information on confidentiality
protection, sampling error, nonsampling error, and definitions in the American
Community Survey, see <www2.census.gov/programs-surveys/acs/tech_docs
/accuracy/ACS_Accuracy_of_Data_2017.pdf>.

Source: U.S. Census Bureau, Current Population Survey, 2014 to 2018 Annual Social
and Economic Supplements and 2008 to 2017 American Community Survey, 1-Year

Estimates.
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The percentage of people covered by
any type of health insurance in 2017
was not statistically different from
the percentage in 2016. The percent-
age of people covered by private
health insurance or either of the two
subtypes of private health insurance
(employment-based and direct-
purchase) also did not statistically
change between 2016 and 2017.

Between 2016 and 2017, the per-
centage of people with government
health insurance increased by 0.5
percentage points, to 37.7 percent in
2017 (Table I).10f the three subtypes
of government health insurance, both
military health care and Medicare
coverage rates increased between
2016 and 2017. The percentage of
people covered by military health
care increased by 0.2 percentage
points to 4.8 percent in 2017. The rate
of Medicare coverage increased by

il All comparative statements in this report
have undergone statistical testing, and unless
otherwise noted, all comparisons are statistically
significant at the 10 percent level.

Figure 3.

0.6 percentage points to 17.2 percent
in 2017. This increase was partly due
to growth in the number of people
aged 65 and over.

Multiple Coverage Types

While most people have a single
type of insurance, some people may
have more than one type of coverage
during the calendar year. They may
have multiple types of coverage at
one time to supplement their primary
insurance type, or they may switch
coverage types over the course of
the year. Of the population with
health insurance coverage in 2017,
77.8 percent had one coverage type
during the year and 22.2 percent had
multiple coverage types over the
course of the year (Figure 3).

Some types of health insurance
were more likely to be held alone,
while other types of health insurance
coverage were more likely to be held
in combination with another type of
insurance at some point during the

year. Most people with employer-
based health insurance coverage or
Medicaid coverage did not have more
than one plan type. In 2017, only 22.4
percent of people with employer-
sponsored coverage and 35.0 percent
with Medicaid had multiple types of
coverage.

In 2017, the majority of people cov-
ered by direct-purchase, Medicare, or
military health care had some other
type of health insurance during the
year (61.2 percent, 60.2 percent, and
62.2 percent, respectively).2

» The percentage of people with direct-
purchase coverage and another type of health
insurance was not statistically different from
the percentage of people with Medicare and
another type of health insurance, or the per-
centage of people with military health care and
another type of health insurance. The percent-
age of people with Medicare and another type
of health insurance was not statistically different
from the percentage of people with military
health care and another type of health
insurance.

6 Health Insurance Coverage in the United States: 2017

Percentage With One or Multiple Coverage Types: 2017

(Population as of March of the following year)

Percent within coverage type

0 10 20 30 40 50 60 70 80 90 100

Any health plan

Any private plan
Employment-based

Direct-purchase

Any government plan
Medicare
Medicaid

Military health care’

« Military health care includes TRICARE and CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), as well as
care provided by the Department of Veterans Affairs and the military.

Note: For information on confidentiality protection, sampling error, nonsampling error, and definitions in the Current Population Survey, see
<www2.census.gov/programs-surveys/cps/techdocs/cpsmarl8.pdf>.

Source: U.S. Census Bureau. Current Population Survey, 2018 Annual Social and Economic Supplement.

U.S. Census Bureau
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Table 2.

Percentage of People by Type of Health Insurance Coverage by Age: 2016 and 2017

(Numbers in thousands, margins of error in percentage points. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www2.census.gov/programs-surveys/cps/techdocs

Zcpsmarl8.pdf)

Characteristic

Age

Linder the age of 65.............

Linderthe age of 18
Aged 18t0 6 4 .....

Linder the age of 196 ...

Aged 19to 6 4
Aged 19to 257.

Aged 26 to 34...............

Aged 35t0 44....
Aged 45to 64....

Aged 65 and older...............

2016

Number

320,372

271,098
74,047
197,051
78,150
192,948
29,815
39,736
40,046
83,351
49,274

2017

Number

323,156

272,076
73,963
198,113
78,106
193,971
29,922
40,152
40,659
83,237
51,080

2016

Margin

of
Per- error2
cent (%)
91.2 0.2
89.9 0.2
94.7 0.3
88.1 0.2
94.6 0.3
87.9 0.2
86.9 0.6
84.3 0.6
86.9 0.5
90.6 0.3
98.8 0.1

2017
Margin
of
Per- error2
cent ()
91.2 0.2
89.8 0.2
94.7 0.3
87.9 0.3
94.6 0.3
87.8 0.3
86.0 0.7
84.4 0.6
86.7 0.5
90.7 0.3
98.7 0.1

Change
(2017
less
2016)1-

-0.1

-01
z
-01
z
-01
*-0.9
0.1
-0.2
0.1
-01

* Changes between the estimates are statistically different from zero at the 90 percent confidence level.

Z Represents or rounds to zero.

1Details may not sum to totals because of rounding.
2A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval.
MOESs shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard Errors and Their Use” at <www?2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.

s Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an individual from an insurance company, or coverage through someone outside the household.

Total

Any health insurance

Private health insurance

2016
Margin
of
Per- error2
cent (%)
67.5 0.4
70.2 0.4
62.7 0.6
73.0 0.4
62.9 0.6
73.1 0.4
713 0.8
69.7 0.7
73.3 0.7
75.2 0.5
52.8 0.8

2017
Margin
of
Per- error2
cent (%)
67.2 0.4
70.2 0.4
63.0 0.6
72.8 0.4
63.3 0.6
729 0.4
70.2 0.9
69.9 0.8
73.6 0.7
75.1 05
51.1 0.8

Change
(2017
less
2016)1-

-0.3

0.3
-01
0.3
-0.2
-1.1
0.2
0.2
-01
*-1.6

Government health insurance4

2016

Margin

of
Per- error2
cent (%)
37.3 03
27.0 0.4
41.9 0.6
21.4 0.3
415 0.6
211 0.3
23.1 0.8
20.4 0.6
19.3 0.6
21.7 0.5
93.6 0.3

2017

Margin

of
Per- error2
cent (%)
37.7 0.3
27.2 0.4
423 0.7
21.6 0.4
41.9 0.7
21.3 0.4
234 0.8
20.3 0.7
19.2 0.6
221 0.5
93.7 0.3

Change
(2017
less
2016)1-

*0.5

0.2
0.4
0.2
0.4
0.2
0.2
-01
-01
0.4
0.1

2016
Margin
of
Per- error2
cent (%)
88 0.2
10.1 0.2
5.3 0.3
11.9 0.2
54 0.3
12.1 0.2
13.1 0.6
15.7 0.6
13.1 0.5
9.4 0.3
12 0.1

Uninsured5
2017

Margin

of
Per- error2
cent (%)
88 0.2
10.2 0.2
5.3 0.3
12.1 0.3
5.4 0.3
12.2 0.3
14.0 0.7
15.6 0.6
13.3 0.5
9.3 0.3
13 0.1

4Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), as well as care provided by the Department of Veterans Affairs and the military.

5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.

6Children under the age of 19 are eligible for Medicaid/CHIP.

7This age is of special interest because of the Affordable Care Act's dependent coverage provision. Individuals aged 19 to 25 years may be eligible to be a dependent on a parent's health insurance plan.
Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health insurance during the year.

Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.

Change
(2017
less
2016)1'

0.1

0.1

0.1

0.1
*0.9
-01

0.2
-01

0.1



Health Insurance Coverage by
Selected Characteristics

Age

Age is strongly associated with the
likelihood that a person has health
insurance and the type of health
insurance a person has. In 2017,
adults aged 65 and over and children
under 19 were more likely to have had
health insurance coverage (98.7 per-
cent and 94.6 percent, respectively)
compared with adults aged 19 to 64
(87.8 percent) (Table 2).

Adults aged 65 and over had the
highest rate of health insurance
coverage in 2017 (98.7 percent), with
93.7 percent covered by a govern-
ment plan (primarily Medicare) and
511 percent covered by a private plan,
which may have supplemented their
government coverage.

Between 2016 and 2017, the rate of
private coverage for adults aged 65
and over decreased by 1.6 percent-
age points from 52.8 percent in 2016.
The rates of overall health insurance
coverage and government coverage
did not statistically change between
2016 and 2017 for this age group.

In 2017, children under the age of 19
were more likely to be covered by
health insurance than adults aged 19
to 64 (94.6 percent and 87.8 percent,
respectively). One reason for this dif-
ference could be that children from
lower income families may be eligible
for programs such as Medicaid or the
Children’s Health Insurance Program
(CHIP).

In 2017, 63.3 percent of children
under the age of 19 had private
health insurance and 41.9 percent had
government coverage. Some chil-
dren were covered by both private
and government coverage during

the calendar year. Between 2016 and
2017, there was no statistical change
in the rates of overall health insur-
ance coverage, private coverage, or

government coverage for this age
group.13

Working-age adults (people aged

19 to 64) had a lower rate of health
insurance coverage in 2017 (87.8
percent) than both children and older
adults.

Among working-age adults, the
population aged 26 to 34 was the
least likely to be insured, with a
coverage rate of 84.4 percent. A
higher percentage of adults aged 19
to 25 were insured (86.0 percent)
than adults 26 to 34. For age groups
between 26 and 64, the rate of health
insurance coverage increased as age
increased. 4

Working-age adults were more likely
than other age groups to be covered
by private health insurance, with 72.9
percent of the population aged 19 to
64 having private insurance coverage
in 2017. They also had a lower rate of
government coverage than children
under the age of 19 and adults aged
65 and over, at 21.3 percent.

Between 2016 and 2017, the percent-
age of adults aged 19 to 25 with any
health insurance decreased by 0.9
percentage points to 86.0 percent.
No other age group experienced a
statistically significant change in their
health insurance coverage rate during
this time.

The ACS, which has a larger sample
size than the CPS ASEC, provides an
estimate of health insurance cover-
age at the time of the interview. The
larger sample size offers an oppor-
tunity to look at coverage rates for

B The Children’s Health Insurance Program

(CHIP) is agovernment program that provides
health insurance to children in families with
income too high to qualify for Medicaid, but
who are unable to afford private health insur-
ance.

“ In 2017, the health insurance coverage rate
for people aged 19 to 25 was not statistically
different from the coverage rate for people aged
35 to 44.

8 Health Insurance Coverage in the United States: 2017

smaller groups, such as single years
of age (Figure 4).55

Examining age across childhood and
young adulthood, uninsured rates in
2017 were generally lower for chil-
dren than for young adults, from 3.5
percent for infants to 17.8 percent
for 26-year-olds. Two sharp differ-
ences existed between single-year
ages. The percentage of 19-year-olds
without coverage (13.2 percent) was
4.6 percentage points higher than
the percentage for people lyear
younger. Likewise, the uninsured rate
for 26-year-olds, the highest among
all single years of age in 2017, was
distinctly higher than for 25-year-
olds (17.8 percent and 14.9 percent,
respectively).

From ages 26 to 64, the uninsured
rate generally declined with age.
Between the ages of 64 and 65, the
uninsured rate then decreased 4.9
percentage points. In 2017, 6.6 per-
cent of 64-year-olds and 1.6 percent
of 65-year-olds did not have health
insurance coverage. For adults aged
65 and over, the uninsured rate varied
little by age.

Between 2016 and 2017, the per-
centage of people without health
insurance coverage at the time

of interview did not statistically
change for most single years of age.
However, for children under the

age of 19 and working-age adults
between 50 and 59, the uninsured
rate increased across multiple single
years of age.

Between 2013 and 2017, uninsured
rates fell for all single-year ages
under the age of 65, with the larg-
est declines of about 12.0 percent-
age points for each age between 21
and 28. An uneven downward shift in

B These estimates and estimates in the
remainder of this section come from the 2013,
2016, and 2017 American Community Survey,
1-year estimates. In the ACS, health insurance
coverage status corresponds to coverage at the
time of the interview (see the text box "Two
Measures of Health Insurance Coverage”).

U.S. Census Bureau



Figure 4.

Uninsured Rate by Single Year of Age: 2013, 2016, and 2017

(Civilian noninstitutionalized population)

Percent

2013
2016
H 2017

For information on confidentiality protection, sampling error, nonsampling error, and definitions in the American Community Survey,
see <www2.census.gov/programs-surveys/acs/tech_docs/accuracy/ACS_Accuracy_of_Data_2017.pdf>.

Source: U.S. Census Bureau, 2013, 2016, and 2017 American Community Surveys, 1-Year Estimates.

uninsured rates reduced some of the
age-specific disparities. However, in
2017, three notable sharp differences
remained between single-year ages,
specifically between 18- and 19-year-
olds, between 25- and 26-year-olds,
and between 64- and 65-year-olds.

Marital Status

Many adults obtain health insurance
coverage through their spouse. In
2017, married adults aged 19 to 64
had the highest coverage rate, at
90.9 percent (Table 3).1SThe cover-
age rate was lowest for people who
were separated (79.7 percent). Of
people who were never married, 84.0
percent were covered by health insur-
ance. The coverage rates for people

5 All estimates by marital status are for the

population aged 19 to 64.

U.S. Census Bureau

who were widowed or divorced
were 86.6 percent and 86.4 percent,
respectively. 7

Between 2016 and 2017, none of the
marital status groups had a statisti-
cally significant change in their rate
of overall coverage.

Disability Status

Adults with a disability had a higher
rate of health insurance coverage
(91.2 percent) than adults with no
disability (87.5 percent) in 2017
(Table 3).8B

Adults with a disability were less
likely than adults with no disability

171n 2017, the coverage rate of people who
were widowed was not statistically different
from the coverage rate of people who were
divorced.

BAIl estimates by disability status are for the
population aged 19 to 64.

to have private health insurance
coverage and more likely to have
government coverage. In 2017, 44.8
percent of adults with a disability had
private coverage, compared with 75.5
percent of adults with no disability, a
30.7 percentage-point difference. At
the same time, 57.8 percent of adults
with a disability and 17.8 percent

with no disability had government
coverage, a 39.9 percentage-point
difference.

Between 2016 and 2017, neither the
population with a disability nor the
population with no disability had
statistically significant changes in
their rates of overall coverage, private
coverage, or government coverage.

Health Insurance Coverage in the United States: 2017 9
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Table 3.

Percentage of People by Type of Health Insurance Coverage for Working-Age Adults Aged 19to 64:2016 and 2017

(Numbers in thousands, margins of error in percentage points. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www2.census.gov/programs-surveys/cpsitechdocs

Jcpsmarl8.pdf)

2016
Characteristic
Number
Total............... 320,372
Total, 19to 64
yearsold........... 192,948
Marital Status
Marriedb........cooveveeiienenns 101,822
Widowed 3,633
Divorced 19,460
Separated 4,495
Never married.. 63,537
Disability Status7
With adisability 15,248
With no disability... 176,842
Work Experience
All workers.......cccouveeeueeene 149,105
Worked full-time,
year-round.............. 107,577
Worked less
than full-time,
year-round.............. 41,528
Did not work at
least 1week.....cccoeeenes 43,843
Educational
Attainment
Total, 26 to 64
years old ....cccceoviennen 163,133
No high school
diploma......cccceevnnne. 15,389
High school
graduate (includes
equivalency)............ 45,401
Some college, no
degree....covvvennn 26,594
Associate's degree....... 17,739
Bachelor's degree......... 36,528
Graduate or
professional degree. 21,482

2017

Number
323,156

193,971

101,580
3,586
19,510
4,372
64,923

14,957
178,063

150,487

109,511

40,976

43,484

164,049

15,150

44,772
26,109
17,659
38,465

21,894

Per-
cent

91.2

91.2
86.1
86.1
80.8
84.0

91.2
87.6

88.8

90.2

84.8
88.4
90.7
93.2

95.2

Margin
of error2

)
0.2

0.2

0.3

0.3

0.5

0.5

0.2

11

0.5
0.5
0.6
0.4

0.4

AUl

Change

Margin (2017

Per- oferror2 less
cent () 2016)r
91.2 0.2 -0.1
87.8 0.3 -0.1
90.9 0.3 -0.3
86.6 1.6 0.6
86.4 0.7 0.3
79.7 17 -1.1
84.0 0.4 z
91.2 0.7 z
875 0.3 -0.2
88.7 0.3 -0.2
90.2 0.3 z
84.6 0.6 -0.6
84.9 0.5 -0.1
88.1 0.3 z
73.7 11 1.0
845 0.5 -0.4
88.0 0.5 -0.4
90.5 0.7 -0.2
92.8 0.4 -0.4
95.8 0.4 *0.6

* Changes between the estimates are statistically different from zero at the 90 percent confidence level.
1Details may not sum to totals because of rounding.
2A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval.
MOESs shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard Errors and Their Use” at <www?2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.

3Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an individual from an insurance company, or coverage through someone outside the household.

Total

Any health insurance

Private health insurance3

2016

Margin
Per- oferror2
cent (%)
67.5 0.4
731 0.4
80.1 0.5
58.7 2.0
64.3 1.0
55.9 1.9
66.5 0.7
435 12
75.9 0.4
80.1 0.3
84.5 0.3
69.0 0.6
49.1 0.8
73.4 0.4
40.9 11
65.0 0.7
71.8 0.8
77.9 0.9
86.8 0.5
90.0 0.6

2017 Change
Margin (2017

Per- of error2 less
cent () 2016)x
67.2 0.4 -0.3
729 0.4 -0.2
79.7 0.4 -0.4
57.2 2.3 -1.4
65.4 1.0 11
55.4 2.0 -0.5
66.6 0.6 0.1
44.8 1.2 13
75.5 0.4 -0.3
80.2 0.3 z
84.4 0.4 -0.1
68.9 0.7 -0.1
47.9 0.8 *1.1
73.4 0.4 z
42.4 1.2 15
65.4 0.7 0.4
70.6 0.8 *1.2
772 0.9 -0.7
85.5 0.5 *1.3
90.4 0.6 0.4

Z Represents or rounds to zero.

Government health insurance4

2016

Margin

Per- of error2
cent (%)
37.3 0.3
211 0.3
17.9 0.4
335 22
26.8 0.9
31.0 18
23.2 0.6
58.6 11
175 0.3
13.9 0.3
104 0.3
23.1 0.6
45.6 0.7
20.8 0.3
37.7 11
26.3 0.6
23.8 0.7
19.5 0.8
11.6 0.4
9.8 0.6

2017
Margin
Per- oferror2
cent (%)
37.7 03
21.3 0.4
18.3 0.4
36.0 2.2
26.3 0.9
29.9 18
231 0.5
57.8 12
17.8 0.3
14.0 0.3
10.9 0.3
22.4 0.6
46.5 0.9
20.9 0.4
375 12
26.3 0.6
24.7 0.8
19.5 0.8
124 0.5
10.3 0.6

Change
(2017
less
2016)1

*0.5

0.2

0.4
2.4
-0.5
-1.1
-0.1

-0.8
0.3

0.1

*0.5

-0.6

0.9

0.2

-0.3

-0.1
*0.9

0.1
*0.8

0.5

2016

Margin

Per- oferror2
cent (%)
8.8 0.2
12.1 0.2
8.8 0.3
13.9 1.6
13.9 0.6
19.2 15
16.0 0.5
8.8 0.7
12.4 0.2
11.2 0.3
9.8 0.3
14.8 0.5
15.0 0.5
11.9 0.2
27.3 11
15.2 0.5
11.6 0.5
9.3 0.6
6.8 0.4
4.8 0.4

2017

Margin

Per- of error2
cent (%)
8.8 0.2
12.2 0.3
9.1 0.3
134 1.6
13.6 0.7
20.3 17
16.0 0.4
8.8 0.7
125 0.3
11.3 0.3
9.8 0.3
154 0.6
15.1 0.5
11.9 0.3
26.3 11
155 0.5
12.0 0.5
9.5 0.7
7.2 0.4
4.2 0.4

4 Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), as well as care provided by the Department of Veterans Affairs and the military.
5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.
6The combined category "married” includes three individual categories: "married, civilian spouse present,” "married, armed forces spouse present,” and "married, spouse absent.”
7The sum of those with and without a disability does not equal the total because disability status is not defined for individuals in the armed forces.

Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health insurance during the year.
Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.

Change
(2017
less
2016) ™

0.1

0.1

0.6

0.1

-1.0

0.4
0.4
0.4

*-0.6



Work Experience

For many adults aged 19 to 64,

health insurance coverage and type
of coverage is related to work status,
such as working full-time, year-round;
working less than full-time, year-
round; or not working at all during the
calendar year.1920

In 2017, 88.7 percent of all workers
had health insurance coverage. Full-
time, year-round workers were more
likely to be covered by health insur-
ance (90.2 percent) than the popula-
tion who worked less than full-time,
year-round (84.6 percent) or non-
workers (84.9 percent) (Table 3).24

Workers were more likely than non-
workers to be covered by private
health insurance coverage. In 2017,
84.4 percent of full-time, year-round
workers had private insurance cover-
age, compared with 68.9 percent of
people who worked less than full-
time, year-round and 47.9 percent of
nonworkers.

In 2017, nonworkers were more than
three times as likely to have govern-
ment coverage (46.5 percent) than
workers (14.0 percent). Among all
workers, 10.9 percent of people who
worked full-time, year-round and 22.4
percent of people who worked less
than full-time, year-round had gov-
ernment coverage in 2017.

Between 2016 and 2017, there was

no statistical difference in the health
insurance coverage rates for workers
or nonworkers. During this time, there
were also no statistical differences

in coverage rates for the population
who worked full-time, year-round or

DIn this report, a full-time, year-round
worker is a person who worked 35 or more
hours per week (full-time) and 50 or more
weeks during the previous calendar year (year-
round). For school personnel, summer vacation
is counted as weeks worked if they are sched-
uled to return to theirjob in the fall.

2 AIll estimates by work experience are for
the population aged 19 to 64.

2lIn 2017, the health insurance coverage rate
for people who worked less than full-time, year-
round was not statistically different from the
coverage rate for nonworkers.

U.S. Census Bureau

for the population who worked less
than full-time, year-round.

Educational Attainment

People with higher levels of educa-
tional attainment were more likely to
have health insurance coverage than
people with lower levels of education.
In 2017, 95.8 percent of the popula-
tion aged 26 to 64 with a graduate
or professional degree had health
insurance coverage, compared with
92.8 percent of the population with
a bachelor’s degree, 88.0 percent

of the population with some college
(no degree), 84.5 percent of high
school graduates, and 73.7 percent
of the population with no high school
diploma (Table 3).2

Between 2016 and 2017, people with
a graduate or professional degree
experienced a 0.6 percentage-point
increase in their overall coverage

rate. No other educational attainment
groups saw a statistically signifi-

cant change in their overall rate of
coverage.

People with some college (no degree)
and people with a bachelor’s degree
were the only educational attainment
groups for which rates of private

and government coverage changed
between 2016 and 2017. For people
with some college (no degree), the
rate of private coverage decreased

by 1.2 percentage points (to 70.6
percent), and the rate of government
coverage increased by 0.9 percentage
points (to 24.7 percent). For people
with a bachelor’s degree, the rate of
private coverage decreased by 1.3
percentage points (to 85.5 percent),
and the rate of government coverage

2 All estimates by educational attainment
are for the population aged 26 to 64.

increased by 0.8 percentage points
(to 12.4 percent). 33

Household income

In 2017, people in households with
lower income had lower health insur-
ance coverage rates than people in
households with higher income.24

In 2017, 86.1 percent of people in
households with an annual income of
less than $25,000 had health insur-
ance coverage, compared with 92.1
percent of people in households with
income of $75,000 to $99,999, and
95.7 percent of people in households
with income of $125,000 or more
(Table 4).5

People in households with lower
income also had lower rates of
private coverage than people with
higher income, and these differences
varied more for lower income groups
than for higher income groups. In
2017, the private health insurance
coverage rate for people in house-
holds with income of $25,000 to
$49,999 (51.1 percent) was 21.0 per-
centage points higher than the rate
for people in households with income
below $25,000 (30.1 percent). At the
same time, the private health insur-
ance coverage rate for people in
households with income at or above
$125,000 (88.4 percent) was 4.9
percentage points higher than the
rate for people in households with
income of $100,000 to $124,999
(83.4 percent).

Conversely, government coverage
rates decreased as income increased,
and as with private coverage, rates

2B The percentage-point difference in the pri-
vate coverage rate between 2016 and 2017 for
people with some college (no degree) was not
statistically different from the percentage-point
difference for people with a bachelor's degree.
The percentage-point difference in the govern-
ment coverage rate between 2016 and 2017
for people with some college, no degree was
not statistically different from the percentage-
point difference for people with a bachelor’s
degree.

24 Income refers to the total household
income, not an individual's own income.

25 The 2016 income estimates are inflation-
adjusted and presented in 2017 dollars.
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differed more between lower incomes
than between higher incomes. In
2017, the government coverage rate
for people in households with income
of less than $25,000 (68.4 percent)
was 15.3 percentage points higher
than the rate for people in house-
holds with income of $25,000 to
$49,999 (53.0 percent). For the two
highest income groups, the difference
was smaller. The government cover-
age rate for people in households
with income of $100,000 to $124,999
(24.4 percent) was 5.0 percentage
points higher than the rate for people
in households with income at or
above $125,000 (19.4 percent).

The overall percentage of people
with health insurance coverage did
not statistically change between 2016
and 2017 for any income group.

Rates of private and government
coverage changed for some income
groups. The percentage of people
with private coverage decreased for
three income groups between 2016
and 2017. People in households with
income of $25,000 to $49,999 had

a decrease of 11 percentage points
(from 52.3 percent in 2016). People in
households with income of $50,000
to $74,999 had a decrease of 1.3 per-
centage points (from 68.0 percent in
2016). The private coverage rate for
people in households with income of
$75,000 to $99,999 decreased by 1.8
percentage points (from 79.0 percent
in 2016).S

% The percentage-point difference in the pri-

vate coverage rate between 2016 and 2017 for
people in households with income of $25,000
to $49,999 was not statistically different from
the percentage-point difference for people in
households with income of $50,000 to $74,999
and with income of $75,000 to $99,999.

The percentage-point difference in the pri-
vate coverage rate between 2016 and 2017 for
people in households with income of $50,000
to $74,999 was not statistically different from
the percentage-point difference for people in
households with income of $75,000 to $99,999.

Between 2016 and 2017, the rate of
government coverage increased by
2.3 percentage points for this same
group (people in households with
income of $75,000 to $99,999). The
rate of government coverage also
increased for people in households
with income of $100,000 to $124,999
(2.0 percentage-point increase).2/
The percentage of people with gov-
ernment coverage did not change for
any other income group.

Income-to-Poverty Ratio

People in families are classified as
being in poverty if their income is less
than their poverty threshold.2 People
who live alone or with nonrelatives
have a poverty status that is defined
based on their own income. The
income-to-poverty ratio compares a
family’s or an unrelated individual’s
income with the applicable threshold.

Health insurance coverage rates are
generally higher for people in higher
income-to-poverty ratio groups. In
2017, people in poverty (the popula-
tion living below 100 percent of pov-
erty) had the lowest health insurance
coverage rate, at 83.0 percent, while
people living at or above 400 percent
of poverty had the highest coverage
rate, at 95.7 percent (Table 4).

Government coverage continued to
be most prevalent for the population
in poverty (62.8 percent) and least
prevalent for the population with
income-to-poverty ratios at or above

21The percentage-point difference in the
government coverage rate between 2016 and
2017 for people in households with income of
$75,000 to $99,999 was not statistically differ-
ent from the percentage-point difference for
people in households with income of $100,000
to $124,999.

28BThe Office of Management and Budget
determined the official definition of poverty in
Statistical Policy Directive 14. Appendix B of the
report Income and Poverty in the United States:
2017 provides a more detailed description of
how the Census Bureau calculates poverty; see
<www.census.gov/content/dam/Census/library
/publications/2018/demo/p60-263.pdf>.

12 Health Insurance Coverage in the United States: 2017

400 percent of poverty (24.2 per-
cent) in 2017.0

Between 2016 and 2017, the percent-
age of people with any health insur-
ance coverage did not statistically
change for any income-to-poverty

group.

Coverage rates for subtypes of insur-
ance, however, changed for some
groups. Two groups had offsetting
changes in coverage between 2016
and 2017, with a decrease in private
coverage and an increase in gov-
ernment coverage. For people in
households with income from 200 to
299 percent of poverty, the private
coverage rate decreased 1.7 percent-
age points and government coverage
increased 2.0 percentage points. For
people in households with income at
or above 400 percent of poverty, the
private coverage rate decreased 0.6
percentage points, while the govern-
ment coverage rate increased by 1.3
percentage points.3 During the same
time, the government coverage rate
decreased by 1.2 percentage points
for people in households with income
from 300 to 399 percent of poverty
(to 30.0 percent).

In 2014, policy changes associated
with the Affordable Care Act pro-
vided the option for states to expand
Medicaid eligibility to people whose
income-to-poverty ratio fell under a
particular threshold (for more infor-
mation, see the text box “Health
Insurance and the Affordable Care
Act”). For adults aged 19 to 64, the
relationship between poverty status,

2 In 2017, the government coverage rate
for the population living below 100 percent of
poverty was not statistically different from the
coverage rate for the population living below
138 percent of poverty.

30 The percentage-point difference between
2016 and 2017 for neither the private cover-
age rate nor the government coverage rate for
people with income from 200 to 299 percent
of poverty was statistically different from the
percentage-point differences for people at or
above 400 percent of poverty.

U.S. Census Bureau
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Table 4.

Percentage of People by Type of Health Insurance Coverage by Household Income and Income-to-Poverty Ratio: 2016 and 2017

(Numbers in thousands, margins of error in percentage points. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www2.census.gov/programs-surveys/cps/techdocs

Jcpsmarl8.pdf)

2016
Characteristic
Number
Total.............. 320,372
Household Income6
Lessthan $25,000......... 47,507
$25,000 to $49,999....... 62,357
$50,000to $74,999....... 54,487
$75,000 to $99,999....... 43,902
$100,000 to $124,999 ... 33,406
$125,000 or more........... 78,712
Income-to-Poverty
Ratio
Below 100 percent of
POVErtY...cooovvierierinnne 40,616
Below 138 percent of
poVerty......ococverceerinnne 61,039
From 100 to 199
percent of poverty__ 54,629
From 200 to 299
percent of poverty_ 51,705
From 300 to 399
percent of poverty_ 42,562
At or above 400
percent of poverty 130,398

2017

Number

323,156

46,682
62,187
53,710
44,982
32,108
83,487

39,698

61,174

56,004

51,354

41,649

133,844

£V ID

Margin
Per- oferror2
cent (%)
91.2 0.2
86.2 0.6
88.1 0.4
90.0 0.5
92.3 0.5
94.1 0.5
95.8 0.3
83.7 0.6
84.7 0.5
87.4 0.5
89.2 0.5
92,5 0.4
95.6 0.2

AUI/

Margin
Per- oferror2
cent (%)
91.2 0.2
86.1 0.5
87.7 0.5
89.6 0.5
92.1 0.4
94.6 0.4
95.7 0.3
83.0 0.7
84.4 0.6
87.2 0.6
89.1 0.5
92.3 0.4
95.7 0.2

Change
(2017
less
2016)1

-0.1

-01
-0.4
-0.4
-0.2

0.5
-01

-0.7

-0.3

-01

-01

-0.2

01

* Changes between the estimates are statistically different from zero at the 90 percent confidence level.

Z Represents or rounds to zero.

1Details may not sum to totals because of rounding.

Total

Any health insurance

Private health insurance3

2017

2016
Margin
Per- oferror2
cent ()
67.5 0.4
30.3 0.8
52.3 0.8
68.0 0.8
79.0 0.7
83.3 0.8
88.5 0.5
28.6 0.9
311 0.7
45.4 0.9
66.2 0.8
76.4 0.8
86.6 0.3

Margin
Per- of error2
cent (%)
67.2 0.4
30.1 0.8
51.1 0.8
66.7 0.8
77.2 0.8
83.4 0.8
88.4 0.4
28.2 1.0
31.3 0.8
45.5 0.8
64.5 0.8
76.7 0.8
86.0 0.3

Change
(2017
less
2016)1

-0.3

-0.2
+-11
*1.3
*-1.8

0.1

-01

-0.4

0.2

0.1

*-1.7

0.3

*-0.6

Government health insurance4

2016
Margin
Per- oferror2
cent (%)
37.3 0.3
67.9 0.8
52.5 0.7
374 0.8
26.6 0.8
22.4 0.8
18.9 0.5
63.6 0.8
63.1 0.6
55.9 0.8
38.0 0.8
311 0.8
22.8 0.4

2017
Margin
Per- oferror2
cent (%)
37.7 03
68.4 0.7
53.0 0.8
37.3 0.8
28.9 0.9
24.4 0.9
194 0.6
62.8 0.9
62.7 0.8
55.7 0.8
40.0 0.8
30.0 0.8
24.2 0.4

Change
(2017
less
2016)1*

*03

0.5
0.6
-01
*2.3
*2.0
0.5

-0.8

-0.5

-0.2

*2.0

*1.2

*1.3

2016
Margin
Per- of error2
cent ()
8.8 0.2
13.8 0.6
119 0.4
10.0 0.5
7.7 0.5
5.9 0.5
42 0.3
16.3 0.6
15.3 0.5
12.6 0.5
10.8 0.5
7.5 0.4
4.4 0.2

2017

Margin
Per- of error2
cent (%)
8.8 0.2
13.9 05
12.3 05
10.4 05
7.9 0.4
5.4 0.4
4.3 0.3
17.0 0.7
15.6 0.6
12.8 0.6
10.9 05
7.7 0.4
4.3 0.2

Change
(2017
less
2016) 1

0.1

0.1
0.4
0.4
0.2
-0.5
0.1

0.7

0.3

0.1

0.1

0.2

-01

2A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval.
MOESs shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard Errors and Their Use” at <www2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.

5 Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an individual from an insurance company, or coverage through someone outside the household.
4 Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), and care provided by the Department of Veterans Affairs and the military.

5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.
6The 2016 income estimates are inflation-adjusted and presented in 2017 dollars.
Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health insurance during the year.

Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.



Figure 5.
Uninsured Rate by Poverty Status and Medicaid Expansion of State for Adults

Aged 19 to 64: 2013, 2016, and 2017
(Civilian noninstitutionalized population)

Percent
Expansion states* Non-expansion states*
2013 2016 2017 2013 2016 2017
Below Between At or above Below Between At or above
100% 100% and 399% 400% 100% 100% and 399% 400%
of poverty of poverty of poverty of poverty of poverty of poverty

Percentage-point change in uninsured rate between 2016 and 2017

* Medicaid expansion status as of January 1, 2017. For a list of expansion and non-expansion states, see Table 6: Percentage of People
Without Health Insurance Coverage by State: 2013, 2016, and 2017.

Note: For information on confidentiality protection, sampling error, nonsampling error, and definitions in the American Community Survey,
see <www2.census.gov/programs-surveys/acs/tech_docs/accuracy/ACS_Accuracy_of_Data_2017.pdf>.

Source: U.S. Census Bureau, 2013, 2016, and 2017 American Community Surveys, 1-Year Estimates.
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the uninsured rate in 2017, and the
change in the uninsured rate between
2016 and 2017 may be related to the
state of residence and whether or not
that state expanded Medicaid eligibil-
ity (Figure 5).3,3

In states that expanded Medicaid
eligibility on or before January 1,
2017, (“expansion states”) and states
that did not expand Medicaid eligi-
bility (“non-expansion states”), the
uninsured rate (based on coverage at
the time of interview) decreased for
adults aged 19 to 64 as the income-
to-poverty ratio increased. However,
in both 2016 and 2017, the uninsured
rate was higher in non-expansion
states than in expansion states
regardless of individuals’ poverty
status group.

Changes in the uninsured rate
between 2016 and 2017 varied by
poverty status and state Medicaid
expansion status. In states that
expanded Medicaid eligibility, the
uninsured rate decreased for persons
living below 100 percent of poverty
and increased for people living at

or above 400 of poverty. In non-
expansion states, the uninsured rate
increased for both people living from

3 Figure 5 and estimates in the remainder
of this section use data from the 2013, 2016,
and 2017 American Community Survey, 1-year
estimates, due to the larger sample size of
the ACS compared with the CPS ASEC. The
ACS measures health insurance at the time of
interview. For information on how health insur-
ance estimates differ between the ACS and CPS
ASEC, see the text box "Two Measures of Health
Insurance Coverage.” Additionally, national
statistics on income and poverty from the ACS
are not identical to those from the CPS ASEC.
For information on poverty estimates from
the ACS and how they differ from those based
on the CPS ASEC, see "Differences Between
the Income and Poverty Estimates from the
American Community Survey (ACS) and the
Annual Social and Economic Supplement to
the Current Population Survey (CPS ASEC)” at
<www.census.gov/topics/income-poverty
Ipoverty/guidance/data-sources/acs-vs-cps
shtm>.

R Thirty-one states and the District of
Columbia expanded Medicaid eligibility on or
before January 1, 2017. For a list of the states
and their Medicaid expansion status as of
January 1, 2017, see Table 6: Percentage of
People Without Health Insurance Coverage by
State: 2013, 2016, and 2017.

U.S. Census Bureau

100 to 399 percent of poverty and
people living at or above 400 per-
cent of poverty.

Family Status

Many people obtain health insurance
coverage through a family member’s
plan. The Census Bureau classifies
living arrangements into three types:
families, unrelated subfamilies, and
unrelated individuals.33 Families are
the largest of these categories (80.7
percent of the population in 2017),
followed by unrelated individuals
(19.0 percent), and unrelated sub-
families (0.3 percent).

In 2017, people living in families had
a higher health insurance coverage
rate (91.7 percent) than unrelated
individuals (88.8 percent) and people
living in unrelated subfamilies (87.7
percent) (Table 5).34 Between 2016
and 2017, there were no statistically
significant changes in either the
overall coverage rates or the pri-
vate coverage rates for people with
any of these three types of living
arrangements.

During this time, the government
coverage rate increased by 0.5 per-
centage points for people in families
(to 36.9 percent). There were no
statistical changes in government
coverage rates for unrelated individu-
als and for people living in unrelated
subfamilies.

B Families are defined as groups of two or

more related people where one of them is the
householder. Family members must be related
by birth, marriage, or adoption and reside
together. Unrelated subfamilies are family units
that reside with, but are not related to, the
householder. For example, unrelated subfamilies
could include a married couple with or without
children, or a single parent with one or more
never-married children under 18 years old living
in a household. An unrelated subfamily may also
include people such as partners, roommates,
or resident employees and their spouses and/
or children. The number of unrelated subfam-
ily members is included in the total number of
household members, but is not included in the
count of family members. The remainder of the
population is classified as unrelated individuals.
B 1In 2017, the health insurance coverage rate
of unrelated individuals was not statistically dif-
ferent from the coverage rate of people living in
unrelated subfamilies.

Race and Hispanic Origin

In 2017, 93.7 percent of non-Hispanic
Whites had health insurance cov-
erage. This rate was higher than

the coverage rate for Blacks (89.4
percent), Asians (92.7 percent), and
Hispanics (83.9 percent) (Table 5).

Non-Hispanic Whites and Asians
were among the most likely to have
private health insurance in 2017,

at 73.2 percent and 72.2 percent,
respectively.353 Hispanics, who had
the lowest rate of overall health
insurance coverage, also had the
lowest rate of private coverage, at
53.5 percent. In 2017, 56.5 percent of
Blacks had private health insurance
coverage.

Rates of government health cover-
age followed a different pattern than
private health insurance coverage
rates. In 2017, the government cover-
age rate was the highest for Blacks
(44.1 percent), followed by Hispanics
(39.5 percent), and non-Hispanic
Whites (36.6 percent). Asians had the
lowest rate of health insurance cover-
age through the government, at 29.6
percent in 2017.

Between 2016 and 2017, there were
no statistically significant changes

in overall health insurance coverage
rates for any of the race and Hispanic
origin groups.

Rates of private and government
coverage changed for some race and
Hispanic origin groups. Between 2016
and 2017, non-Hispanic Whites and
Asians experienced a decrease in8

B The small sample size of the Asian popula-
tion and the fact that the CPS does not use
separate population controls for weighting the
Asian sample to national totals, contributes
to the large variances surrounding estimates
for this group. As a result, the CPS is unable
to detect statistically significant differences
between some estimates for the Asian popula-
tion. The ACS, based on a larger sample of the
population, is a better source for estimating and
identifying changes for small subgroups of the
population.

3 In 2017, the private coverage rate for non-
Hispanic Whites was not statistically different
from the private coverage rate for Asians.
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Table 5.
Percentage of People by Type of Health Insurance Coverage by Selected Demographic Characteristics: 2016 and 2017

(Numbers in thousands, margins of errors in percentage points. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see wwwz2.census.gov/programs-surveys/cps/techdocs
Jcpsmarl8.pdf)

Total

Any health insurance

2016 2017 Private health insurance3 Government health insurance4
2016 2017
Characteristic 2016 2017 2016 2017 2016 2017
Change Change Margin  Change Margin
Margin Margin (2017 Margin Margin (2017 Margin of (2017 Margin of Change
Per- oferror2  Per- oferror2 less  Per- oferror2  Per- oferror2 less  Per- oferror2  Per- error2 less Per- oferror2 Per- error2 (2017 less
Number Number cent () cent (#) 2016)r cent () cent () 2016)r cent () cent () 2016)r cent () cent (*) 2016)1*
Total......cceenene 320,372 323,156 91.2 0.2 91.2 0.2 -0.1 675 04 67.2 0.4 -0.3 373 03 377 0.3 0.5 8.8 0.2 8.8 0.2 0.1
Family Status
In families 259,863 260,709 91.8 02 917 0.2 -0.1 687 04 683 0.4 -0.3 364 04 369 0.4 *0.5 82 0.2 8.3 0.2 0.1
Householder. 82,854 83,103 91.6 03 912 0.3 *0.4 712 04 700 0.4 *1.1 363 04 370 0.4 *0.7 84 0.3 8.8 0.3 *0.4

Related children

under the age of 18.. 72,674 72,532 94.8 03 947 0.3 z 63.0 06 634 0.6 04 415 0.7 418 0.7 03 52 0.3 5.3 0.3 z
Related children

under the age

of 6.... 23,531 23,574 94.2 0.4 94.0 0.5 -0.2 58.9 1.0 59.2 1.0 0.3 45.1 1.0 449 1.0 -0.1 5.8 0.4 6.0 0.5 0.2
In unrelated
subfamilies 1,208 1,054 86.5 2.9 87.7 2.8 12 485 53 525 55 4.1 48.6 4.9 45.4 5.2 -3.2 135 29 123 2.8 -1.2
Unrelated individuals.... 59,301 61,393 88.7 0.3 88.8 0.4 0.1 62.8 0.6 62.5 0.7 -0.3 40.6 0.5 41.2 0.6 0.6 113 03 112 0.4 -0.1
Residence6
Inside metropolitan
statistical areas.. 276,682 280,048 91.3 0.2 91.2 0.2 -0.1 68.5 0.4 68.0 0.4 *-0.5 35.9 0.4 36.6 0.4 *0.6 8.7 0.2 8.8 0.2 0.1
Inside principal cities... 103,365 104,068 90.2 0.3 89.6 0.4 *-0.6 64.0 0.6 63.1 0.7 -0.8 37.9 0.7 38.2 0.6 0.3 9.8 03 104 0.4 *0.6
Outside principal cities. 173,317 175,980 92.0 0.3 92.2 0.2 0.2 71.2 0.5 70.8 0.5 -0.4 34.8 0.4 35.6 0.5 *0.8 8.0 0.3 7.8 0.2 -0.2
Outside metropolitan
statistical areas?.............. 43,689 43,108 90.6 0.6 90.8 0.5 0.2 61.1 11 61.9 11 0.8 45.6 11 455 11 -0.1 9.4 0.6 9.2 0.5 -0.2
Race* and Hispanic Origin
246,310 247,695 91.6 0.2 91.5 0.2 -0.1 69.4 0.4 69.0 0.4 -0.4 36.6 0.3 37.1 0.4 *0.5 8.4 0.2 8.5 0.2 0.1
195,453 195,530 93.7 0.2 93.7 0.2 z 73.9 0.4 73.2 0.4 *-0.7 35.9 0.4 36.6 0.4 *0.7 6.3 0.2 6.3 0.2 z
42,040 42,564 89.5 0.5 89.4 0.5 -0.1 56.5 1.0 56.5 0.9 z 43.7 0.9 44.1 0.9 04 105 05 106 0.5 0.1
18,897 19,484 92.4 0.7 92.7 0.7 0.4 74.2 12 722 14 *-2.0 271 12 29.6 12 *2.5 7.6 0.7 7.3 0.7 -0.4
57,670 59,227 84.0 0.5 83.9 0.6 z 52.4 0.8 53.5 0.9 *1.1 40.1 0.7 39.5 0.7 -0.6 16.0 05 161 0.6 z
Nativity
Native born.......ccceevvvene 276,518 277,748 92.7 0.2 92.5 0.2 *-0.2 68.7 0.4 68.2 0.4 *-.5 38.1 0.3 38.7 0.4 *0.5 7.3 0.2 7.5 0.2 *0.2
Foreign born ... 43,854 45,408 82.0 0.6 83.2 0.6 *1.2 59.9 0.7 60.6 0.8 0.7 317 0.7 32.0 0.7 0.3 18.0 06 168 0.6 *-1.2
Naturalized citizen. 20,409 21,854 915 0.6 91.1 0.5 -0.4 67.3 1.0 65.6 1.0 *-1.6 37.2 1.0 375 1.0 0.3 8.5 0.6 8.9 0.5 0.4
Not a citizen 23,445 23,554 73.8 1.0 75.9 1.0 2.1 53.5 11 55.9 1.0 *2.4 27.0 1.0 27.0 0.9 Z 26.2 1.0 241 1.0 *2.1
* Changes between the estimates are statistically different from zero at the 90 percent confidence level. 7The "Outside metropolitan statistical areas” category includes both micropolitan statistical areas and territory outside of met-
Z Represents or rounds to zero. ropolitan and micropolitan statistical areas. For more information, see "About Metropolitan and Micropolitan Statistical Areas” at
1Details may not sum to totals because of rounding. <www.census.gov/population/metro/about>.
2A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the 8Federal surveys now give respondents the option of reporting more than one race. Therefore, two basic ways of defining a
less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval. race group are possible. A group such as Asian may be defined as those who reported Asian and no other race (the race-alone or
MOESs shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard single-race concept) or as those who reported Asian regardless of whether they also reported another race (the race-alone-or-in-
Errors and Their Use” at <www?2.census.gov/library/publications/2018/demo/p60-264sa.pdf>. combination concept). This table shows data using the first approach (race alone). The use of the single-race population does not
5 Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an indi- imply that it is the preferred method of presenting or analyzing data. The Census Bureau uses a variety of approaches. Information
vidual from an insurance company, or coverage through someone outside the household. on people who reported more than one race, such as White and American Indian and Alaska Native or Asian and Black or African
4Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical American, is available from the 2010 Census through American FactFinder. About 2.9 percent of people reported more than one
Program of the Department of Veterans Affairs) and care provided by the Department of Veterans Affairs and the military. race in the 2010 Census. Data for American Indians and Alaska Natives, Native Hawaiiansand Other Pacific Islanders, and those
5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year. reporting two or more races are not shown separately.
6The 2016 estimates presented for residence may not match the previously published estimates due to a correction in the Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health
assignment of principal city status for a small number of households. For the definition of metropolitan statistical areas and princi- insurance during the year.
pal cites, see <www.census.gov/programs-surveys/metro-micro/about/glossary.htm|>. Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.



their private coverage rate (0.7 and
2.0 percentage points, respectively).37
The private coverage rate for
Hispanics increased by 11 percent-
age points. There was no statistical
change in the private coverage rate
for Blacks.

37 The percentage-point difference in the
private coverage rate between 2016 and 2017
for non-Hispanic Whites was not statistically
different from the percentage-point difference
for Asians.

Figure 6.

The percentage of non-Hispanic
Whites and Asians with government
coverage increased between 2016
and 2017 (0.7 and 2.5 percentage
points, respectively). There was no
statistically significant change in the
government coverage rate for Blacks
and Hispanics.

Nativity

In 2017, the overall health insurance
coverage rate for the native-born
population (92.5 percent) was larger
than that of naturalized citizens (91.1
percent) and noncitizens (75.9 per-
cent) (Table 5).

Between 2016 and 2017, the per-

centage of the native-born popula-
tion with health insurance coverage
decreased by 0.2 percentage points
to 92.5 percent. The percentage of

Percentage of Children Under the Age of 19 and Adults Aged 19 to 64 Without

Health Insurance Coverage by Selected Characteristics: 2017
(Population as of March of the following year)

Total

Household income
Less than $25,000
$25,000 to $49,999
$50,000 to $74,999
$75,000 to $99,999
$100,000 to $124,999
$125,000 or more
Poverty status

Not in Poverty

In Poverty

Raceland Hispanic origin
White, not Hispanic
Black

Asian

Hispanic (any race)
Nativity

Native-born citizen
Naturalized citizen

Noncitizen

15
Percent

m  Children under the age of 19

Adults aged 19 to 64

20 25 30

1Federal surveys give respondents the option of reporting more than one race. This figure shows data using the race-alone concept. For example,
Asian refers to people who reported Asian and no other race.
For information on confidentiality protection, sampling error, nonsampling error, and definitions in the Current Population Survey,
see <www?2.census.gov/programs-surveys/cps/techdocs/cpsmarl8.pdf>.

Source: U.S. Census Bureau, Current Population Survey, 2018 Annual Social and Economic Supplement.
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the foreign born with health insur-
ance increased by 1.2 percentage
points to 83.2 percent. Among the
foreign-born population, the health
insurance coverage rate for non-
citizens increased by 2.1 percent-
age points to 75.9 percent. For this
group, the rate of private coverage
increased by 2.4 percentage points,
and the rate of government coverage
did not statistically change.3

Children and Adults Without Health
Insurance Coverage

In 2017, 5.4 percent of children under
the age of 19 and 12.2 percent of
adults aged 19 to 64 did not have
health insurance coverage. For all
selected characteristics, the per-
centage of adults without health
insurance coverage was significantly
higher than for children (under 19
years of age) (Figure 6). Additionally,
differences in the uninsured rates
between demographic and socioeco-
nomic groups were generally larger
among adults than among children.3

For example, the difference in the
uninsured rate by poverty status was
larger among adults than among chil-
dren. In 2017, 7.8 percent of children

in poverty were uninsured, compared
with 4.9 percent of children not in
poverty, a 2.9 percentage-point differ-
ence. The uninsured rates for adults in
poverty and not in poverty were 25.7

B The percentage-point difference in the pri-
vate coverage rate between 2016 and 2017 for
noncitizens was not statistically different from
the percentage-point difference in the overall
coverage rate for this group.

D In 2017, the percentage-point differ-
ence in the uninsured rate between children
in households with income between $100,000
and $124,999 and children in households with
income at or above $125,000 was not statisti-
cally different from the percentage-point differ-
ence between adults in households with income
between $100,000 and $124,999 and adults in
households with income at or above $125,000.
In 2017, the percentage-point difference in the
uninsured rate between native-born children
and naturalized children was not statistically
different from the percentage-point difference
between native-born adults and naturalized
adults. In 2017, the percentage-point difference
in the uninsured rate between non-Hispanic
W hite children and Asian children was not
statistically different from the percentage-point
difference between non-Hispanic W hite adults
and Asian adults.

percent and 10.5 percent, respectively,
a 15.2 percentage-point difference.

In 2017, non-Hispanic White children
had an uninsured rate of 4.3 percent.
Asian children had an uninsured

rate of 4.6 percent, and Black chil-
dren had an uninsured rate of 4.9
percent.40 Hispanic children had the
highest uninsured rate, at 7.7 per-
cent. For all race and Hispanic origin
groups, the uninsured rate for adults
was significantly larger than the unin-
sured rate for children.

The uninsured rate for noncitizen
children in 2017 was 13.9 percent,
compared with 5.2 percent for
native-born citizen children, an 8.7
percentage-point difference. For
adults in 2017, 26.8 percent of non-
citizen adults and 10.5 percent of
native-born adults were uninsured, a
16.3 percentage-point difference.

State Estimates of Health Insurance
Coverage

During 2017, the state with the lowest
percentage of people without health
insurance at the time of interview was
Massachusetts (2.8 percent), while
the state with the highest percent-
age was Texas (17.3 percent) (Table

6 and Figure 7).4 Twenty-five states
and the District of Columbia had an
uninsured rate of 8.0 percent or less,
among which six states (Hawalii, lowa,
Massachusetts, Minnesota, Rhode
Island, and Vermont) and the District
of Columbia had an uninsured rate

of 5.0 percent or less. Two states,
Oklahoma and Texas, had an unin-
sured rate of 14.0 percent or more.42

30 In 2017, the uninsured rate for non-
Hispanic W hite children was not statistically dif-
ferent from the uninsured rate for Black children
or Asian children. In 2017, the uninsured rate
for Black children was not statistically different
from the uninsured rate for Asian children.

3lThe estimates in this section come from
the 2013, 2016, and 2017 American Community
Survey 1-year estimates, which measures insur-
ance coverage at the time of interview. The ACS,
which has a much larger sample size than the
CPS, is also a useful source for estimating and
identifying changes in the uninsured population
at the state level.

R Consistent with Figure 7, classification
into these categories is based on unrounded
uninsured rates.
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Between 2016 and 2017, the percent-
age of people without health insur-
ance coverage decreased in three
states and increased in 14 states
(Table 6 and Figure 8).43 Decreases
ranged from 0.2 percentage points to
1.9 percentage points, and increases
ranged from 0.3 percentage points
to 1.0 percentage point. Thirty-three
states and the District of Columbia
did not have a statistically significant
change in their uninsured rate.

As part of the Patient Protection and
Affordable Care Act, 31 states and
the District of Columbia expanded
Medicaid eligibility on or before
January 1, 2017, in (see the text box
“Health Insurance Coverage and the
Affordable Care Act”).

In general, the uninsured rate in
states that expanded Medicaid
eligibility prior to January 1, 2017,
was lower than in states that did not
expand eligibility (Figure 7). In states
that expanded Medicaid eligibility
(“expansion states”), the uninsured
rate in 2017 was 6.5 percent, com-
pared with 12.2 percent in states that
did not expand Medicaid eligibil-

ity (“non-expansion states”). Many
Medicaid expansion states had unin-
sured rates lower than the national
average, while many non-expansion
states had uninsured rates above the
national average (Figure 8).

The uninsured rates by state ranged
from 2.8 percent to 13.7 percent in
expansion states, and from 5.4 per-
cent to 17.3 percent in non-expansion
states.

Between 2016 and 2017, the uninsured
rate did not statistically change in
expansion states and increased by 0.4
percentage points in non-expansion
states.

3 For additional information on coverage
types by state, see <www.census.gov/topics
/2018/demo/health-insurance/p60-264.htmI>.

U.S. Census Bureau



Table 6.
Percentage of People Without Health Insurance Coverage by State: 2013,2016, and 2017

(Civilian noninstitutionalized population. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see
www?2.census.gov/programs-surveys/acs/tech_docs/accuracy/ACS_Accuracy_of_Data_2017pdf)

Medicaid Difference in uninsured
expansion 2013 uninsured 2016 uninsured 2017 uninsured 0171
ess 2016 2017 less 2013
State state?

Yes (Y) or Margin of Margin of Margin of Margin of Margin of
No (N)1 Percent error2(x) Percent error2() Percent error2() Percent  error2(+) Percent  error2 ()
United States........ X 145 0.1 8.6 0.1 8.7 0.1 *0.2 0.1 *5.8 0.1
Alabama.. N 13.6 0.4 9.1 0.3 9.4 0.3 0.3 0.5 *-4.2 0.5
Alaska... +Y 185 1.0 14.0 0.9 13.7 0.8 -0.4 12 *-4.8 13
Arizona.... Y 171 0.4 10.0 0.3 10.1 0.3 0.1 0.4 *7.1 0.5
Arkansas.. Y 16.0 0.5 7.9 0.4 7.9 0.3 Z 0.5 *-8.1 0.6
California.. Y 17.2 0.2 7.3 0.1 7.2 0.1 *-0.2 0.1 *-10.0 0.2
Colorado.......cccecvreieeennnnnes Y 141 0.3 7.5 0.3 7.5 0.2 z 0.4 *-6.6 0.4
Connecticut Y 9.4 0.4 4.9 0.3 55 0.3 *0.6 0.5 *-3.9 0.5
Delaware Y 9.1 0.7 5.7 0.5 5.4 0.6 -0.3 0.7 *-3.7 0.9
District of Columbia.............. Y 6.7 0.6 3.9 0.6 3.8 0.6 -0.1 0.9 *-2.8 0.8
Florida....c.ooveveinciiecie N 20.0 0.2 125 0.2 12.9 0.2 *0.4 0.3 *7.1 0.3
Georgia.... N 18.8 0.3 12.9 0.3 134 0.3 *0.5 0.4 *-5.4 0.4
Hawaii Y 6.7 0.4 35 0.4 3.8 0.4 0.3 0.5 *-2.9 0.5
Idaho.... N 16.2 0.8 10.1 0.5 10.1 0.5 z 0.7 *-6.0 0.9
lllinois.... Y 12.7 0.2 6.5 0.2 6.8 0.2 *0.3 0.2 *-5.9 0.3
Indiana... +Y 14.0 0.3 8.1 0.3 8.2 0.3 0.1 0.4 *-5.8 0.4
lOWa...oiiiiiii e Y 8.1 0.3 4.3 0.2 4.7 0.3 *0.4 0.4 *-3.4 0.4
Kansas N 12.3 0.4 8.7 0.3 8.7 0.4 z 0.5 *-3.5 0.6
Kentucky.. Y 14.3 0.3 5.1 0.2 5.4 0.3 0.3 0.4 *-8.9 0.4
Louisiana........c.coeeeveveernnienns #Y 16.6 0.4 10.3 0.4 8.4 0.3 *-1.9 0.5 *-8.3 0.5
MaiNe.....ooeiiecieceeeee N 11.2 0.5 8.0 0.5 8.1 0.5 0.1 0.7 *-3.1 0.7
Maryland Y 10.2 0.3 6.1 0.3 6.1 0.2 z 0.4 *-4.0 0.4
Massachusetts Y 3.7 0.2 2.5 0.2 2.8 0.1 *0.3 0.2 *-0.9 0.2
Michigan ‘Y 11.0 0.2 5.4 0.1 5.2 0.2 -0.2 0.2 *.5.8 0.2
Minnesota. Y 8.2 0.3 4.1 0.2 4.4 0.2 *0.3 0.3 *-3.8 0.3
Mississippi. N 171 0.5 11.8 0.4 12.0 0.5 0.2 0.7 *-5.0 0.7
Missouri N 13.0 0.3 8.9 0.2 9.1 0.3 0.2 0.4 *-3.9 0.4
Montana.. +Y 16.5 0.8 8.1 0.5 8.5 0.5 0.3 0.8 Bo 0.9
Nebraska.. N 11.3 0.5 8.6 0.5 8.3 0.4 -0.3 0.6 *-3.0 0.6
Nevada ......cccooeveeveiiienennne Y 20.7 0.6 114 0.5 11.2 0.4 -0.1 0.6 *-9.4 0.8
New Hampshire.........ccccceene ‘Y 10.7 0.5 5.9 0.4 5.8 0.4 -0.1 0.6 *-4.9 0.7
New Jersey Y 13.2 0.2 8.0 0.2 7.7 0.2 -0.2 0.3 *5.5 0.3
New Mexico Y 18.6 0.6 9.2 0.5 9.1 0.6 -0.1 0.8 *-9.5 0.9
New York Y 10.7 0.2 6.1 0.1 5.7 0.1 *-0.4 0.2 *-5.0 0.2
North Carolina... N 15.6 0.3 10.4 0.2 10.7 0.2 0.3 0.3 *-5.0 0.4
North Dakota.. Y 10.4 0.8 7.0 0.6 7.5 0.6 0.5 0.9 *-2.8 1.0
Y 11.0 0.2 5.6 0.2 6.0 0.2 *0.3 0.2 *-5.1 0.3
Oklahoma.... N 17.7 0.3 13.8 0.3 14.2 0.3 0.4 0.4 *-3.5 0.5
Oregon.... Y 14.7 0.4 6.2 0.2 6.8 0.3 *0.6 0.4 *-7.8 0.5
Pennsylvania.......c.ccocceeevnenne ‘Y 9.7 0.2 5.6 0.2 55 0.2 -0.1 0.2 *-4.2 0.2
Rhode Island.......c.ccocooevnene Y 11.6 0.7 4.3 0.5 4.6 0.4 0.3 0.6 *-7.0 0.8
South Carolina... N 15.8 0.4 10.0 0.3 11.0 0.3 *1.0 0.4 *-4.8 0.5
South Dakota.. N 11.3 0.7 8.7 0.5 9.1 0.6 0.3 0.8 *-2.2 0.9
Tennessee N 13.9 0.3 9.0 0.2 9.5 0.3 *0.5 0.4 *-4.4 0.4
Texas .... N 22.1 0.2 16.6 0.2 17.3 0.2 *0.7 0.3 *-4.8 0.3
N 14.0 0.5 8.8 0.4 9.2 0.4 0.4 0.6 *-4.8 0.6
Vermont.....iienn, Y 7.2 0.6 3.7 0.4 4.6 0.4 *0.8 0.6 *-2.7 0.8
Virginia N 123 0.3 8.7 0.3 8.8 0.3 0.1 0.4 *-3.5 0.4
Washington... Y 14.0 0.3 6.0 0.2 6.1 0.2 0.2 0.3 *7.9 0.4
West Virginia.......ccocoeeeveeenne Y 14.0 0.5 5.3 0.3 6.1 0.4 *0.8 0.5 *7.9 0.7
Wisconsin. N 9.1 0.2 5.3 0.2 54 0.2 0.1 0.3 *-3.7 0.3
Wyoming.... N 134 0.9 115 1.0 12.3 12 0.7 1.6 *1.2 15

* Statistically different from zero at the 90 percent confidence level. AExpanded Medicaid eligibility after January 1, 2014, and on or before January 1,2015.

+ Expanded Medicaid eligibility after January 1, 2015, and on or before January 1,2016. # Expanded Medicaid eligibility after January 1,2016, and on or before January 1,2017.

X Not applicable. Z Represents or rounds to zero.

1 Medicaid expansion status as of January 1,2017. For more information, see <www.medicaid.gov/state-overviews/index.html>.

2 Data are based on a sample and are subject to sampling variability. A margin of error is a measure of an estimate's variability. The larger the margin of error isin relation to the size of the
estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval.

Note: Differences are calculated with unrounded numbers, which may produce different results from using the rounded values in the table.

Source: U.S. Census Bureau, 2013, 2016, and 2017 American Community Survey 1-Year Estimates.
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Figure 7.

Uninsured Rate by State: 2017
(Civilian noninstitutionalized population)

Percent without
health insurance
coverage

14.0 or more

12.0 to 13.9

10.0to 11.9
8.0to 9.9
Less than 8.0

* Medicaid expansion status as of January 1, 2017. For a list of expansion and non-expansion states, see Table 6: Percentage of People
Without Health Insurance Coverage by State: 2013, 2016, and 2017.
1 Classification is based on unrounded uninsured rates.

Note: For information on confidentiality protection, sampling error, nonsampling error, and definitions in the American Community Survey,
see <www2.census.gov/programs-surveys/acs/tech_docs/accuracy/ACS_Accuracy_of Data_2017.pdf>.

Source: U.S. Census Bureau, 2017 American Community Survey, 1-Year Estimates.
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Figure 8.

Change in the Uninsured Rate by State: 2013, 2016, and 2017
(Civilian noninstitutionalized population. States with names in bold experienced a statistically significant change between
2016 and 2017)

1 Massachusetts 2017 2016 2013
1 District of Columbia
1Hawaii
1Minnesota
1Vermont

1Rhode Island
llowa
2Michigan
1Kentucky
Wisconsin

1Delaware
1Connecticut
2Pennsylvania
1 New York

2 New Hampshire

10hio

1West Virginia
1Washington
1Maryland
1lllinois

10regon
1California
1Colorado
1North Dakota
1New Jersey

1Arkansas
Maine
3indiana
Nebraska
4Louisiana

3Montana
Kansas

United States

Virginia
South Dakota
1New Mexico
Missouri

Utah

Alabama
Tennessee
1Arizona

Idaho

North Carolina

South Carolina
1Nevada
Mississippi

Wyoming . -
Florida

Georgia

3 Alaska
Oklahoma
Texas

0% 5% 10% 15% 20% 25%

1Expanded Medicaid eligibility as of January 1,2014.

2 Expanded Medicaid eligibility after January 1,2014, and on orbefore January 1,2015.

3Expanded Medicaid eligibility after January 1,2015, and on orbefore January 1,2016.

4Expanded Medicaid eligibility after January 1,2016, and on orbefore January 1,2017.

Note: For information on confidentiality protection, sampling error, nonsampling error, and definitions in the American Community
Survey, see <www2.census.gov/programs-surveys/acs/tech_docs/accuracy/ACS_Accuracy_of_Data_2017.pdf>.

Source: U.S. Census Bureau, 2013, 2016, and 2017 American Community Surveys, 1-Year Estimates.
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More Information About Health
Insurance Coverage

Additional Data and Contacts

Detailed tables, historical tables,
press releases, and briefings are avail-
able on the Census Bureau’s Health
Insurance Web site. The Web site can
be accessed at <www.census.gov
/topics/health/health-insu ranee
.html>.

Microdata are available for download
on the Census Bureau’s Web site.
Disclosure protection techniques
have been applied to CPS microdata
to protect respondent confidentiality.

State and Local Estimates of Health
Insurance Coverage

The Census Bureau publishes annual
estimates of health insurance cover-
age by state and other smaller geo-
graphic units based on data collected
in the ACS. Single-year estimates

are available for geographic units
with populations of 65,000 or more.
Five-year estimates are available for
all geographic units, including census
tracts and block groups.

The Census Bureau’s Small Area
Health Insurance Estimates (SAHIE)
program also produces single-year
estimates of health insurance for
states and all counties. These esti-
mates are based on models using
data from a variety of sources,
including current surveys, administra-
tive records, and intercensal popu-
lation estimates. In general, SAHIE
estimates have lower variances than
ACS estimates but are released later
because they incorporate these addi-
tional data into their models.

Small Area Health Insurance Estimates
are available at <www.census.gov
/Iprograms-surveys/sahie.html>. The
most recent estimates are for 2016.

Comments

The Census Bureau welcomes the
comments and advice of data and
report users. If you have suggestions
or comments on the health insurance
coverage report, please write to:

Sharon Stern

Assistant Division Chief, Employment
Characteristics

Social, Economic, and Housing
Statistics Division

U.S. Census Bureau

Washington, DC 20233-8500

or e-mail
<sharon.m.stern@census.gov>.

Sources of Estimates

The majority of the estimates

in this report are from the 2014,
2017, and 2018 Current Population
Survey Annual Social and Economic
Supplements (CPS ASEC) and were
collected in the 50 states and the
District of Columbia. These data do
not represent residents of Puerto
Rico and the U.S. Island Areas.44
These data are based on a sample of
about 92,000 addresses. The esti-
mates in this report are controlled to
independent national population esti-
mates by age, sex, race, and Hispanic
origin for March of the year in which
the data are collected. Beginning
with 2010, estimates are based on
2010 Census population counts and
are updated annually taking into
account births, deaths, emigration,
and immigration.

The CPS is a household survey pri-
marily used to collect employment
data. The sample universe for the
basic CPS consists of the resident
civilian noninstitutionalized population

** The U.S. Island Areas include American
Samoa, Guam, the Commonwealth of the
Northern Mariana Islands, and the Virgin Islands
of the United States.
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of the United States. People in institu-
tions, such as prisons, long-term care
hospitals, and nursing homes are

not eligible to be interviewed in the
CPS. Students living in dormitories
are included in the estimates only if
information about them is reported in
an interview at their parents’ home.
Since the CPS is a household survey,
people who are homeless and not
living in shelters are not included in
the sample. The sample universe for
the CPS ASEC is slightly larger than
that of the basic CPS since it includes
military personnel who live in a house-
hold with at least one other civilian
adult, regardless of whether they live
off post or on post. All other armed
forces are excluded. For further docu-
mentation about the CPS ASEC, see
<www2.census.gov/programs
-surveys/cps/techdocs/cpsmarl8
.pdf>.

Additional estimates in this report
are from the American Community
Survey (ACS). The ACS isan ongo-
ing, nationwide survey designed to
provide demographic, social, eco-
nomic, and housing data at different
levels of geography. While the ACS
includes Puerto Rico and the group
quarters population, the ACS data

in this report focus on the civilian
noninstitutionalized population of
the United States (excluding Puerto
Rico and some people living in group
quarters). It has an annual sample
size of about 3.5 million addresses.
For information on the ACS sample
design and other topics, visit
<www.census.gov/programs-surveys
lacs/>.

Statistical Accuracy

The estimates in this report (which
may be shown in text, figures, and
tables) are based on responses from
a sample of the population. Sampling

U.S. Census Bureau



error is the uncertainty between an
estimate based on a sample and the
corresponding value that would be
obtained if the estimate were based
on the entire population (as from a
census). All comparative statements in
this report have undergone statistical
testing, and comparisons are signifi-
cant at the 90 percent level unless
otherwise noted. Data are subject to
error arising from a variety of sources.
Measures of sampling error are pro-
vided in the form of margins of error,
or confidence intervals, for all esti-
mates included in this report. In addi-
tion to sampling error, nonsampling
error may be introduced during any
of the operations used to collect and
process survey data, such as editing,
reviewing, or keying data from ques-
tionnaires. In this report, the variances

U.S. Census Bureau

of estimates were calculated using
the Fay and Train (1995) Successive
Difference Replication (SDR) method.

Most of the data from the 2018 CPS
ASEC were collected in March (with
some data collected in February
and April). Each year, the CPS ASEC
sample ranges between 92,000

and 100,000 addresses. In 2018,

the CPS ASEC sample had 92,000
addresses, as 5,000 randomly
selected addresses were removed
from the March sample. The 5,000
addresses were given the pre-2013
health insurance questions in order
to fulfill budgetary requirements for
the 2018 fiscal year.4545 Adjustments

45 Public Law 113-235, 2017.

46 The series of questions asking about
health insurance coverage in calendar year 2012
and earlier.

to the weights were made to account
for the reduction in sample. Further
information about the source and
accuracy of the CPS ASEC estimates
is available at <www2.census.gov
/library/publications/2018/demo
/Ip60-264sa.pdf>.

The remaining data presented in
this report are based on the ACS
sample collected from January 2017
through December 2017. For more
information on sampling and esti-
mation methods, confidentiality
protection, and sampling and non-
sampling errors, please see the 2017
ACS Accuracy of the Data document
located at <www?2.census.gov
/programs-surveys/acs/tech_docs
laccuracy/ACS_Accuracy_of_Data
_2017.pdf>.
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APPENDIX A. ADDITIONAL HEALTH INSURANCE COVERAGE TABLES

The Current Population Survey Annual Social and Economic Supplement (CPS ASEC) along with the American
Community Survey (ACS) are used to produce additional health insurance coverage tables. These tables are available on
the U.S. Census Bureau’s Health Insurance Web site. The Web site may be accessed through the Census Bureau’s home
page at <www.census.gov> or directly at <www.census.gov/topics/health/health-insurance.html>. The tables may also
be accessed directly at <www.census.gov/topics/2018/demo/health-insurance/p60-264.htmI>.
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Table A-1.

Number of People by Type of Health Insurance Coverage by Age: 2016 and 2017

(Numbers in thousands, margins of error in thousands. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www2.census.gov/programs-surveys/cps/techdocs

lcpsmarl8.pdf)

Characteristic

Age

Underage 65....
Under age 18.
Aged 18t0 6 4 ..
Under age 196
Aged 19to 6 4

Aged 19to 257.......

Aged 26to 34.......
Aged 35t0 44.......
Aged 45to 64.......
Aged 65 and older.......

* Changes between the estimates are statistically different from zero at the 90 percent confidence level.

Total

2016

Number
320,372

271,098
74,047
197,051
78,150
192,948
29,815
39,736
40,046
83,351
49,274

2017

Number

323,156

272,076
73,963
198,113
78,106
193,971
29,922
40,152
40,659
83,237
51,080

2016

Number

292,320

243,645
70,123
173,521
73,948
169,697
25,917
33,499
34,794
75,487
48,675

1Details may not sum to totals because of rounding.
2A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval.

Any health insurance

Margin
of
error2

)
541

582
246
535
240
525
274
267
197
342
225

2017

Number

294,613

244,211
70,033
174,178
73,884
170,327
25,727
33,875
35,253
75,472
50,402

Margin Change

of
error2

)
662

664
267
569
295
561
298
310
198
330
209

(2017
less
2016) 1

*2,293

566
-90
657
-63
630
-190
*376
*459
-15
*1,726

Private health insurance3

2016
Margin
of
error2
Number (%)
216,203 1,145
190,198 1,051
46,393 438
143,805 772
49,185 452
141,013 750
21,247 290
27,692 313
29,373 270
62,702 449
26,005 378

2017

Number
217,007

190,882
46,570
144,312
49,419
141,463
21,002
28,047
29,912
62,501
26,125

Margin  Change

of
error2

)
1,158

1,064
488
760
504
749
304
329
272
469
441

(2017
less
2016) 1

804

684
177
507
235
449
-244
355
*540
-201
120

Government health insurance4

2016 2017

Number

119,361

73,220
31,020
42,200
32,439
40,781

6,898

8,097

7,728
18,058
46,140

Margin
of
error2

)
1,018

991
481
689
501
662
263
258
228
408
259

Number

121,965

74,082
31,277
42,804
32,748
41,334

6,994

8,154

7,825
18,361
47,883

Margin  Change

of
error2

)
1,086

1,042
482
729
509
717
260
295
240
421
232

(2017
less
2016)

*2,604

862
258
604
309
553
96

57

97
303
*1,743

2016

Number
28,052

27,453
3,924
23,530
4,203
23,251
3,898
6,237
5,252
7,863
598

MOESs shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard Errors and Their Use” at <www?2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.
5 Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an individual from an insurance company, or coverage through someone outside the household.
4Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), and care provided by the Department of Veterans Affairs and the military.

5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.

6Children under the age of 19 are eligible for Medicaid/CHIP.

7This age is of special interest because of the Affordable Care Act's dependent coverage provision. Individuals aged 19 to 25 may be eligible to be a dependent on a parent's health insurance plan.

Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health insurance during the year.
Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.

Uninsured5
2017
Margin
of
error2
() Number
519 28,543
508 27,865
192 3,930
438 23,935
205 4,221
435 23,644
179 4,195
224 6,277
192 5,407
257 7,765
69 678

Margin Change

of
error2

)
634

612
238
498
252
489
204
229
199
282

71

(2017
less
2016)1
492

412

405
19
393
*297
40
154
-98
80
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Table A-2.

Number of People by Type of Health Insurance Coverage for Working-Age Adults Aged 19 to 64: 2016 and 2017

(Numbers in thousands, margins of error in thousands. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www2.census.gov/programs-surveys/cps/techdocs/cpsmarl8.pdf)

2016
Characteristic
Number
Total.....cooeveeienaen 320,372
Total, 19to
64 yearsold.............. 192,948
Marital Status
Marrieds..... 101,822
Widowed 3,633
Divorced... 19,460
Separated 4,495
Never married.... 63,537
Disability Status7
With adisability...........c....... 15,248
With no disability.................. 176,842
Work Experience
All workers... 149,105
Worked full-time,
year-round.... 107,577
Worked less than
full-time, year-round............ 41,528
Did not work at east lweek.. 43,843
Educational Attainment
Total, 26 to 64 years old ....... 163,133
No high school diploma___ 15,389
High school graduate
(includes equivalency)......... 45,401
Some college, nodegree___ 26,594
Associate's degree... 17,739
Bachelor's degree. 36,528
Graduate or
professional degree... 21,482

2017

Number
323,156

193,971

101,580
3,586
19,510
4,372
64,923

14,957
178,063

150,487
109,511

40,976
43,484

164,049
15,150

44,772
26,109
17,659
38,465

21,894

2016

Number
292,320

169,697

92,821
3,127
16,753
3,632
53,364

13,899
154,940

132,422
97,049

35,374
37,275

143,780
11,184

38,511
23,512
16,096
34,032

20,444

Margin

of

error2

)
541

525

670
158
363
169
547

358
572

587
652

514
507

473
300

605
407
354
503

437

2017

Number
294,613

170,327

92,318
3,107
16,858
3,486
54,558

13,641
155,735

133,419
98,770

34,648
36,908

144,599
11,161

37,814
22,977
15,987
35,690

20,971

Margin

of

error2
(€]
662

561

805
162
380
161
570

350
585

738
713

511
547

534
297

579
381
348
577

431

Change
(2017
less
2016)

*2,293

630

-503
-20
105

-146

*1,195

-258
*796

*996
*1,722

*-725
-367

*819
-23

*-697
*-536
-110
*1,658

*527

* Changes between the estimates are statistically different from zero at the 90 percent confidence level
1Details may not sum to totals because of rounding.

Total
Any health insurance

Private health insurance3

2016 2017

Margin Margin

of of
error2 error2

Number () Number (%)
216,203 1,145 217,007 1,158
141,013 750 141,463 749
81,594 666 80,988 773
2,131 117 2,053 134
12,503 317 12,753 338
2,512 144 2,423 139
42,272 552 43,246 517
6,633 231 6,702 240
134,162 765 134,502 751
119,497 661 120,622 767
90,853 669 92,394 721
28,643 441 28,228 468
21,517 413 20,841 419
119,766 685 120,460 691
6,293 218 6,425 228
29,512 541 29,273 510
19,102 383 18,445 343
13,820 323 13,627 328
31,698 498 32,889 576
19,342 432 19,801 419

Change
(2017
less
2016)

804

449

-606
-79
250
-89

*973

70
340

*1,125
*1,540

-416
*-676

694
132

-239
*-656
-193
*1,191

459

Government health insurance4

2016 2017
Margin Margin Change
of of (2017
error2 error2 less
Number () Number () 2016)r
119,361 1,018 121,965 1,086 *2,604
40,781 662 41,334 717 553
18,230 447 18,597 476 367
1,218 101 1,290 99 71
5,223 212 5,136 203 -86
1,394 96 1,309 90 -85
14,716 392 15,002 388 286
8,933 287 8,639 300 -294
30,989 558 31,744 572 *755
20,797 474 21,115 500 318
11,224 313 11,927 367 *703
9,573 286 9,189 283  *-385
19,984 395 20,218 484 235
33,883 547 34,340 594 457
5,806 218 5,677 217 -129
11,961 328 11,756 328 -205
6,324 227 6,439 221 115
3,454 171 3,449 153 -5
4,239 172 4,765 204 *525
2,098 122 2,254 130 156

Uninsured5

2016 2017
Margin Margin Change
of of (2017
error2 error2 less
Number  (4) Number () 2016)F
28,052 519 28,543 634 492
23,251 435 23,644 489 393
9,001 333 9,262 314 261
506 61 479 62 -27
2,707 132 2,652 146 -55
863 73 886 84 23
10,174 320 10,365 304 191
1,349 109 1,317 100 -32
21,902 417 22,327 466 425
16,682 385 17,068 379 386
10,528 292 10,741 286 213
6,154 225 6,327 244 173
6,568 247 6,576 256 8
19,353 386 19,449 446 96
4,205 189 3,989 197  -216
6,890 232 6,958 261 67
3,082 147 3,133 155 51
1,642 110 1,673 127 30
2,496 133 2,775 160 *279
1,038 86 922 82 *-116

2A margin of error (MOE) is a measure of an estimate’s variability. The larger the MOE in relation to the size of the estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval. MOEs
shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard Errors and Their Use” at <www?2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.
3 Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an individual from an insurance company, or coverage through someone outside the household.

4 Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), and care provided by the Department of Veterans Affairs and the military.
5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.

6The combined category "married” includes three individual categories: "married, civilian spouse present,” "married, armed forces spouse present,” and "married, spouse absent.”
7The sum of those with and without a disability does not equal the total because disability status is not defined for individuals in the armed forces.
Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health insurance during the year.

Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.
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Table A-3.

Number of People by Type of Health Insurance Coverage by Household Income and Income-to-Poverty Ratio: 2016 and 2017

(Numbers in thousands, margins of error in thousands. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www?2.census.gov/programs-surveys/cps/techdocs/cpsmar78pdf)

2016
Characteristic
Number
Total..........oe.ee 320,372
Household Income6
Lessthan $25,000......... 47,507
$25,000 to $49,999....... 62,357
$50,000 to $74,999....... 54,487
$75,000 to $99,999....... 43,902
$100,000 to $124,999... 33,406
$125,000 or more.......... 78,712
Income-to-Poverty
Ratio
Below 100 percent of
POVErtY. ..o 40,616
Below 138 percent of
POVErtY ..o 61,039
From 100 to 199
percent of poverty.......... 54,629
From 200 to 299
percent of poverty.......... 51,705
From 300 to 399
percent of poverty.... 42,562
At or above 400
percent of poverty.......... 130,398

2017

Number
323,156

46,682
62,187
53,710
44,982
32,108
83,487

39,698

61,174

56,004

51,354

41,649

133,844

Number

292,320

40,958
54,940
49,036
40,533
31,425
75,429

34,004

51,681

47,735

46,131

39,359

124,665

Margin

of
error2

)
541

779
967
797

730
1,034

683
820
876
825
753

1,256

Number

294,613

40,199
54,569
48,141
41,436
30,367
79,900

32,950

51,632

48,862

45,756

38,432

128,044

Margin Change

of
error2

)
662

797
981
860
864
769
1,251

806
927
906
850
860

1,343

Total

Any health insurance

Private health insurance3

2016
Margin
(2017 of
less error2
2016)* Number (%)
*2,293 216,203 1,145
-758 14,398 461
-371 32,584 685
-895 37,049 783
903 34,696 729
*1,057 27,822 656
*4,472 69,654 1,050
*-1,063 11,620 420
-49 19,001 537
1,127 24,786 671
-375 34,216 742
-927 32,525 640
*3,378 112,884 1,217

* Changes between the estimates are statistically different from zero at the 90 percent confidence level.

1Details may not sum to totals because of rounding.

2017

Margin

of
error2

Number (%)
217,007 1,158
14,071 460
31,800 706
35,844 732
34,733 805
26,787 703
73,771 1,204
11,185 490
19,159 577
25,492 632
33,119 692
31,940 790
115,059 1,301

Change
(2017
less
2016)1

804

-327
-784
*-1,205
38
*-1,035
*4,117

-434
158

706
*-1,097
-585

*2,175

Government health insurance4

2016

Margin

of
error2

Number (%)
119,361 1,018
32,259 668
32,708 744
20,369 531
11,697 389
7,483 342
14,845 458
25,826 585
38,522 692
30,518 651
19,631 478
13,258 448
29,793 575

2017

Margin

of
error2

Number (%)
121,965 1,086
31,920 664
32,986 756
20,031 524
13,014 483
7,831 351
16,182 523
24,934 647
38,329 798
31,192 667
20,519 559
12,478 420
32,376 629

Change
(2017
less
2016)1*

*2,604

-339
278
-338
*1,318
348
*1,337

*-892
-193
674
*887
*-780

*2,583

2016

Margin

of
error2

Number (%)
28,052 519
6,550 288
7,417 294
5,452 266
3,369 216
1,982 171
3,283 223
6,612 261
9,357 316
6,894 309
5,574 258
3,204 192
5,733 272

2017

Margin
of Change
error2 (2017 less
Number () 2016)1
28,543 634 492
6,482 304 -67
7,618 350 201
5,570 298 118
3,546 206 177
1,741 147 *-241
3,587 229 304
6,748 311 135
9,542 392 185
7,142 348 248
5,598 262 23
3,218 189 14
5,801 262 68

2A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval. MOEs

shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard Errors and Their Use” at <www?2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.

5Private health insurance includes coverage provided through an employer or union, coverage purchased directly by an individual from an insurance company, or coverage through someone outside the household.

“ Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), and care provided by the Department of Veterans Affairs and the military.
5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.

6The 2016 income estimates are inflation-adjusted and presented in 2017 dollars.
Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health insurance during the year.
Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.
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Table A-4.

Number of People by Type of Health Insurance Coverage by Selected Demographic Characteristics: 2016 and 2017

(Numbers in thousands, margins of errors in thousands. Population as of March of the following year. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www2.census.gov/programs-surveys/cps/techdocs/cpsmar78pdf)

Total

Any health insurance

2016 2017 Private health insurance3 Government health insurance4
2016 2017
Characteristic 2016 2017 2016 2017 2016 2017
Margin Margin Change Margin Margin Change Margin Margin Margin Margin Change
of of (2017 of of (2017 of of Change of of (2017
error2 error2 less error2 error2 less error2 error2(2017 less error2 error2 less
Number Number Number () Number (x) 2016)* Number (x) Number () 2016)¥ Number () Number () 2016)F Number () Number () 2016)r
Total............... 320,372 323,156 292,320 541 294,613 662 *2,293 216,203 1,145 217,007 1,158 804 119,361 1,018 121,965 1,086 *2,604 28,052 519 28,543 634 492
Family Status
In families 259,863 260,709 238,655 883 239,167 1,016 512 178,401 1,203 178,086 1,216 -315 94,707 936 96,220 1,084 *1,513 21,208 504 21,542 581 334
Householder 82,854 83,103 75,899 437 75,756 466 -143 58,954 458 58,182 458  *-773 30,074 335 30,712 435 *638 6,956 217 7,347 220 *391
Related children
under age 18 72,674 72,532 68,867 261 68,701 289 -166 45,793 440 45,988 487 195 30,180 481 30,327 473 148 3,807 194 3,831 234 24
Related children
under age 6 ............ 23,531 23,574 22,175 128 22,165 136 -10 13,848 224 13,950 236 101 10,603 238 10,594 235 -9 1,355 105 1,408 110 53
In unrelated subfamilies .. 1,208 1,054 1,045 135 924 117 -120 585 102 553 84 -32 587 89 479 83 -108 163 37 129 30 -34
Unrelated individuals....... 59,301 61,393 52,621 729 54521 779 *1,901 37,217 645 38,368 645 *1,151 24,067 437 25266 492  *1,199 6,680 227 6,872 278 192
Residence6
Inside metropolitan
statistical areas............ 276,682 280,048 252,748 2,587 255475 2,663 *2,727 189,505 2,011 190,316 2,218 811 99,424 1,584 102,358 1,570 *2,934 23,935 582 24,573 654 638
Inside principal cities.. 103,365 104,068 93,278 1,882 93,280 1,843 2 66,111 1,329 65,713 1,497 -398 39,170 1,108 39,721 1,033 551 10,088 405 10,788 463 *700
Outside principal
CIti€S et 173,317 175,980 159,470 2,442 162,195 2,437 *2,725 123,393 1,906 124,603 2,021 1,209 60,254 1,265 62,637 1,268 *2,383 13,847 491 13,785 459 -62
Outside metropolitan
statistical areas7 ........... 43,689 43,108 39,572 2,525 39,138 2,524 -434 26,699 1,723 26,691 1,747 -8 19,936 1,395 19,607 1,404 -329 4,117 371 3,970 343 -147
Race* and Hispanic
Origin
Wit oo 246,310 247,695 225497 491 226,621 552 *1,124 170,839 949 170,913 965 74 90,220 847 91,952 929  *1,732 20,813 455 21,075 526 262
White, not Hispanic___ 195,453 195530 183,139 422 183,168 437 29 144,398 839 143,181 793 *-1,216 70,136 701 71,550 804  *1,415 12,314 360 12,362 395 48
Black 42,040 42,564 37,612 227 38,052 211 *439 23,739 415 24,041 401 302 18,377 378 18,792 376 415 4,428 223 4,512 204 84
Asian... .. 18,897 19,484 17,455 208 18,071 237 *616 14,013 260 14,068 305 55 5,124 237 5,761 253 *637 1,442 134 1,413 133 -29
Hispanic (any race)........... 57,670 59,227 48,433 319 49,719 360 *1,286 30,192 453 31,672 562 *1,480 23,125 419 23,414 426 289 9,237 316 9,508 356 271
Nativity
Native born .. 276,518 277,748 256,338 767 256,827 849 488 189,946 1,126 189,503 1,104 -443 105,440 982 107,421 1,068 *1,981 20,180 438 20,921 513 *742
Foreign born. 43,854 45,408 35,982 538 37,786 664 *1,804 26,258 469 27,504 577 *1,247 13,921 389 14,544 396 *623 7,872 312 7,622 316 -250
Naturalized citizen. 20,409 21,854 18,684 405 19,918 468 *1,235 13,726 346 14,342 414 *616 7,591 259 8,191 280 *601 1,726 125 1,936 116 *210
Not a citizen 23,445 23554 17,298 380 17,868 450 *570 12,532 346 13,162 359 *630 6,330 262 6,353 266 22 6,147 269 5,687 263  *-460

* Changes between the estimates are statistically different from zero at the 90 percent confidence level

1Details may not sum to totals because of rounding.

2A margin of error (MOE) is a measure of an estimate's variability. The larger the MOE in relation to the size of the estimate, the
less reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidence interval.
MOESs shown in this table are based on standard errors calculated using replicate weights. For more information, see "Standard
Errors and Their Use” at <www?2.census.gov/library/publications/2018/demo/p60-264sa.pdf>.

3 Private health insurance includes coverage provided through an employer or union, coverage purchased directly by anindi-
vidual from an insurance company, or coverage through someone outside the household.

4 Government health insurance coverage includes Medicaid, Medicare, TRICARE, CHAMPVA (Civilian Health and Medical
Program of the Department of Veterans Affairs), and care provided by the Department of Veterans Affairs and the military.

5Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year.

6The 2016 estimates presented for residence may not match the previously published estimates due to a correction in the
assignment of principal city status for asmall number of households. For the definition of metropolitan statistical areas and princi-
pal cites, see <www.census.gov/programs-surveys/metro-micro/about/glossary.html>.

7The "Outside metropolitan statistical areas” category includes both micropolitan statistical areas and territory outside of
metropolitan and micropolitan statistical areas. For more information, see "About Metropolitan and Micropolitan Statistical Areas” at
<www.census.gov/population/metro/about>.

8Federal surveys now give respondents the option of reporting more than one race. Therefore, two basic ways of defining a
race group are possible. A group such as Asian may be defined as those who reported Asian and no other race (the race-alone or
single-race concept) or as those who reported Asian regardless of whether they also reported another race (the race-alone-or-in-
combination concept). This table shows data using the first approach (race alone). The use of the single-race population does not
imply that it is the preferred method of presenting or analyzing data. The Census Bureau uses a variety of approaches. Information
on people who reported more than one race, such as White and American Indian and Alaska Native or Asian and Black or African
American, is available from the 2010 Census through American FactFinder. About 2.9 percent of people reported more than one
race in the 2010 Census. Data for American Indians and Alaska Natives, Native Hawaiiansand Other Pacific Islanders, and those
reporting two or more races are not shown separately.

Note: The estimates by type of coverage are not mutually exclusive; people can be covered by more than one type of health
insurance during the year.

Source: U.S. Census Bureau, Current Population Survey, 2017 and 2018 Annual Social and Economic Supplements.



Table A-5.
Number of People Without Health Insurance Coverage by State: 2013, 2016, and 2017

(Numbers in thousands. Civilian noninstitutionalized population. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see www2.census.gov/programs-surveys
lacsltech_docs/accuracy/ACS_Accuracy_of _Data_2017.pdf)

Medicaid Difference in uninsured
expansion 2013 uninsured 2016 uninsured 2017 uninsured 2017 |
ess 2016 2017 less 2013
State state?
Yes (Y) or Margin of Margin of Margin of Margin of Margin of
No (N)1 Number error2(+) Number error2(+) Number error2(+) Number error2(x) Number error2(+)
United States...............c.... 45,181 200 27,304 162 28,019 188 *715 248 *-17,161 275
Alabama.. ..o N 645 17 435 14 449 16 14 22 *-197 23
Alaska.. +Y 132 7 101 6 98 6 -3 9 *-34 9
Arizona. Y 1,118 24 681 21 695 20 14 29 *-423 32
Arkansas.. Y 465 14 232 12 232 10 27 16 *.233 17
California Y 6,500 57 2,844 41 2,797 34 -47 53 *.3,704 67
Colorado.. Y 729 18 410 14 414 13 4 19 *-315 22
Connecticut... Y 333 14 172 11 194 12 *22 16 *-139 19
Delaware Y 83 6 53 5 51 5 -2 7 *-32 8
District of Columbia Y 42 4 26 4 26 4 z 6 *-16 6
Florida.. N 3,853 43 2,544 47 2,676 43 *132 64 *1,177 61
Georgia. N 1,846 30 1,310 30 1,375 29 *66 42 *-471 42
Hawaii.. Y 91 6 49 5 53 5 4 7 *-38 7
Idaho.... N 257 12 168 8 172 9 4 12 *-85 15
lllinois.... Y 1,618 27 817 20 859 23 *43 31 *-759 35
Indiana.. +Y 903 19 530 17 536 18 6 25 *-367 26
Y 248 9 132 8 146 8 *14 11 *-102 12
Kansas N 348 12 249 9 249 11 z 14 *-99 16
Kentucky.. Y 616 14 223 10 235 12 12 16 *-381 19
Louisiana. #Y 751 17 470 17 383 13 *-87 22 *-369 21
MalNE...ociiiieieeree e N 147 7 106 7 107 6 1 9 *-40 10
Maryland Y 593 17 363 16 366 15 2 22 *-228 23
Massachusetts... Y 247 10 171 10 190 10 *19 14 *-57 14
Michigan “Y 1,072 19 527 14 510 15 -17 20 *-562 24
Minnesota Y 440 14 225 10 243 11 *18 15 *-197 18
Mississippi N 500 16 346 12 352 15 6 19 *-148 22
Missouri. N 773 18 532 14 548 17 16 22 *-225 25
Montana.. +Y 165 8 83 6 88 6 4 8 *77 10
Nebraska.. N 209 9 161 9 157 7 -4 12 *-52 12
Nevada .... Y 570 17 330 13 333 13 2 19 *-237 21
New Hampshire.........c.ccooeeeunne ‘Y 140 7 78 6 7 5 -1 8 *-63 9
New Jersey Y 1,160 22 705 19 688 17 -17 26 *-472 28
New Mexico Y 382 13 188 10 187 12 -1 16 *-195 18
New York Y 2,070 30 1,183 26 1,113 27 *70 38 *-957 41
North Carolina... N 1,509 26 1,038 21 1,076 24 *38 32 *-433 36
Y 73 6 52 5 56 5 3 7 *-18 7
Y 1,258 21 644 18 686 22 *42 28 *-572 31
N 666 13 530 13 545 12 16 17 *-120 17
Oregon Y 571 15 253 10 281 12 *28 16 *-290 19
Pennsylvania. ‘Y 1,222 22 708 21 692 21 -16 30 *-530 31
Rhode Island. Y 120 7 45 5 48 4 3 7 *72 8
South Carolina........ccceevreeeenene. N 739 18 486 14 542 17 *56 22 *-197 25
South Dakota. N 93 5 74 4 7 5 3 7 *-16 7
Tennessee N 887 20 592 16 629 19 *37 25 *-258 27
Texas ... N 5,748 55 4,545 55 4,817 48 *272 73 *-931 73
N 402 13 265 12 282 12 17 17 *-120 18
Vermont.. Y 45 4 23 2 28 3 *5 4 *-17 5
Virginia ... N 991 22 715 21 729 21 14 30 *-261 31
Washington... Y 960 22 428 15 446 15 18 21 *-514 26
West Virginia. Y 255 10 96 6 109 7 *13 9 *-146 12
Wisconsin N 518 14 300 10 309 11 9 15 *-208 17
WYOMING. oo N 7 5 67 6 70 7 3 9 -7 8

* Statistically different from zero at the 90 percent confidence level.

AExpanded Medicaid eligibility after January 1 2014, and on or before January 1,2015.

+ Expanded Medicaid eligibility after January 1, 2015, and on or before January 1,2016.

# Expanded Medicaid eligibility after January 1,2016, and on or before January 1, 2017.

Z Represents or rounds to zero.

1Medicaid expansion status as of January 1, 2017. For more information, see <www.medicaid.gov/state-overviews/index.htm|>.

2 Data are based on a sample and are subject to sampling variability. A margin of error is a measureof anestimate's variability. The larger the margin of error is in relation to the size of the estimate, the less
reliable the estimate. This number, when added to and subtracted from the estimate, forms the 90 percent confidenceinterval.

Note: Differences are calculated with unrounded numbers, which may produce different results from using the rounded values in the table.

Source: U.S. Census Bureau, 2013,2016, and 2017 American Community Survey 1-Year Estimates.
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APPENDIX B. ESTIMATES OF HEALTH INSURANCE COVERAGE

Quality of Health Insurance Coverage
Estimates

The Current Population Survey Annual
Social and Economic Supplement
(CPS ASEC) is used to produce official
estimates of income and poverty, and
it serves as the most widely cited
source of estimates on health insur-
ance and the uninsured. Detailed
health insurance questions have been
asked in the CPS ASEC since 1988 as
a part of a mandate to collect data on
noncash benefits.

However, researchers have questioned
the validity of the health insurance
estimates in the previous version

of the CPS ASEC.1In particular, the
estimate of the uninsured in the previ-
ous calendar year was not in line with
other federal surveys or administra-
tive records, indicating that the CPS

‘The issues with the traditional CPS ASEC
health insurance estimates have been well
established, as discussed in the Census Bureau's
annual publication on health insurance. The
Income, Poverty, and Health Insurance Coverage
in the United States report has detailed the
issues with the CPS estimates. For an example,
see page 22 in the report, P60-245, Income,
Poverty, and Health Insurance Coverage in the
United States: 2012 at <www.census.gov/content
Icensus/en/library/publications/2013/demo
/p60-245.htm|>.

U.S. Census Bureau

ASEC did not capture as much health
insurance coverage in comparison.2
Additionally, these concerns extended
to undercounting Medicaid enroll-
ment and general misreporting of the
source and timing of health insurance
coverage.3To address these con-
cerns, the U.S. Census Bureau sub-
stantially redesigned the CPS ASEC
health insurance module to improve
estimates of health insurance cover-
age. Evaluation of the new questions
included over a decade of research,
including focus groups, cognitive
interviews, and two national field
tests.4

2See Jacob A. Klerman, Michael Davern,
Kathleen Thiede Call, Victoria Lynch, and
Jeanne D. Ringel, "Understanding the Current
Population Survey’s Insurance Estimates and
the Medicaid 'Undercount,” Health Affairs—
Web Exclusive: w991-w1001, 2009. Available at
<http://content.healthaffairs.Org/content/28/6
/w991>,

3See Kathleen T. Call, Michael E. Davern,
Jacob A. Klerman, and Victoria Lynch,
"Comparing Errors in Medicaid Reporting across
Surveys: Evidence to Date,” Health Services
Research, 48(2P+1), 2013, pp. 652-664. Available
at <http:/fonlinelibrary.wiley.com/doi/10.1111
1j.1475-6773.2012.01446.x/ful I>.

3See the infographic "Improving Health
Insurance Coverage Measurement: 1998-2014, A
History of Research and Testing” at <www.census
.gov/content/dam/Census/newsroom/press-kits
/2015/health_insurance_research.pdf>.

In 2014, the Census Bureau imple-
mented changes to the CPS ASEC,
including a complete redesign of the
health insurance questions. Due to the
differences in measurement, health
insurance estimates for calendar year
2013 and later years are not directly
comparable to previous years; this
report does not compare estimates
from the redesigned CPS ASEC to the
previous version of the health insur-
ance questions. Researchers should
use caution when comparing results
over time. In particular, the estimate of
the uninsured population is lower than
in previous years, since the redesigned
questions capture more health insur-
ance coverage than the preceding
CPS ASEC. For more information on
why the CPS ASEC was redesigned, as
well as the results from the 2013 field
test, see <www.census.gov/topics
/health/health-insurance/guidance
Icpsasec-redesign.html>.
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APPENDIX C. REPLICATE WEIGHTS

Beginning with the 2011 Current
Population Survey Annual Social
and Economic Supplement (CPS
ASEC) report, the variance of CPS
ASEC estimates used to calculate
the standard errors and confidence
intervals displayed in the text tables
are calculated using the Successive

Difference Replication (SDR) method.1

This method involves the computa-
tion of a set of replicate weights,
which account for the complex survey
design of the CPS. The SDR method
has been used to estimate variances
in the American Community Survey
since its inception.

Before 2011, the standard errors of
CPS ASEC estimates were calculated
using a Generalized Variance Function
(GVF) approach. Under this approach,
generalized variance parameters
were used in formulas provided in the
source and accuracy statement to
estimate standard errors.

1 Robert E. Fay and George F. Train, "Aspects

of Survey and Model-Based Postcensal
Estimation of Income and Poverty Characteristics
for States and Counties,” Proceedings of the
Section on Government Statistics, American
Statistical Association, Alexandria, VA, 1995,

pp. 154-159.

U.S. Census Bureau

One study found that the CPS ASEC
GVF standard errors performed
poorly against more precise Survey
Design-Based (SDB) estimates.2In
most cases, results indicated that
the published GVF parameters sig-
nificantly underestimated standard
errors in the CPS ASEC. This and
other critiques prompted the Census
Bureau to transition from using the
GVF method of estimating standard
errors to using the SDR method of
estimating standard errors for the
CPS ASEC. In 2009, the U.S. Census
Bureau released replicate weights for
the 2005 through 2009 CPS ASEC
collection years and has released rep-
licate weights for 2010 to 2018 with
the release of the CPS ASEC public-
use data.

Following the 2009 release of CPS
ASEC replicate weights, another
study compared replicate weight
standard error estimates with SDB

2 Michael Davern, Arthur Jones, James
Lepkowski, Gestur Davidson, and Lynn A.
Blewett, "Unstable Inferences? An Examination
of Complex Survey Sample Design Adjustments
Using the Current Population Survey for Health
Services Research,” inquiry, Vol. 43, No. 3, 2006,
pp. 283-297.

estimates.3 Replicate weight esti-
mates performed markedly better
against SDB standard errors than
those calculated using the published
GVF parameters.

Since the published GVF parameters
generally underestimated standard
errors, standard errors produced
using SDR may be higher than in
previous reports. For most CPS ASEC
estimates, the increase in standard
errors from GVF to SDR will not alter
the findings. However, marginally
significant differences using the GVF
may not be significant using replicate
weights.

The Census Bureau will continue to
provide the GVF parameters in the
source and accuracy statement.

3 Michel Boudreaux, Michael Davern, and
Peter Graven, "Alternative Variance Estimates in
the Current Population Survey and the American
Community Survey,” presented at the 2011
Annual Meeting of the Population Association of
America. Available at <http:/fpaa2011.princeton
.edu/papers/112247>.
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APPENDIX D. ADDITIONAL DATA AND CONTACTS

Press releases, briefings, and data are available on the U.S. Census Bureau’s Health Insurance Web site. The Web site may
be accessed through the Census Bureau’s home page at <www.census.gov> or directly at <www.census.gov/topics/health

/health-insurance.htmi>.

For assistance with health insurance data, contact the Census Bureau Customer Services Center at 1-800-923-8282
(toll-free), or search your topic of interest using the Census Bureau’s “Question and Answer Center” found at

<https:Aask.census.gov>.

Customized Tables

The CPS Table Creator
www.census.gov/cps/data
Icpstablecreator.html

Gives data users the ability to create
customized tables from the Current
Population Survey Annual Social and
Economic Supplement (CPS ASEC).
Table Creator can be used access data
back to the 2003 CPS ASEC.

American FactFinder
http:Afactfinder.census.gov
Provides access to data about the
United States, Puerto Rico, and the
Island Areas. The tabular data in
American FactFinder come from
several censuses and the American
Community Survey (ACS).

Public-Use Microdata

CPSASEC

Microdata for the 2015 CPS ASEC and
earlier years are available online at
<http:Athedataweb.rm.census.gov
Iftp/cps_ftp.html#cpsmarch>.
Technical methods have been applied
to CPS microdata to avoid disclos-
ing the identities of individuals from
whom data were collected.

U.S. Census Bureau

ACS

The ACS Public-Use Microdata
Sample files (PUMS) are a sample of
the actual responses to the ACS and
include most population and housing
characteristics. These files provide
users with the flexibility to prepare
customized tabulations and can be
used for detailed research and analy-
sis. Files have been edited to protect
the confidentiality of all individuals
and of all individual households. The
smallest geographic unit that is identi-
fied within the PUMS is the Public-Use
Microdata Area (PUMA). These data
are available online at <http:Acensus
.gov/programs-surveys/acs/technical
-documentation/pums.htmi>. Because
the PUMS file is a sample of the ACS,
estimates of health insurance cover-
age may differ slightly.

Topcoding

In the Census Bureau’s long history of
releasing public-use microdata files
based on the CPS ASEC, the Census
Bureau has censored the release of
“high dollar” amounts, such as medi-
cal out-of-pocket expenses (MOOP)
and income, in order to meet the

requirements of Title 13.1This process
is often called topcoding. During the
period prior to the March 1996 survey,
topcoding was applied by limiting
the values for dollar amounts to be
no greater than a specified maximum
value (the topcode). Values above the
maximum were replaced by the maxi-
mum value. Beginning with the 1996
survey, the topcoding method was
modified so that mean values were
substituted for all amounts above the
topcode. Using the mean value for all
amounts above the topcode made it
impossible to examine the distribu-
tions above the topcode. In an effort
to alleviate this problem and improve
the overall usefulness of the CPS
ASEC, the Census Bureau sponsored
research on methods that both met
Title 13 requirements and preserved
the distributions above the topcode.
This research led to the implementa-
tion in the 2011 ASEC of rank proxim-
ity swapping methods that switch
dollar amounts above the topcode for
respondents that are of similar rank.
Swapped amounts are rounded fol-
lowing the swapping process to pro-
vide additional disclosure avoidance.

1For more information, see <www.census
.gov/about/policies/privacy/data_stewardship
/federal_law.htmI>.
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FOR IMMEDIATE RELEASE: WEDNESDAY, SEPTEMBER 12,2018

Income, Poverty and Health Insurance Coverage
In the United States: 2017

SEPTEMBER 12, 2018
RELEASE NUMBER CB18-144

SEPT. 12,2018 —The U.S. Census Bureau announced
today that real median household income increased by
1.8 percent between 2016 and 2017, while the official
poverty rate decreased 0.4 percentage points. At the
same time, the number of people without health
Insurance coverage and the uninsured rate were not

statistically different from 2016.

Median household income in the

United States in 2017 was $61,372, an

Increase in real terms of 1.8 percent

from the 2016 median income of

$60,309. This is the third consecutive annual increase

In median household income.
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The nation’s official poverty rate in 2017 was 12.3
percent, with 39.7 million people in poverty. The
number of people in poverty in 2017 was not
statistically different from the number in poverty in
2016. The 0.4 percentage-point decrease in the
poverty rate from 2016 (12.7 percent) to 2017 represents
the third consecutive annual decline in poverty. Since
2014, the poverty rate has fallen 2.5 percentage points,
from 14.8 percent to 12.3 percent.

The percentage of people without health insurance
coverage for the entire 2017 calendar year was 8.8
percent, or 28.5 million, not statistically different from
2016 (8.8 percent or 28.1 million people). Between 2016
and 2017, the number of people with health insurance

coverage increased by 2.3 million, up to 294.6 million.

These findings are contained in two reports: Income
and Poverty in the United States: 2017 and Health

Insurance Coverage in the United States: 2017.

Another Census Bureau report, The Supplemental
Poverty Measure: 2017, was also released today. The
supplemental poverty rate in 2017 was 13.9 percent, not

statistically different from the 2016 supplemental v page newrre «

|
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poverty rate of 14.0 percent. The Supplemental Poverty
Measure (SPM) provides an alternative way of
measuring poverty in the United States and serves as
an additional indicator of economic well-being. The
Census Bureau has published poverty estimates using
the SPM annually since 2011 with the collaboration of

the Bureau of Labor Statistics.

The Current Population Survey, sponsored jointly by
the Census Bureau and Bureau of Labor Statistics, IS
conducted every month and is the primary source of
labor force statistics for the U.S. population; it is used
to calculate the monthly unemployment rate
estimates. Supplements are added in most months; the
Annual Social and Economic Supplement is designed to
give annual, national estimates of income, poverty and
health insurance numbers and rates. The most recent
Annual Social and Economic Supplement was
conducted nationwide (February, March and April
2018) and collected information about income and
health insurance coverage during the 2017 calendar

year.
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The Current Population Survey-based income and
poverty report includes comparisons with the previous
year, and historical tables in the report contain
statistics back to 1959. The health insurance report is
based on both the Current Population Survey and the
American Community Survey. State and local income,
poverty and health insurance estimates will be
released Thursday, Sept. 13, from the American

Community Survey.

Income

* Median household income in the United States in 2017 was $61,372, an increase in
real terms of 1.8 percent from the 2016 median income of $60,309. This is the third
consecutive annual increase in median household income.

* The 2017 real median income of family households increased 1.4 percent from 2016
to $77,713. Real median income for married-couple households increased 1.6 percent
between 2016 and 2017. The difference between the 2016-2017 percentage change in
median income for family households (1.4 percent) and married-couple households
(1.6 percent) was not statistically significant. (Afamily household is a household with
a householder who is related to a least one other person in the household by birth,
marriage or adoption.)

Race and Hispanic Origin

(Race data refer to people reporting a single race only;

Hispanics can be of any race.)

» The real median income of households maintained by non-Hispanic whites ($68,145)
and Hispanics ($50,486) increased 2.6 percent and 3.7 percent, respectively, between
2016 and 2017. This is the third annual increase in median household income for
these two groups. Among the race groups, households maintained by Asigj&jhli~dfeipfui? x
highest median income in 2017, $81,331. The differences between the 2016-2(El7es 0 Nb



percentage changes in median income for non-Hispanic white (2.6 percent) and
Hispanic (3.7 percent) households were not statistically significant.

Nativity

* The real median income of households maintained by a native-born person
increased 1.5 percent between 2016 and 2017, while the 2017 real median income of
households maintained by a foreign-born person was not statistically different from
2016. The difference between the 2016-2017 percentage changes in median income
for households maintained by a foreign-born person and those maintained by a
native-born person was not statistically significant.

Earnings

» The 2017 real median earnings of all male workers increased 3.0 percent from 2016
to $44,408, while real median earnings for their female counterparts ($31,610) saw no
statistically significant change between 2016 and 2017.

» In 2017, the real median earnings of men ($52,146) and women ($41,977) working full-
time, year-round each decreased from their respective 2016 medians by 11 percent.
The 2017 female-to-male earnings ratio was 0.805, not statistically different from
the 2016 ratio. The difference between the 2016-2017 percentage change in median
earnings for men and women working full-time, year-round was not statistically
significant.

* The number of men and women working full-time, year-round increased by 14
million and 1.0 million, respectively, between 2016 and 2017. The difference between
the 2016-2017 increases in the number of men and women working full-time, year-
round was not statistically significant.

Poverty

» The official poverty rate in 2017 was 12.3 percent, down 0.4 percentage points from
12.7 percent in 2016. This is the third consecutive annual decline in poverty. Since
2014, the poverty rate has fallen 2.5 percentage points, from 14.8 percent to 12.3
percent.

In 2017, there were 39.7 million people in poverty, not statistically different from the
number in poverty in 2016.

From 2016 to 2017, the number of people in poverty decreased for people in families;
people living in the West; people living outside metropolitan statistical areas; all

workers; workers who worked less than full-time, year-round; people with a

disability; people with a high school diploma but no college degree; and people with

some college but no degree. Is this page helpful? x

I"?Yes Q no



Age

» Between 2016 and 2017, the poverty rate for adults ages 18 to 64 declined 0.4
percentage points, from 11.6 percent to 11.2 percent, while poverty rates for
individuals under age 18 and for people age 65 and older were not statistically
different from 2016.

Education

» Between 2016 and 2017, people with at least a bachelor's degree were the only group
to have an increase in the poverty rate or the number of people in poverty. Among
this group, the poverty rate increased 0.3 percentage points and the number in
poverty increased by 363,000 individuals between 2016 and 2017. Even with this
increase, among educational attainment groups, people with at least a bachelor’s
degree had the lowest poverty rates in 2017.

Supplemental Poverty Measure

The Supplemental Poverty Measure (SPM) extends the
official poverty measure by taking into account many
of the government programs designed to assist low-
iIncome families and individuals that are not included

In the current official poverty measure.

The SPM released today shows:

* In 2017, the overall SPM rate was 13.9 percent. This is not statistically different from
the 2016 SPM rate of 14.0.

* The SPM rate for 2017 was 1.6 percentage points higher than the official poverty rate
of 12.3 percent.

» There were 16 states plus the District of Columbia for which SPM rates were higher
than official poverty rates, 18 states with lower rates, and 16 states for which the
differences were not statistically significant.

Social Security continued to be the most important anti-poverty program, moving
27.0 million individuals out of poverty. Refundable tax credits moved 8.3 million
people out of poverty.



Age

» SPM rates were not statistically different for any of the major age categories in 2017
compared with 2016. SPM rates for individuals under age 18 were 15.6 percent, which
is not statistically different than 15.2 percent in 2016.

* The percentage of individuals age 65 and older with SPM resources below half their
SPM threshold was 4.9 percent in 2017.

While the official poverty measure includes only pretax
money income, the supplemental poverty measure
adds the value of in-kind benefits, such as the
Supplemental Nutrition Assistance Program, school

lunches, housing assistance and refundable tax credits.

Additionally, the SPM deducts necessary expenses for
critical goods and services from income. Expenses that
are deducted include: taxes, child care, commuting
expenses, contributions toward the cost of medical
care and health insurance premiums, and child
support paid to another household. The SPM permits
the examination of the effects of government transfers
on poverty estimates. For example, not including
refundable tax credits (the Earned Income Tax Credit
and the refundable portion of the child tax credit) In
resources, the poverty rate for all people would have
been 16.5 percent rather than 13.9 percent. The SPM

Is g page helpful? x
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does not replace the official poverty measure and will
not be used to determine eligibility for government

programs.

Health Insurance

* In 2017, 8.8 percent of people, or 28.5 million, did not have health insurance at any
point during the year. The uninsured rate and number of uninsured in 2017 were not
statistically different from 2016 (8.8 percent or 28.1 million).

» The percentage of people with health insurance coverage for all or part of 2017 was
91.2 percent, not statistically different from the rate in 2016 (91.2 percent). Between
2016 and 2017, the number of people with health insurance coverage increased by 2.3
million, up to 294.6 million.

» Between 2016 and 2017, the percentage of people without health insurance coverage
at the time of interview decreased in three states and increased in 14 states.

Coverage Types

* In 2017, private health insurance coverage continued to be more prevalent than
government coverage, at 67.2 percent and 37.7 percent, respectively. Of the subtypes
of health insurance coverage, employer-based insurance was the most common,
covering 56.0 percent of the population for some or all of the calendar year, followed
by Medicaid (19.3 percent), Medicare (17.2 percent), direct-purchase coverage (16.0
percent), and military coverage (4.8 percent).

» Between 2016 and 2017, the rate of Medicare coverage among all people increased by
0.6 percentage points to cover 17.2 percent of people for part or all of 2017 (up from
16.7 percent in 2016). This increase was partly due to growth in the number of people
age 65 and over. The population 65 years and older did not have a statistically
significant change in the Medicare coverage rate between 2016 and 2017. However,
the percentage of the U.S. population 65 years and older increased between 2016
and 2017.

» The military coverage rate increased by 0.2 percentage points to 4.8 percent during
this time. Coverage rates for employment-based coverage, direct-purchase
coverage, and Medicaid did not statistically change between 2016 and 2017.

Age

 In 2017, the percentage of uninsured children under age 19 (5.4 percent) Av&4ntti(?9e helpful? x
statistically different from the percentage in 2016. ves  Q No



» For children under age 19 in poverty, the uninsured rate (7.8 percent) was higher
than for children not in poverty (4.9 percent).

» In 2017, adults age 65 and over and children under age 19 were more likely to have
had health insurance coverage (98.7 percent and 94.6 percent, respectively)
compared with adults ages 19 to 64 (87.8 percent).

Race and Hispanic Origin

(Race data refer to people reporting a single race only;

Hispanics can be of any race.)

» Between 2016 and 2017, the uninsured rate did not statistically change for any race
or Hispanic origin group.

* In 2017, non-Hispanic whites had the lowest uninsured rate among race and
Hispanic-origin groups (6.3 percent). The uninsured rates for blacks and Asians were
10.6 percent and 7.3 percent, respectively. Hispanics had the highest uninsured rate
(16.1 percent).

Regional trends are available for income, poverty and
health insurance in each respective report, as well as

state level data for health insurance.

State and Local Estimates From the American Community Survey

State-level health insurance data from the American
Community Survey are included in this report. On
Thursday, Sept.13, the Census Bureau will release all
2017 single-year estimates of median household
Income, poverty and health insurance for all states,
counties, places and other geographic units with

populations of 65,000 or more from the America* gddu?x



Community Survey. These statistics will include
numerous social, economic and housing
characteristics, such as language, education,
commuting, employment, mortgage status and rent.
Subscribers will be able to access these estimates on

an embargoed basis.

The American Community Survey provides a wide
range of important statistics about people and housing
for every community (i.e., census tracts or
neighborhoods) across the nation. The results are used
by everyone from town and city planners to retailers
and homebuilders. The survey is the only source of

local estimates for most of the 40 topics it covers.

The Current Population Survey Annual Social and
Economic Supplement and American Community
Survey are subject to sampling and nonsampling
errors. All comparisons made in each respective report
have been tested and found to be statistically
significant at the 90 percent confidence level, unless

otherwise noted.
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For additional information on the source of the data
and accuracy of the Income, Poverty and Health
Insurance estimates, visit
<https://www2.census.gov/library/publications/2018
/demo/p60-263sa.pdf>.
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Who Are the Uninsured? Health

Most Uninsured Were Working-Age Adults

EDWARD BERCHICK | SEPTEMBER 12, 2018
In 2017, the number of people without health insurance increased to 28.0
million, up from 27.3 million the year before, according to the latest American

Community Survey data released today.

Who are these millions of people who lack health insurance coverage? Are they
young or old? Are they more likely to live in one region of the country? Are

they poorer or less educated than those who are insured?

So who were the uninsured? They tended to be 19 to 64 years

old, male, have less than a high school education and/or have

lower incomes.
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Age Of The Uninsured

Working-age adults made up a much larger share of the uninsured population
than any other age group. In fact, most uninsured people (84.6 percent) were
19- to 64-year-olds.

The two largest groups in that age range are 26- to 34-year-olds and 35- to
44-year-olds. About 1in 4 uninsured people were 26 to 34 years old, and about

1in 5 people ages 34 to 44.

But that’s not all the figure below tells us.

» Over half of all people without health insurance coverage were male (54.6
percent), even though the U.S. population has more women than men.

* About4 in 10 uninsured people were non-Hispanic white, while nearly 6 in
10 people in the United States were non-Hispanic white.

» Other races and ethnic groups made up the majority of the uninsured
population but less than half (39.3 percent) of the total population.

* The uninsured were disproportionately concentrated in the South.
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The new data also show that 14.0 percent of those without health insurance
are under 19 years old. That number may seem a bit high but it is relatively low
considering that children were almost one-quarter of the U.S. population last

year.

By contrast, only a small fraction of the uninsured —just 1.4 percent —were

age 65 and over.

Social and Economic Factors
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Most people without health insurance coverage had a high school education or
less. People who did not complete high school made up a much larger part of
the uninsured population (26.9 percent) than the overall population (11.8

percent).

The uninsured population was also disproportionately more likely to live in
poverty. About 1in 3 uninsured workers were in service occupations,

compared with about 1in 5 workers in the U.S. overall.

Profile of the Uninsured

So who were the uninsured? They tended to be 19 to 64 years old, male, have
less than a high school education and/or have lower incomes. This profile is

fairly different from the profile of the overall U.S. population.

The large sample size of the American Community Survey provides a detailed

look at the characteristics of populations such as the uninsured. s this page helpful? x
"7 Yes No



To find out more about the uninsured population, such as employment
characteristics, disability status, nativity and residence, or about the
uninsured population in smaller geographic areas (states, counties and zip
codes), see Table S2702 in American FactFinder. (“Selected Characteristics of

the Uninsured in the United States™).

EdwardBerchickis a demographerin the U.S. Census Bureau’ Social,

Economic, and Housing Statistics Division.
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About

America Counts tells the stories behind the numbers in a new inviting way.
We feature stories on various topics such as families, housing, employment,
business, education, the economy, emergency preparedness, and
population. Contact our Public Information Office for media inquiries or

interviews.
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The entire list of stories is available to you.

Use the hashtag #AmericaCounts to share this story on social media.

This story was posted in: Health
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W ith support from the Robert Wood Johnson Foundation (RWJF), the Urban Institute

Is undertaking a comprehensive monitoring and tracking project to examine the
implementation and effects of health reform. The project began in May 2011 and will take
place over several years. The Urban Institute will document changes to the implementation
of national health reform to help states, researchers and policymakers learn from the process
as it unfolds. Reports that have been prepared as part of this ongoing project can be found
at www.rwjf.org and www.healthpolicycenter.org.

EXECUTIVE SUMMARY

The primary health insurance coverage reforms ofthe
Affordable Care Act (ACA) began to take effect on January
1,2014. Between 2013 and 2016, the most recent year of
American Community Survey (ACS) data available, the share of
nonelderly Americans aged 0 to 64 without health insurance
fell from 17.0 percentto 10.0 percent, meaning 18.5 million
more Americans with health insurance coverage during the
first three years of ACA implementation. Virtually all of these
gains are attributable to the ACA, as uninsurance had been
predicted to be stable over this period without the ACA.1
Moreover, there were secular declines in employer-sponsored
insurance between 2000 and 2013.2Holding demographic,
socioeconomic, and region characteristics constant, we

would still expect to see a 6.9 percentage point reduction
in the uninsured between 2013 and 2016, suggesting that
the ACA, not economic improvement, was responsible for
coverage gains.

The changes in coverage types between 2013 and 2016 also
reflect the primary coverage expansions ofthe ACA, which
included an expansion of Medicaid eligibility in 31 states and
the District of Columbia as of July 1,2016, and availability

of subsidized coverage through the health insurance
marketplaces. Ofthe 18.5 million person increase in coverage,
10.9 million more people had Medicaid coverage and 6.3

million more people had private non-group coverage (such

Executive Summary Figure 1: Share of Nonelderly (0-64) by Coverage Type, 2013-2016

| 2013 | 2016
56.2%  56.9%*
Employer Medicaid and CHIP Private Non-group Uninsured
Change in millions 3.2 million 10.9 million 6.3 million -18.5 million

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access DataAssistance CenteA
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

*Estimate is significantly differentfrom estimatefor 2013 atthe 0.05 level
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Executive Summary Figure 2: Percentage Point Changes in Health Insurance Coverage by State

Medicaid Expansion Status, 2013-2016

| Employer

5.9%*

Medicaid expansion states

Change in population 0.3 million
Change in uninsured -12.6 million
Share uninsured in 2016 7.6 percent

Medicaid and CHIP

Private Non-group | Uninsured

3.7%*

-6.1% *
-7.7%*

Non-expansion states

2.1 million
-5.9 million

13.7 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access Data Assistance Center8
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 3.

*Percentage point change is statistically significantat the 5 percent level

as that offered through the marketplaces). In addition, 3.2
million more nonelderly Americans had employer-sponsored
insurance in 2016 compared to 2013, reflecting the growth
in the size ofthe workforce (5.9 million) as the recovery from
the Great Recession continued, and potentially increased
take-up of employer-sponsored insurance due to the
individual mandate.

Medicaid expansion states saw larger reductions in the
uninsured rate under the ACA than non-expansion states,
mainly through gains in Medicaid coverage. Between
2013 and 2016, the uninsured rate fell by more than half
in Medicaid expansion states (15.3 percentto 7.6 percent),
meaning 12.6 million more nonelderly Americans had
coverage in those states. Ofthose 12.6 million additional
people with coverage, 9.7 million more had Medicaid
coverage. Non-expansion states had less dramatic but
still large reductions in the uninsured rate, which fell from
19.8 percentto 13.7 percent (a 31 percent decline), largely
through gains in private non-group coverage and employer-
sponsored insurance.

Coverage gains between 2013 and 2016 were spread broadly
across demographic groups, with all age groups, racial and ethnic
groups, education levels, income groups, and workers'industry

types we studied gaining coverage. Across all demographic
groups, coverage gains were largestfor people with incomes
below 138 percent ofthe federal poverty level, the group
targeted by the ACA Medicaid expansion. Other groups with
large decreases in uninsurance were Hispanic nonelderly, young
adults aged 19 to 25, and adults with a high school education or
less. Finally, adults working in industries that are traditionally less
likely to offer employer-sponsored insurance, such as retail and
construction, also had large gains in coverage, notthrough gains
in employer-sponsored coverage, but through Medicaid and
private non-group insurance.

Overall, coverage gains were significant and broadly
distributed. While Medicaid expansion states fared particularly
well in reducing their uninsured rates, non-expansion

states still saw significant gains in coverage through private
sources. Coverage patterns before and after the ACA differed
significantly by demographics, income, region, and state
Medicaid expansion status, however. This means that the
changes in policy that will adversely affect the availability and
cost of coverage in the marketplaces implemented beginning
in early 2017 by the current administration will not have
uniform effects by demographic groups or across the country
and may be particularly adverse in non-expansion states with
large gains in private non-group coverage.
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INTRODUCTION

Between 2013 and 2016, the effects ofthe Great Recession
subsided, and the economy improved. Gross Domestic
Product (GDP) grew from $15.6 trillion to $16.7 trillion,3and
the unemployment rate fell from 7.4 percentto 4.9 percent.4
These economic improvements were also reflected in
household incomes, with the median household income
increasing from $55,214 in 2013 to $59,039 in 2016.5Poverty
rates also declined over this period, from 14.5 percent in 2013
to 12.7 percent in 2016.6These improvements in national and
household economic circumstances would be expected to
reduce uninsurance on their own to some extent.7In addition,
the major health insurance reforms of the Affordable Care Act
(ACA) went into effect on January 1,2014, broadly increasing
access to coverage. The ACA's key coverage expansions
include guaranteed issue and modified community rating in
the non-group and small group health insurance markets,
minimum standards for private insurance plans, subsidies to

DATA AND METHODS

This study uses data from the 2013 and 2016 American
Community Survey (ACS) Integrated Public Use Microdata
Sample (IPUMS) files created by the Minnesota Population
Center.11The ACS is conducted annually by the U.S. Census
Bureau through the mail with in-person follow-up for non-
respondents. The ACS has the largest sample size of any
survey collecting health insurance information, sampling
approximately 3 million Americans per year. The health
insurance questions are point-in-time and the survey is mailed
throughout the year, so our estimates represent an average
level of coverage for 2013 and 2016.

We focus our analyses on the civilian, noninstitutionalized,
nonelderly population aged 0 to 64, as this population was
the most likely to be affected by the ACA coverage expansions
(almost all legal U.S. residents age 65 and over have insurance
coverage through the Medicare program). The family
structures and corresponding income estimates presented

in this brief are based on Health Insurance Units (HIUs),

which represent household or family units that are typically
eligible to purchase health insurance together.The HIUs used
in this briefwere developed by State Health Data Access

Data Assistance Center and made available through the
IPUMS.22Incomes for HIUs are compared to the appropriate
Federal Poverty Level (FPL) for each year, which isthe income
standard used to determine eligibility for Medicaid and health
insurance marketplace subsidies.

purchase private non-group health insurance in new health
insurance marketplaces, expansion of Medicaid eligibility to
childless adults with incomes up to 138 percent ofthe Federal
Poverty Level (FPL) in 31 states and the District of Columbia
as ofJuly 1,2016,8and an individual mandate requiring most
Americans to have health insurance coverage.

Studies using a variety of data sources have shown
significant reductions in uninsurance under the ACA, as well
as decreasing racial and ethnic disparities in uninsurance.9
For example, the National Health Interview Survey found

a 6.2 percentage point reduction in the uninsured rate

for nonelderly Americans between 2013 and 2016, from

16.6 percentto 10.4 percent.10This study uses the American
Community Survey (ACS) to expand on prior analyses by
exploring changes in coverage type between 2013 and 2016
overall and for key demographic and income subgroups.

Our estimates of coverage type reflect several adjustments
to health insurance coverage as reported on the ACS.

First, the Urban Institute has developed a series of health
insurance coverage edits for the ACS to correct for known
inaccuracies in survey-based estimates of health insurance
coverage.13In particular, research has found that the ACS
data over-represent private non-group coverage relative to
other surveys and underrepresent Medicaid and Children's
Health Insurance Program (CHIP) coverage among children
relative to administrative data.14These logical coverage
edits reassign coverage types for respondents when

other information collected in the ACS, such as receipt of
Supplemental Nutrition Assistance Program or other public
assistance, implies that a respondent's coverage has likely
been misdassified.15

Second, respondents are able to select multiple health
insurance coverage types in the ACS. We assigned
respondents to a single coverage type based on the following
hierarchy: employer-sponsored insurance (ESI); Medicaid

or CHIP; Medicare, Veteran's Affairs (VA), or Civilian Health
and Medical Program ofthe Uniformed Services (CHAMPUS,
or military coverage); private non-group; and uninsured.
Those respondents who reported only Indian Health Service
coverage are considered uninsured. This brief does not show
estimates for Medicare, CHAMPUS, and VA coverage, as such
coverage changes little for the nonelderly population from
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year to year. Approximately 3.0 percent ofthe nonelderly
had Medicare, CHAMPUS, orVA coverage in 2016, up
0.2 percentage points from 2013.

Unless otherwise noted, the figures shown in this brief provide
percentage-point changes in health insurance coverage
between 2013 and 2016. Because all respondents have been
assigned a single coverage type, percentage-point changes
among all coverage types within a given demographic or
income group add up to zero. However, because Medicare
and CHAMPUS are not shown, the percentage-point changes
shown in each figure will not add precisely to zero for all
groups. Full tables, including Medicare and CHAMPUS
coverage, are available in the Appendix.

RESULTS

Demographic and Income Trends, 2013-2016

Between 2013 and 2016, the nonelderly population in the
U.S. grew by 2.4 million people (Figure 1 and Table 1). There
were a roughly equal number of children in 2013 and 2016
(77 million), but 2.4 million more adults aged 19 to 64 (Figure
1and Table 1). In addition, asthe economy improved, the
share of the nonelderly population with HIU incomes below

This brieffirst reviews changes in demographics and HIU
income between 2013 and 2016, then assesses changes in
health insurance coverage over that period. Forthe nonelderly
population overall, we present both unadjusted changes

in insurance coverage and coverage changes adjusted for
changes in income and demographics over the 2013 to
2016 time period. The latter estimates better represent the
changes in coverage likely attributable to the ACA coverage
expansions. Finally, we explore changes in coverage for
specific subgroups, including income, state Medicaid
expansion status, age, race and ethnicity, education, work
status, industry type, and region.

138 percent ofthe FPL fell from 33.3 percentto 30.9 percent,
a reduction of 5.4 million people (Figure 2 and Table 1).
Similarly, the share ofthe nonelderly population with incomes
at or above 400 percent ofthe FPL grew from 30.5 percent to
32.8 percent, an increase of 6.8 million people.These income
gains correspond to increases in employment, with 5.9 million
more nonelderly adults in the workforce in 2016 than in 2013.

Figure 1. Changes in Millions of Nonelderly (0-64) People by Age Group, 2013-2016

All nonelderly Children 0-18

Adults 19-25

Adults 26-45 Adults 46-64

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7
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Figure 2: Share ofthe Nonelderly Population by Income Group, 2013 and 2016

33.3%

Lessthan 138% FPL

Change in population -5.5 million

138% to lessthan 400% FPL

= 2013 m 2016

36.2% 36.3%

32.8%

At or above 400% FPL

1.1 million 6.8 million

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: FPL =federalpoverty leveL Estimates reflectincomefor the health insurance unit developed by the State Health Access Data Assistance Center,:a

In addition to income and employment changes, the
nonelderly population also became more diverse and more
highly educated over the 2013 to 2016 period, continuing
longstanding trends. In 2013,59.9 percent ofthe nonelderly
population was white, non-Hispanic, compared to 58.3 percent
in 2016 (Table 1). In addition, 3.8 million more adults aged 25 to
64 had finished college in 2016 compared to 2013 (Table 1).

Finally, population growth was not evenly distributed across
regions between 2013 and 2016.The population in the South
grew by 2.0 million people and the population in the West
grew by 1.1 million people over this period, compared to small
population declines in both the Midwest and the Northeast
(-0.4 and -0.3 million, respectively) (Table 1).These regional
differences in growth are also reflected in population growth

by Medicaid expansion status.l6Medicaid non-expansion
states, which are concentrated in the South, grew by 2.1
million people between 2013 and 2016, compared to 0.3
million people for Medicaid expansion states (Table 1).

All of these changes could have effects on health insurance
coverage separate from the ACA coverage expansions, though
not all point in the same direction. Greater employment
would, in general, mean a higher share of people with access
to ESl (although many workers are not offered employer-
based insurance), and income increases would also likely
mean better access to coverage. In contrast, concentration

of population growth in the South likely reduces the effects
ofthe ACA because Medicaid non-expansion states are
concentrated in the South.
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Table 1: Changes in Nonelderly Population Characteristics between 2013 and 2016

2013 2016 Percentage _ Change
Point Change "(];f'\S:(I)EZS
Millions Percent Millions Percent 2013-2016 2013-2016
Children 0-18 77.0 29.2% 77.0 28.9% -0.3% 0.0
Adults 19-25 28.7 10.9% 28.4 10.7% -0.2% -0.3
Adults 26-44 80.9 30.6% 82.7 31.0% 0.4% 1.8
Adults 45-64 77.6 29.4% 78.5 29.4% 0.1% 0.9
Race and ethnicity
White, non-Hispanic 158.3 59.9% 155.5 58.3% -1.6% -2.7
Black, non-Hispanic 33.3 12.6% 33.8 12.7% 0.0% 0.4
Other, non-Hispanic 23.0 8.7% 249 9.4% 0.7% 2.0
Hispanic 49.6 18.8% 52.4 19.6% 0.9% 2.7
Income
Below 138% of FPL 87.9 33.3% 82.4 30.9% -2.3% -5.5
138 to lessthan 400% of FPL 95.7 36.2% 96.8 36.3% 0.1% 11
At or above 400% of FPL 80.6 30.5% 87.4 32.8% 2.3% 6.8
Region
Northeast 46.1 17.4% 45.8 17.2% -0.3% -0.3
Midwest 56.3 21.3% 55.9 21.0% -0.3% -0.4
South 98.8 37.4% 100.8 37.8% 0.4% 2.0
West 63.0 23.8% 64.1 24.0% 0.2% 11

State Medicaid expansion status as of July 1,2018
State expanded Medicaid 163.2 61.8% 163.5 61.3% -0.5% 0.3
State did not expand Medicaid 101.0 38.2% 103.1 38.7% 0.5% 21

Education level among adults (18-64)

High school degree or less 87.1 45.6% 86.0 44.5% -1.1% -11
Some college 49.5 25.9% 49.2 25.4% -0.5% 3.8
Finished college 54.3 28.4% 58.2 30.1% 1.6% 3.8

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: FPL =federalpoverty leveL Estimates reflectincomefor the health insurance unit developed by the State Health Access D ataAssistance Center.8

Changes in Coverage, 2013-2016 coverage, 6.3 million more had private non-group coverage,
Over the 2013 to 2016 period, uninsurance fell 7.1 percentage and 3.2 million more had ESI. This pattern of coverage

points, from 17.0 percentto 10.0 percent, meaning 18.5 changes is consistent with the targeting ofthe ACA coverage
million more nonelderly people had health insurance expansions, which focused on broadening access to Medicaid
coverage (Figure 3). Of these, 10.9 million more had Medicaid and private non-group coverage.

U.S. Health Reform—Monitoring and Impact 7



Figure 3: Share of Nonelderly (0-64) by Coverage Type, 2013-2016

| 2013 | 2016
56.2%  56.9%*
Employer Medicaid and CHIP Private Non-group Uninsured
Change in millions 3.2 million 10.9 million 6.3 million -18.5 million

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access DataAssistance CenteA
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services and Medicare is not shown because such coverage changes littleyear toyear among the nonelderly

*Estimate is significantly differentfrom estimatefor 2013 atthe 0.05 level

Increases in ES|I coverage appear to be driven by a larger
number of workers and in the share of nonelderly with
incomes at or above 400 percent ofthe FPL rather than a
higher share of workers being offered or taking-up coverage.
The share of nonelderly with ESl increased only 0.7 percentage
points between 2013 and 2016, but the growth in the
nonelderly population and the employed population led to a
3.2 million person increase in the number of nonelderly with
ESl (Figure 3).

After adjusting for changes in age, race and ethnicity,
income, education, employment, and region over the 2013-
2016 period, we estimate that uninsurance would have fallen
6.9 percentage points holding these factors constant (Figure
4), compared to the observed decline of 7.1 percentage
points. This implies that nearly all of the gains in coverage
between 2013 and 2016 were unrelated to changes in
demographic and socioeconomic characteristics over that
time period, suggesting that the ACA was responsible

for these coverage gains. We also estimate that Medicaid
coverage would have increased 5.0 percentage points
ifthese characteristics had remained constant, which is
larger than the observed 3.9 percentage point increase in

Medicaid coverage.The lower observed Medicaid coverage
increases reflect higher incomes and a decreasing share of
the population below 138 percent of the FPL, which isthe
income eligibility threshold for childless adult coverage

in Medicaid expansion states. Similarly, holding age, race
and ethnicity, income, education, employment, and region
constant over the 2013-2016 period, we would have
expected ES| coverage to decrease by 0.7 percentage points,
rather than the 0.7 percentage point increase we observe.
Prior to ACA implementation, ES| declines were the norm
over the 2000-2013 period,I7but changes in incomes and
employment between 2013 and 2016, combined with the
individual mandate to purchase coverage, allowed more
nonelderly to gain ESI coverage.

Our adjusted estimates are in keeping with our unadjusted
findings, which suggested that coverage gains were primarily
driven by increases in Medicaid and private non-group
coverage. In addition, a prior study that found that survey-
based estimates of coverage changes under the ACA likely
underestimate, rather than overestimate, the true effects of
the ACA given pre-2013 trends in coverage.18We therefore
present the rest of our results without these adjustments.
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Figure 4: Percentage Point Changes in Health Insurance Coverage among Nonelderly (0-64)
People Adjusted for Changes in Demographic, Socioeconomic, and Region Characteristics,

2013-2016

| Unadjusted percentage point change, 2013-2016

Employer Medicaid and CHIP

Adjusted percentage point change, 2013-2016

-7.1%* -6.9%*

Private Non-group Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access Data Assistance Center8
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

*Estimate is significantly differentfrom 0 atthe 5 percent level.

Changes in Coverage by Age and Income

Most of the coverage gains between 2013 and 2016 were
concentrated among nonelderly people with incomes
below 138 percent of the FPL, those targeted by the ACA
Medicaid expansion. For this group, the uninsured rate
fell from 28.7 percent in 2013 to 16.5 percent in 2016,
meaning 11.6 million more low-income people had
coverage (Figure 5). This income group saw significant

gains in Medicaid coverage (a 9.0 percentage point

increase or 5.1 million people) and non-group coverage

(a 1.9 percentage point increase or 1.4 million people). While
this group also saw a modest increase in the share with ESI
(1.0 percentage point), the overall size of the population
with incomes below 138 percent of the FPL shrank by

5.5 million people, leaving 0.4 million fewer people with

ESI in 2016 than in 2013 (Table 2).

U.S. Health Reform—Monitoring and Impact 9



Figure 5: Percentage Point Changes in Health Insurance Coverage by Income, 2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured
9.0%6*
All Incomes Less than 138% FPL 138% to less At or above 400% FPL
than 400% FPL
Change in population 2.4 million -5.5 million 11 million 6.8 million
Change in uninsured -18.5 million -11.6 million -5.9 million -1.1 million
Share uninsured in 2016 10.0 percent 16.5 percent 10.8 percent 2.8 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access Data Assistance Center8
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services and Medicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 1.

*Percentage point change is statistically significantat the 5 percent level

Reductions in uninsurance were smaller for the second

(138 percent to 400 percent FPL) income group, those who
were targeted by health insurance marketplace subsidies
under the ACA. Uninsurance fell by 6.2 percentage points for
nonelderly people with these moderate incomes, driven by
gains in Medicaid (4.7 percentage points) and private non-
group coverage (3.1 percentage points). Health insurance
unit income measured using the ACS does not exactly match
Medicaid eligibility requirements,9which may explain

why we observe significant Medicaid coverage gains for
those with incomes between 138 percent and 400 percent
of the FPL. Those with incomes above 400 percent of

FPL experienced the smallest coverage changes, with

a 1.5 percentage point reduction in their already-low

uninsured rate (4.3 to 2.8 percent), a 1.7 percentage

point increase in private non-group coverage, and a

11 percentage point increase in Medicaid and CHIP
coverage. Both the 138 to 400 and the over 400 percent
FPL income groups had declines in the share of nonelderly
with ESI (1.8 percentage points and 1.4 percentage points,
respectively), continuing a longstanding trend of declining
ESI.2However, the number of nonelderly people with ESI
in the highest income group grew by 4.7 million, driven by
increases in the size ofthe higher-income population. This
led to an overall 0.7 percentage point increase in the share
of nonelderly with ESI between 2013 and 2016 as the share
of nonelderly people with incomes at or above 400 percent
of the FPL grew (Table 2).
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Table 2: Changes in Health Insurance Coverage Among the Nonelderly by Health Insurance

Unit Income, 2013 to 2016

Coverage Distribution within Income Category

2013

Millions Percent

All Incomes 264.2
Employer 148.4 56.2%
Medicaid and CHIP 51.9 19.6%
CHAMPUS/Medicare 75 2.8%
Private Non-group 114 4.3%
Uninsured 45.0 17.0%

Below 138% of FPL 87.9
Employer 19.2 21.9%
Medicaid and CHIP 37.7 42.9%
CHAMPUS/Medicare 33 3.8%
Private Non-group 24 2.7%
Uninsured 25.2 28.7%

138% to less than 400% of FPL 95.7
Employer 59.3 62.0%
Medicaid and CHIP 12.7 13.3%
CHAMPUS/Medicare 2.7 2.9%
Private Non-group 4.6 4.8%
Uninsured 16.4 17.1%

At or above 400% of FPL 80.6
Employer 69.9 86.7%
Medicaid and CHIP 14 1.8%
CHAMPUS/Medicare 14 1.7%
Private Non-group 44 5.5%
Uninsured 35 4.3%

Percentage incl\r/]l?lr;?oens
Millions Percent 2013-2016
266.6 24 *
151.7 56.9% 0.7% * 32*
62.7 23.5% 3.9% * 109 *
7.9 3.0% 0.1% * 04 *
17.8 6.7% 2.3% * 6.3 *
26.5 10.0% -1.1% * -185 *
824 55 *
18.8 22.9% 1.0% * 0.4 *
42.8 51.9% 9.0% * 51 *
34 4.1% 0.3% * 0.0
3.8 4.6% 1.9% * 14 *
136 16.5% -12.2% * -11.6 *
96.8 11 *
58.3 60.2% -1.8% * -10 *
17.4 18.0% 4.7% * 4.7 *
3.0 3.0% 0.2% * 02 *
7.7 7.9% 3.1% * 31 *
105 10.8% -6.2% * 59 *
87.4 6.8 *
74.6 85.3% -1.4% * 4.7 *
25 2.9% 1.1% * 11 *
16 1.8% 0.1% * 02 *
6.3 7.2% 1.7% * 18 *
24 2.8% -1.5% * 11 >

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access D ata Assistance Center8
and include adjustmentsfor misreporting ofhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is notshown because such coverage changes littleyear toyear among the nonelderly.

For complete estimates, see Appendix Table 1.

*Percentagepoint change is statistically significantat the 5 percent level

While children experienced some coverage gains between
2013 and 2016, they were not as dramatic as coverage gains
for adults. For example, the uninsured rate for children fell

2.8 percentage points between 2013 and 2016, compared

to 12.0 percentage points for young adults (19 to 25),

9.6 percentage points for adults aged 26 to 45, and 7.0 percent

for adults aged 46 to 64 (Figure 6). Young adults were more
likely than children or older adults to gain ESI over this period
(3.9 percentage points), reflecting the ACA's dependent
coverage provision. In addition, young adults had the largest
percentage point gains in Medicaid coverage of any age group,
reflecting their lower incomes, on average.
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Figure 6: Percentage Point Changes in Health Insurance Coverage by Age Group, 2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured
6.3%*
Children 0-18 Adults 19-25 Adults 26-45 Adults 46-64
Change in population 0.0 million -0.3 million 1.8 million 0.9 million
Change in uninsured -2.2 million -3.5 million -7.5 million -5.4 million
Share uninsured in 2016 4.3 percent 14.7 percent 14.6 percent 8.9 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access D ataAssistance Center8
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 2.

*Percentage point change is statistically significantat the 5 percent level

Changes in Coverage by Medicaid Expansion

In 2016 there were an additional 12.6 million insured people
living in Medicaid expansion states, 68.6 percent of the

18.5 million additional insured nationwide. Between 2013
and 2016, the uninsured rate in Medicaid expansion states
fell by half, from 15.3 percent to 7.6 percent (Figure 7). This
reduction in uninsurance was driven by gains in Medicaid
coverage in these states, with 9.7 million more people having
Medicaid coverage (a 5.9 percentage point increase) and

2.4 million more people with private non-group coverage

(a 1.5 percentage point increase).

Coverage gains in non-expansion states were less dramatic
but still large, with the uninsured rate falling from 19.8 percent
to 13.7 percent. In non-expansion states, coverage gains were
driven by private non-group coverage rather than Medicaid
coverage. Between 2013 and 2016, Medicaid coverage grew
by 0.8 percentage points in non-expansion states compared
to 5.9 percentage points in Medicaid expansion states.
However, private non-group coverage grew 3.7 percentage
points in non-expansion states and ESI grew 1.5 percentage
points, partially making up for the lack of significant
expansion in Medicaid coverage.

Patterns of coverage changes in expansion and non-
expansion states were particularly different for nonelderly
with incomes below 138 percent FPL, the target population

for the Medicaid expansion (Figure 8). In expansion states,
the uninsured rate for low-income nonelderly people fell by
more than half, from 26.2 percent to 12.0 percent, and the
Medicaid coverage rate increased by 13.8 percentage points
(Figure 9). In non-expansions states, in contrast, the uninsured
rate fell from 32.3 percent to 23.1 percent, private non-group
coverage increased 4.6 percentage points, ESI increased by
2.2 percentage points, and Medicaid coverage increased by
2.1 percentage points (Figure 8 and 9). As shown in Figure

9, these differences in coverage gains for nonelderly with
incomes below 138 percent of the FPL exacerbated pre-

ACA differences in insurance coverage between Medicaid
expansion states and non-expansion states. In particular,

in 2013,32.3 percent of low-income nonelderly people

in non-expansion states were uninsured, compared to

only 26.2 percent uninsured in expansion states - a gap

of 6.1 percentage points; by 2016, that gap had grown to
11.1 percentage points. This was due, in part, to much higher
Medicaid coverage in Medicaid expansion states, a difference
that grew significantly after the ACA was implemented.

In 2013,45.2 percent of low-income nonelderly people in
Medicaid expansion states had Medicaid coverage, compared
to 39.6 percent of low-income nonelderly in non-expansion
states. By 2016,58.9 percent of low-income nonelderly

had Medicaid coverage in expansion states, compared

to 41.7 percent in non-expansion states.

U.S. Health Reform—Monitoring and Impact 12

J



Figure 7: Percentage Point Changes in Health Insurance Coverage by State Medicaid
Expansion Status, 2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured
1-5%* 0.8%*
-6.196*
-7.7%*
Medicaid expansion states Non-expansion states
Change in population 0.3 million 2.1 million
Change in uninsured -12.6 million -5.9 million
Share uninsured in 2016 7.6 percent 13.7 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access DataAssistance CenteA
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 3.

*Percentage point change is statistically significantat the 5 percent level

Figure 8: Percentage Point Changes in Health Insurance Coverage among Nonelderly with
Incomes Below 138 Percent of the Federal Poverty Level by State Medicaid Expansion Status,
2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured
13.8%*
Medicaid expansion states Non-expansion states
Change in population -3.6 million -1.8 million
Change in uninsured -7.9 million -3.7 million
Share uninsured in 2016 12.0 percent 23.1 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access DataAssistance CenteA
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Servicesand Medicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 3.

*Percentage point change is statistically significantat the 5 percent level
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Figure 9: Shares of Nonelderly with Incomes Below 138 Percent o fthe Federal Poverty Level
with Each Coverage Type in 2013 and 2016, by State Medicaid Expansion Status

22.7%

| Employer Medicaid and CHIP
i— 2013
Medicaid
expansion
states
2016
20.9%
i— 2013
2.5%
Non-
expansion
states
2016

Private Non-group | Uninsured

58.9%

39.6%

32.3%

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access Data Assistance Center8
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 3.

*Percentage point change is statistically significantat the 5 percent level

Changes in Coverage by Race and Ethnicity

In 20186, all racial and ethnic groups had lower uninsured

rates than in 2013, and racial and ethnic gaps in uninsurance
narrowed overall.The uninsured rate for non-Hispanic

white nonelderly fell 5.7 percentage points, compared to

8.2 percentage points for non-Hispanic black nonelderly,

10.8 percentage points for Hispanic nonelderly, and

8.4 percentage points for other or multiple races (Figure 10).
Progress closing racial and ethnic gaps in uninsurance was not

consistent across income groups, however, likely due in part

to state Medicaid expansion choices. Among nonelderly with
incomes below 138 percent of the FPL, non-Hispanic white
nonelderly had a higher uninsured rate than non-Hispanic black
nonelderly in 2013 (26.1 percent compared to 24.8 percent),

but this pattern reversed by 2016 (13.8 percent uninsured
compared to 14.4 percent uninsured) because coverage gains
among non-Hispanic white nonelderly were larger than those
among non-Hispanic black nonelderly (Figure 11).
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Figure 10: Percentage Point Changes in Health Insurance Coverage by Race and Ethnicity,
2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured

White, non-Hispanic Black, non-Hispanic Other, non-Hispanic Hispanic
Change in population -2.7 million 0.4 million 2.0 million 2.7 million
Change in uninsured -9.2 million -2.7 million -1.8 million -4.9 million
Share uninsured in 2016 7.1 percent 10.5 percent 8.4 percent 18.9 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access DataAssistance CenteA
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 4.

*Percentage point change is statistically significantat the 5 percent level

Coverage gains between 2013 and 2016 came through different ~ and Medicaid coverage (2.4 percentage points) (Figure 10).

means among racial and ethnic groups, likely due to avariety In contrast, the 5.7 percentage point reduction in the uninsured
offactors including age differences, income disparities, and rate for non-Hispanic white nonelderly was driven by gains in
differences in state Medicaid expansion choices and other Medicaid coverage (3.6 percentage points). Hispanic nonelderly
coverage policies. For example, the 8.2 percentage point saw the largest percentage point gains in ESI (3.4 percentage

reduction inthe uninsured rate for non-Hispanic black nonelderly  points), but still were far less likely than non-Hispanic white
was driven by relatively equally-sized gains in ESI (2.9 percentage  nonelderly to be covered by ESI in 2016 (39.8 percent compared
points), private non-group coverage (2.7 percentage points). to 64.9 percent) (Figure 11).
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Figure 11: Shares ofNonelderly with Each Coverage Type in 2013 and 2016, by Race and Ethnicity

| Employer Medicaid and CHIP Private Non-group Uninsured
65.0%
2013
White,
Non-
Hispanic 64.9%
2016
2013
Black,
Non-
Hispanic
2016
2013
Other,
Non-
Hispanic
2016
2013
Hispanic
2016

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access Data Assistance Centers

and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 4.

Changes in Coverage by Education

Between 2013 and 2016, the uninsured rate fell for adults
aged 18 to 64 with all levels of education, and gaps in
uninsurance by education level narrowed. Over this period,
uninsurance fell 11.0 percentage points for adults with a high
school degree or less, compared to 8.7 percentage points for
adults with some college, and 4.7 percentage points for adults
who finished college (Figure 12).

All education groups saw gains in Medicaid coverage
between 2013 and 2016, ranging from 5.8 percentage
points for adults with a high school degree or less to

2.9 percentage points for adults who finished college

(Figure 12). However, only adults with a high school degree

or less saw ESI gains over this period (1.5 percentage
points), while ESI coverage fell by 11 percentage points
for adults who finished college.
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Figure 12: Percentage Point Changes in Health Insurance Coverage among Adults (18-64)

by Education Level, 2013-2016

| Employer

5.8%0*

High School Degree or Less

-1.1 million
-9.8 million
18.7 percent

Change in population
Change in uninsured
Share uninsured in 2016

Medicaid and CHIP

Private Non-group Uninsured

5.29%6*

Some College Finished College

-0.4 million 3.8 million
-4.3 million -2.4 million
10.1 percent 4.3 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access Data Assistance Center8
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services andMedicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 5.

*Percentage point change is statistically significantat the 5 percent level

Changes in Coverage among Workers, by Industry

The working adult population grew by 5.9 million people
between 2013 and 2016, likely due in part to continued
economic recovery after the recession (Figure 13). Among
working adults aged 18 to 64, the uninsured rate fell from
18.0 percent in 2013 to 10.7 percent in 2016, or 9.3 million
fewer uninsured working adults.These coverage gains were
driven by gains in private non-group coverage (an increase
of 3.7 percentage points) and Medicaid (an increase of

3.5 percentage points) (Figure 13). Gains in coverage were
particularly large among low-income workers, who saw
their uninsured rate fall from 40.1 percent to 23.0 percent,
primarily due to increases in Medicaid coverage (an increase
of 12.4 percentage points) (Figure 14). However, low-income
workers were still approximately eight times more likely

to be uninsured than workers with incomes at or above

400 percent ofthe FPL in 2016 (23.0 percent compared

to 2.9 percent uninsured).

Across all income groups, gains in coverage were
concentrated among workers in traditionally low-ESI
industries, such as agriculture, construction, and retail. 2L

An additional 7.5 million workers in traditionally low-

ESI industries had coverage in 2016 compared to 2013,
representing a 9.3 percentage point reduction in the
uninsured rate for this group (Figure 13), and amounting to
more than 80 percent ofthe increase in coverage across all
workers. Most of these coverage gains were through Medicaid
(4.4 percentage points) and private non-group coverage

(4.1 percentage points), rather than through increases in the
share with ESI coverage (0.6 percentage points). However, in
2016, workers in traditionally low-ESI industries were still far
more likely to be uninsured than those in traditionally high-ESI
industries (13.6 percent compared to 5.1 percent), and types
of coverage differed by industry type. For example, Medicaid
coverage increased by 4.4 percentage points among workers
in low-ESI industries between 2013 and 2016, compared to
1.7 percentage points among workers in high-ESI industries.
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Figure 13: Percentage Point Changes in Health Insurance Coverage amongWorkers (18-64)
by Industry, 2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured
0.0%
-9.3%*
All Workers Traditionally Traditionally
High-ESI Industries Low-ESI Industries

Change in population 5.9 million 0.8 million 5.1 million
Change in uninsured -9.3 million -1.8 million -7.5 million
Share uninsured in 2016 10.7 percent 5.1 percent 13.6 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access Data Assistance Center
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal Coverage through the Civilian Health and Medical
Program o fthe Uniformed Services and Medicare is not shown because such coverage changes littleyear toyear among the nonelderly High-ESl industries are those with ES| coverage rates o fmore
than 80percentin 2012. They consistprimarily o ffinance, manufacturing, information, and communicationsfirms. Low-ESI industries had E S| coverage rates o fless than 80 percentin 2012 and
consistprimarily o fagriculture, construction, and wholesale and retail trade.

For complete estimates, seeAppendix Table 6.

*Percentage point change is statistically significantat the 5 percent level

Figure 14: Percentage Point Changes in Health Insurance Coverage amongWorkers (18-64)
by Health Insurance Unit Income, 2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured
12.4%*
-17.0%*
Less than 138% FPL 138% to less than 400% FPL At or above 400% FPL
Change in population -0.7 million 1.7 million 4.9 million
Change in uninsured -4.7 million -3.9 million -0.7 million
Share uninsured in 2016 23.0 percent 13.2 percent 2.9 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflect incomefor the health insurance unitdeveloped by the State Health Access D ata Assistance Center
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal Coverage through the Civilian Health and Medical
Program o fthe Uniformed Servicesand Medicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 6.

*Percentage point change is statistically significantat the 5 percent level
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Changes in Coverage by Region As 0f 2016, the uninsured rate in the South was more

Between 2013 and 2016, changes in uninsured rates were than twice as high as that in the Northeast (13.6 percent
not uniform across regions. The West had the largest drop compared to 6.7 percent) (Figure 15). Non-expansion states
in the uninsured rate of any region over this period, falling are concentrated in the South, which is reflected in lower
10.1 percentage points (from 19.0 percent to 8.9 percent) Medicaid coverage gains in that region (1.9 percentage
(Figure 15). The uninsured rate in the Northeast fell only points), higher private non-group coverage gains

5.3 percentage points over this period, from the already-low (3.6 percentage points), and a higher uninsured rate than
12.0 percent to 6.7 percent. The Midwest and South had other regions.

moderate reductions in uninsured rates of 6.1 percentage
points and 6.7 percentage points, respectively.

Figure 15: Percentage Point Changes in Health Insurance Coverage by Region, 2013-2016

| Employer Medicaid and CHIP Private Non-group Uninsured
7.4%*
-10.1%*
Northeast Midwest South West
Change in population -0.3 million -0.4 million 2.0 million 11 million
Change in uninsured -2.5 million -3.4 million -6.3 million -6.3 million
Share uninsured in 2016 6.7 percent 7.3 percent 13.6 percent 8.9 percent

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty leveL Estimates reflect incomefor the health insurance unit developed by the State Health Access D ataAssistance Center8
and include adjustmentsfor misreporting o fhealth insurance coverage on theAmerican Community Survey developed by Victoria Lynch etal9 Coverage through the Civilian Health andMedical
Program o fthe Uniformed Services and Medicare is not shown because such coverage changes littleyear toyear among the nonelderly

For complete estimates, seeAppendix Table 7.

*Percentage point change is statistically significantat the 5 percent level
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CONCLUSIONS

Between 2013 and 2016, as the major coverage provisions
of the ACA were implemented, uninsurance among

the nonelderly fell dramatically, from 17.0 percent to

10.0 percent. This reduction in the uninsured rate was
virtually all attributable to the ACA, as uninsurance has
been predicted to be stable over this period without the
ACA.21n addition, secular declines in employer-sponsored
insurance were observed between 2000 and 2013.2ZHolding
demographic, socioeconomic, and region characteristics
constant, we would still expect to see a 6.9 percentage
point reduction in the uninsured between 2013 and 20186,
suggesting that the ACA, not economic improvement,

was responsible for coverage gains. In addition, a majority
of the coverage gains between 2013 and 2016 came
through Medicaid and private non-group coverage, the
two centerpieces of the ACA's coverage expansions. In
addition, 3.2 million nonelderly Americans gained employer-
sponsored insurance between 2013 and 2016, reflecting
the growth in the size of the workforce (5.9 million) as the
recovery from the Great Recession continued.

The coverage gains during ACA implementation were
broadly distributed. All age groups, racial and ethnic groups.

education levels, income groups, and workers'industry types
we studied had lower uninsured rates in 2016 than in 2013,
and these gains were largest for people with incomes below
138 percent of the FPL, the targets of the ACA Medicaid
eligibility expansion. While Medicaid expansion states

fared particularly well in reducing their uninsured rates,
non-expansion states still saw significant gains in coverage
through private sources.

Our study does not reflect recent changes to the marketplaces
and the repeal of the individual mandate to purchase
coverage. Some evidence suggests that uninsurance
increased between 2016 and 2018, perhaps due to these
changes in policy.24Because coverage patterns differ across
the country and by demographic groups, changes in policy
affecting the availability and affordability of coverage in the
marketplaces will not have uniform effects on uninsurance.
Coverage through private non-group sources such as the
marketplaces has been particularly important in reducing

the uninsured rate in non-expansion states, so policies
detrimental to the functioning of these markets could further
widen the gap in insurance coverage by state Medicaid
expansion status.
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APPENDIX

Appendix Table 1. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income, 2013 to 2016

Coverage Distribution within Income Category Percentage inch:?lr;?;ns

2013 2016 Pg(i)rlg(_izhg{lge of People

Millions Percent Millions Percent 2013-2016
All Incomes 264.2 266.6 24 *
Employer 148.4 56.2% 151.7 56.9% 0.7% * 32*
Medicaid and CHIP 51.9 19.6% 62.7 23.5% 3.9% * 109 *
CHAMPUS/Medicare 75 2.8% 7.9 3.0% 0.1% * 04 ~*
Private Non-group 114 4.3% 17.8 6.7% 2.3% * 6.3 *
Uninsured 45.0 17.0% 26.5 10.0% -7.1% * -185 *
Below 138% of FPL 87.9 824 55 *
Employer 19.2 21.9% 18.8 22.9% 1.0% * -04 *
Medicaid and CHIP 37.7 42.9% 42.8 51.9% 9.0% * 51 *

CHAMPUS/Medicare 33 3.8% 3.4 4.1% 0.3% * 0.0

Private Non-group 24 2.7% 3.8 4.6% 1.9% * 14 *
Uninsured 25.2 28.7% 13.6 16.5% -12.2% * -11.6 *
138% to less than 400% of FPL 95.7 96.8 11 *
Employer 59.3 62.0% 58.3 60.2% -1.8% * -1.0 *
Medicaid and CHIP 12.7 13.3% 174 18.0% 4.7% * 4.7 *
CHAMPUS/Medicare 2.7 2.9% 3.0 3.0% 0.2% * 02 *
Private Non-group 4.6 4.8% 7.7 7.9% 3.1% * 31 *
Uninsured 16.4 17.1% 105 10.8% -6.2% * 59 *
At or above 400% of FPL 80.6 87.4 6.8 *
Employer 69.9 86.7% 74.6 85.3% -1.4% * 47 *
Medicaid and CHIP 14 1.8% 25 2.9% 1.1% * 11 *
CHAMPUS/Medicare 14 1.7% 16 1.8% 0.1% * 02 *
Private Non-group 44 5.5% 6.3 7.2% 1.7% * 18 *
Uninsured 35 4.3% 24 2.8% -1.5% * 11 *

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance
Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 2. Changes in Health Insurance Coverage Among the Nonelderly by Health

Insurance Unit Income and Age Group, 2013 to 2016

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Children 0-18

Coverage Distribution within Income Category

Millions

36.3
31.6
13
2.3
55

31
221
0.7
01
2.6

16.8
8.8
0.4
0.9
2.4

16.5
0.8
0.2
13
0.5

47.2%
41.0%
1.7%
2.9%
7.1%

10.7%
77.5%
2.4%
0.2%
9.2%

57.3%
29.9%
1.5%
3.2%
8.0%

85.6%
4.0%
1.1%
6.7%
2.6%

36.6
335
13
2.3
33

2.7
21.3
0.6
0.2
14

15.8
10.8
0.5
0.9
15

18.0
13
0.2
12
0.4

47.5%
43.5%
1.7%
3.0%
4.3%

10.4%
81.2%
2.3%
0.7%
5.4%

53.6%
36.7%
1.6%
3.0%
5.1%

85.0%
6.3%
1.2%
5.9%
1.7%

Percentage
Point Change
2013-2016

0.3%
2.4%
0.0%
0.1%
-2.8%

-0.3%
3.7%
-0.1%
0.5%
-3.8%

-3.7%
6.7%
0.1%

-0.2%

-2.9%

-0.6%
2.3%
0.0%

-0.9%

-0.8%

*

Change
m Millions

2013-2016

03 ~*
19~*
0.0
0.0
20 *

03 *
0.7 *
01 *
01 *
12

-10*
21 *
0.0

0.0 *
08 *

16 *
0.6 *
0.0 *
0.0 *
01 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 2. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and Age Group, 2013 to 2016 (continued)

Adults 19-25
Coverage Distribution within Income Category P_ercentage mcl\r/]l?lr:?:ns
Point Change ,
Millions 2013-2016 2013-2016

JI Incomes

Employer 15.0 52.2% 15.9 56.0% 3.9% * 09 *
Medicaid and CHIP 3.6 12.5% 5.3 18.8% 6.3% * 17 *
CHAMPUS/Medicare 0.6 2.0% 0.5 1.9% -0.1% * 0.0 *
Private Non-group 19 6.7% 24 8.6% 1.9% * 05 *
Uninsured 7.7 26.7% 4.2 14.7% -12.0% * 35 *
elow 138% of FPL

Employer 9.0 45.6% 8.8 48.5% 2.9% * 0.2 *
Medicaid and CHIP 3.2 16.1% 45 25.1% 9.0% * 14 *
CHAMPUS/Medicare 0.4 2.0% 0.3 1.9% 0.0% 0.0 *
Private Non-group 14 7.2% 15 8.4% 1.2% * 01 *
Uninsured 5.7 29.0% 2.9 16.0% -13.0% * 2.8 *
38% to less than 400% of FPL

Employer 4.9 63.9% 5.8 66.7% 2.8% * 09 *
Medicaid and CHIP 0.4 5.1% 0.8 8.7% 3.6% * 04 *
CHAMPUS/Medicare 0.2 2.1% 0.2 1.9% -0.2% * 0.0
Private Non-group 0.4 5.5% 0.8 9.1% 3.6% * 04 ~*
Uninsured 18 23.4% 12 13.6% -9.8% * -0.6 *
t or above 400% of FPL

Employer 11 81.9% 14 82.3% 0.4% 03 *
Medicaid and CHIP 0.0 1.7% 0.0 2.8% 1.1% * 0.0 *
CHAMPUS/Medicare 0.0 1.7% 0.0 1.4% -0.3% 0.0
Private Non-group 0.1 4.7% 0.1 7.3% 2.7% * 01 *
Uninsured 0.1 10.0% 0.1 6.1% -3.9% * 0.0 *

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance
Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 2. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and Age Group, 2013 to 2016 (continued)

Adults 26-45
Coverage Distribution within Income Category P_ercentage mcl\r/]l?lr:?:ns
Point Change ,
Millions 2013-2016 2013-2016

JI Incomes

Employer 47.7 59.0% 50.1 60.6% 1.7% * 24 *
Medicaid and CHIP 91 11.3% 12.9 15.6% 4.4% * 38 *
CHAMPUS/Medicare 16 2.0% 18 2.1% 0.1% * 02 *
Private Non-group 2.9 3.6% 5.8 7.0% 3.4% * 29 *
Uninsured 19.5 24.1% 12.0 14.6% -9.6% * -15 *
elow 138% of FPL

Employer 4.0 17.5% 4.3 20.0% 2.5% * 03 *
Medicaid and CHIP 7.0 31.0% 9.3 43.5% 12.5% * 22 *
CHAMPUS/Medicare 0.7 3.2% 0.7 3.4% 0.2% * 0.0
Private Non-group 0.3 1.5% 1.0 4.8% 3.3% * 0.7 *
Uninsured 10.6 46.8% 6.0 28.2% -18.5% * 4.6 *
38% to less than 400% of FPL

Employer 21.3 65.0% 21.5 64.6% -0.4% * 02 *
Medicaid and CHIP 19 5.7% 3.2 9.5% 3.8% * 13 *
CHAMPUS/Medicare 0.6 1.9% 0.7 2.1% 0.2% * 01 *
Private Non-group 15 4.6% 29 8.8% 4.2% * 14 *
Uninsured 75 22.9% 5.0 15.0% -7.8% * 25 *
t or above 400% of FPL

Employer 224 88.1% 24.3 86.8% -1.4% * 19 *
Medicaid and CHIP 0.2 0.9% 0.5 1.8% 0.9% * 03 *
CHAMPUS/Medicare 0.3 1.0% 0.3 1.2% 0.2% * 01 *
Private Non-group 11 4.3% 18 6.6% 2.3% * 0.7 *
Uninsured 14 5.6% 1.0 3.7% -1.9% * 0.4 *

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance
Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 2. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and Age Group, 2013 to 2016 (continued)

JI Incomes
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

elow 138% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

t or above 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Adults 46-64

Coverage Distribution within Income Category

Millions

494
75
3.9
4.3

124

3.2
5.4
15
0.6
6.2

16.3
17
15
17
4.7

29.9
0.4
0.9
2.0
14

63.7%
9.7%
5.1%
5.5%

15.9%

19.0%
32.0%
9.1%
3.3%
36.7%

62.8%
6.5%
5.8%
6.7%

18.1%

86.4%
1.2%
2.5%
5.8%
4.1%

49.0
11.0
4.3
7.2
7.0

31
1.7
17
11
33

151
2.6
16
31
2.8

30.8
0.7
10
31
0.9

62.5%
14.0%
5.4%
9.2%
8.9%

18.3%
45.8%
9.9%
6.4%
19.6%

59.9%
10.5%

6.4%
12.1%
11.0%

84.6%
1.8%
2.7%
8.4%
2.6%

Percentage
Point Change
2013-2016

-1.2%
4.3%
0.3%
3.6%

-7.0%

-0.7%
13.8%
0.8%
3.1%
-17.1%

-2.9%
3.9%
0.6%
5.4%

-7.1%

-1.8%
0.7%
0.1%
2.6%

-1.6%

*

Change

m Millions

2013-2016

04 *
34
03 ~*
29 *
5.4 *

02*
22*
01 ~*
05 *
-3.0 *

11 *
09 ~*
01 ~*
13 *
-19*

09 ~*
03 ~*
01 *
11 *
05 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 3. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and State Medicaid Expansion Status, 2013 to 2016

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

lelow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

or above 400% of FPL
Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Medicaid Expansion States

Coverage Distribution within Income Category

Millions

94.5
33.0
3.7
7.0
25.0

11.9
238
17
15
13.8

36.1
8.3
14
2.7
91

46.5
10
0.6
2.8
21

57.9%
20.2%
2.3%
4.3%
15.3%

22.6%
45.2%
3.2%
2.8%
26.2%

62.7%
14.4%
2.4%
4.7%
15.8%

87.7%
1.8%
1.2%
5.3%
3.9%

9.1
42.7
3.9
9.4
124

111
28.9
17
14
5.9

34.6
12.0
15
4.2
5.2

494
18
0.7
3.9
13

58.2%
26.1%
2.4%
5.8%
7.6%

22.7%
58.9%
3.4%
2.9%
12.0%

60.3%
20.9%
2.6%
7.2%
9.0%

86.5%
3.2%
1.3%
6.7%
2.3%

Percentage ~ Change
Point Change "(‘)f'\g:(l)slr;s
2013-2016 2013-2016
0.3% * 0.6 *
5.9% * 97 *
0.1% * 02 *
1.5% * 24
1.7% * 126 *
0.1% * 08 *
13.8%* 51
0.2% * 0.0
0.1% * 01 *
-14.2% * Jgx
2.5% * 15 *
6.5% * 3.7
0.29% * 01 *
2.6% * L5
6.8% * 29%
1.29% * 29 *
1.3% * 08 *
0.1% * 01 *
1.4% * 10 *
1.7% * 08 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 3. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and State Medicaid Expansion Status, 2013 to 2016 (continued)

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

lelow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

or above 400% of FPL
Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Non-Expansion States

Coverage Distribution within Income Category

Millions

53.9
18.8
3.8
44
20.0

74
14.0
17
0.9
114

23.2
44
14
19
7.2

23.4
0.4
0.7
16
14

53.4%
18.7%
3.7%
4.4%
19.8%

20.9%
39.6%
4.7%
2.5%
32.3%

60.8%
11.7%
3.6%
5.0%
19.0%

84.8%
1.6%
2.7%
5.9%
5.1%

56.6
20.1
4.0
8.3
141

1.7
13.9
17
24
1.7

23.7
5.4
15
35
5.3

25.2
0.7
0.8
24
11

54.9%
19.5%
3.9%
8.1%
13.7%

23.1%
41.7%
5.1%
7.1%
23.1%

60.1%
13.7%
3.7%
8.9%
13.5%

83.2%
2.4%
2.7%
8.0%
3.7%

Change
Rt
2013-2016 2013-2016
1.5% * 26 *
0.8% * 12 *
0.1% * 02 *
3.7% * 39 *
-6.1%* 59 *
2.2% * 04 *
21% * 0.0
0.3% * 0.0

4.6% * 15*
-9.2% * 3.7 *
-0.7% * 05 *
21% * 10 *
0.2% * 01 *
3.9% * 16 *
-5.5% * -19 *
-1.6% * 18 *
0.8% * 03 *
0.1% 01 *
2.1% * 08 *
-1.3% * 03 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 4. Changes in Health Insurance Coverage Among the Nonelderly by Health

Insurance Unit Income and Race and Ethnicity, 2013 to 2016

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

White Only (Non-Hispanic)

Coverage Distribution within Income Category

Millions

102.9
21.7
4.9
8.6
20.1

11.2
14.6
21
16
104

38.8
6.2
19
35
7.7

52.9
0.8
10
3.6
21

65.0%
13.7%
3.1%
5.5%
12.7%

28.1%
36.7%
5.2%
4.0%
26.1%

67.0%
10.7%
3.2%
6.0%
13.2%

87.7%
1.4%
1.6%
5.9%
3.4%

100.9
26.9
5.0
11.7
11.0

10.3
17.3
2.0
2.0
51

35.8
8.0
2.0
5.0
4.5

54.9
15
11
4.7
14

64.9%
17.3%
3.2%
7.5%
7.1%

28.0%
47.2%
5.5%
5.5%
13.8%

64.8%
14.5%
3.5%
9.0%
8.2%

86.2%
2.4%
1.7%
7.4%
2.2%

Percentage
Point Change
2013-2016

-0.1%
3.6%
0.2%
2.1%

-5.7%

0.0%
10.6%
0.3%
1.4%
-12.3%

-2.2%
3.8%
0.4%
3.0%

-5.0%

-1.4%
1.0%
0.1%
1.6%

-1.2%

*

Change

m Millions

2013-2016

20 *
52 *
02 *
31 *
92 *

09 *
27 *
01 *
04 ~*
5.4 *

-3.0 *
18 ~*
01 ~*
15~*
31 *

20 *
0.7 *
01 *
12 ~*
0.7 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 4. Changes in Health Insurance Coverage Among the Nonelderly by Health

Insurance Unit Income and Race and Ethnicity, 2013 to 2016 (continued)

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Black Only (Non-Hispanic)

Coverage Distribution within Income Category

Millions

145
10.8
12
0.6
6.2

2.9
8.7
0.6
0.2
41

6.9
2.0
0.4
0.2
19

4.7
0.2
0.2
0.1
0.3

43.6%
32.5%
3.5%
1.7%
18.7%

17.6%
53.1%
3.5%
1.1%
24.8%

60.8%
17.1%
3.6%
2.2%
16.2%

84.6%
3.4%
3.3%
2.5%
6.1%

15.7
11.8
12
15
3.6

31
8.9
0.6
0.5
2.2

75
25
0.4
0.7
11

5.2
0.3
0.2
0.3
0.2

46.5%
34.8%
3.7%
4.5%
10.5%

20.0%
58.5%
3.8%
3.2%
14.4%

61.1%
20.6%
3.5%
5.6%
9.2%

82.8%
4.7%
3.6%
5.3%
3.6%

Percentage
Point Change
2013-2016

2.9%
2.4%
0.2%
2.7%
-8.2%

2.5%
5.4%
0.4%
2.1%
-10.3%

0.2%
3.5%
-0.2%
3.4%
-7.0%

-1.7%
1.2%
0.3%
2.7%

-2.5%

*

Change

m Millions

2013-2016

12 ~*
09 ~*
01 ~*
09 ~*
27 *

02 ~*
03 ~*
0.0

03 ~*
-18 *

05 *
0.6 *
0.0

04 ~*
07 *

04 ~*
01 ~*
0.0 *
02 ~*
01 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 4. Changes in Health Insurance Coverage Among the Nonelderly by Health

Insurance Unit Income and Race and Ethnicity, 2013 to 2016 (continued)

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

lelow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Hispanic

Coverage Distribution within Income Category

Millions

181
14.9
0.9
10
14.8

34
11.2
0.4
0.3
8.5

91
35
0.3
0.5
55

5.6
0.2
01
0.3
0.7

36.4%
30.0%
1.7%
2.0%
29.8%

14.4%
46.9%
1.9%
1.1%
35.8%

48.1%
18.5%
1.6%
2.4%
29.3%

80.8%
3.3%
1.6%
4.3%

10.0%

20.8
18.2
10
25
9.9

3.7
125
0.5
0.7
5.2

104
5.2
0.4
12
41

6.7
0.4
01
0.5
0.6

39.8%
34.7%
1.9%
4.7%
18.9%

16.4%
55.2%
2.2%
3.1%
23.2%

48.8%
24.5%
1.7%
5.7%
19.3%

80.3%
5.0%
1.6%
6.4%
6.6%

Percentage
Point Change
2013-2016

3.4%
4.6%
0.2%
2.7%
-10.8%

2.0%
8.3%
0.3%
2.0%
-12.7%

0.6%
6.0%
0.1%
3.3%
-10.0%

-0.5%
1.7%
0.1%
2.2%

-3.4%

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

Change

in Millions

of People

2013-2016

28 *
32 *
01 *
14 *
49 *

03 ~*
13*
0.0 *
04 ~*
33 *

13*
17 *
01 ~*
08 *
14 *

12 ~*
02~*
0.0 *
02 ~*
01 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 4. Changes in Health Insurance Coverage Among the Nonelderly by Health

Insurance Unit Income and Race and Ethnicity, 2013 to 2016 (continued)

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

lelow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Other or Multiple Races (Non-Hispanic)

Coverage Distribution within Income Category

Millions

12.9
4.5
0.6
12
3.9

17
3.2
0.3
0.3
2.2

4.5
11
0.2
0.4
13

6.7
0.2
01
0.5
0.4

56.1%
19.4%
2.4%
5.2%
16.8%

22.4%
41.6%
3.4%
4.4%
28.2%

59.9%
14.7%
2.5%
5.5%
17.5%

85.8%
2.0%
1.4%
5.8%
5.0%

14.2
6.0
0.6
21
21

18
4.0
0.3
0.6
11

4.7
17
0.2
0.8
0.8

7.8
0.3
01
0.7
0.3

56.9%
23.9%
2.5%
8.3%
8.4%

22.9%
51.6%
3.5%
8.0%
14.0%

57.7%
20.6%
2.7%
9.7%
9.3%

85.3%
3.1%
1.4%
7.3%
2.8%

Percentage
Point Change
2013-2016

0.8%
4.5%
0.0%
3.0%
-8.4%

0.5%
10.0%
0.1%
3.6%
-14.2%

-2.2%
5.9%
0.2%
4.2%

-8.1%

-0.4%
1.1%
0.0%
1.5%

-2.2%

*

*

*

*

*

*

*

*

*

Change

in Millions

of People

2013-2016

13*
15 *
01 ~*
09 ~*
-1.8 *

01 ~*
08 *
0.0

03 ~*
11

02~*
0.6 *
0.0~*
04 ~*
06 *

11 *
01 ~*
0.0 *
02 ~*
01 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 5. Changes in Health Insurance Coverage Among Adults 18-64 by Health
Insurance Unit Income and Age Group, 2013 to 2016

All Incomes

Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

it or above 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

High School Degree or Less

Coverage Distribution within Income Category

Millions

39.9
15.3
31
3.0
25.9

7.3
121
16
0.8
154

19.3
2.8
11
14
9.0

13.2
0.4
0.4
0.8
15

45.8%
17.6%
3.5%
3.4%
29.7%

19.7%
32.5%
4.2%
2.2%
41.4%

57.4%
8.5%
3.4%
4.0%

26.7%

81.5%
2.4%
2.2%
5.0%
9.0%

40.7
20.1
3.3
5.9
16.0

7.6
151
17
16
8.8

194
4.4
12
2.9
6.2

13.7
0.6
0.4
14
11

47.3%
23.4%
3.8%
6.8%
18.7%

21.8%
43.5%
4.8%
4.6%
25.4%

57.0%
12.9%
3.6%
8.5%
18.1%

79.9%
3.6%
2.3%
8.0%
6.2%

Percentage

Point Change
2013-2016

1.5%
5.8%
0.3%
3.4%
-11.0%

2.1%
11.0%
0.6%
2.4%
-16.1%

-0.4%
4.4%
0.2%
4.5%

-8.6%

-1.6%
1.2%
0.2%
3.0%

-2.8%

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

Change

in Millions

of People

2013-2016

08 *
48 *
02 ~*
29 *
98 *

03 ~*
30%*
01 ~*
0.8 *
6.6 *

01

15 *
01 ~*
15~*
28 *

05 ~*
02~*
0.0 *
06 *
04 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 5. Changes in Health Insurance Coverage Among Adults 18-64 by Health
Insurance Unit Income and Age Group, 2013 to 2016 (continued)

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Some College

Coverage Distribution within Income Category

Millions
31.0 62.6%
4.6 9.3%
2.0 3.9%
2.6 5.3%
9.3 18.8%
6.3 38.2%
34 20.4%
0.8 4.8%
0.9 5.7%
51 31.0%
12.6 66.7%
11 5.6%
0.8 4.2%
1.0 5.3%
34 18.2%
121 85.9%
0.2 1.2%
0.4 2.6%
0.7 4.9%
0.8 5.4%

30.8
71
2.0
4.2
5.0

6.0
51
0.8
12
25

12.5
18
0.8
19
2.0

12.3
0.3
0.4
11
0.5

62.7%
14.5%
4.1%
8.6%
10.1%

38.6%
32.6%
4.9%
8.0%
16.0%

65.8%
9.4%
4.4%
9.9%

10.5%

84.3%
2.0%
2.7%
7.5%
3.4%

Percentage
Point Change
2013-2016

0.1%
5.2%
0.1%
3.3%
-8.7%

0.4%
12.2%
0.1%
2.3%
-15.0%

-1.0%
3.8%
0.3%
4.6%

-7.6%

-1.6%
0.8%
0.1%
2.7%

-2.0%

*

Change
m Millions

2013-2016

0.2
25 *
0.0
16 ~*
43 *

03 *
17>
0.0

03 ~*
2.1 %*

01 *
0.7 *
01

09 ~*
14 *

03 ~*
01 ~*
0.0 *
04 ~*
03 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 5. Changes in Health Insurance Coverage Among Adults 18-64 by Health
Insurance Unit Income and Age Group, 2013 to 2016 (continued)

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Finished College

Coverage Distribution within Income Category

Millions

43.0
15
12
3.7
4.9

2.7
0.9
0.3
0.6
2.3

11.3
0.4
0.4
13
18

29.0
0.2
0.5
17
0.8

79.3%
2.8%
2.1%
6.8%
9.0%

39.8%
13.6%
4.6%
8.8%
33.2%

74.1%
2.9%
2.5%
8.7%

11.8%

90.1%
0.5%
1.4%
5.4%
2.6%

454
3.3
13
5.5
25

2.7
2.0
0.3
0.8
10

11.3
0.9
0.4
21
10

314
0.4
0.5
2.6
0.5

78.1%
5.7%
2.3%
9.5%
4.3%

39.0%
29.4%

4.9%
11.9%
14.7%

72.0%
5.8%
2.8%

13.2%
6.2%

88.5%
1.0%
1.5%
7.4%
1.5%

Percentage
Point Change
2013-2016

-1.1%
2.9%
0.2%
2.8%

-4.7%

-0.8%
15.7%
0.3%
3.2%
-18.4%

-2.1%
2.9%
0.3%
4.4%

-5.6%

-1.6%
0.6%
0.1%
2.0%

-1.1%

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

Change

m Millions

2013-2016

24 *
18 ~*
02 ~*
19~*
24 *

0.0

11 ~*
0.0 *
02~*
-13 *

0.0

05 ~*
01 ~*
0.7 *
08 *

24 *
02~*
01 *
09 ~*
03 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 6. Changes in Health Insurance Coverage AmongWorkers by Health

Insurance Unit Income and Industry Type, 2013 to 2016

All Incomes

Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

it or above 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

All Workers, 18-64

Coverage Distribution within Income Category

Millions

95.3
71
2.2
6.4

24.4

10.0
44
0.5
11

10.7

37.2
2.4
0.9
2.8

11.3

48.1
0.4
0.8
25
25

70.3%
5.3%
1.6%
4.7%

18.0%

37.4%
16.5%
1.9%
4.0%
40.1%

68.1%
4.3%
1.7%
5.1%

20.7%

88.7%
0.7%
1.4%
4.7%
4.5%

99.5
124

2.4
11.9
15.2

101
75
0.5
18
6.0

37.8
4.2
10
5.7
7.4

515
0.6
0.9
44
17

70.4%
8.8%
1.7%
8.4%

10.7%

39.0%
28.9%
2.1%
7.0%
23.0%

67.2%
7.5%
1.9%

10.2%

13.2%

87.1%
1.1%
1.5%
7.4%
2.9%

Percentage
Point Change
2013-2016

0.0%
3.5%
0.1%
3.7%
-7.3%

1.6%
12.4%
0.1%
2.9%
-17.0%

-0.9%
3.2%
0.1%
5.1%

-7.5%

-1.6%
0.4%
0.0%
2.7%

-1.6%

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

Change

m Millions

2013-2016

42 *
53 *
02 ~*
55 *
93 *

01 ~*
31 *
0.0

0.7 *
47 *

0.7 *
19~*
01 ~*
29 *
-39 *

34
03 ~*
01 *
18 ~*
0.7 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 6. Changes in Health Insurance Coverage AmongWorkers by Health

Insurance Unit Income and Industry Type, 2013 to 2016 (continued)

JI Incomes
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

elow 138% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

t or above 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Workers in High-ESI Industries

Coverage Distribution within Income Category

Millions

39.5
13
0.8
15
4.3

25
0.7
01
0.2
16

14.6
0.5
0.3
0.6
21

22.4
01
0.4
0.6
0.6

83.4%
2.7%
1.7%
3.1%
9.1%

48.8%
13.5%
2.1%
4.4%
31.1%

80.4%
2.7%
1.9%
3.4%

11.6%

93.1%
0.4%
1.5%
2.5%
2.5%

40.0
21
0.8
2.8
25

2.4
12
01
0.3
0.8

141
0.8
0.3
13
13

23.4
0.2
0.4
12
0.4

82.9%
4.4%
1.7%
5.8%
5.1%

50.0%
24.4%
2.3%
7.1%
16.2%

79.6%
4.3%
1.9%
7.1%
7.1%

91.5%
0.7%
1.5%
4.7%
1.6%

Percentage
Point Change
2013-2016

-0.5% *
1.7% *
0.0%

2.8% *
-4.0% *

1.2% *
10.9% *
0.2%

2.7% *
-14.9% *

-0.8% *
1.6% *
0.0%

3.7% *
-4.5% *

-1.6% *
0.2% *
0.0%

2.2% *
-0.9% *

Change

in Millions

of People

2013-2016

04 ~*
08 *
0.0

14>
-1.8 *

01 *
05 *
0.0

01 *
08 *

05 *
03 ~*
0.0

0.6 *
08 *

10~*
01 ~*
0.0 *
06 *
02*

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 6. Changes in Health Insurance Coverage AmongWorkers by Health

Insurance Unit Income and Industry Type, 2013 to 2016 (continued)

All Incomes

Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

it or above 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Workers in Low-ESI Industries

Coverage Distribution within Income Category

Millions

55.7
5.8
14
5.0

20.1

75
3.7
0.4
0.8
91

22.6
19
0.6
2.2
9.2

25.7
0.3
0.4
19
19

63.3%
6.6%
1.6%
5.6%

22.9%

34.7%
17.3%
1.9%
3.9%
42.2%

62.0%
5.1%
1.6%
6.0%

25.2%

85.2%
0.8%
1.4%
6.4%
6.2%

59.5
10.3
16
91
12.7

1.7
6.3
0.4
15
5.2

23.7
35
0.7
4.5
6.2

281
0.5
0.5
3.2
13

63.9%
11.0%
1.7%
9.8%
13.6%

36.5%
30.0%
2.0%
6.9%
24.6%

61.5%
9.0%
1.8%

11.6%

16.0%

83.8%
1.4%
1.4%
9.4%
3.9%

Percentage
Point Change
2013-2016

0.6%
4.4%
0.1%
4.1%
-9.3%

1.7%
12.7%
0.1%
3.0%
-17.6%

-0.5%
3.9%
0.2%
5.6%

-9.2%

-1.4%
0.6%
0.1%
3.0%

-2.3%

*

*

*

*

*

*

*

*

*

*

*

*

*

*

Change

in Millions

of People

2013-2016

38 *
44>
02 ~*
41 *
7.5 *

02 ~*
26 *
0.0

0.6 *
-39 *

12 ~*
16 ~*
01 ~*
23 *
-3.0 *

24 *
02~*
01 *
12 ~*
05 *

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 7. Changes in Health Insurance Coverage Among the Nonelderly by Health

Insurance Unit Income and Region, 2013 to 2016

JI Incomes
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

elow 138% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

t or above 400% of FPL
Employer
Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Northeast
Coverage Distribution within Income Category Percentage . Ch'?m-ge
Point Change sz'\g:yslzs
Millions 2013-2016 2013-2016

285 61.9% 27.9 61.1% -0.8% * -0.6 *
9.6 20.9% 114 25.0% 4.1% * 18 *

0.8 1.7% 0.8 1.7% 0.1% * 0.0
17 3.6% 25 5.5% 1.9% * 09 *
5.5 12.0% 31 6.7% -5.3% * 25 *
33 24.6% 3.0 23.9% -0.7% * 03 *
6.6 49.3% 75 59.4% 10.1% * 09 *

0.3 2.4% 0.3 2.7% 0.2% * 0.0
0.4 2.7% 0.4 3.3% 0.6% * 01 *
2.8 21.0% 14 10.8% -10.2% * -15 *
9.9 63.6% 9.0 59.9% -3.6% * -09 *
2.6 16.9% 33 22.2% 5.4% * 0.7 *

0.3 2.0% 0.3 2.0% 0.0% 0.0
0.6 3.9% 11 7.1% 3.2% * 05 ~*
21 13.6% 13 8.7% -5.0% * -0.8 *
153 89.8% 15.9 88.1% -1.7% * 0.6 *
0.3 2.0% 0.6 3.1% 1.1% * 02 *
01 0.7% 0.2 0.8% 0.1% * 0.0 *
0.7 4.1% 10 5.7% 1.7% * 03 *
0.6 3.4% 0.4 2.2% -1.2% * 0.2 *

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance
Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 7. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and Region, 2013 to 2016 (continued)

All Incomes

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

ielow 138% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

38% to less than 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group
Uninsured

\tor above 400% of FPL

Employer

Medicaid and CHIP
CHAMPUS/Medicare
Private Non-group

Uninsured

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Midwest

Coverage Distribution within Income Category

Millions

344
10.7
12
25
75

41
7.8
0.5
0.5
4.2

147
2.7
0.5
10
2.8

15.7
0.3
0.2
0.9
0.5

61.0%
19.0%
2.1%
4.4%
13.4%

23.7%
45.4%
3.0%
3.1%
24.8%

67.8%
12.4%
2.2%
4.8%
12.8%

89.1%
1.5%
1.1%
5.3%
3.0%

34.7
124
13
33
41

3.9
8.6
0.5
0.6
2.0

14.2
34
0.6
15
17

16.7
0.4
0.2
12
0.4

62.1%
22.3%
2.4%
5.9%
7.3%

24.8%
55.2%
3.4%
3.8%
12.8%

66.2%
15.9%
2.7%
7.1%
8.1%

88.3%
2.2%
1.2%
6.3%
2.0%

Percentage
Point Change
2013-2016

1.1% *
3.2% *
0.2% *
1.5% *
-6.1% *

1.1% *
9.8% *
0.4% *
0.7% *
-12.0% *

-1.5% *
3.5% *
0.4% *
2.3% *
-4.7% *

-0.8% *
0.7% *
0.1% *
1.0% *
-1.0% *

Change

in Millions

of People

2013-2016

04 ~*
17 *
01 ~*
08 *
3.4 %

02*
08 *
0.0

01 *
22 %*

05 *
0.7 *
01 ~*
05 *
-10*

10~*
02~*
0.0 *
03 ~*
02*

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance

Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 7. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and Region, 2013 to 2016 (continued)

All Incomes
Employer 51.8 52.4% 54.0 53.5% 1.1% * 22 *
Medicaid and CHIP 191 19.4% 215 21.3% 1.9% * 23 *
CHAMPUS/Medicare 3.8 3.9% 4.0 4.0% 0.1% * 0.2 *
Private Non-group 41 4.1% 7.7 7.6% 3.5% * 36 *
Uninsured 20.0 20.3% 13.7 13.6% -6.7% * 6.3 *
Below 138% of FPL
Employer 7.2 20.3% 75 22.0% 1.7% * 03 *
Medicaid and CHIP 14.2 40.2% 151 44.5% 4.3% * 09 *
CHAMPUS/Medicare 17 4.8% 18 5.2% 0.3% * 0.0
Private Non-group 0.8 2.3% 21 6.3% 4.0% * 13 *
Uninsured 114 32.3% 75 22.0% -10.3% * 4.0 *
138% to less than 400% of FPL
Employer 21.6 59.6% 21.9 58.8% -0.9% * 03 *
Medicaid and CHIP 4.4 12.2% 5.6 15.0% 2.8% * 12 *
CHAMPUS/Medicare 14 3.7% 14 3.9% 0.1% * 01 *
Private Non-group 17 4.7% 3.2 8.7% 3.9% * 15 *
Uninsured 71 19.7% 51 13.7% -6.0% * 20 *
At or above 400% of FPL
Employer 23.0 84.6% 24.7 83.0% -1.6% * 16 *
Medicaid and CHIP 0.5 1.7% 0.8 2.6% 0.9% * 03 *
CHAMPUS/Medicare 0.7 2.7% 0.8 2.8% 0.1% 01 *
Private Non-group 15 5.6% 2.3 7.8% 2.2% * 08 *
Uninsured 14 5.3% 11 3.7% -1.6% * 03 *

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance
Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level
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Appendix Table 7. Changes in Health Insurance Coverage Among the Nonelderly by Health
Insurance Unit Income and Region, 2013 to 2016 (continued)

All Incomes
Employer 33.7 53.6% 35.0 54.6% 1.1% * 13 *
Medicaid and CHIP 124 19.7% 17.4 27.2% 7.4% * 50 *
CHAMPUS/Medicare 17 2.7% 17 2.7% 0.0% 0.0
Private Non-group 3.2 5.1% 4.2 6.6% 1.6% * 11 *
Uninsured 11.9 19.0% 5.7 8.9% -10.1% * 6.3 *
Below 138% of FPL
Employer 4.7 21.5% 4.5 22.2% 0.7% * 0.2 *
Medicaid and CHIP 91 41.4% 11.6 57.1% 15.7% * 25 *
CHAMPUS/Medicare 0.8 3.6% 0.7 3.6% 0.1% 0.0 *
Private Non-group 0.7 3.1% 0.7 3.4% 0.3% * 0.0
Uninsured 6.7 30.5% 2.8 13.7% -16.9% * -39 *
138% to less than 400% of FPL
Employer 131 58.9% 13.2 57.1% -1.8% * 0.1
Medicaid and CHIP 30 13.5% 51 21.9% 8.4% * 21 *
CHAMPUS/Medicare 0.6 2.7% 0.6 2.8% 0.1% 0.0 *
Private Non-group 12 5.5% 18 7.9% 2.5% * 06 *
Uninsured 4.3 19.4% 24 10.2% -9.2% * 20 *
At or above 400% of FPL
Employer 15.9 84.6% 17.3 83.6% -1.0% * 14 *
Medicaid and CHIP 0.3 1.8% 0.8 3.7% 1.9% * 04 *
CHAMPUS/Medicare 0.3 1.7% 0.4 1.7% 0.0% 0.0 *
Private Non-group 13 6.9% 17 8.3% 1.4% * 04 *
Uninsured 0.9 5.0% 0.6 2.7% -2.3% * 0.4 *

Source: Urban Institute analysis of American Community Survey data from 2013 and 2016 using the Integrated Public Use Microdata Series.7

Notes: CHIP = Childrens Health Insurance Program. FPL =federalpoverty level. Estimates reflectincomefor the health insurance unitdeveloped by the State Health Access D ata Assistance
Center8 and include adjustmentsfor misreportingo fhealth insurance coverage on the American Community Survey developed by Victoria Lynch etai9

*Change is statistically significantat the 5 percent level

U.S. Health Reform—M onitoring and Impact

41



ENDNOTES

n

10.

11.

|

12.

N

1

w

Blumberg, LI, BGarrett, and J Holahan. 2016."Estimating theCounterfactual: How
Many Uninsured Adults Would There Be Today Without the ACA?" Inquiry 53:1-13.

Between 2008 and 2013, ESI coverage fell 4.4 percentage points; see Skopec, L,J
Holahan, and M McGrath. 2015."Health Insurance Coverage in 2013: Gains in Public
Coverage Continue to Offset Loss of Private Insurance."Washington, DC: Kaiser Family
Foundation, https://www.kff.ora/uninsured/issue-brief/health-insurance-coveraae-
in-2013-gains-in-public-coverage-continue-to-offset-loss-of-private-insurance.

Also, between 2000 and 2010, ESI coverage steadily eroded; see Blavin, F J Holahan,

G Kenney, and V Chen. 2012."A Decade of Coverage Losses: Implications for the
Affordable Care Act."Washington, DC: Urban Institute, http://www.urban.ora/research/
publication/decade-coveraae-losses-implicationsaffordable-care-act.

National Economic Accounts. Bureau of Economic Analysis website, https://www.bea.
gov/national/index.htm#gdp. Accessed July 17,2018.

Labor Force Statistics from the Current Population: Employment status. Bureau of Labor
Statistics website. https://www.bls.gOv/cps/tables.htm#empstat. Updated February 9,
2018. Accessed July 17, 2018.

Semega JL, Fontenot KR, Kollar A. Income and Povertyin the United States: 2016, Current
Population Reports. Washington: US Census Bureau; September 2017. https://www.
census.aov/content/dam/Census/librarv/publications/2017/demo/P60-259.pdf

Semega JL, Fontenot KR, Kollar A. Income and Povertyin the United States: 2016, Current
Population Reports. Washington: US Census Bureau; September 2017. https://www.
census.aov/content/dam/Census/librarv/publications/2017/demo/P60-259.pdf

Holahan, J, and AB Garrett."Rising Unemployment, Medicaid and the Uninsured.”
San Francisco, CA: Kaiser Family Foundation, January 2009. Available at: https://
kaiserfamilyfoundation.files.wordpress.com/2013/03/7850.pdf: and Blumberg, U, B
Garrett, and J Holahan. 2016. "Estimating theCounterfactual: How Many Uninsured
Adults Would There Be Today Without the ACA?" Inquiry 53:1-13.

Medicaid expansion status was determined as of July 1,2016. Medicaid expansion
states include Alaska, Arizona, Arkansas, California, Colorado, Connecticut, Delaware,
DC, Hawaii, lllinois, Indiana, lowa, Kentucky, Louisiana, Maryland, Massachusetts,
Michigan, Minnesota, Montana, Nevada, New Hampshire, New Jersey, New Mexico,
New York, North Dakota, Ohio, Oregon, Pennsylvania, Rhode Island, Vermont,
Washington, and West Virginia. The non-expansion states include: Alabama, Florida,
Georgia, Idaho, Kansas, Maine, Mississippi, Missouri, Nebraska, North Carolina,
Oklahoma, South Carolina, South Dakota,Tennessee, Texas, Utah, Virginia, Wisconsin,
and Wyoming.

For example, see McMorrow, S, SK Long, GM Kenney, N Anderson."Uninsurance
Disparities Have Narrowed for Black and Hispanic Adults Under the Affordable Care
Act” Health Aff(Milwood) 34(10): 1774-1778; Glied, S, SMa, SVerbofsky."How Much of a
Factor Isthe Affordable Care Act in the Declining Uninsured Rate?” The Commonwealth
Fund. December 2016. http://www.commonwealthfund.org/sites/default/files/
documents/___redia file? publications issue brief 2Qe dec 1920 glied aw

and uninsured rate rb v3.pdf: Frean, M, JGruber, BD Sommers."Premium Subsidies,
the Mandate, and Medicaid Expansion: Coverage Effects of the Affordable Care Act.”
Journal o fHealth Economics 53: 72-86; Cohen RA, Zammiitti EP, Martinez ME. Health
Insurance Coverage: Early Release o fEstimates from the National Health Interview Survey,
2017. National Center for Health Statistics. Washington: U.S. Department of Health

and Human Services; May 2018. https://www.cdc.aov/nchs/data/nhis/earlvrelease/
insur201805.pdf: and Blumberg, U, BGarrett, and J Holahan. 2016."Estimating the
Counterfactual: How Many Uninsured Adults Would There Be Today Without the ACA?"
Inquiry 53:1-13.

Cohen RA, Zam mitti EP, Martinez ME. Health Insurance Coverage: Early Release of
Estimates from the National Health Interview Survey, 2016. National Center for Health
Statistics. Washington: U.S. Department of Health and Human Services; May 2017.
https://lwww.cdc.gov/nchs/data/nhis/earlyrelease/insur201705.pdf

Steven Ruggles, Katie Genadek, Ronald Goeken, Josiah Grover, and Matthew
Sobek. Integrated Public Use Microdata Senes: Version 7.0 [dataset]. Minneapolis:
University o fMinnesota, 2017. https://d0i.0rg/l 0.18128/D010.V7.0.

Using SHADAC Health Insurance Unit(HIU) and Federal Poverty Guideline (FPG)
Microdata Variables. Minneapolis: State Health Access Data Assistance Center at the
University of Minnesota; November 2013. http://www.shadac.org/publications/using-
shadac-health-insurance-unit-hiu-and-federal-povertv-auideline-fpa-microdata

For further details, see Lynch, V, GM Kenney, J Haley, and D Resnick. 2011 ."Improving
the Validity of the Medicaid/CHIP Estimates on the American Community Survey:

The Role of Logical Coverage Edits." Reportto the U.S. Census Bureau. https://www.
census.aov/content/dam/Census/librarv/workina-papers/2011/demo/improvina-the-
validitv-of-the-medicaid-chip-estimates-on-the-acs.pdf. pdf; Haley, JM, V Lynch, and
GM Kenney. 2014."The Urban Institute Health Policy Center's Medicaid/CHIP Eligibility
Simulation Model."Washington, DC: Urban Institute, https://www.urban.org/sites/
default/files/publication/22431/413069-the-urban-institute-health-policv-center-s-
medicaid-chip-eligibilitv-simulation-model.pdf.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Pascale, J. 2008."Measurement Error in Health Insurance Reporting.” Inquiry 45(4): 422-
37; Pascale, J, J Rodean, J Leeman, et al. 2013."Preparing to Measure Health Coverage
in Federal Surveys Post-Reform: Lessons From Massachusetts.” Inquiry 50(2): 106-23;
Call, K, ME Davern, JA Klerman, V Lynch. 2013."Comparing Errors in Medicaid Reporting
Across Surveys: Evidence to Date.” Health Services Research 48(2 Pt 1): 652-64.20.

For further details, see Lynch, V, GM Kenney, J Haley, and D Resnick. 2011 ."Improving
the Validity of the Medicaid/CHIP Estimates on the American Community Survey:

The Role of Logical Coverage Edits." Reportto the U.S. Census Bureau. https://www.
census.aov/content/dam/Census/librarv/workina-papers/2011/demo/improving-the-
validitv-of-the-medicaid-chip-estimates-on-the-acs.pdf. pdf; Haley, JM, V Lynch, and
GM Kenney. 2014."The Urban Institute Health Policy Center's Medicaid/CHIP Eligibility
Simulation Model."Washington, DC: Urban Institute, https://www.urban.org/sites/
default/files/publication/22431/413069-the-urban-institute-health-policv-center-s-
medicaid-chip-eligibility-simulation-model.pdf.

Medicaid expansion status was determined as of July 1,2016. Medicaid expansion
states include Alaska, Arizona, Arkansas, California, Colorado, Connecticut, Delaware,
DC, Hawaii, lllinois, Indiana, lowa, Kentucky, Louisiana, Maryland, Massachusetts,
Michigan, Minnesota, Montana, Nevada, New Hampshire, New Jersey, New Mexico,
New York, North Dakota, Ohio, Oregon, Pennsylvania, Rhode Island, Vermont,
Washington, and West Virginia. The non-expansion states include: Alabama, Florida,
Georgia, Idaho, Kansas, Maine, Mississippi, Missouri, Nebraska, North Carolina,
Oklahoma, South Carolina, South Dakota,Tennessee, Texas, Utah, Virginia, Wisconsin,
and Wyoming.

Between 2008 and 2013, ESI coverage fell 4.4 percentage points; see Skopec, L,J
Holahan, and M McGrath. 2015."Health Insurance Coverage in 2013: Gains in Public
Coverage Continue to Offset Loss of Private Insurance."Washington, DC: Kaiser Family
Foundation, https://www.kff.ora/uninsured/issue-brief/health-insurance-coveraae-
in-2013-aains-in-public-coveraae-continue-to-offset-loss-of-private-insurance.

Also, between 2000 and 2010, ESI coverage steadily eroded; see Blavin, F J Holahan,

G Kenney, and V Chen. 2012."A Decade of Coverage Losses: Implications for the
Affordable Care Act."Washington, DC: Urban Institute.http://www.urban.org/research/
publiwtiQn/d ewde-COverggg-lgssgs-impliw tionsgffgrdgble-cgrg-g g

Blumberg, LI, BGarrett, and J Holahan. 2016."Estimating the Counterfactual: How
Many Uninsured Adults Would There Be Today Without the ACA?" Inquiry 53:1-13.

HIUs may be larger than the family units counted for Medicaid eligibility. In addition,
Medicaid eligibility is determined based on monthly income, while ACS respondents
reportannual income.

Between 2008 and 2013, ESI coverage fell 4.4 percentage points; see Skopec, L,J
Holahan, and M McGrath. 2015."Health Insurance Coverage in 2013: Gains in Public
Coverage Continue to Offset Loss of Private Insurance."Washington, DC: Kaiser Family
Foundation, https://www.kff.ora/uninsured/issue-brief/health-insurance-coveraae-
in-2013-aains-in-public-coveraae-continue-to-offset-loss-of-private-insurance.

Also, between 2000 and 2010, ESI coverage steadily eroded; see Blavin, F J Holahan,

G Kenney, and V Chen. 2012."A Decade of Coverage Losses: Implications for the
Affordable Care Act."Washington, DC: Urban Institute.http://www.urban.ora/research/
publication/decade-coveraae-losses-implicationsaffordable-care-act.

High-ESI industries are those with ESI coverage rates of more than 80 percent in 2012.
They consist primarily of finance, manufacturing, information, and communications
firms. Low-ESI industries had ESI coverage rates of less than 80 percentin 2012 and
consist primarily of agriculture, construction, and wholesale and retail trade.

Blumberg, LI, BGarrett, and J Holahan. 2016."Estimating the Counterfactual: How
Many Uninsured Adults Would There Be Today Without the ACA?" Inquiry 53:1-13.

Between 2008 and 2013, ESI coverage fell 4.4 percentage points; see Skopec, L,J
Holahan, and M McGrath. 2015."Health Insurance Coverage in 2013: Gains in Public
Coverage Continue to Offset Loss of Private Insurance."Washington, DC: Kaiser Family
Foundation, https://www.kff.ora/uninsured/issue-brief/health-insurance-coveraae-
in-2013-aains-in-public-coveraae-continue-to-offset-loss-of-private-insurance.

Also, between 2000 and 2010, ESI coverage steadily eroded; see Blavin, F J Holahan,

G Kenney, and V Chen. 2012."A Decade of Coverage Losses: Implications for the
Affordable Care Act."Washington, DC: Urban Institute, http://www.urban.ora/research/
publication/decade-coveraae-losses-implicationsaffordable-care-act.

Auter Z. US. Uninsured Rate Steady at 12.2% in Fourth Quarter of 2017. Gallup.
January 16,2018. https://news.aallup.com/poll/225383/uninsured-rate-steadv-
fourth-quarter-2017.aspx?g source=link NEWSV9&g medium=TQPIC&g campaign
=item &g content=U.S.%2520Uninsured%2520Rate%2520Steadv%2520at%
252Q12,2%2525%252Qin%252QFgurth%252QQu9rte %252Qgf%252Q2Q17

Collins SR, Gunja MZ, Doty MM, Bhupal HK. First Look at Health Insurance Coverage

in 2018 Finds ACA Gains Beginning to Reverse.The Commonwealth Fund. May 1,2018.
https://www.commonwealthfund.org/blog/2018/first-look-health-insurance-
coveraae-2018-find s-aca-aains-beainning-reverse.

U.S. Health Reform—Monitoring and Impact 42



Copyright© September 2018. The Urban Institute. Permission is granted for reproduction of this file, with attribution
to the Urban Institute.

Acknowledgments
The authors thank Linda Blumberg for her helpful comments and suggestions.

About the Robert Wood Johnson Foundation

For more than 45 years the Robert Wood Johnson Foundation has worked to improve health and health care. We
are working alongside others to build a national Culture of Flealth that provides everyone in America a fair and just
opportunity for health and well-being. For more information, visit www.rwjf.oig. Follow the Foundation on Twitter
at www.rwjf.oig/twitter or on Facebook at www.rwjf.oig/facebook.

About the Urban Institute

The nonprofit Urban Institute is dedicated to elevating the debate on social and economic policy. For nearly five decades,
Urban scholars have conducted research and offered evidence-based solutions that improve lives and strengthen communities
across a rapidly urbanizing world. Their objective research helps expand opportunities for all, reduce hardship among the
most vulnerable, and strengthen the effectiveness of the public sector. For more information, visit www.urban.oig. Follow
the Urban Institute on Twitter or Facebook. More information specific to the Urban Institute’ Flealth Policy Center, its staff,
and its recent research can be found at www.healthpolicycenter.oig.

U.S. Health Reform—Monitoring and Impact 43



EYE ON HEALTH REFORM

001: 10.1377/hlthaff.2018.1110

A Hot Health Policy

Summer

Last summer the administration finalized new rules on short-term
plans and approved new state waivers. Litigation continues over the
individual mandate, risk adjustment, and ACA ‘sabotage.”

BY KATIE KEITH

onks of a certain age

reminisce about how

policy developments

used to cool down

when the weather
heated up. Those days are gone. Last
summer the administration of Donald
Trump finalized new rules on short-
term health plans and approved impor-
tant new state waivers. Affordable Care
Act (ACA) litigation continued—and
continued to generate reactions in Con-
gress and the administration—over the
individual mandate, risk adjustment,
and alleged administration “sabotage”
of the ACA

New Rule Opens The Door
Wider To Short-Term

Coverage

On August 1the Departments of Health
and Human Services (HHS), Labor, and
Treasury released a final rule to expand
access to short-term, limited-duration
coverage. These plans do not have to
comply with the ACA’s market reforms,
meaning they can charge higher premi-
ums based on health status, exclude
coverage for preexisting conditions, or
not cover entire categories of benefits.
Short-term coverage is much less expen-
sive than ACA coverage—frequently by
as much as 20 percent, according to
the Henry J. Kaiser Family Foundation—
and enrollment tends to skew younger
and healthier.

The finalrule allows short-term cover-
age to be sold for up to 364 days, the
same limit that was in effect before the
Barack Obama administration issued
a 2016 regulation curtailing the maxi-
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mum duration to no more than three
months. However, the final rule goes
further by allowing short-term policies
to be renewed or extended forup to thir-
ty-six months. The agencies added a
severability clause stating that the rest
ofthe rule would remain in effect even if
the thirty-six-month standard is found
by a court to be invalid. The rule also
requires the issuers of short-term poli-
cies to prominently note in their con-
tract and application materials some
of the limitations of short-term
coverage.

New short-term plans are expected
to attract healthy enrollees, which will
have the effect of increasing premiums
for those who remain in the ACA
Marketplaces. The agencies estimate
thatthis willresult in higherfederal out-
lays for premium subsidies of about
$28.2 billion during the period 2019-
28. They additionally estimate that en-
rollment in short-term coverage in 2019
will increase by about 600,000 people,
most ofwhom will have been previously
enrolled in ACA coverage. The agencies
expectenrollmentin the ACA-compliant
individual marketto decrease by 1.3 mil-
lion and enrollment in short-term cov-
erage to increase by 1.4 million by 2028.

New short-term policies could be
available as early as October. States re-
tain frillauthority to regulate short-term
coverage, but there is significant varia-
tion in how states regulate these plans.
Some states, such as California and
Illinois, have responded by passing
new legislation to prohibit or restrict
short-term plans. However, Gov. Bruce
Rauner (R) vetoed Illinois’s legislation

37:10

in late August; the California legislation
has yet to be signed by Gov. Jerry
Brown (D).

Marketplace premiums in most states
are expected to be relatively stable for
2019. However, the rule on short-term
coverage—combined with another re-
cent rule on association health plans
and the zeroing out of the individual
mandate penalty—is making 2019 pre-
miums higher than they would have
been otherwise.

Litigation Leads To Risk-
Adjustment Hiccups

Last summer sawthe sudden suspension
of the ACA’s risk-adjustment program,
then its resumption. Risk adjustment
compensates insurers with sickerenroll-
ees by transferring funds from plans
with healthier enrollees in the individu-
al and small-group markets. Section
1343 of the ACAdirects HHS to develop
standards for the risk-adjustment pro-
gram, including a formula for these
transfers, which is issued in annual reg-
ulations.

Afew insurers, mainly Consumer Op-
erated and Oriented Plans (CO-OPs),
have challenged parts ofthe formulalaid
out in HHS regulations. Insurers have
taken issue in particular with HHS’s
decision to calculate transfers using
statewide average premiums based
on the assumption that the risk-adjust-
ment program must be budget-neutral.
Smaller insurers have argued that this
advantages larger, higher-premium
plans.

In January a district court in Massa-
chusetts upheld HHS’s risk-adjustment
formula against a challenge brought by
Minuteman Health. One month later,
however, a New Mexico district court
agreed with New Mexico Health Connec-
tions that HHS’s use of a statewide aver-
age premium without adequate explana-
tion was arbitrary and capricious; the
court set aside this part of the formula
from 2014 to 2018. In March HHS asked
the New Mexico court to reconsider its
decision; an opinion from the court was
expected by the end of the summer.

Citing the New Mexico decision, HHS
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delayed a report on 2017 risk-adjust-
ment transfers and suspended the
risk-adjustment program in early July.
Following significant outcry from insur-
ers, HHS released the report and a new
final rule on risk-adjustment program
methodology for 2017. The rule, which
New Mexico Health Connections has
challenged, did not substantively
change the risk-adjustment formula
but better explained HHS’s rationale
for using a statewide average premium.

HHS then resumed making about
$10.4 billion in risk-adjustment trans-
fers for 2017. In August HHS issued a
separate proposed rule regarding its
methodology for 2018. For now, HHS
appears to be facilitating risk-adjust-
ment transfers for 2017, and the parties
await further decisions in the New Mex-
ico litigation.

High-Profile Litigation Over
The ACA Continues
Litigation in Texas over the constitu-
tionality of the individual mandate con-
tinues to heat up. The lawsuit was
brought by twenty Republican state at-
torneys general or governors, led by
Texas, and two individual plaintiffs.
They argue that Congress’s repeal of
the individual mandate penalty in De-
cember 2017 renders the mandate no
longer avalid exercise of Congress’s tax-
ing power. They urge the court to strike
down the mandate and, with it, the en-
tire ACA. Democratic attorneys general
from sixteen states and the District of
Columbia have been allowed to inter-
vene in the case to defend the ACA

The Department of Justice (DOJ) typ-
ically defends federal statutes against
legal challenges, but in this case the
DOJ agreed with the plaintiffs that the
mandate is unconstitutional and asked
the court to also strike down the ACA’s
provisions on guaranteed issue, com-
munity rating, and preexisting condi-
tion exclusions. The DOJ believes that
these provisions, but not the rest ofthe
ACA, are inseverable from the mandate.
Following the DOJ filing, the plaintiffs
asked that a limited injunction (against
the mandate and these three provi-
sions), if granted, apply to only the
twenty plaintiff states.

Reed O’Connor, district judge of the
United States District Court for the
Northern District of Texas, is consider-

ing ruling on the merits of the case (in-
stead ofissuing atemporary preliminary
injunction); ahearing on the motion for
a preliminary injunction was scheduled
for September 5. Such an injunction
could block enforcement of the entire
ACA or major consumer protections in
at least twenty states. The hearing coin-
cided with the beginning of Senate
confirmation hearings for D.C. Circuit
Judge Brett Kavanaugh, who has been
nominated to the US Supreme Court.
The Texas case was a focal pointin those
hearings because it may well reach the
Supreme Courtand because previous de-
cisions suggest that Judge Kavanaugh
believes that a president can decline to
enforce laws that he or she believes are
unconstitutional.

The case is also receiving significant
attention in Congress. Democratic Sen-
ators introduced a resolution to inter-
vene in the case to defend the ACA
Republican Senators introduced legisla-
tion that they assert will protect individ-
uals with preexisting conditions in the
event that Judge O’Connor rules for the
plaintiffs. Although the bill would pro-
hibitdenial ofcoverage and rating based
on health status, it does not prohibit
preexisting condition exclusions or rat-
ing based on other factors. And it would
notreinstate those parts ofthe ACAthat
could be struck down. Thus, many con-
sumers, including those with preexist-
ing conditions, could still face higher
premiums and out-of-pocket expenses
if the plaintiffs prevail.

At the other end of the spectrum of
ACA litigation, four cities and two indi-
viduals filed alawsuit againstthe Trump
administration for its “death-by-a-thou-
sand-cuts campaign” to undermine the
ACA. Baltimore, Chicago, Cincinnati,
Columbus, and the two individuals as-
sert that the administration is violating
the Constitution’s Take Care Clause by
attempting to nullify the ACA through
executive action. The plaintiffs point to
President Trump’s statements and exec-
utive orders, recent federal rules on as-
sociation health plans and short-term
plans, and cuts to navigator funding
and Marketplace advertising. They ask
the court to require the administration
to faithfully execute the ACA by revers-
ing many of these decisions.

The lawsuit notwithstanding, HHS
continues to make decisions that have
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been criticized as undermining the ACA.
In July HHS announced that it will cut
navigator funding from $36.8 million
for 2018 to $10 million for 2019. Since
the Trump administration took office,
the navigator program has been cut by
about 84 percent. Navigators will also be
required to prioritize assistance to un-
insured people who are unaware oftheir
coverage options through the Market-
place, association health plans, or
short-term plans. HHS justified these
cuts partly based on data described as
“problematic” and “unreliable” in a re-
cent Government Accountability Office
report.

A coalition of Democratic state attor-
neys general made similar arguments in
a July lawsuit challenging the Trump
administration’s final rule on associa-
tion health plans. They maintain that
the goal ofthatfinalrule isto undermine
the ACA and that it will increase the
risk of fraud, require states to devote
resources to preventing that risk, and
increase premiums for those with preex-
isting conditions. In late August they
asked the court to grant their motion
for summary judgment and vacate the
final rule.

Four New States Approved For
1332 Reinsurance Waivers

Four states—Maine, Maryland, New
Jersey, and Wisconsin—eceived federal
approval last summer to establish re-
insurance programs through section
1332 innovation waivers. Each state is
implementing or funding its program
slightly differently. New Jersey, for in-
stance, will use revenue collected under
its new state-level individual mandate,
while Maryland is assessing insurers
the amount they would have paid under
the ACA’s suspended health insurance
tax. The programs range in size from
$93 million in Maine to $462 million
in Maryland for 2019. This brings the
total number of states with an approved
1332 waiver to eight. m

Katie Keith (katie.keith@georgetown.edu) is a
principal at Keith Policy Solutions, LLC; an
appointed consumer representative to the National
Association of Insurance Commissioners; and an
adjunct professor at the Georgetown University
Law Center. [Published online September 70, 2078.]
Readers can find more detail and updates on health
reform on Health Affairs Blog (http://healthaffairs
~org/blog/).
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Health Care Coverage, Access, and Affordability for Children and
Parents: New Findings from March 2018

Michael Karpman, Genevieve M. Kenney, and Dulce Gonzalez
September 6, 2018

At a Glance

. Health insurance coverage gains occurred between 2013 and 2018 for children and parents,
following implementation of the Affordable Care Act’s key coverage provisions.

¢ These coverage gains have coincided with improvements in health care access and affordability.

¢« Although parents experienced larger gains in coverage relative to children, parents were three
times as likely as children to be uninsured in 2018, and nearly one-third of low-income parents
in states that have not expanded Medicaid remain uninsured.

Following the implementation of the Affordable Care Act (ACA), health insurance coverage rates
rose sharply among nonelderly parents living with dependent children, and the share of children
with coverage increased modestly (Alker and Chester 2015; Gates et al. 2016; Karpman, Gates, et al.
2016; Kenney et al. 2016). Studies have found that the ACA was a driving factor behind these
coverage gains. For instance, according to prior research, the expansion of Medicaid eligibility
increased coverage for low-income parents and had a “welcome mat” effect that led to increased
enrollment of children who were already eligible for Medicaid, consistent with previous research
finding evidence of spillover effects from earlier expansions (Aizer and Grogger 2003; Devoe et al.
2015; Dubay and Kenney 2003; Hudson and Moriya 2017; Kenney, Long, and Luque 2010;
McMorrow et al. 2017). This increase in health insurance has improved parents’ ability to pay for
their and their families’ health care (McMorrow et al. 2017).

In recent years, however, political support for maintaining the ACA has been tenuous.
Several bills to repeal the ACA and establish a per capita cap on federal funding for Medicaid were
narrowly rejected in 2017, and reauthorization of the Children’s Health Insurance Program (CHIP)
was delayed for nearly four months before members of Congress reached an agreement to extend
funding for 10 years. Enrollment in private nongroup health insurance has declined as funding for
Marketplace outreach and enrollment assistance has been cut and as premiums have risen, with
further enrollment declines projected because of the repeal of the federal individual mandate penalty
(Congressional Budget Office 2017).1Some Medicaid expansion states are implementing policies
that condition Medicaid eligibility on participation in work or work-related activities and payment of
premiums, while other states are planning to expand Medicaid in the coming year.

In this brief, we provide an update on changes in health insurance coverage and health care
access and affordability for parents and their children between 2013 and 2018 using data from the
Health Reform Monitoring Survey (HRMS). We then examine differences in coverage status among
parents by income and state Medicaid expansion status and the reasons some parents remain
uninsured. We also assess the confidence insured parents have in their ability to maintain their
current coverage in the coming year.
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We find that the gains in coverage, access, and affordability for parents and children that
occurred since 2013 have been sustained through March 2018, but significant gaps remain. More
than one in five low-income parents are uninsured, with the highest levels of uninsurance found
among low-income parents in states that have not expanded Medicaid.

What We Did

We used data from multiple rounds of the HRMS, drawing on questions from the HRMS and the
HRMS child supplement (HRMS-Kids), to assess changes in coverage and health care access and
affordability for parents ages 18 to 64 and children ages 17 and younger between June/September
2013 and March 2018.2The HRMS-Kids was initially fielded in the second quarter of 2013 to collect
information about a randomly selected child in respondents’ households, yielding data on 2,400
children for nearly each round fielded between 2013 and 2016 and more than 3,000 children in
subsequent rounds that included the HRMS-Kids.

Parents include all nonelderly adult parents and legal guardians living with a dependent child
age 17 or younger. When analyzing data on children, we include responses from parents and
guardians and from other relatives or nonrelatives reporting on behalfof a child in the household.
We weight the HRMS and HRMS-Kids to produce nationally representative estimates for nonelderly
parents and children, respectively.

We focus on changes in coverage, access, and affordability between June/September 2013,
just before the implementation of the ACA’s major coverage provisions, and March 2018, the most
recent month for which we have data. We poolJune and September 2013 data to increase the
sample size and the precision of our mid-2013 estimates. Our analysis focuses on changes in
coverage at the time of the survey and during the past year among children and parents. Health care
access measures include having a usual source of care at the time of the survey and having had a
routine checkup in the past 12 months. Affordability measures include problems paying family or
children’s medical bills in the past year3and unmet needs for care because of costs among parents in
the past year.4We also assess parents’ confidence that children could get medical care if they needed
it, which likely reflects perceptions of both access and affordability of care for children.

We then use March 2018 data to assess coverage status by annual family income as a share of
the federal poverty level (FPL) and state Medicaid expansion status as of early 2018.5We focus on
adults with incomes at or below 138 percent of FPL, nearly all of whom would qualify for Medicaid
if their state expanded eligibility under the ACA; adults with incomes between 138 and 400 percent
of FPL, who might qualify for premium tax credits to purchase health plans through the health
insurance Marketplaces; and adults with incomes of 400 percent of FPL or more, who do not qualify
for financial assistance to obtain coverage. We also assess differences in access and affordability at
the time of the survey and during the past year by coverage status at the time of the survey and
provide estimates of the reported reasons for not having coverage among uninsured parents and
confidence in the ability of insured parents to keep their coverage.6

We use HRMS and HRMS-Kids survey weights and regression adjustment to control for
differences in the demographic and socioeconomic characteristics of the respondents and their
children across different rounds of the survey.7This allows us to remove variation in coverage,
access, and affordability caused by changes in the observable characteristics of people responding to
the survey over time. But the basic patterns shown for the regression-adjusted measures are similar
to those based solely on simple weighted estimates.8We emphasize statistically significant changes in
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coverage and other outcomes over time, defined as differences that are significantly different from
zero at the 5 percent level or lower. Though HRMS estimates capture changes in outcomes since
June/September 2013, the estimates do not reflect the effects of some important ACA provisions
(e.g., early state Medicaid expansions and the maintenance of eligibility provision for children) but
do reflect changes beyond the effects of the ACA that might have affected coverage and
affordability (e.g., changes related to labor market conditions).

What We Found

Health insurance coveragegains occurred between 2013 and2018for children andparents,following implementation
ofthe Affordable Care A ct’ key coverageprovisions.

Previous analyses of the HRMS and HRMS-Kids data found increases in coverage rates for
both children and parents following implementation ofthe ACA’s major coverage provisions
(Karpman, Gates, and Kenney 2016; Karpman, Kenney, et al. 2016; Kenney et al. 2014). We found
that coverage gains for both groups were sustained through early 2018. Between June/September
2013 and March 2018, the share of parents with coverage at the time of the survey increased 5.9
percentage points, and the share of children with coverage increased 1.5 percentage points (figure 1).
There were similar gains in the shares of parents and children who were insured for all 12 months
before the survey. Both measures of coverage drawn from the HRMS and HRMS-Kids have
remained fairly constant for parents and children since March 2015 (data not shown).

Figure 1. Percentage-Point Increase in Health Insurance Coverage for Parents Ages 18 to 64
and Children Ages 17 and Younger between June/September 2013 and March 2018

1 Parents 1 Children

Insured at time of survey Insured all of past 12 months

Source: Health Reform Monitoring Survey and Health Reform Monitoring Survey Child Supplement (HRMS-Kids),
quarters 2 and 3 2013 through quarter 12018.
Note: Estimates are regression adjusted.

ESjmate differs significantly from zero at the 0.10/0.05/0.01 level, using two-tailed tests.
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These coveragegains have coincided with improvements in health care access and affordability.

The share of parents with a usual source of care increased 3.1 percentage points between
June/September 2013 and March 2018, and the share of parents and children who had a routine
checkup in the past 12 months increased 3.5 and 2.3 percentage points, respectively (figures 2 and
3). Health care for parents and children was also more affordable in March 2018 than it was in
June/September 2013. The share of parents who reported an unmet need for medical care because
of costs in the past year fell 4.4 percentage points, and the share reporting problems paying family
medical bills fell 5.5 percentage points. There has also been a decline in the share of adults reporting
that they or someone in their family had problems paying children’s medical bills and an increase in

the share of parents reporting that they are very or somewhat confident their child could get health
care if needed.9
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Figure 3. Percentage-Point Change in Health Care Access and Affordability for Children
Ages 17 and Younger and Parents' Confidence in Children's Ability to Get Needed
Care between June/September 2013 and March 2018

2.8~

Usual source of care Routine checkup in past 12 Parent isvery or somewhat  Problems paying child’s
months confident child could get medical bills in past 12
needed healthcare months

Source: Health Reform Monitoring Survey Child Supplement (HRMS-Kids), quarters 2 and 3 2013 through quarter 12018.
Note: Estimates are regression adjusted.
*[**[* * Estimate differs significantly from zero at the 0.10/0.05/0.01 level, using two-tailed tests.

JAlthoughparents experienced largergains in coverage relative to children, parents were three times as likely as
children to be uninsuredin 2018, and nearly one-third oflow-incomeparents in states that have not expanded
M edicaid remain uninsured.

About 1in 10 parents (10.1 percent; figure 4) were uninsured in March 2018, compared with
3.4 percent of children (data not shown). More than 1in 5 parents (21.8 percent) with incomes at or
below 138 percent of FPL were uninsured (figure 4), and the uninsurance rate for parents in that
income group was nearly 20 percentage points higher in states that have not expanded Medicaid
relative to states that have expanded Medicaid (32.8 percent versus 13.2 percent; figure 5). This gap
is likely driven in part by the low income thresholds used to determine eligibility for Medicaid for
parents who are not pregnant and do not have a disability in many nonexpansion states. For
instance, nondisabled, nonpregnant parents in Alabama and Texas can qualify for Medicaid only if
their incomes are at or below 18 percent of FPL.10



Figure 4. Share of Parents Ages 18 to 64 Who Were Uninsured at the Time of the Survey,
Overall and by Family Income, March 2018

21.8%

All At or below 138 percentof 139-399 percentof FPL 400 percent of FPL or more
FPL

By family income

Source: Health Reform Monitoring Survey, quarter 12018.
Note: FPL is federal poverty level.

*/7*/v* Estimate differs significantly from parents with income at or below 138 percent of FPL at the 0.10/0.05/0.01
level, using two-tailed tests.

Figure 5. Share of Parents Ages 18 to 64 Who Were Uninsured at the Time of the Survey,
by State Medicaid Expansion Status and Family Income, March 2018

Lives in Medicaid expansion state 1 Lives in state that has not expanded Medicaid under the ACA
32.8%*"*
All parents At or below 138% FPL 139-399% FPL 400% of FPL more

By family income

Source'. Health Reform Monitoring Survey, quarter 12018.
Note: FPL is federal poverty level. State Medicaid expansion status is as of March 2018.

***[** Estimate differs significantly from parents in Medicaid expansion states at the 0.10/0.05/0.01
level, using two-tailed tests.
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Uninsurance rates were also higher in nonexpansion states among parents with incomes
between 138 and 400 percent of FPL, which is likely because of factors affecting enroliment in
private coverage and differences in underlying economic and demographic characteristics
independent of changes related to the ACA (Kenney et al. 2016) (figure 5). For instance, less
funding for Marketplace outreach and enrollment assistance might be available in nonexpansion
states, particularly after federal funding cuts that affected states relying on the federally facilitated
Marketplace. The uninsurance rate for parents with incomes above 400 percent of FPL was 1.6
percent in both expansion and nonexpansion states.

Uninsuredparents are less likely than insuredparents to have a usual source ofcare or a routine checkup
and more likely to have unmet health care needs.

Parents who were uninsured in March 2018 were less likely than insured parents to have a
usual source of care (45.8 percent versus 79.4 percent) and to have had a routine checkup in the past
12 months (33.9 percent versus 67.3 percent; figure 6). They were more likely to have unmet needs
for care because of costs in the past 12 months. These differences likely reflect differential access to
care for the uninsured compared with the insured, but they might also be because of differences
between the insured and the uninsured in health-seeking behavior and health care needs and because
of geographic variation in the service delivery systems where they live.

Figure 6. Health Care Access and Affordability for Parents Ages 18 to 64,
by Coverage Status atthe Time of the Survey, March 2018

m Insured m Uninsured

79.4%

Usual source of care Routine checkup in past 12 Any unmet need for care  Problems paying family
months because of costs in past 12  medical bills in past 12
months months

Source: Health Reform Monitoring Survey, quarter 12018.
7*7™ Estimate differs significantly from insured parents at the 0.10/0.05/0.01 level, using two-tailed tests.
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Costis the most common reason givenfor being uninsured, and insuredparents with low incomes are more
likely than higher-incomeparents to lack confidence thatthey will be able to keep their coverage in the comingyear.

More than two-thirds (68.1 percent) of parents who were uninsured in March 2018 reported
that they did not have coverage because the cost was too high or they could not afford it (figure 7).
About 18.1 percent reported that they did not want insurance, and less than 5 percent of uninsured
parents reported not knowing about or having trouble finding information on available options.
Other data sources indicate that some uninsured parents are eligible for Medicaid or premium tax
credits for Marketplace coverage (Blumberg et al. 2018; Haley et al. 2018). Some of these uninsured
parents might not know that they qualify for this financial assistance.

Figure 7. Reasons for Being Uninsured among Uninsured Parents Ages 18 to 64, March 2018

Does not want insurance

Cost of insurance is too high
or cannot afford insurance

Does not know how to find information
on available options

Has trouble finding information
on available options

In the process of enrolling or
waiting for coverage to start

Source: Health Reform Monitoring Survey, quarter 12018.
Note: Respondents could report multiple reasons for not having coverage.

Among insured parents, 8.7 percent were not too confident or not at all confident in their
ability to keep their current coverage in the coming year (figure 8). Parents with incomes at or below
138 percent of FPL were four times more likely than those with incomes at or above 400 percent of
FPL to feel not confident about their ability to maintain their current coverage in the coming year
(16.4 percent versus 4.0 percent). But we did not find differences in confidence in keeping coverage
by state Medicaid expansion status (data not shown).
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Figure 8. Share of Insured Parents Ages 18 to 64 Who Are Not Confident in Their Ability
to Keep Their Current Health Insurance Coverage in the Coming Year,
Overall and by Family Income, March 2018

16.4%

All insured parents At or below 138% FPL 139-399% FPL 400% FPL or more
By family income

Source: Health Reform Monitoring Survey, quarter 12018.
Note: FPL is federal poverty level.

Estimate differs significantly from parents with incomeat or below 138 percent of FPL at the 0.10/0.05/0.01 level,
using two-tailed tests.

What It Means

The HRMS finds improvements in health insurance coverage and health care access and
affordability for parents and children between 2013 and early 2018. Recent analysis of large federal
surveys such as the National Health Interview Survey and American Community Survey have found
the declines in uninsurance among children slowing or even beginning to reverse in some places
since 2015 (Haley et al. 2018, McMorrow and Kenney 2018), indicating the importance of
continuing to monitor coverage, access, and affordability for children and parents.

In early 2018, large differences remained in coverage among parents based on income and
state of residence. Nearly one-third of low-income parents in states that have not expanded
Medicaid were uninsured as of March 2018. Cost remains the major barrier to coverage for
uninsured parents, and insured parents with low incomes are less certain than higher-income parents
that they will be able to maintain their insurance.

Parents’ ability to keep coverage will likely have important spillover effects on their children.
Studies have found that parents’ coverage status is associated with children’s coverage status and
health care access, including whether children receive recommended well-child visits (Davidoff et al.
2003; DeVoe, Tillotson, and Wallace 2009). In addition, the expansion of coverage under the ACA
has been found to improve many financial outcomes (Caswell and Waidmann 2017; Hu et al. 2016),
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which might improve child health and well-being through pathways beyond their interactions with
the health care system.

Several pending policy changes could affect health insurance coverage for parents and their
children going forward. Recent decisions to expand Medicaid in Virginia and Maine are expected to
augment recent coverage gains, and upcoming ballot measures in Idaho, Nebraska, and Utah might
result in the expansion of Medicaid in additional states.1l Other pending policy changes raise the risk
that some of the increases in coverage among parents under the ACA might be reversed. These
changes include new state waivers that condition Medicaid eligibility on work or participation in
work-related activities and that charge higher premium payments to Medicaid enrollees. In addition,
parents with incomes above 400 percent of FPL with unsubsidized private nongroup health
insurance might find it increasingly difficult to afford health insurance for themselves and their
children that meets the ACA’s minimum coverage and benefit standards, as associated premiums are
projected to increase further because of the repeal of the ACA’s individual mandate penalty. At the
same time, new regulations might expand access to health plans that are not required to meet all the
ACA’s minimum coverage and benefit standards, although it is not clear how much those plans will
appeal to families with children.
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Notes#l

1See also “Year-End Trends in Health Insurance Enrollment and Segment Performance.” Mark Farrah Associates, April
27, 2018.

2We focus on estimated changes in coverage because estimates of the level of coverage often vary across surveys
because of differences in survey design (State Health Access Data Assistance Center 2013). In some rounds of the
survey, the interview month starts a few days before or lasts a few days after the target month.

3Estimates of the share of adults reporting problems paying a child’s medical bills include responses from adults who
are not the child’s parent or guardian.

4We focus on whether parents did not get one of the following types of care in the past 12 months because they could
not afford it: prescription drugs, medical care, general doctor care, specialist care, tests, treatment, follow-up care, or
mental health care or counseling.

5 States expanding Medicaid by March 2018 are AK, AZ, AR, CA, CO, CT, DE, DC, HI, IL, IN, 1A, KY, LA, MD, MA,
MI, MN, MT, NH, NV, NJ, NM, NY, ND, OH, OR, PA, RI, VT, WA, and WV. Several of those states, including CA,
CT, DC, and MN, expanded Medicaid under the ACA before 2013. Among nonexpansion states, W1 has used state
funding to expand eligibility to nonelderly adults with incomes up to 100 percent of FPL.

6Though we focus on differences in several measures of health care access and affordability in the past year by coverage
status at the time of the survey, we find similar patterns when assessing differences in these measures by coverage status
over the past year.

7We control for the variables used in poststratification of both the KnowledgePanel (the nationally representative
internet panel maintained by GffC Custom Research from which HRMS samples are drawn) and the HRMS, including
gender, age, race and ethnicity, language, education, marital status, presence of children in the household, household
income, family income, homeownership status, internet access, urban or rural status, and region. We also control for
citizenship status and participation in the previous quarter’s survey. For children, we include all the control variables for
respondents and controls for the child’s gender, age, and race and ethnicity and for the number of children in the
household.

81n presenting the regression-adjusted estimates, we use the predicted rate of each measure in each quarter or set of
pooled quarters for the same nationally representative population. For this analysis, we base the nationally representative
sample on survey respondents for the four most recent rounds of the survey that included the HRMS-Kids. The
nationally representative samples include parents and children from quarter 3 2015, quarter 12016, quarter 12017, and
quarter 12018.

9In March 2018, 95.8 percent of parents were very or somewhat confident that their child could get health care if the
child needed it, up from 93.3 percent in June/September 2013.

10“Medicaid Income Eligibility Limits for Parents. 2002—2018.” Kaiser Family Foundation, accessed July 27, 2018.

N Fred Knapp, “Nebraska May Join Utah. Idaho in Putting Medicaid Expansion before Voters.” Shots, NPR, July 6,
2018.
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Access-To-Care Differences

Between Mexican-

Heritage And

Other Latinos In California After
The Affordable Care Act

abstract We examined changes in health insurance coverage and

access to and use of health care among adult (ages 18-64) Latinos in

the US before (2007-13) and after (2014-16) implementation of the
main provisions of the Affordable Care Act. Data from the California
Health Interview Survey were used to compare respondents in the two
periods. We used multivariable and decomposition regression analyses

to investigate the role of documentation status in access disparities
between Mexicans and other Latinos in California. Our findings

show that after the implementation of these provisions in California,
insurance coverage increased for US- and foreign-bom Latinos, including
undocumented Latinos. Our decomposition analyses show that after
implementation, disparities between Mexicans and other Latinos declined
with respect to having coverage and a usual source of care. Without the
implementation of these provisions in 2014, these disparities would have
been 5.76 percent and 0.31 percent larger, respectively. In contrast, legal
documentation status was positively associated with disparities between
Mexicans and other Latinos in having coverage and physician visits. If
Mexican Latinos had had the same share of undocumented immigrants
as other Latinos, disparities in health insurance coverage would have

declined by 24.17 percent.

ccording to the 2016 US census,

Latinos account for 39.1 percent of

California’s population.10nly New

Mexico had a greater percentage

Latino population (48.5 percent)

in 2016. Nationwide, Latinos are the largest
minority group, and by 2060 one in every three
US residents is projected to be Latino.2 The
Affordable Care Act (ACA) has raised new re-
search and policy awareness about the potential
consequences of health insurance eligibility for
accessto and use ofhealth care among Latinos.37
Prior research has examined access to and use
ofhealth care among Latinos.7Most ofthis work
has either studiedjust one Latino heritage group
(for example, Mexican Americans or Puerto
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Ricans) or combined Latinos when comparing
them with otherracial/ethnic groups.8Few stud-
ies have examined differences across Latino
groups.911 Research that has investigated
changes in access to care among Latinos after
implementation of the main provisions of the
ACA—such as the health insurance mandate, fed-
eral subsidies for health insurance, and elimina-
tion of restrictions on preexisting conditions—
showed that the law has contributed to closing
the coverage gap across different Latino heritage
groups.35To our knowledge, though, no study
has investigated the role of documentation sta-
tus in explaining differences between Mexicans
and other Latinos. The focus on Mexican Latinos
is particularly salient since 33.7 million Latinos
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in the US are of Mexican heritage, and they are
the largest group (64 percent) of US Latinos.?2

Studies have shown that immigrants bom in
Mexico are less likely to access, use, and spend
financial resources on health care, compared to
US-bom Mexican Americans, other Latinos, and
non-Latino whites.1113Because of measurement
challenges, less is known about the effects of
documentation status on disparities in access
to care.AWith some exceptions, studiesthat have
focused on undocumented immigrants have
used small samples, had inadequate measures,
and grouped all Latinos together to analyze the
effect of documentation status on access and
use.7b

Undocumented immigrants are ineligible to
participate in the ACA’s health insurance expan-
sions.BT7Until the Great Recession 0f2008-09,
undocumented immigrants from Mexico out-
numbered those from other Latin American
countries.’8 Since 2009 the number of non-
Mexican undocumented immigrants has in-
creased rapidly.® How the expansion of the
health programs that were part of the ACA has
affectedundocumented Latinos remains an open
question.

To help fill this gap in the literature, this study
analyzed differences in health insurance cover-
age and access to and use ofhealth care between
Mexicans and other Latinos in California. We
specifically studied how differences among
documented and undocumented Latino immi-
grants have changed following implementation
of the main provisions ofthe ACAon January 1,
2014. Using statewide survey data from Califor-
nia, we tested the hypothesis that health insur-
ance coverage and access to and use of health
care would increase among US-bom and docu-
mented Latinos. The ACAmade health insurance
more affordable through expanding eligibility
for Medicaid and subsidizing the purchase of
insurance on the state and federal health insur-
ance Marketplaces. At the same time, lacking
health insurance became costly because of the
penalties associated with the health insurance
mandate. As of 2019, however, this penalty will
no longer exist at the federal level.

Since undocumented immigrants were exclud-
ed from the ACA’s main provisions, we hypothe-
sized that documentation status would continue
to be one of the main factors associated with
disparities between Mexicans and other Latinos.
Undocumented immigrants are overrepresented
among Mexican Latinos. Considering how little
evidence exists about health insurance coverage
and health care access and use among undocu-
mented Latinos—particularly before and after
the implementation of the ACA—our study pro-
vides useful and timely evidence for the ongoing

debate on the likely effects of health care reform
in the US.

Study Data And Methods
data We used data for the period 2007-16 from
54,248 adults (ages 18-64) who responded to
the California Health Interview Survey. This is
a random-digit-dialed survey via landline and
cell phones of a sample of the noninstitutional-
ized population in California. The survey has
collected data continuously during two-year
cycles since 2007. Its data are collected in En-
glish, Spanish, and other languages. The survey
methods have been described elsewhere.D

HEALTH INSURANCE COVERAGE AND HEALTH
care access and use OUr study outcomes in-
cluded fourdichotomous measures. The firstwas
health insurance coverage: Survey participants
were asked whether they were currently insured.
Access was measured by whether participants
had a usual place to go when sick, other than
the emergency department (ED). Health care use
was measured by whether participants had had
at least one physician visit and at least one ED
visit during the previous year.

latino heritage groups Participants were
categorized by Latino or Hispanic ethnicity
and nativity. The populations of interest for this
study were Latinos of Mexican heritage
(n = 42,403) and other Latinos (n = 11,845).
In the former category, we included all Latinos
who either reported being bom in Mexico or
identified themselves as a US-bom Latino of
Mexican heritage. All other Latino heritage
groups were classified as “other Latinos.” Forthe
descriptive analyses, we distinguished among
other Latinos from Guatemala, El Salvador,
other Central American countries, Puerto Rico,
and South America and those from other Latino
groups to characterize California’s Latino popu-
lation.BLatinos from Puerto Rico were analyzed
separately from other Latino heritage groups
since they are US citizens by birth.92The “other
Latinos” category included those who did not
identify with a specific Latino heritage group or
who identified with more than one such group.

All Latinos were initially classified as US-bom,
naturalized US citizen, or foreign-bom nonciti-
zen. Noncitizen Latinos who answered yes to the
question “Are you a permanent resident with a
green card?” were classified as legal permanent
residents. Previous studies have estimated that
approximately 98 percent offoreign-bom people
from Latin America in the US who are nonciti-
zens without green cards are undocumented.2
Thus, foreign-bom Latinos who were not US
citizens or legal permanent residents were clas-
sified as undocumented. This approach has been
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used in other peer-reviewed studies. 1B

explanatory variables The analyses con-
trolled for socioeconomic and demographic
characteristics including sex; marital status; age;
education; English language use and proficien-
cy, income as a percentage ofthe federal poverty
level; employment status; health insurance cov-
erage; self-reported health status; physician-
diagnosed chronic conditions; urban, suburban,
or rural residence; California region; and—for
foreign-bom Latinos—time in the US.

statistical analyses Weusedthe implemen-
tation ofthe ACA’s main provisions on January 1,
2014, as a cutoff for the statistical analyses.
We combined multiple cycles of the California
Health Interview Survey for pooled cross-
sectional analyses using data files for 2007-13
for the pre-ACA period and for 2014-16 for the
post-ACA period. We provide descriptive statis-
tics of variables with a comparison of means pre
and post ACA. Subsequently, we used Pearson’s
chi-square analyses to compare differences
across the seven Latino heritage groups. Multi-
variable logistic regression models were used to
estimate differences in health insurance cover-
age and access to and use of health care after
we controlled for the explanatory variables de-
scribed above.

The Blinder-Oaxaca decomposition method
was used to parse health care disparities between
Mexicans and other Latinos into two compo-
nents: disparities due to observed characteristics
and those related to unobserved heterogeneity.
This method has been used to studyracial/ethnic
disparities in health insurance coverage and
health care access and use.8102L The first part
ofthe outcome differential is explained by group
differences in levels of observed explanatoryvar-
iables across the two categories. The second part
represented differences that could be inter-
preted as unobserved heterogeneities between
reference and comparison groups. Given the bi-
nary nature of our outcome measures, we used
the nonlinear decomposition methods proposed
by Tamas Bartus24 and Robert Fairlie.5 Stata,
version 14, was used for the statistical analyses.
To account for the complex survey design of
the California Health Interview Survey and the
pre-post study design, the analyses used survey
weights and designvariables that were combined
to reflect the 2007-13 and 2014-16 periods.

timitations OUr study had several limita-
tions. First, we used a repeated cross-sectional
design, which limited our ability to observe
individual-level differences over time.

Second, our method for identifying documen-
tation status is based on reports of having legal
permanent resident status or being a US citizen
rather than on a question directly assessing doc-
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umentation status, which might have led to some
response bias. However, studies that investigat-
ed the magnitude of this bias in the California
Health Interview Surveyhave found it to be with-
in acceptable margins and homogeneous across
survey years.56

Third, the pre-post ACAanalyses did not apply
to the early Medi-Cal (California Medicaid) ex-
pansion that was part ofthe Low-Income Health
Program known as Bridge to Reform orthe 2016
expansion of Medi-Cal benefits to undocument-
ed immigrants in California.Z7

Fourth, time effects for yearly economic
changes were not controlled for in the multivari-
able analyses, to avoid collinearity with the pre-
post comparison.

Fifth, the external validity of our findings to
other US states is limited because of California’s
unique demographic and policy environment.

Study Results

Uninsurance rates declined from the pre to the
post period for all Latino groups, including un-
documented Latinos, and the differences were
significant (exhibit 1). Public health insurance
coverage increased for all Latino groups, and
these differences were also significant. By con-
trast, private insurance coverage declined for
US-bom and US citizen (naturalized) Latinos.
In terms of health care access and use, a signifi-
cantly greater share ofUS-bom, naturalized, and
undocumented Latinos reported having had at
least one ED visit, and a significantly greater
share of naturalized, legal permanent resident,
and undocumented Latinos reported having a
usual source of care.

COMPARISONS BY LATINO HERITAGE GROUP
Mexican Latinos were the largest Latino heritage
group both pre and post ACA. Chi-square tests
for each measure showed significant differences
across Latino groups in both periods (exhibit 2).
Insurance coverage and a usual source of care
increased for all Latino groups post ACA.

multivariable analyses Once ConfOUnding
factors were taken into account, Latinos were
more likely to report having insurance coverage
after, than before, the ACA (exhibit 3). The odds
of having coverage among foreign-bom Latinos
were relatively similar between Mexicans and
other Latinos, compared to US-bom Latinos.
Documented Mexicans and other Latinos were
more likely to have coverage, compared to un-
documented Mexicans and other Latinos.

The results of the logistic regression analyses
included controls for potential confounders in
all models butare not shown forbrevity. Theyare
available in the appendix.ZBlIncome as a percent-
age of poverty and English proficiency are in-
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EXHIBIT 1

Selected characteristics o f Latino adults in California before and after implementation ofthe main provisions ofthe Affordable Care A ct by citizenship and
nativity status, 2007-16

Foreigri-bom (%)

US-born citizen (%) US citizen LPR Undocumented (%)
Characteristic Pre Post Pre Post Pre Post Pre Post
Latino heritage
Mexican 76.57 76.3 74.59 73.47 80.55 80.51 82.23 78.94*
Other Latino 23.43 23.70 2541 26.53 19.45 19.49 17.77 21.06
Health care outcomes
At least one MD visit 77.76 77.09 79.11 78.87 72.23 72.68 59.34 60.05
At least one ED visit 21.63 24 55 16.23 19.30* 14.67 16.20 1291 15.84*
Usual source of care 74.62 76.39 78.47 82.78* 67.02 72.91** 54.35 59.79**
Health insurance type
None 21.73 13.82%+** 24.97 13.78%x* 38.47 21.Q3* 55.92 48.02++*
Public 20.45 35,234+ 16.83 33.44x00% 23.53 441 g 28.18 38,674+
Private 57.82 50.94*+** 58.20 52.78** 38.00 34.79 15.90 13.24
Explanatory variables
Female 49.20 49.10 49.80 55.52** 48.87 49.59 48.69 47.30
Married 35.46 29.70%** 68.94 65.36 63.39 58.36* 45.33 44.78
Age (years)
18-29 49.80 53.57 12.45 8.42 15.89 13.14 29.14 14.48
30-39 19.67 20.00 21.00 15.60 28.75 20.43 42.15 42.47
40-49 15.56 1231 32.75 29.65 32.14 33.50 21.84 30.60
50-64 14.98 14.12 33.80 46.33 2321 32.93 6.87 12.44
Education '
Less than high school 10.95 8.67 38.52 40.75 58.62 61.59 64.11 64.15
High school graduate 3741 33.98 28.71 23.99 21.58 20.47 24.15 23.52
College or more 51.64 57.34 32.77 35.26 19.80 17.94 11.74 12.33
English use and proficiency
Speak very well/well 98.44 98.12 60.45 58.30 33.13 31.83 16.06 18.52
Speak not well/not at all 1.56 1.88 39.55 41.70 66.87 68.17 83.94 81.48
Income (percent of poverty)
0-138% 25.14 30.76 32.47 36.12 53.68 52.04 74.21 72.35
139-250% 21.15 22.08 28.17 26.88 28.39 29.32 18.18 19.73
251-400% 20.73 19.32 19.36 19.35 9.82 1261 5.13 5.65
More than 400% 32.99 27.84 20.00 17.65 8.10 6.04 247 2.27
Years in the US
0-4 -3 -3 0.59 Q{7 5.29 6.94+ 1401 7Q2
5-9 —a —a 2.82 155 911 7.34 25.59 12.95
10-14 —a —a 6.63 4.96 12.01 12.26 28.33 27.28
15 or more —a —a 89.96 93.32 73.60 73.47 32.07 52.75

source Authors' analysis of data for 2007-16 from the California Health Interview Survey, notes The pre period is 2007-13. The post period is 2014-16. A full list of
explanatory variables, including self-reported health status, chronic conditions, urban versus rural residence, and California region, is in the online appendix (see note 28 in
text). Significance was measured using t-tests for continuous variables and chi-square tests for categorical variables. LPR is legal permanent resident (for example, a

green card holder). MD is physician. ED is emergency department. aNot applicable. *p < 0.10 **p < 0.05 ***p < 0.01 ****p < 0.001

eluded in exhibit 3 since previous research has
identified these factors as important predictors
ofaccess to and use ofhealth care.G7Latinos with
incomes of 251 percent of poverty or more were
more likely to have health insurance coverage,
comparedto those with incomes 0f0-138 percent
of poverty. Latinos with limited English profi-
ciency were less likely to have coverage, com-
pared to those with greater proficiency.

Latinos were less likelyto have had a physician
visitafterthan before the ACA. Differencesin the
odds of having a physician visit across Latino
categories were not significant, with one excep-

tion: Latinos with incomes above 400 percent of
poverty were more likely to have had a physician
visit, compared to those with incomes of 0-
138 percent of poverty. Similarly, the odds of
having had an ED visit across Latino categories
were not significantly different. Compared to
Latinos with private insurance, uninsured Lati-
nos were less likely and Latinos with public in-
surance were more likelyto have had an ED visit.
Latinos with limited English proficiency were
also less likelyto have had an ED visit, compared
to those who were proficient in English.

The odds offoreign-bom Mexican Latinos’and
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EXHIBIT 2

Health care outcomes and insurance status of Latino adults in California before and afterimplementation ofthe main provisions ofthe Affordable Care Act

by heritage group, 2007-16

PRE (2007-13)

Outcome variables
Had health insurance
Had at least one MD visit
Had at least one ED visit
Had usual source of care
Share of total Latino adults

POST (2014-16)

Outcome variables
Had health insurance
Had at least one MD visit
Had at least one ED visit
Had usual source of care
Share of total Latino adults

Other Central

Mexico Guatemala El Salvador American
67.6% 57.9% 60.6% 64.9%
72.9 66.1 731 73.2
16.9 13.2 17.6 16.0
69.6 61.2 68.6 72.0
82.2 2.6 4.4 19
77.8% 61.0% 76.7% 78.4%A
72.4 60.6 75.2 75.9
18.6 23.8 19.7 28.0
73.2 64.0 72.2 78.6
78.9 2.7 45 1.6

Puerto South Other
Rico America Latino p value
87.2% 80.2% 79.0% ***:
85.0 79.9 80.1 o
30.9 21.2 25.5 .
77.7 755 78.2

13 29 47 —a
94.1% 80.3% 88206
82.3 80.8 82.8 *::
39.2 26.1 316 -
88.2 79.5 79.3

13 2.4 8.6 —a

source Authors'analysis of data for 2007-16 from the California Health Interview Survey, notes Significance was measured using joint significance chi-square tests in
each period. MD is physician. ED is emergency department, because this information was added for descriptive purposes, tests for pre-post significance changes were not
performed. **p < 0.05 ***p < 0.01 ****p < 0.001
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other Latinos’ having a usual source of care,
compared to US-bom Latinos, were similar (ex-
hibit 3). Documented Mexicans and other Lati-
nos were more likely than their undocumented
peers to have a usual source of care. Latinos with
no insurance and those with public insurance
were less likely to have a usual source of care,
compared to Latinos with private insurance. La-
tinos with incomes above 138 percent of poverty
were more likely to have such a source of care,
comparedto those withincomes 0f0-138 percent
of poverty. Latinos with limited English profi-
ciency were less likely to have a usual source
of care, compared to those with greater profi-
ciency. An interaction terms analysis that tested
for documentation status in the post-ACA period
had mostly nonsignificant results (we omitted
the results forbrevity, buttheyare available upon
request).

decomposition analyses The main Objective
of our study was to parse out disparities into
observed and unobserved factors that affect hav-
ing health insurance coverage and access to and
use of health care between Mexicans and other
Latinos. Exhibit 4 shows the results of the de-
composition analysis. Covariates were adjusted
for in all models. (For brevity, these are not
shown in exhibit 4, but they are available in the
appendix.)B

Seventy-two percent of Mexicans and 87 per-
cent of other Latinos had health insurance
coverage (exhibit4). Observed factors explained
79 percent of cross-sectional differences in
health insurance coverage between the two
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groups. However, unobserved heterogeneity
accounted for the remaining 21 percent of
cross-sectional differences across groups. ACA
implementation was negatively associated
with disparities in health insurance coverage
(-5.76 percent). In other words, without the
implementation of the ACA’s main provisions
in 2014, disparities between Mexicans and other
Latinos would have been 5.76 percent larger. By
contrast, documentation status was positively
associated with disparities in health insurance
coverage (24.17 percent). Thus, if Mexican Lati-
nos had had the same share of undocumented
immigrants as other Latinos, disparities in
health insurance coverage would have declined
24.17 percent. Income and English proficiency
were also positivelyassociated with disparitiesin
health insurance coverage.

For physician visits, 73 percent of Mexicans
and 80 percent of other Latinos reported having
had a visit. Observed factors accounted for
93percentofthe differences betweenthe groups.
Documentation status, lacking health insurance
coverage, and having an income equal to or
above 251 percent of poverty were positively as-
sociated with disparities in physician visits. In
contrast, having an income of 139-250 percent
of poverty was negatively associated with dispar-
ities in physician visits.

Eighteen percent of Mexican Latinos and
20 percent of other Latinos reported having
had an ED visit. Observed factors explained
73 percent of differences between the groups.
Lacking health insurance coverage and English
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proficiency were positively associated with dis-
parities in ED visits. In contrast, having public
health insurance coverage was negatively associ-
ated with the disparities.

Seventy-one percent of Mexican Latinos and
82 percent of other Latinos had a usual source of
care. Observed factors explained 98 percent of
differences between the groups. ACAimplemen-
tation and having income of 139-250 percent of
poverty (compared to 0-138 percent) were neg-
atively associated with disparities in having a
usual source of care. Lacking health insurance
and having public health insurance, income
equal to or above 251 percent of poverty (com-
paredto 0-138 percent),and English proficiency
were positively associated with disparities in
having a usual source of care.

Discussion

Previous research has shown that Latino heri-
tage groups differ in terms of demographic and
socioeconomic characteristics.7These differenc-
es are associated with differences in health in-
surance coverage and access to and use of care
across the groups. 012 L atinos were less likely
before the ACAto be insured and to report opti-
mal levels of health care access and use.47Pre-
post ACA differences were even more pro-
nounced among foreign-bom Latinos.611Recent
studies that used national data have found that
health insurance coverage and access to care
after the ACA differ significantly among Latino
heritage groups.35 Our study confirms these
findings and shows that differences across the
groups have narrowed after the implementation
of the ACAin California.

Since the ACAwas passed in 2010, California
has maximized opportunities to expand health
insurance coverage among eligible people. In
this studywe hypothesized thathealth insurance
coverage and access to and use of health care
would increase after the ACA, since the law made
health insurance more affordable. Our study
showed that after implementation of the ACA’s
main provisions in California, health insurance
coverage increased for US- and foreign-bom
Latinos, including undocumented Latinos. The
increase was primarily driven by public health
insurance expansion, since the share of people
with that insurance increased for all Latino
groups, including the undocumented.

Undocumented immigrants were excluded
from the ACA’s main provisions. However, state
and local government programs in California
tried to close the gap between its ACA-eligible
and otherpopulations. Locally funded initiatives
offered different forms of health insurance cov-
erage or a medical home to some undocumented

EXHIBIT 3

Odds ratios of Latinos' likelihood of having health insurance coverage and health care
access and having used care in California, by selected characteristics, 2007-16

Health
Characteristic insurance MD visits
HAD HEAITH INSURANCE
Pre period (ref)
Post period 1.83%+** 0.86**
LATINO HERITAGE AND CITIZENSHIP
US-born (ref)
Foreign-born Mexican Latinos
Documented 0.67** 1.04
Undocumented 0.28**** 091
Foreign-born other Latinos
Documented 0.61%** 1.27
Undocumented 0.28**** 1.03
HEAITH INSURANCE TYPE
Private (ref)
Public 0.35
No insurance —a 0.25
INCOME (PERCENT OF POVERTY)
0-138% (ref)
139-250% 0.%‘* 1.14*
251-400% 1°3 1.20
More than 400% 2.66**** 1.46%++*
ENGLISH USE AND PROFICIENCY
Speak very well/well (ref)
Speak not well/not at all 0.64**** 0.84

ED visits

1.06

091
0.89

123
1.08

l 59****
0.74*

0.94
0.95
0.99

0.69****

Usual source

of care

1.08

0.61**
0.58****

0.67**
0.58**

O.E%****

1 220

1.21*
1 4Q****

0.68****

source Authors'analysis of data for 2007-16 from the California Health Interview Survey, notes
The exhibit shows the results of a multivariable logistic regression analysis. Covariates were
adjusted for in each category; a full list of covariates and confidence intervals is in the online
appendix (see note 28 in text). The pre (2007-13) and post (2014-16) periods refer to before and
after implementation of the main provisions of the Affordable Care Act. MD is physician. ED is
emergency department. Documented is foreign-born US citizen or legal permanent resident. aNot

applicable. *p < 0.10 **p < 0.05 ***p < 0.01 ****p < 0.001

people through the expansion of eligibility
for Medi-Cal to young adults enrolled in the De-

ferred Action for Childhood Arrivals (DACA)

program and their parents, or through locally
managed health plans such as Healthy San Fran-

cisco or My Health LA.4Some ofthese programs

have limitations that keep them from constitut-
ing comprehensive coverage. That said, undocu-

mented immigrants could have better access to

care in California than in other states. The roll-

out of these programs may partly explain the

increase in public coverage reported by undocu-

mented Latinos in our study.

Parallel to the increase in public health insur-

ance coverage, the share of US-and foreign-bom

Latinos with legal permanent residence report-

ing private coverage status declined. This change
could be partly explained by the rapid increase
in public coverage among previously uninsured
Latinos. In addition, some people might have
shifted from private to public coverage (that is,
health insurance crowd-out) when they became
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EXHIBIT 4

Decomposition analysis: parsing out disparities between Mexicans and other Latinos in California, 2007-16

Health
insurance
PREDICTED PROBABILITY
Mexican Latinos 0.72
Other Latinos 0.87
DIFFERENCE IN PREDICTED PROBABILITY
Total difference (percentage points) -0.15
Observed factors 79%
Unobserved factors 21%

EXPLANATORY VARIABLES

Health insurance coverage
Pre ACA (ref)
Post ACA
Documentation status
Documented (ref)
Undocumented
Health insurance type
Private (ref)
Public
None —a
Income (percent of poverty)
0-138% (ref)
139-250%
251-400%
More than 400%
English use and proficiency
Speak very well/well (ref)
Speak not well/not at all

-5.76%**

24.17%****

0.44%
1.50%****
29.17%****

22.03%****

Usual source

MD visits ED visits of care
0.73 0.18 0.71
0.80 0.20 0.82
-0.08 -0.02 -0.11
93% 73% 98%
7% 27% 2%
-0.02% 0.93% -0.31 %****
6.41 %**** 2.29% 0.63%
3.51% -30.60%0**** 6.12%****
36.35%**** 28.26%*** 31.929%p****
-2.00%**** 3.87% -2.18%***
0.70%*** -1.92%* 0.78%****
20.04%p**** 10.98% 16.44%****
11.50% 11.76%**** 20.819%p****

source Authors' analysis of data for 2007-16 from the California Health Interview Survey, notes Positive or negative coefficients
indicate the share of explanatory variables that are positively or negatively associated with disparities in outcomes between Mexicans
and other Latinos. Covariates were adjusted for in each category; afull list of covariates with coefficients and standard errors is in the
appendix (see note 28 in text). Observed and unobserved differences might not add to 100 percent because of rounding. MD is
physician. ED is emergency department. Documentation status is explained in the notes to exhibit 3. aNot applicable. *p < 0.10

***p < 0.01 ****p < 0.001

eligible for Medicaid benefits, or when their pri-
vate policies became noncompliant with essen-
tial health benefit regulations under the ACA

Our descriptive analyses show that health in-
surance coverage and access to and use of health
care were heterogeneous across Latino heritage
groups in California. Differences were observed
between the pre- and post-ACA periods: Higher
shares of Latinos reported health insurance cov-
erage and a usual source of care in the post-ACA
period. In our multivariable analyses, we found
that documented and undocumented Latinos
had similar odds of reporting a usual source of
care. However, no significant differences were
identified in the odds ofreporting a physician or
ED visit.

We found evidence that ED use increased
marginally for undocumented Latinos after the
ACA. However, mean values of ED use in the pre
and post periods for undocumented Latinos re-
mained lower than those for US-bom and docu-
mented Latinos. These findings are consistent
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with the results of other studies and may suggest
that health care use is mostly linked to medical
need.35Need could also be a factor related to the
lack of significant differences between US-bom,
documented, and undocumented Latinos in the
odds ofhaving had a physician visit. Interesting-
ly, the decomposition analyses showed that ob-
servable characteristics accounted for a large
proportion ofdisparities in having physician vis-
its and a usual source of care between Mexicans
and other Latinos.

We also hypothesized that legal status would
continue to be one ofthe main factors associated
with disparities between Mexicans and other
Latinos, since undocumented immigrants are
overrepresented among Mexican Latinos. Un-
documented immigrants are ineligible for the
ACA’s health insurance programs, which pre-
serve inequities in health care access. Unsurpris-
ingly, we found that undocumented immigrants
had the lowest odds of having health insurance
coverage or a usual source of care throughout
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our study period. The decomposition analyses
showedthat documentation status was positively
associated with disparities in health insurance
coverage and physician visits. Interestingly, it
was not a significant predictor of disparities in
having a usual source of care or ED visits, which
confirmed our findings from the multivariable
analyses.

Previous research has shown that socioeco-
nomic and demographic factors influence access
to and use of health care among Latinos.7 We
identified poverty status and English proficiency
as robust predictors that contributed to dispar-
ities in health insurance coverage, reporting a
physician visit, and having a usual source of care
across Latino heritage groups. In fact, the con-
tributions of poverty status and English profi-
ciency to disparities in health insurance cover-
age were comparable in magnitude to that of
documentation status. These findings have im-
portant policy implications, since the potential
benefits of addressing the legal status of Latinos
in the US in terms of reducing health care dis-
parities could be comparable to socioeconomic
changes such as reducing poverty and improving
English proficiency.

Policy Implications

Californiawas an earlyadopter ofthe ACA’s Med-
icaid expansion, being one ofthe few states that
received a waiver to begin the expansion in
2011.270ne ofthe main challenges that the state
encountered with the ACA implementation was
the health insurance eligibility among its for-
eign-bom population, especially undocumented
immigrants. California has the largest undocu-
mented population in the country: Approximate-
ly one-quarter of all undocumented immigrants
in the US live in the state.® Our study showed
that lack of legal status remains an important
barrier to health insurance coverage and access
to and use of health care in California.

Financial support was provided by the
National Institute on Minority Health
and Health Disparities (Grant

No. 1R01 MD011523).

State and local programs that offer coverage
options to some undocumented immigrants
in California might have reduced the divide
between US-bom, documented Latinos and
their undocumented peers. While the programs
funded by the state and local governments have
been beneficial, much more could be done. Pro-
posals to expand Medi-Cal eligibility to all low-
income undocumented residents in Californiaor
allow undocumented immigrants to purchase
coverage in the state health insurance Market-
place (Covered California) should be further
investigated. Nationwide, states and local gov-
ernments with large minority and immigrant
populations can learn from California’s experi-
ence of coverage expansion to its underserved
populations.

Approved legislation and executive actions
that eliminate the ACA’s health insurance man-
date and undercutthe lawk operation have led to
uncertainty about the future of health care fi-
nancing and access. Some states are already pre-
paring to preserve some of the effects of the
mandate by creating state mandates.3 Policy
proposals to create a state mandate in California
should be further studied to create mechanisms
that lead to sustained improvements in health
insurance coverage and access to care for all
Californians.

Conclusion

Our study provides evidence that in its early
years ofimplementation, the ACAwas associated
with a positive impact on health insurance
coverage among Latinos, the largest ethnic pop-
ulation group in California. Our study suggests
that the ACA reduced disparities between Mex-
icans and other Latinos. However, differences in
outcomes remain, as a result of observed dispar-
ities in income, English proficiency, and docu-
mentation status between Mexicans and other
Latinos. m
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Introduction

Goals of the Affordable Care Act (ACA) include providing
access to affordable health insurance and reducing the
numbers of uninsured. Although attaining high enrollment
numbers and a balanced risk pool are key to achieving
these goals,¥enrollment in the ACA individual market has
been lower and more skewed to higher-cost enrollees than
initially expected. And the elimination of the individual
mandate penalty included in the ACA to encourage
enrollment among healthy individuals threatens to reduce
enrollment and deteriorate the risk pool further.

Incorporating an auto-enrollment feature has been proposed by some as

a way to increase enrollment and achieve a more balanced risk pool. This
issue brief provides insights on the potential and challenges of using auto-
enrollment in the individual health insurance market. It first explores current
uses of auto-enrollment and then discusses in more detail what would be
needed to implement auto-enrollment in the individual market. In particular,
an auto-enrollment mechanism needs a way to identify eligible uninsured
individuals and their eligibility for premium subsidies, to assign the individual
to a particular health plan and collect any required premiums, and to provide
consumer communication and opt-out mechanisms.

Current Uses of Auto-Enrollment

Employer-Sponsored Retirement Savings Plans

Auto-enrollment is currently used by some employers for retirement savings
plans, such as 401(k) plans, and can increase plan participation significantly.2
New hires are automatically enrolled and contributions are deducted from
their paychecks. In order to disenroll, the employee must take action to

opt out. While auto-enrollment has been found effective for increasing

1 American Academy of Actuaries, An Evaluation ofthe Individual Health Insurance Market and Implications o fPotential
Changes, January 2017.

2 See, for example, Brigitte C. Madrian and Dennis Shea, “The Power ofSuggestion: Inertia in 401 (k) Participation and
Savings Behavior” The Quarterly Journal of Economics, November 2001,116(4): pp. 1149-87.
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participation, many employees remain at the
default contribution level and in the default
asset allocation. In other words, the default
contribution level and asset allocation have an
anchor effect.3

It can be less administratively difficult for
employers to implement auto-enrollment in
retirement savings plans than in health insurance
plans. Retirement savings plans do not need to
consider issues such as other sources of coverage,
coverage of spouses and dependent children, and
plan characteristics when multiple health plans
are offered (e.g., benefits covered, cost-sharing
requirements, geographic area and provider
networks), and whether/how premiums vary

by enrollee. Aside from complicating the auto-
enrollment process, to the extent that these
factors result in a high degree of opt-outs or
plan switching from the default health plan, the
increased administrative costs of auto-enrollment
could be significant.

Employer-Sponsored Health Plans

According to The Kaiser Family Foundation and
Health Research & Education Trust Employer
Health Benefits Survey, 31 percent of all firms
offering health benefits in 2017 automatically
enrolled eligible employees in health benefits after
completing any required waiting periods.4The
same study shows that auto-enrollment varies by
the size ofthe firm.

3 Ibid.

Auto-enrollment among small employers

(<50 employees)

Prior to the enactment of the ACA, small
employers offering health insurance coverage to
their employees had an incentive to maximize
the number of employees participating in their
health plans. In particular, many states and
nearly all insurers had some type of participation
requirements that an employer had to meet in
order to be issued a policy. These participation
requirements were intended to reduce the adverse
selection that would occur if only workers with
higher health costs enrolled in coverage. Where
allowed, some insurers varied premium rates
by participation levels. Insurers would require
wage and tax forms to ensure that only bona
fide employees were being insured as well as to
verify participation requirements. All of these
procedures were done to better match the risk
being assumed by the insurer to the premium
rate being charged.

The ACA eliminated small employer incentives
to maximize participation rates by requiring that
insurers enroll all small employers applying for
coverage during the annual open enrollment
period, even ifthey do not meet traditional
participation requirements. ACA small group
premiums can’t vary by participation levels;
premiums can vary only by certain group
characteristics: age, area, tobacco use, and benefit
plan. The ACA risk adjustment program transfers
payments across insurers within the small group
market to reflect differences in risk that aren’t
reflected in premiums, including the variation in
risk caused by different participation levels.

4 The Kaiser Family Foundation and Health Research & Education Trust, Employer Health Benefits: 2017 Annual Survey (Figure 3.10), 2017.
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TABLE 1. Auto-Enrollment by Firm Size,
Among Firms Offering Health Benefits, 2017

Percentage Using

Firm Size Auto-Enrollment
3-49 Employees 35%
50-199 Employees 13%
200-999 Employees 8%
1,000-4,999 Employees 11%
5,000+ Employees 18%
All Firms 31%

SOURCE: The Kaiser Family Foundation and Health Research &
Education Trust, Employer Health Benefits: 2017 Annual Survey, 2017.

In 2017, more than one-third of firms with 3-49
employees used auto-enrollment, higher than

the rate for larger firms (see Table 1). One factor
likely contributing to this higher rate is that

small employers generally offer fewer health plan
options than larger employers, thus making auto-
enrollment easier to implement.

Auto-enrollment among medium and large
employers (>50 employees)

Among larger employers offering health benefits,
the use of auto-enrollment generally increases

by employer size, but industry can be even

more important than an employer’s size in
determining likelihood of an employer engaging
in auto-enrollment.5For instance, employers in
the technology, utility, and finance industries

are more likely to auto-enroll employees into
health coverage than employers in the retail

and hospitality industries, or those with large
seasonal workforces. The “default” plan is most
commonly a low benefit option, typically a
high-deductible health plan with an account
feature. Opt-out opportunities are provided

and employers generally do not require proof of
coverage to opt out of the employer’s health plan.
Due to the increasing cost of health coverage,
many employers that have historically done auto-
enrollment have moved to require active elections
each year.

The ACA initially included a requirement for
employers with more than 200 employees to
automatically enroll new employees into one of
its health plans. Adequate notice to employees
was also required, as was the opportunity for
employees to opt out of any coverage in which
they were automatically enrolled. No final
regulations or guidance were released and the
provision was repealed in 2015 prior to becoming
effective.

Barriers to further expansion of auto-enrollment
among employers include high administrative
costs, the difficulty of determining alternative
coverage sources, and the greater complexity
when coverage extends to spouses and
dependent children or when multiple plans

are offered. Industries with high opt-out rates
would face the administrative costs of initially
enrolling employees and setting up payroll
deduction mechanisms, as well as the costs

of reversing those mechanisms for those who

opt out. Administrative costs would also be
higher in industries with high turnover rates.
Ifauto-enrollment is implemented without

a corresponding affordability test, many new
hires may end up with significant financial
commitments, potentially leading to higher
opt-out rates. Health plans typically cover
employees and their spouses and dependent
children, but any auto-enroliment default

likely would be for employees only because the
employer may not know of the presence of a
spouse or dependent children or their access to
coverage. There are also duplicate coverage issues
associated with auto-enrollment, such as access to
coverage elsewhere via a spouse or other coverage
source.

Communication to the employee is critical in
an auto-enrollment environment. The default
plan and the payroll deduction must be clearly
communicated. Ifthe default plan is not
comprehensive in coverage or uses a network
in which an employee’s provider does not
participate, employees may face unexpected

5 Information regarding auto-enrollment among medium and large employers was gathered through informal discussions with employee benefit

consultants.
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out-of-pocket expenses. Opt-out provisions have
to be clearly stated. Currently, employees enroll
during an open enrollment period that is prior to
the effective date ofthe coverage. Auto-enrolled
employees may not be able to change plans after
the enrollment period ends, so it is important
they get information regarding their plans and
any payroll deductions prior to that.

Medicaid and Medicare

In 2016, two states introduced auto-enrollment
programs for portions of their Medicaid
populations. Louisiana began using data from the
Supplemental Nutritional Assistance Program
(SNAP) to determine income eligibility for
Medicaid and to enroll those eligible.6South
Carolina began using auto-enrollment for a
demonstration program for Medicare-Medicaid
dual eligibles. Individuals age 65 and older who
are eligible for both Medicare and Medicaid

and have not already selected an integrated plan
among those offered are assigned one using an
algorithm to identify the plan that best meets their
needs.7Results of the programs in Louisiana and
South Carolina have not been published to date.

Medicare uses auto-enrollment for certain
individuals. Individuals already receiving Social
Security or Railroad Retirement Benefits (RRB)
at least four months before being eligible for
Medicare are automatically enrolled in both
premium-free Part A and Part B, which requires a
premium. People who are automatically enrolled
have the choice of whether they want to keep

or opt out of Part B coverage. Individuals who
are not receiving Social Security or RRB benefits
are not automatically enrolled. The Medicare
Part D prescription drug program offers a low-
income subsidy program that provides premium
and cost-sharing subsidies to eligible enrollees.
Dual-eligible beneficiaries and certain other low-
income beneficiaries are automatically enrolled
in a zero-premium Part D plan ifthey havent
already joined a plan.

The Centers for Medicare and Medicaid Services
(CMS) introduced an auto-enrollment program
allowing Medicare Advantage organizations
(MAO:s) to offer seamless conversion for

their commercial and Medicaid enrollees into
Medicare Advantage (MA) plans upon reaching
Medicare eligibility. Approved MAOs would
identify eligible aged and disabled individuals

90 days prior to Medicare eligibility, inform
individuals of conversion enrollment 60 days
prior to the MA effective date, and allow
individuals to opt out before coverage begins.
Twenty-nine MAOSs received approval and

over 15,000 newly eligible beneficiaries were
enrolled for the 2015 plan year.8In October 2016,
however, CMS responded to concerns about

the program from beneficiaries, providers, and
advocacy groups by suspending new approvals in
order to further review the program.9

Takeaways From Current Auto-Enrollment
Programs for Health Insurance

Experience from current auto-enroliment
programs suggests several conditions are needed
to facilitate its implementation. These include:

The availability ofinformation to identify eligible
individuals. Employers are able to identify and
enroll their employees, although they may not
have spouse or dependent children information
or information on whether employees have
coverage from another source. State and federal
governments can access public program data to
identify eligible individuals.

The ability to assign individuals to appropriate
plans. The enrolling entity needs to be able to
assign individuals into a plan. Assignment is
straightforward when only one plan is offered,
but gets more complicated when more plan
choices are available. Employers can choose

one of their lower-cost options for their auto-
enrollment default. More vulnerable populations
may require a more complicated process, such

6 Louisiana Department of Health, “Louisiana Receives Approval for Unique Strategy to Enroll SNAP Beneficiaries in Expanded Medicaid Coverage,”

June 1, 2016; Medicaid Bpansion Annual Report 20w 2017, June 30,2017.

7 South Carolina Department of Health and Human Services, “Healthy Connections Prime Passive Enrollment Scheduled to Begin April 2016; Seniors in

South Carolina now have anew health care option;” Jan. 22,2016.

8 Centers for Medicare and Medicaid Services, “Seamless Conversion Enroliment—Policy and Data of Approved Medicare Advantage Organizations.”

Oct. 21,2016.

9 Centers for Medicare and Medicaid Services, “Seamless Enrollment of Individuals upon Initial Eligibility for Medicare,” Oct 21,2016.
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as the algorithm used in South Carolina’s dual-
eligible program plan assignment, to better
ensure they are enrolled in an appropriate plan.
To the extent it is available, it may be appropriate
for such algorithms to incorporate information
on age, income, existing provider relationships,
specific medical needs, and plan enroliment
history. Processes also need to be set up for
individuals so they can opt out or change plans.

A method to collect necessarypremiums. Under
an employer plan, any required premium
contributions can be deducted from the
employee’s paycheck. Under Medicare, any
required premiums can be deducted from

a beneficiary’s Social Security benefits. The
availability of zero-premium plans, such

as under the Medicare Part D low-income
subsidy program, eliminates the need to collect
premiums.

Reasonable administrative burden. ldentifying
eligible individuals, assigning them to appropriate
plans, collecting any required premiums,

and allowing for opt-outs and plan changes

can be administratively complex and costly.
These burdens can be higher in populations

that experience a lot of turnover, for instance
employers in certain industries, and in
populations with higher opt-out rates.

Implementing Auto-Enrollment in
the Individual Market

Identifying Uninsured Individuals

As noted above, auto-enrollment programs work
best when information is available to identify
potential enrollees. For the individual market,
there is not an existing data source for identifying
individuals without other coverage. Even if a data
source were available, it would likely need to be
updated fairly frequently due to the residual and
transitional nature of the individual market.

One option proposed is to use tax filing data. The
IRS requires individuals to report their health
insurance coverage for the tax filing year. The
health insurance coverage information could be

used to identify uninsured individuals who could
be eligible for auto-enroliment. However, tax
data only show coverage status during the prior
year. It would not necessarily reflect coverage
status at the time of auto-enrollment, which
could be during the next open enrollment period.
At that point, the coverage information would be
at least a year old and an additional step could

be necessary to ensure that individuals lacking
coverage are offered coverage for the next year.
Using tax filing data could be more effective if
open enrollment were to coincide with the end
ofthe tax filing season. No information would be
available for people who dont file tax returns.

Income information from tax filings is currently
used to determine eligibility for ACA premium
tax credits. Some auto-enrollment proposals
would specifically target uninsured individuals
who would be eligible for a zero-premium plan
due to premium subsidies. This approach will be
discussed in more detail below.

Another approach would be to tie coverage to
other programs—for instance, to auto-enroll
individuals upon entering an educational
program, obtaining a driver’s license or passport,
or obtaining a loan. Such methods may not
capture a large number of eligible enrollees, may
disadvantage financially vulnerable consumers,
and coverage and subsidy status information may
not be available. Although coverage information
would be available when people receive health
services, signing up people at the point of medical
service, such as at a hospital, would result in the
worst form of adverse selection.

The most comprehensive method would be

to have one entity responsible for tracking the
insured status of the entire population. The
entity would need to create and maintain a
database of the entire population and each
individual’s insurance status. All insurers, self-
insured employers (perhaps through third-party
administrators), Medicare, Medicaid, and any
other state and federal health insurance programs
would need to report all members (including

| ISSUE BRIEF | AUTO-ENROLLMENT INTO INDIVIDUAL MARKET HEALTH INSURANCE COVERAGE
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spouses and dependent children) covered by their
plans to this entity, preferably on a monthly basis.
This information could be used to determine
coverage information for each person in the
database. Unless the database includes the entire
U.S. population, using for instance a near-
universal source such as Social Security records,
all uninsured people would not be captured in
the data. Such a comprehensive database would
be very difficult and expensive to set up and
maintain. In addition, there could be data privacy
and cybersecurity concerns.

Instead of focusing on the entire population,

a less comprehensive data collection method
would be to require insuring entities to report
information to a central source on individuals
who are losing coverage. This could include, for
instance, individuals who are losing coverage
because they are leaving a job or are losing
dependent coverage upon turning age 26. Auto-
enrollment efforts could concentrate on this
population. To be most effective, however, it
would need to be determined whether people
losing coverage had already gotten new coverage.

Plan Assignment and Premium Collection
Methods for assigning identified uninsured
individuals into health plans would need to

be developed. These could include randomly
assigning individuals to plans with premiums
below a certain threshold. Once individuals

are assigned to a plan, the insurer would be
responsible for collecting any premium owed.
Premium subsidies would be collected from

the government and any additional premium
would have to be collected from the insured.
Unlike employers, which can deduct premiums
from employees’ paychecks, collecting
premiums direcdy from individuals can be more
challenging. Insurers would need to communicate
premium requirements to the individuals, but
would not have a way to ensure those payments
are made. If uninsured dependents are auto-
assigned to child-only policies, the insurer
would have to determine who has financial

responsibility for these dependents so they could
be billed for the coverage. Individuals declining
to pay any additional premium would have their
coverage terminated retroactively. This increases
administrative costs, and claims costs may
already have been paid but were not covered by
premiums. If healthier people are more likely to
opt out and higher-cost people retain coverage,
auto-enrollment could worsen the risk pool
rather than improve it. Enrolling individuals

into zero-premium plans, as discussed below,
would reduce administrative concerns and would
increase the likelihood that auto-enrollment leads
to an improved risk pool.

Focusing auto-enrollment on young adults no
longer eligible for dependent coverage has been
suggested. One such approach would be to auto-
enroll individuals age 27 to 30 into catastrophic
plans using a tax credit (currently, premium

tax credits can’t be used toward catastrophic
plans). The young adults coming off dependent
coverage would need to be identified in order to
accomplish the auto-enrollment and to determine
whether other coverage is available and whether
they are eligible for a tax credit. Incorporating
more young adults into the ACA market could
help improve the risk pool. Under current
ACA rules, however, catastrophic coverage is
risk-adjusted separately from the metal plans
(i.e., platinum, gold, silver, bronze), meaning
pricing for insurers could be more complicated
and metal level plans wouldn’t necessarily see
premium reductions. A benefit ofthis approach
isthat it could familiarize young adults with
insurance coverage and increase the likelihood
that they will continue to purchase coverage in
the future.

Auto-Enrollment Into Zero-Premium Plans
Because collecting premiums from auto-
enrolled individuals can be difficult, current
auto-enrollment programs are typically limited
to those with zero-premium options or when
the entity can withhold the premium from a
payment to the individual. One way to avoid this
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problem in an individual market auto-enrollment
mechanism would be to apply it only to people
who receive a high enough premium subsidy to
pay the entire premium. For instance, because
the termination of cost-sharing reduction (CSR)
payments to insurers increased premiums, and
therefore premium tax credits, the Kaiser Family
Foundation estimated that more than 4 million
subsidy-eligible uninsured could purchase a
zero-premium bronze plan 2018.10Finding an
effective method of enrolling these individuals
into coverage would likely improve the risk

pool and put downward pressure on premiums.
Re-imposing an individual mandate financial
penalty, at either the federal or state level, and
directing that penalty toward the purchase of

a health insurance plan would increase the
number of individuals who could purchase a
zero-premium plan.11Fewer individuals would be
eligible for zero-premium bronze plans if silver
premiums were lower, for instance if the federal
government resumes paying plans for CSRs.

Under this method, the auto-enrollment system
could use IRS insurance coverage information

to determine who is uninsured and IRS or

state tax income information to determine
whether the uninsured person qualifies for a
premium subsidy. Currently, IRS data are used
to determine eligibility for ACA premium tax
credits, which are available for individuals with
household incomes between 100 and 400 percent
of the federal poverty line (FPL). Tax credits

are based on the premium of the second-lowest
silver plan, which varies by rating area and age.
Tax credits phase down with income and are not
available for individuals above 400 percent of
FPL. If the current year’s income is significantly
different, the individual may be asked to repay
some or all of the tax credit.

Individuals with lower incomes may be able to
be assigned to zero-premium plans, but it is less
likely that individuals with higher incomes could

be. The availability of zero-premium bronze
plans depends on the difference in cost between
the second-lowest silver premium and the lowest
bronze premium and may not be available in all
rating areas. Individuals with incomes between
100 and 250 percent FPL are eligible for cost-
sharing reductions, but only if they enroll in a
silver plan. As a result, some individuals with low
incomes would have lower total premium and
out-of-pocket costs by enrolling in a silver plan
rather than a zero-premium bronze plan with
higher cost-sharing requirements.

Other proposals would replace the current
premium subsidy structure with a flat premium
tax credit or an age-based flat premium tax
credit. A flat tax credit would be simpler to
administer but could result in the tax credit
being able to purchase differing plan designs

for individuals depending on their age. Under
current rating rules, premiums may vary by a 3:1
ratio between ages 21 and 64, with the slope of
the premiums dictated by federal (and sometimes
state) regulation. The flat tax credit could also
vary by age, but unless it varies by age with
exacdy the same slope as the premium curve, the
credits could be used to purchase different plan
designs for individuals depending on their age. A
flat tax credit would also pay for different benefit
plans by geographic area, because premiums vary
by geographic area and state. If insurers have

to develop and maintain many plans in order

to have plans that can be purchased with tax
credits at every age/rating area, this will add to
administrative expenses.

Once identified, individuals could be enrolled
in coverage with premiums at or below the

tax credit. The amount of premium tax credit
required to purchase the lowest available
premium varies by geographic area and age
(see Table 2). If the tax credit is not enough to
purchase a bronze plan, then the plan could be
designed with variable cost-sharing so that the

10 Matthew Rae, Larry Levitt, and Ashley Semanskee, “How Many ofthe Uninsured Can Purchase a Marketplace Plan for Less Than Their Shared
Responsibility Penalty?” Kaiser Family Foundation issue brief, November 2017.
11 After being automatically enrolled, an individual would not be subject to any financial penalty for that plan year, and therefore might be less likely to be

eligible for a zero-premium plan the following year.
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premium would equal the available subsidy.
This could require higher deductibles and a
higher maximum out-of-pocket limitation

than currently allowed (the 2018 out-of-pocket
maximum is $7,350). For instance, one study
found that plans would need to have very low
actuarial value (AV), with some deductibles over
$20,000 per person, in order for older adults

to be covered by a $3,000 tax credit.21f the
premium subsidies are not sufficiently generous,
the insured may be unable to afford the required
cost-sharing.

TABLE 2. Lowest Available Bronze Premiums at
Ages 27 and 62,2018, Selected Cities

2018 Lowest Available

Bronze Premium Age 27 Age 62
Pittsburgh, Pa. $2,388 $6,546
Nashville, Tenn. $3,456 $9,474
Omabha, Neb. $5,232 $14,343

SOURCE: American Academy of Actuaries Individual and Small Group
Markets Committee calculations based on the Department of Health

and Human Services, Office of the Assistant Secretary for Planning and
Evaluation (ASPE), “Health Plan Choice and Premiums in the 2018 Federal
Health Insurance Exchange” ASPE Research Brief, October 30,2017

Similar to how Medicare randomly assigns
certain beneficiaries eligible for the Part D
low-income subsidy to zero-premium plans,
individuals could be randomly assigned among a
set of plans provided by issuers with premiums at
or below the tax credit. Rules to determine what
insurance plan to assign people to would have

to be developed in a way that would not create
anti-selection against any particular insurer and
might also need to incorporate enrollee medical
needs. Insurers offer different plan designs and
networks and have different cost structures. For
a specific price point corresponding to the tax
credit, the plans available from different insurers
will have different cost-sharing structures and
different networks. Having standardized plans
would reduce the differences in plan offerings,
but insurers would still have different premiums
for similar plan designs due to different network

and cost structure differences. With random
assignment, it could be difficult to ensure that
individuals in similar circumstances are enrolled
into plans that are of similar value or that
individuals are enrolled in the plans that best
meet their needs.

Auto-enrolled individuals would need to be
contacted to make them aware of their coverage,
and to inform them of their ability to opt out
and their responsibility to notify the insurer if
they get other coverage such as employer- or
government-based programs. The insured may
potentially have to pay back the value of the

tax credit to the government at tax time if they
do not notify their insurer to cancel coverage
when obtaining employer or other government
coverage, or of an increase in income in the case
of income-related tax credits. It will be critical to
inform these individuals which plan they have
been assigned to and where to locate the network
directory. Individuals may be assigned to plans
that do not include their existing providers (this
may be less of an issue for previously uninsured
individuals if they didn’t have a regular source of
care). There may need to be a “window” between
this notification and the final enrollment to allow
individuals to switch insurers or plans so as to get
into plans that better meet their needs.

Facilitated Enrollment

Rather than directly auto-enrolling eligible
individuals into coverage, a system could be
put in place that facilitates enroliment. For
instance, insurance navigators could reach out
to individuals identified as potentially being
uninsured and eligible for premium subsidies.
These navigators could work with the individuals
to confirm their coverage status and tax credit
eligibility, provide information on available
insurance choices, and enroll them in a plan.
Although this approach would be resource-
intensive and would add administrative cost, it
could reduce the complexities and uncertainty

12 Linda Blumberg, “What Can Consumers Purchase with the Age-Related Tax Credits in the Empowering Patients First Bill?” Urban Institute, March
2017. This study examined tax credits proposed under the Empowering Patients First bill: $1,200 for people ages 18-34; $2,100 for people ages 35 to 49;
$3,000 for people ages 50 and older; and $900 per child up to age 18. The study also assumed that allowable age rating variation would expand from 3:1

to 5:1.
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regarding whether an individual is still uninsured,
enrolling them into a plan that meets their needs,
setting up opt-out mechanisms, and collecting
required premiums.

Summary

Auto-enrolling uninsured individuals into
individual market coverage has the potential to
help improve the risk pool and put downward
pressure on premiums. However, there are
significant challenges to making auto-enrollment
work in the individual market. There is not an
existing framework or comprehensive data source
to identify individuals (and their spouses and
dependent children) eligible for coverage who are
not eligible for coverage elsewhere. In addition,
because there is not an easy way to automatically
collect individual market premiums, such as

withholding from a check, auto-enroliment is
likely to be more effective if individuals can

be enrolled into coverage that is no additional
cost to them. This involves calculating the
premium subsidy for the individual or family and
identifying coverage that can be purchased with
the available subsidy.

A key to an effective auto-enrollment program
for the individual market is for enrollment to
increase insurance participation rates among
those who are healthy. If only those with higher
health costs are targeted through auto-enrollment
(such as enrolling individuals when they receive
health services), or if healthy individuals have
higher opt-out rates, then it is less likely the risk
pool will improve.

The American Academy of Actuaries is a 19,500-member professional association whose mission isto serve the

public and the U.S. actuarial profession. For more than 50 years, the Academy has assisted public policymakers on all

levels by providing leadership, objective expertise, and actuarial advice on risk and financial security issues. The

Academy also sets qualification, practice, and professionalism standards for actuaries in the United States.
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OVERVIEW

California's Efforts To Cover The
Uninsured: Successes, Building
Blocks, And Challenges

abstract DUring the last century, California policy makers tried multiple
approaches to achieve the goal of affordable health coverage for all:
employer and individual requirements, single payer, and hybrids. All
failed, primarily because of the amount of financing needed to cover the
large numbers of uninsured Californians and the supermajority vote
requirements for tax increases. These failures, however, provided
important lessons for state and national reform efforts. More immediate
success was achieved with incremental reforms, such as child health
insurance, Medicaid section 1115 waivers, and the creation of purchasing
pools. These reforms, as well as the experience derived from the broader

HEALTH AFFAIRS

coverage expansion efforts, contributed to the intellectual and policy
frameworks that underlay major national reforms and created building
blocks for the state’s successful implementation of the Affordable Care
Act. That act allowed California to meet its greatest need: the financing
required to make a truly sizable dent in the numbers of uninsured

Californians.

century ago Gov. Hiram Johnson
proposed to extend health care cov-
erage to all Californians. Over the
ensuing hundred years, many gov-
ernors and legislative leaders have
pursued similar or somewhat less ambitious
goals.1
In the course of those efforts, policy makers
explored multiple options in the coverage expan-
sion tool chest: mandates on employers, individ-
uals, orboth; single payer, Medicaid expansions;
insurance reforms; and other initiatives. Most
efforts sought approval via the legislative proc-
ess; a few were offered as ballot measures. Be-
cause of the state’s unique financing rules, some
combined the legislative and ballot measure ap-
proaches. All wrestled with fundamental cover-
age expansion issues: the respective roles of gov-
ernment and the private sector, financing (who
pays), coverage (what services are covered), ris-
ing costs (how, ifat all, they are controlled), and

SEPTEMBER 2018 37:9

equitable access (howto ensure access to care for
those who cannot afford it).

When major coverage expansions seemed
politically or economically unattainable—for
example, during the state’s recurrent budget
crises—California reformers pursued incremen-
tal coverage expansions for specific groups (such
as children and pregnant women), insurance re-
forms that protected specific groups (for exam-
ple, small businesses with employees who had
high-cost medical conditions), or policies (such
as employer mandates) that did not compound
the state’s budget challenges.

Coverage expansion initiatives sometimes
took bipartisan routes. Republican governors
Hiram Johnson, Earl Warren, and Arnold
Schwarzenegger led expansion efforts. Even
conservative governors such as Ronald Reagan,
George Deukmejian, and Pete Wilson were sup-
portive of some coverage expansions via Medic-
aid and other incremental measures. In recent
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decades, however, with the exception of Gover-
nor Schwarzenegger’s role in 2007-08, Califor-
nia’s reform efforts have become partisan affairs.
Democrats support; Republicans oppose.

The recent California story has also been
one of legislative rather than gubernatorial
leadership. Republican governors (Governor
Schwarzenegger again was the exception) have
opposed major coverage expansions; Democrat-
ic governors have not prioritized the goal.

Of the multiple challenges to major coverage
expansions, financing has been the most intrac-
table. California is marked by demographic
characteristics commonly associated with large
numbers of uninsured residents. Its hourglass
economy features a high percentage oflow-wage,
low-income people and a relatively large number
ofvery high-income people. There is a predomi-
nance of small businesses, and a very modest
level of union penetration, compared to large
urban states in the East and upper Midwest.
The state has a large flex workforce of seasonal,
part-time, and gig workers; a prominent agricul-
tural sector; a sizable immigrant population; and
a significant number ofundocumented workers.
Because of these factors, in 1987, 64.6 percent
of Californians younger than age sixty-five had
employer-sponsored coverage, compared to
70.1 percent nationwide, and 17.6 percent of
Californians in that age group were uninsured,
compared to 13.7 percent nationwide. By 2011
the percentage of Californians under sixty-five
with employer-sponsored coverage had fallen to
51.8 percent, compared to 55.3 percent nation-
wide, and the percentage uninsured had climbed
to 22 percent.2 In 2013 only nine states had a
higher percentage of uninsured residents than
California did.3

Taken together, these factors indicated that
without major financial assistance from the fed-
eral government, achieving any major coverage
expansion would bean uphill battle. Such efforts
would also confront the restrictions of Proposi-
tion 13 (passed in 1978), which rolled back local
property taxes and required a two-thirds legisla-
tive vote to increase state and local taxes, and
Proposition 4 (passed in 1979), which imposed
stiff limits on state and local government expen-
ditures.

Given these ground rules, California’s effort
to achieve significant coverage expansions has
been one of lofty goals, widespread support, and
considerable policy creativity, arrayed against
formidable financing and procedural challenges.

All major coverage expansion efforts were de-
feated. But many provided invaluable lessons
about the different paths to the goal and helped
create the building blocks to successful imple-
mentation of the Affordable Care Act (ACA).

Inthis article we reviewthe last half-century of
California’s efforts to achieve major coverage
expansions. Online appendix 1 highlights the
important milestones in these efforts.4We focus
on three approaches: employer mandates, single
payer, and public-private hybrids. e also note
significant incremental reforms. Throughout
the review we focus on lessons learned for
California and the nation.

Employer Mandates

Between 1979 and 2001 the percentage of un-
insured nonelderly California adults rose from
11 percent to almost 20 percent. The percentage
of uninsured workers rose from 15 percent to
almost 25 percent.1These trends resulted from
the related factors ofrising health care costs that
were well above inflation rates and declining
offer rates of employer-sponsored coverage.5
The growing problem was highlighted in a series
of studies by E. Richard Brown of the University
of California Los Angeles (UCLA) Fielding
School of Public Health and coauthors, which
emphasized that 80 percent of the uninsured
were workers and their families.6These develop-
ments focused advocates of coverage expansions
on the centrality of employer-sponsored cover-
age and the need to maintain and expand it.

Major efforts to impose an employer coverage
requirement occurred in 1989-92 and 2003-04.
Inspiration for this approach came from
Hawaii’s employer mandate, the 1988 passage
ofan employer mandate in Massachusetts (never
implemented and later repealed), and, to alesser
extent, short-lived employer mandate legislation
in Oregon.

California’s employer mandate proposals took
different forms. Some required employers to in-
sure only full-time employees, not their depend-
ents; others offered an attractive “pay” option by
which employers could pay the state or a county
to cover the costs of insuring their employees.
Designations of small employers and of part-
time, seasonal, and other flex employees who
would be exempt from the mandate also varied.

California assembly, 1989 Two initiatives
stand out because of the prominence of their
authors and the intensity of the efforts. Under
AB-350 (Brown), a proposal by Assembly Speak-
er Willie Brown and others and the first in a
series of related bills (during 1989-92), coverage
would be private, with no new cost to the state’s
General Fund—a near imperative given the re-
strictions imposed by Propositions 13 and 4 a
decade earlier. To ease small business concerns,
the measure exempted many smaller employers.
To emphasize its mainstream nature, Speaker
Brown frequently noted the similarity between
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his proposal and that promoted by President
Richard Nixon in the early 1970s.7

The measure was supported by consumer
groups, some unions, and the California Medical
Association. Opposition was ledby employers, in
spite of the exemptions for many small employ-
ers. Other weighty opponents were large agri-
business interests, many of which did not offer
coverage for their field workers, and out-of-state
commercial insurers, which disliked the pro-
posed reforms to their insurance underwriting
practices and feared the imposition of rate reg-
ulations.

A public feasibility study conducted by two
state agencies8concluded that while the mandate
would increase coverage for full-time workers of
low-wage, midsize employers, it would not make
significant inroads into coverage for small-busi-
ness employees, part-time workers, seasonal
workers, dependents, or the self-employed—all
of whom had very high uninsurance rates. Since
the great majority of large and midsize employ-
ers already offered coverage for their full-time
workers, the proposal, with its many exemp-
tions, would not reduce the numbers of the un-
insured as much as hoped.

The feasibility study also highlighted the fact
that that an employer mandate would require a
federal Employee Retirement Income Security
Act (ERISA) waiver.8 The US Supreme Court,
in standard Oil V. Agalsud, had affirmed in 1981
that ERISA preempted state regulation of em-
ployer self-insured plans and had invalidated
Hawaii’s employer mandate as applied to large
self-insured employers that were not covering
their workforce in compliance with the new
Hawaii mandate. Congress subsequently ap-
proved awaiver, but only for Hawaii. A California
mandate would require a similar congressional
waiver, a daunting legislative challenge.

The feasibility study also recommended that
the employer mandate be paired with both insur-
ance underwriting reforms (to ensure that em-
ployers could purchase and retain health insur-
ance regardless of the medical condition of their
employees) and cost-containment measures (to
slowthe rate ofincrease in premiums) .8The state
would enact insurance reforms; cost contain-
ment would prove more elusive.

After the Brown proposal was defeated in the
legislature, proponents qualified the proposal as
a ballot measure. It was defeated by a margin of
two to one. Among the opponents were some
consumer groups that preferred a single-payer
solution—a division among reform proponents
that would undermine later efforts as well.7

California senate, 2003 In 2003 Senate
President John Burton’s version of the employer
mandate, SB-2, cleared the state legislature and
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Even if an employer
mandate proposal had
succeeded, it would
have fallen well short
of universal coverage.

was signed by Gov. Gray Davis, a Democrat. It
would apply to employers with as few as twenty
employees and limit the employee share of pre-
miums for low-wage working families to 5 per-
cent ofwages. Like Speaker Brown’s earlier pro-
posal, it entailed no tax dollars, but it proposed
to cover more of the state’s uninsured.9This ver-
sion of the mandate was also supported by the
California Medical Association and drew stron-
ger support from unions and leading consumer
advocates.

But even with broader support, Burton’s
legislation was repealed by the state’s voters,
suffering a narrow 51-49 defeat in a referendum
spearheaded by the employer community, which
warned that the mandate would be a “job
killer.”D

POTENTIAL FOR EMPLOYER MANDATES In the
end, neither ofthe employer mandate proposals
could surmount the multiple hurdles of public
concerns over job impacts, the opposition of
employers, and the need for and difficulty of
securing an ERISA waiver. However, even if an
employer mandate proposal had succeeded, it
would have fallen well short of universal cover-
age. That goal would require coverage of many
more employees, especially those in small firms
as well as part-time, seasonal, and temporary
employees; the self-employed; and workers’ de-
pendents. Such a coverage expansion would de-
mand state public financing that would remain
unattainable, both politically and economically.

Still, the predominance of employer-spon-
sored coverage made ongoing employer pur-
chasing of (or otherwise paying for) employee
coverage an imperative. It would remain a cen-
tral feature of almost all California and national
universal coverage proposals.

Single Payer

A constant in California’s search for major cov-
erage expansions has been the determined advo-
cacy by some stakeholders for a single-payer sys-
tem. Attimes, its supporters accepted alternative
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A constant in
California's search

for major coverage
expansions has

been the determined
advocacy for a single-
payer system.

paths to coverage expansions, but their support
for single payer never waned.

Single payer has drawn sustained support
from the California Nurses Association, some
smaller associations of physicians, many con-
sumer advocates, and key legislative leaders.
Their proposals have included broad coverage
of all or nearly all Californians, payroll and in-
come taxes to finance such coverage, unrestrict-
ed choice of providers, and provider rate regula-
tion to control costs. They sought to lower
administrative costs by eliminating private in-
surers. Opposition has come from Republicans,
employers, insurers, and many providers and
has focused on the sizable tax increases re-
quired, fears of regulatory pressures on pay-
ments to providers, and lack of trust in govern-
ment. Many Democrats, otherwise attracted to
the concept, have doubted the feasibility of
achieving such a massive health care overhaul.
Such views underlay the sometimes fierce
clashes between single-payer advocates and
Democratic supporters of less sweeping ap-
proaches to coverage.

The earliest version of single payer, intro-
duced in 1945 with the leadership of Governor
Warren, aimed at covering all workers and their
families. Strongly opposed by business and phy-
sician groups, it failed—as would three more
coverage expansions offered by Governor
Warren.1

The early 1970s saw a series of single-payer
efforts. But given Governor Reagan’s staunch
opposition to a tax-supported system, these ini-
tiatives stood out more as mirrors ofthe national
debate that pitted the advocacy of Sen. Edward
Kennedy (D-MA) ofatax-supported single-payer
approach against President Nixon’s advocacy of
an employer requirement; expansion of Medic-
aid; and subsidies for others not covered by
employers, Medicare, or Medicaidll (which was

similar in many respects to plans advocated later
by Democratic Presidents Bill Clinton and
Barack Obama).

Despite the ideological divide, an agreement
was negotiated in 1971 between Governor Rea-
gan and Democratic legislative leaders to expand
Medi-Cal (California Medicaid) to cover poor
adults not then eligible for a federal Medicaid
match (as they were not disabled). This solely
state-funded Medi-Cal expansion was repealed
by the legislature and Gov. Jerry Brown in
1982-83 during a severe recession. It was not
restored until 2014, with implementation of
the ACA

Subsequent efforts to enact single-payer pro-
posals met similar fates. A 1990 proposal devel-
oped by the consumer group Health Access and
E. Richard Brown of UCLA,2failed to secure the
necessary two-thirds vote for its financing in
either chamber of the legislature.

In 1994, with no realistic hope of legislative
success, single-payer advocates qualified a mea-
sure to enact it via the ballot initiative process.
Proposition 186 offered comprehensive benefits
to every Californian, financed by increased in-
come taxes and a newpayroll tax on employers. It
would have eliminated private insurance and
regulated provider rates. It lost three to one
due in large part to a strong opposition cam-
paign financed by the insurance industry and
employer community.13

A 2006 effort (SB-840), championed by Sen.
Sheila Kuehl, a Democrat, was adopted by the
legislature without any financing, but it was ve-
toed by Governor Schwarzenegger.X4

In 2017 the Healthy California Act (SB-562),
another version of single payer, was introduced
by Sen. Ricardo Lara and Sen. Toni G. Atkins,
both Democrats, and cleared the California Sen-
ate. But to the chagrin of its advocates, Demo-
cratic Assembly Speaker Anthony Rendon held it
in the Assemblybecause ofthe absence offinanc-
ing provisions.BA report by the California Leg-
islative Analyst’s Office determined that itwould
cost $200 billion in newtaxes—an amount equal
to all current state taxes.® The bill’'s sponsors
retained a group of financing experts, who rec-
ommended financing the measure with a gross
receipts tax, an interesting new wrinkle on how
to finance single payer.I7 A gross receipts tax
taxes each business a percentage of its gross
revenues. California and many cities in the state
already have small gross receipts taxes in place—
for example, on insurers.

The challenge of financing single payer re-
mains a daunting one, especially at the state
level. Major hurdles stand in the way of obtain-
ing federal waivers for incorporating Medicare,
Medicaid, and self-insured employers into a
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state-controlled program and in winning ap-
proval by policy makers and the state’s voters
of major increases in state taxes.

If current national Republican efforts to un-
dermine the ACA succeed, the door to other op-
tions, including single payer, may reopen. How-
ever, ifthe ACAsurvives, preserving and building
on it appears to be the more likely and viable
course for California.

Public-Private Hybrids

While many reform advocates remained focused
on employer mandates or single payer, other
California policy makers and analysts developed
alternatives that we refer to as public-private
hybrids. These hybrids laid important ground-
work for subsequent state and national efforts.
Theywere supported, at different times, by some
employers, unions, insurers, and consumer
groups and by California’s physician and hospi-
tal communities. Although theywere the favorite
of none, they were sometimes acceptable as a
second choice to supporters and opponents of
the private employer mandate or the public sin-
gle payer.

MOVING BEYOND THE EMPLOYER MANDATE In
1989 Assemblyman Burt Margolin, a Democrat
and chair ofthe Assembly Insurance Committee,
introduced AB-328 as a companion measure
to Speaker Brown’s employer mandate.1>The hy-
brid proposal foreshadowed major elements of
President Clinton’s Health Security Actand Pres-
ident Obama’s ACA. It featured expanded Med-
icaid coverage for the low-income working poor,
premium assistance subsidies for people lacking
employment-sponsored coverage, insurance un-
derwriting reforms that included guaranteed
issue and renewal for people with preexisting
conditions, and a state purchasing pool for indi-
vidual purchasers and small employers. It added
requirements that people have insurance or pay
a percentage of their income for coverage and
that all employers not covering their employees
pay a percentage of payroll for their full-time-
equivalent workers. It added public financing
via the state’s cigarette tax and an appropriation
from the General Fund. Taken together, these
provisions covered far more of California’s unin-
sured than earlier employer mandate proposals.1

Given the impossibility of securing a two-
thirds vote in each legislative house (most
Republicans remained firmly opposed), the mea-
sure employed a two-track strategy in which the
legislation’s proposed financing would be sub-
mitted to voters for ratification and approval.*

The proposal failed because of the anticipated
veto of Republican Governor Deukmejian. But
many of its components would eventually be
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California seized
multiple opportunities
to tap federal funding
or its own resources
to enable incremental
coverage expansions.

approved separately or incorporated into other
coverage expansions. A state purchasing pool
and underwriting reforms were enacted in 1992.
(For more details on these reforms, see the
“Incremental Reforms” section below.) Other
features would emerge as core elements of the
Schwarzenegger-Nunez proposal in California
(discussed in the next section); the ACA; and,
to a lesser extent, President Clinton’s Health Se-
curity Act.

GETTING CLOSER TO THE AFFORDABLE CARE
act INn 2007 Governor Schwarzenegger offered
a sweeping coverage expansion proposal, largely
modeled on Massachusetts’s health reform,
known as Chapter 58, signed into law in 2006
by Republican Governor Mitt Romney. Assembly
Speaker Fabian Nunez, a Democrat, led the ef-
fort in California. Similar to the Margolin pro-
posal, this combined a Medicaid expansion with
premium assistance and a state purchasing pool
and included mandates on employers, employ-
ees, and individuals. As was the case with several
prior legislative efforts, the need for a two-thirds
vote forced supporters into a two-track strategy
thatincluded the submission ofafinancing pack-
age to voters.

The proposal had far stronger institutional
supportthan the Margolin measure had enjoyed,
offering centrist ideas that, it was hoped, would
find traction on both ends of the political spec-
trum.BHowever, it was strenuously opposed on
the left by the California Nurses Association and
other single-payer advocates, and on the right by
California’s employer community and the Re-
publican Party. Many Senate Democrats offered
only lukewarm support. After narrow approval
in the Assembly, it died in the Senate Health
Committee, chaired by single-payer leader Sena-
tor Kuehl.

The Schwarzenegger-Nunez proposal failed
where Chapter 58 in Massachusetts, with nearly
identical policy prescriptions, succeeded. Both
efforts were led by moderate Republican gover-
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IS one of persistence
and policy ingenuity
encountering daunting
challenges.

nors with Democratic support. Both states had
Democratic legislative majorities with substan-
tial histories of seeking coverage expansions.
But California faced a much larger financial lift,
as a result of its much greater percentage of un-
insured people. Massachusetts also had high per
capita Medicaid spending, which allowed it to
secure a favorable Medicaid section 1115 waiver
to finance its expansion. In contrast, California’s
Medicaid spending per subscriber was quite low,
which gave it insufficient financial flexibility to
use section 1115 waiver financing. The need to
submit California’s financing provisions to vot-
ers in November 2008 created an additional for-
midable challenge, especially given growing con-
cerns about the nation’s economy.

Both Governor Schwarzenegger and Speaker
Nunez had worked hard to mobilize supporters
and win converts. But neither had the clout of
Senator Kennedy, who played a critical role in
uniting health reformers in Massachusetts.

Still, the Schwarzenegger-Nunez effort, while
unsuccessful, may have helped cementagrowing
policy consensus that a hybrid system built on a
combination of mandates, Medicaid expansion,
and subsidies was the most financially viable
and the least disruptive path to major coverage
increases. Following on Chapter 58 in Massachu-
setts, the Schwarzenegger-Nunez effort mayalso
have furthered the perception that an individual
mandate (historically favored by Republicans)
was acceptable to Democrats as part of a major
coverage expansion. This would make it easier
for President Obama and Democratic congres-
sional leaders to turn a growing policy consensus
into political reality.

MANAGED COMPETITION: MERGING REGULA-
TION and competition In 1991, after the
Margolin-led effort but well before the

Schwarzenegger-Nunez effort, John Garamendi,
California’s Democratic insurance commission-
er, convened a task force to craft a new universal
coverage proposal.With GovernorWilson certain
to oppose major coverage legislation, and Dem-
ocrats hoping for a presidential victory in 1992,
Garamendi’s focus was as much on Washington,
D.C., as on California.19D

The plan drew on the managed competition
framework developed by two professors, Alain
Enthoven of Stanford University and Richard
Kronick of the University of California San
Diego.2L All Californians would be enrolled in
basic health coverage through a purchasing co-
operative that would feature multiple competing
health plans offering comparable products to
individual purchasers. People would pay extra
for plans that were more expensive than the low-
est-cost plan. Financing would be largely via an
employer payroll tax, supplemented by pay-
ments from employees and other individuals
based on their ability to pay.R2

The plan took most employers out of the busi-
ness of purchasing their employees’ coverage,
put almost all Californians into the same system
of obtaining coverage, and envisioned the pur-
chasing cooperative as fostering a competitive
marketplace based on price and quality. The plan
also combined the health components of auto
insurance, workers’ compensation, and group
and individual health insurance into twenty-
four-hour coverage, which would reduce insur-
ance costs for employers and consumers.192

The legislation embodying the Garamendi pro-
posal called only fora commission to develop the
proposal into a full legislative plan. Approved
by the legislature, it was vetoed by Governor
Wilson. But, as with the other hybrids, many
of its constructs—especially the prominence giv-
en to purchasing cooperatives—would emerge
as core components in the Health Security Act
and reemerge, in more limited form, in the
Schwarzenegger-Nunez proposal and the ACA.

incremental reforms VWhile failing to enact
broad coverage expansion proposals, California
seized multiple opportunities to tap federal
funding or its own resources to enable a variety
of incremental coverage expansions. Some of
these occurred before, and some after, ACA en-
actment.

In the mid- and late 1980s, consistent with the
new Medi-Cal matches available under federal
legislation, California expanded eligibility for
Medi-Cal to pregnant women and infants. The
state approved legislation covering prenatal care
and deliveries regardless of the immigration sta-
tus of the expectant mother. Ultimately, Califor-
nia’s coverage eligibility for pregnant women
and infants reached 322 percent of poverty.
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Today just 1.6 percent of California’s births are
uninsured.2

In 1992 California adopted insurance reforms
for small employers—including guaranteed is-
sue and renewal and limits on preexisting
condition exclusions and premiums—based on
employees’ health status. To enhance the pur-
chasing power of small employers, it approved
legislation that established a purchasing pool for
employers of two to fifty people. Over the years,
the pool served avariety of purposes and a num-
ber of different populations, including small
employers, the medically uninsurable, children,
and pregnant women. The purchasing pool
for small employers closed in 2006 as a result
of declining enrollment and participation of
health plans, several of which experienced
severe adverse selection.Z But experience with
a pool proved invaluable. Pool staff members
played critical roles in developing the
Schwarzenegger-Nunez proposal, and the ex-
pertise and experience gained in that effort
proved highly beneficial in the creation and op-
eration of Covered California, the state’s ACA
Marketplace.

In the mid-1990s California expanded eligibil-
ity for Medi-Cal to low-income working parents
under the newly enacted section 1931b of the
Social Security Act, a component of federal wel-
fare reform legislation. This reached working
parents with incomes of up to 100 percent of
poverty. 2

After the passage of the federal Children’s
Health Insurance Program in 1997, California
enacted Healthy Families (now subsumed into
Medi-Cal) for children with family incomes up to
266 percent of poverty. Over a million children
enrolled. By 2014 only 5 percent of California’s
children were uninsured.5

From 1995 through 2015 California worked
creatively with its counties and the federal
government on a series of Medicaid section
1115 waivers to reduce Medi-Cal costs and
expand coverage for the state’s uninsured with
incomes ofup to 200 percent of poverty, at coun-
ty option. InJanuary 2014 nearly 700,000 low-
income Californians covered through these waiv-
ers were seamlessly transitioned into Medi-Cal
through the ACA's coverage expansion.®

California also broke new ground in address-
ing the coverage needs of its 1.5 million unin-
sured and undocumented working families. In
2015, with uninsurance rates for undocumented
residents at 55 percent,Z the state extended
fiill-scope Medi-Cal to an estimated 180,000 un-
documented children up to age nineteen.BAs a
result, by late 2016 the share of uninsured Cal-
ifornia children had fallen to 3 percent—among
the lowest percentages in the nation.®
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The ACA did not get
California to universal
coverage, but with
some help from
California's own
resources, it is
bringing California
very close.

Lessons Learned

The story of California’s effort to achieve major
coverage expansions is one of persistence and
policy ingenuity encountering daunting chal-
lenges. Along with those challenges came a se-
ries of lessons learned.

Money matters. Given the high percentage of
uninsured Californians, financial hurdles were
sizable. Any major coverage expansion would
require public funding that was unattainable
both economically, and politically.

Process matters. Two-thirds legislative vote re-
quirements and Proposition 4 spending limits
were an ever-present constraint, forcing state
policy makers into convoluted two-step legisla-
tive and ballot initiative solutions.

Stakeholder opposition matters. California’s
large- and small-business communities—includ-
ing major agricultural interests—opposed al-
most all employer mandate initiatives with effec-
tive ‘job killer” campaigns. Insurerand provider
communities oftenjoined with employers to de-
feat single-payer efforts. While the health care
industry supported coverage for the uninsured,
it differed sharply with consumer advocates on
the types of reforms that each found acceptable.

Gubernatorial leadership matters. In thirty-
one of the fifty-two years since 1966, California
has had Republican governors, and all but Gov-
ernor Schwarzenegger opposed major coverage
expansions. Neither of the two Democratic
governors—Gray Davis (in office for five years)
and Jerry Brown (in office twice for a total of
sixteen years thus far)—ever put major coverage
expansions high on their agendas. More consis-
tent and persistent gubernatorial leadership
might have produced greater progress.

Party differences and partisanship matter.
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Many Republicans united against major reform
efforts. Democrats struggled with the sharp dif-
ferences between single-payer advocates and
those willing to accept less comprehensive
reforms.

Viewed through longer lenses, what California
produced in policy expertise mattered, in build-
ing the evidence base and consensus for effective
policy solutions. California stakeholders and
policy makers—supported by California’s large
health care foundations—worked through the
complexities of employer and individual man-
dates, mastered the intricacies of Medicaid waiv-
ers, implemented critical insurance reforms, cre-
ated hybrid models that merged elements of
multiple approaches, and developed expertise
in purchasing pools that enabled the state to
operate one of the nation’s most effective ACA
Marketplaces.

And in the end, California’s effort to approach
universal coverage got what the state needed the
most, and what it could not produce by itself: the
financing—via Medi-Cal expansion and Market-
place subsidies—to ensure the affordability of
coverage foralarge portion ofthose Californians
without employer-provided insurance. In short,
the ACA. The nationwide law did not get Califor-
nia to universal coverage, but with some help
from California’s own resources, it is bringing
California very close.

The numbers are compelling. From the mid-
1970s until 2014, California’s uninsurance rates

The authors acknowledge the assistance
of Athena Foong, who provided editorial
support for the manuscript.
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By Richard M. Scheffler, Daniel R. Arnold, and Christopher M. Whaley

Consolidation Trends In
California's Health Care System:
Impacts On ACA Premiums And
Outpatient Visit Prices

abstract California has heavily concentrated hospital, physician, and
health insurance markets, but their current structure and functioning is
not well understood. We assessed consolidation trends and performed an
analysis of “hot spots”—markets that potentially warrant concern and
scrutiny by regulators in terms of both horizontal concentration (such as
hospital-hospital mergers) and vertical integration (hospitals’ acquisition
of physician practices). In 2016, seven counties were high on all six
measures used in our hot-spot analysis (four horizontal concentration
and two vertical integration measures), and five counties were high on
five. The percentage of physicians in practices owned by a hospital
increased from about 25 percent in 2010 to more than 40 percentin
2016. The estimated impact of the increase in vertical integration from
2013 to 2016 in highly concentrated hospital markets was found to be
associated with a 12 percent increase in Marketplace premiums. For
physician outpatient services, the increase in vertical integration was also
associated with a 9 percent increase in specialist prices and a 5 percent
increase in primary care prices. Legislative proposals, actions by the
state’s attorney general, and other regulatory changes are suggested.

ncreases in the market concentration of
health care providers and insurers have
been examined nationally.13 Studies
suggestthatincreases in market concen-
tration are associated with increases in
prices and premiums.22However, we also know
that the local markets for health care differ dra-
matically. Atthe state level, laws and regulations,
as well as the mix of providers and insurers,
make markets in each state vastly different.
The health care system in California has sev-
eral characteristics that distinguish it from the
rest of the country.13The state contains some of
the nation’s most densely populated urban areas,
but it is mostly rural. Its health care system has a
high level of integration and managed care.
More than 60 percentofcare is provided through
a fully or highly integrated care system. 4% The

supply of doctors and nurses in California is
slightly above national averages. For example,
California has 380 physicians per 100,000 pop-
ulation, whereas the US has 295 per 100,000.177
Although per capita health care spending in
California was the fifteenth-lowest in the US in
2014,8it has been increasing—in large part be-
cause of the successful implementation of the
Affordable Care Act (ACA) in California.B

This article explores three features of Califor-
niahealth care markets. First, we measure trends
from 2010 to 2016 in the horizontal concentra-
tion of insurers and providers (such as hospital-
hospital mergers and acquisitions) and vertical
integration—particularly, ownership of physi-
cian practices by hospitals. Second, we estimate
the association of market concentration and ver-
tical integration with ACA Marketplace premi-
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ums and outpatient office visit prices. Finally,
we discuss policy implications for California’s
Office of the Attorney General, the legislature,
and other regulators in the state.

Study Data And Methods
DEFINING MARKET CONCENTRATION AND MARKET
share W measured market concentration
by computing Herfindahl-Hirschman Indices
(HHIs) for insurance, hospitals, primary care
physicians, and specialist physicians in Califor-
nia. For each measure, we calculated these HHIs
by summing the squared market shares of firms.
Forexample, ifa marketincluded two firms, one
with 80 percent ofthe market and the other with
20 percent, the HHI of the market would be
6,800 (or 802plus 202. The Horizontal Merger
Guidelines of the Department of Justice (DQOJ)
and Federal Trade Commission (FTC) consider
markets with HHIs below 1,500 to be unconcen-
trated, those with HHIs of 1,500-2,500 to be
moderately concentrated, and those with HHIs
above 2,500 to be highly concentrated.® In the
context of mergers, the DOJ/FTC guidelines
state, “Mergers resulting in highly concentrated
markets that involve an increase in the HHI of
more than 200 points will be presumed to be
likely to enhance market power.”29Both mergers
in moderately concentrated markets that would
lead to an increase in the HHI of more than
100 points and mergers in highly concentrated
markets resulting in an increase in the HHI of
100-200 points “potentially raise significant
competitive concerns and often warrant scruti-
ny,” according to the guidelines.®

Our market shares for hospitals included only
short-term general hospitals. 20 Additionally, we
treated hospital systems as a single firm because
they bargain with insurers as a single unit.2L
We calculated the market share of hospitals
and health insurers using inpatient admissions
and commercial enrollment (for both fully and
self-insured employer groups), respectively. For
specialistand primary care groups, we calculated
market shares using the number of physicians
in each group. Physician organizations owned
by a group medical practice, hospital, or health
care system (which always included at least one
hospital) were treated as a single firm. Our mea-
sure of specialist market share included four
specialties—eardiology, hematology/oncology,
orthopedics, and radiology. These four special-
ties were chosen because the sample sizes were
sufficiently large (at least 10,000 physicians
nationally) in our physician data source. Data
sources used to calculate these measures includ-
ed the American Hospital Association (AHA)
Annual Survey Database, for hospitals; the Man-
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aged Market Surveyor provided by Decision
Resources Group (formerly HealthLeaders-
Interstudy), for health insurers; and the SK&A
Office Based Physicians Database provided by
QuintilesIMS, for physicians (this data source
is now known as IQVIA). We measured the level
ofvertical integration as the percentage ofphysi-
cians in practices owned by hospitals.2\We chose
to use the SK&A database instead of the AHA
database to measure the level ofvertical integra-
tion because the former provides a more conser-
vative estimate (by 4 percentage points) of the
number of physicians in hospital-owned practic-
es, according to a recent study.23

anatysis Using multivariate linear regres-
sion, we estimated the association between
Marketplace premiums and our measures ofhor-
izontal concentration and vertical integration in
the market, using data for 2014-17 on premiums
from the Covered California website.2\\e ana-
lyzed the benchmark premiums—those for the
second-lowest-cost silver plan in each rating
area—for a forty-year-old person. Rating areas
are counties or combinations of counties in Cal-
ifornia through which Covered California sells
health insurance. There were nineteen rating
areas established by the California State Legisla-
ture in September 2013. Because the premiums
available were at the rating area level, we corre-
lated them with rating area-level HHIs (that is,
we used rating area-level market shares in HHI
calculations) rather than county-level HHIs.

The dependent variable in our model was the
benchmark premium for a forty-year-old person
in a rating area for a particular year. The inde-
pendent variables in the model were the natural
log of hospital HHI (mean centered), the per-
centage of all physicians in practices owned by
hospitals (mean centered), an interaction term
between these two measures, the natural log of
insurer HHI, the natural log ofthe average week-
ly wage in rating areas, and year dummy varia-
bles to control for secular trends. All market
concentration measures were lagged by one year
because Marketplace premiums are set prospec-
tively. There were seventy-six observations in the
regression (nineteen rating areas multiplied by
four years, 2014-17).

In separate regressions, we also estimated
the association between market concentration
and physician prices, separately for primary care
physicians and specialists. The physician prices
we analyzed came from medical claims data for
2011-16 collected from self-insured employers
from multiple industries, including professional
services, retail, local government, technology,
and manufacturing. The database we used con-
tained 70.9 million California claims for 2011-16
and included data for every county in the state.
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From the daims data, we identified all proce-
dures performed in an office-based setting by
primary care physicians and specialists. For each
procedure, identified by Current Procedural Ter-
minology (CPT) codes, we calculated the mean
price per procedure in each county and year.
These prices represented the market-level prices
used as the dependent variable in our model.

We then examined the association between
market concentration and office visit prices
using the log-transformed county-level price
for each procedure and year, which allows for
a percentage interpretation of our results. To
measure market concentration, we used the
log-transformed primary care physician or spe-
cialist HHI, the log-transformed insurer HHI,
and the percentage ofphysicians (either primary
care or specialists) in practices owned by a hos-
pital. All market concentration measures were
lagged by one year. We included fixed effects
for CPT code, county, and year.

1imitations Thestudyhad several limitations.
First, we could not rule out potential endogene-
ity or omitted variable bias between concentra-
tion/integration and prices/premiums. While
our price regressions used CPT code, county,
and year fixed effects to ameliorate concerns
of omitted variable bias, our Marketplace premi-
um model included year fixed effects only. And
while lagging our concentration measures by a
year should have helped reduce the concern of
endogeneity, it did not eliminate the possibility.

Second, we report results for a single state. As

EXHIBIT 1

we stated above, California’s health care market
differs from those of other states in a number of
ways. Hence, our results might not be generaliz-
able to other states. Finally, we did not measure
the effects of integration on quality and utiliza-
tion.5 If care were more expensive while also
more comprehensive, overall utilization and
spending could decrease as prices increase.

Study Results

Hospitals in the forty-one counties with popula-
tions of less than 500,000 were highly concen-
trated during the entire study period (exhibit 1),
with an average HHI of more than 7,000. (See
online appendix figures A2-A4 for results for
other counties.)® The insurer market was also
highly concentrated, with an average HHI of
more than 3,000 during the study period. For
physician markets, the specialist HHI was more
than 5,000, while the primary care physician
HHI was just under 2,300 (exhibit 1).

There was a dramatic increase in vertical inte-
gration, with the percentage of physicians in
practices owned by hospitals increasing from
about 25 percentin 2010 to more than 40 percent
by 2016 (data not shown). The percentage of
primary care physicians in practices owned by
hospitals increased from 26 percent to 38 per-
cent in this time period, while the percentage of
specialists in such practices increased from
20 percent to 54 percent (exhibit 1).

Wk also examined the average trends in hori-

Horizontal concentration and vertical integration in selected California counties, 2010-16
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source Authors' analysis of data for health insurers from the Managed Market Surveyor provided by Decision Resources Group
(formerly HealthLeaders-Interstudy), for hospitals from the American Hospital Association Annual Survey Database, and for physi-
cians from the SK&A Office Based Physicians Database provided by QuintilesIMS. notes Herfindahl-Hirschman Indices (HHIs) indicate
market concentration and are explained in the text. The figure shows unweighted data for forty-one California counties with popu-
lations of less than 500,000. Specialists include physicians in the fields of cardiology, oncology, radiology, and orthopedics. The dashed
lines refer to percentages of primary care physicians and specialists in practices owned by hospitals.
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EXHIBIT 2

zontal concentration and vertical integration for
all counties, calculated at the county level and
weighted by the population of each county to
produce a statewide weighted average (appendix
figure Al).% The population-weighted HHI for
insurers was the highest among all of the hori-
zontal measures (about 2,400), withvirtually no
change over the study period. The population-
weighted HHI for hospitals was slightly lower
and also showed little change. Most of the hos-
pitaland insurer consolidation in Californiatook
place before our study period.Z The population-
weighted HHIs for specialists and primary care
physicians increased by 17 percent and 19 per-
cent, respectively, in the period but remained
below 1,500. The statewide average level of ver-
tical integration, as measured by the percentages
of physicians in practices owned by hospitals,
increased at a rate similar to that for the forty-
one counties with populations of less than
500,000.

To analyze levels of and changes in market
concentration, we constructed a map of “hot
spots"—markets that potentially warrant con-
cern and scrutiny by regulators in terms of both

Horizontal concentration and vertical integration scores for selected California counties,

2010 and 2016

source Authors' analysis of data sources provided in exhibit 1. notes Each county has a market
concentration score based on six measures: the average Herfindahl-Hirschman Indices (HHIs)
(explained in the text) for hospitals, insurers, primary care physicians, and specialists; and the per-
centages of primary care physicians and specialists (explained in the notes to exhibit 1) working in
practices owned by hospitals. Higher index values indicate greater concentration. Counties are
assigned one point for each HHI greater than 2,500 and for the percentage of primary care and spe-
cialist ownership greater than 33.23 percent and 32.35 percent, respectively (the medians for the
period 2010-16). Higher scores indicate greater market concentration. The scores can also be in-
terpreted as athermal gradient, with the cool colors indicating counties that warrant lower concern
and scrutiny by regulators and the hotter colors indicating counties that warrant increasingly more.
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horizontal concentration and vertical integra-
tion (exhibit 2). It should be noted that our ver-
tical integration threshold is not codified in the
DOJ/FTC guidelines, as the horizontal concen-
tration threshold is.

Onlytwo counties had a market concentration
score (or “hot spot rating”) of 6 in 2010. This
increased to seven counties in 2016 (see appen-
dix table Al fora list ofall counties and appendix
figure A5 for a map of counties by name).BSimi-
larly, only two counties had a score of 5 in 2010,
compared to five counties in 2016.

We measured increases in the horizontal
concentration and vertical integration scores.
(Appendix figure A6 summarizes and displays
the changes in our hot-spot map.)BFor horizon-
tal concentration, an increase in the score was
recorded if the county had an HHI above 2,500
and a change in HHI that was greater than 200
points—in line with the DOJ/FTC Horizontal
Merger Guidelines. For vertical integration, an
increase in the score was recorded if the county
went from below the median value in 2010 to
above it in 2016.28 During this period, out of a
maximum score of 6, the highest score was 4.
This indicates that the county’s horizontal con-
centration or level of vertical integration in-
creased on four of the six measures.

Four counties—Amador, El Dorado, Santa
Cruz, and Siskiyou—each had a score of4, which
indicates that they had had the greatest change
in terms of our six measures (appendix fig-
ure A6).5 Of additional concern are the six
counties—Calaveras, Humboldt, Kings, San
Mateo, Stanislaus, and Tuolumne—that had a
score of 3.

Appendix table A2%reports the results of our
analysis of the relationship between benchmark
Marketplace premiums and our measures ofhor-
izontal concentration and vertical integration.
Our results suggest that hospital concentration
was positively associated with Marketplace
premiums. A 10 percent increase in the market
concentration of hospitals was associated with a
1.8 percent increase in premiums; this is ex-
pressed as an elasticity of 0.182. Our measure
of insurer concentration was also positively as-
sociated with premiums. The elasticity of 0.204
indicates that a 10 percent increase in insurer
concentration was associated with a 2.0 percent
increase in premiums. Importantly, the interac-
tion term between hospital concentration and
the level of vertical integration was positive
and significant (p < 0.05). This means that
the association between hospital concentration
and premiums was larger when a high percent-
age of the physicians in a rating area were work-
ing in practices owned by hospitals.

The association between hospital concentra-
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tion, the level of vertical integration, and Mar-
ketplace premiums is highlighted in exhibit 3. At
a hospital HHI of 3,500, the predicted average
monthly Marketplace premium for a forty-year-
old person was about $375 in 2017. When the
hospital HHI increased to 5,000, the predicted
premium rose to about $400 (a 7 percent in-
crease) if the percentage of physicians in prac-
tices owned by hospitals was 35 percent (the
sample mean). Ifthis percentage was 55 percent
(the sample maximum), the predicted average
monthly premium increased by even more—to
about $419 (a 12 percent increase). This suggests
that the association between hospital HHI and
premiums varies with the percentage of physi-
cians in practices owned by hospitals (an inter-
action effect) and that the impact of hospital
concentration on premiums becomes larger as
vertical integration increases.

Turning to the association between market
concentration and physician prices, we found
that higher levels of insurer concentration were
associated with lower primary care prices (see
appendix table A3 for the regression output).®
Primary care physician concentration, however,
was positively associated with prices. Most im-
portant, we found a positive and highly signifi-
cant” < 0.01) relationship between the level of

EXHIBIT 3

vertical integration and primary care prices. Our
results for specialist prices were somewhat dif-
ferent.We found no association between the con-
centration of insurers or specialists and special-
ist prices. However, there was again a positive
and highly significant (p < 0.01) relationship
between the level of vertical integration and spe-
cialist prices.

The positive relationship we found between
vertical integration and physician prices aligns
with the findings of other studies.34The magni-
tude of is relationship is shown in exhibit 4.
When the percentage of specialists in practices
owned by hospitals was 35 percent (the county-
level sample mean over our study period), the
predicted specialist price in 2017 was about $110.
When the percentage increased to 100 percent
(the county-level sample maximum over our
study period), the predicted specialist price in-
creased to about $120—a 9 percent increase.
When the percentage of primary care physicians
in practices owned by hospitals increased from
33 percent (the county-level sample mean over
our study period) to 100 percent (the county-
level sample maximum), the predicted primary
care price in 2017 increased from about $80 to
$84—a 5 percent increase.

Predicted monthly benchmark premiums in California, by hospital market concentration, and physicians in practices owned

by hospitals (maximum and mean), 2017
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[ JE— 1 1 1 1 1 1 1
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1 1 1 1 1 1 1

500 1,000 1,500 2,000 2,500 3,000 3,500
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source For health insurers, authors' analysis of data sources provided in exhibit 1; for premiums, authors' analysis of data from
Covered California. Data and research [Internet]. Sacramento (CA): Covered California; [cited 2018 Aug 21], Available from: http://
hbex.coveredca.com/data-research/. notes The benchmark premium is the premium for the second-lowest-cost silver plan in each
rating area (explained in the text) for aforty-year-old person. HHI is Herfindahl-Hirschman Index (explained in the text).The regression
coefficients used to produce this exhibit are in appendix table A2 (see note 28 in text). All continuous independent variables not shown
in the exhibit were held at their sample means, and the year dummy variable was set to 2017.
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EXHIBIT 4

Predicted outpatient office visit prices for primary care and specialist physicians, by percent of physicians in practices

owned by hospitals, 2016

g
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source For health insurers, authors' analysis of data sources provided in exhibit 1; and for prices, data obtained from a large group of
self-insured employers, notes The regression coefficients used to produce this exhibit are presented in appendix table A3 (see note 28
in text). All continuous independent variables not shown in the exhibit were held at their sample means, the year dummy variable was
set to 2016, and the county fixed effect was set to San Francisco.

Discussion

The most dramatic changes in hospital, physi-
cian, and insurer markets in California from
2010 to 2016 are seen most clearly in our mea-
sures of vertical integration—the percentages of
primary care physicians and specialists in prac-
tices owned by hospitals. In 2016 more than
40 percent of physicians worked for practices
owned by hospitals. Hospitals’ desire to increase
referrals has been advanced by researchers as a
plausible explanation for why they pursue ac-
quiring physician practices.393 Additionally,
physicians working in a hospital-owned practice
can add a hospital facility fee, which raises
prices.3lAlthough there was little change in the
market concentration of insurers and hospitals
during our study period, both were highly con-
centrated according to the DOJ/FTC Horizontal
Merger Guidelines and warrant high levels of
concern and scrutiny by regulators. Any further
consolidation, either horizontal or vertical, may
need to be carefully examined.

There was significant variation in market con-
centration across the fifty-eight counties in Cal-
ifornia. Our hot-spot analysis shows that certain
counties were high on all six measures of hori-
zontal concentration and vertical integration.
Moreover, some of these counties had an HHI
increase of more than 200, which signals the
need for regulatory scrutiny. This information
can be used by California’s Office ofthe Attorney
General, the legislature, and other regulators to
examine further consolidations and other ac-
tions that might increase market concentration
or vertical integration.

An important result of our analysis is the com-
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bined effect of hospital concentration and verti-
cal integration on Marketplace premiums. Hos-
pital concentration was positively associated
with premiums, and the impact of hospital con-
centration on premiums became larger as verti-
cal integration increased.

Our measure of vertical integration, the per-
centage ofphysicians in practices owned by hos-
pitals, was positively and significantly correlated
with primary care and specialty physician prices.
This suggests that increased and special atten-
tion should be given to the acquisition of physi-
cian practices by hospitals in California.

Such acquisitions are not California-specific:
From 2010 to 2016 the national share of office-
based physicians who worked in organizations
owned by hospitals increased from 30 percent to
48 percent.2 Other states have already taken
regulatory actions to address this trend. One
such action is taking place in Washington State,
where the State Attorney General’s office filed
suitagainst Franciscan Health System to unwind
acquisitions of and affiliations with physician
organizations that allegedly violated antitrust
laws and harmed consumers via anticompetitive
health care prices.3The results of the St. Luke’s
case in Idaho are also relevant.3In this case, the
judge took into account the benefits of vertical
integration but found that the hospital’s pur-
chase of physician practices would give the hos-
pital too much marketpower. Instead ofallowing
the hospital to purchase practices, he suggested
that the benefits of vertical integration could be
achieved by contracting, which would give the
other hospitals in the area the ability to work
with these physicians as well.
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What can be done in the California legislature
to deal with the effects of market concentration
and integration on health care prices and premi-
ums? Three important bills have been intro-
duced in the legislature but have not yet passed.
The first is SB-932 (2016), which proposes that
any merger or consolidation would need to be
approved by the director of the California De-
partment of Managed Health Care and involve
public hearings to ensure that the change would
not have adverse effects on competition, health
care costs, access, or quality of care in the state.
SB-932 would also prevent hospitals from mak-
ing anticompetitive demands when negotiating
with health plans and insurers.3More recently,
AB-595 (2017) would similarly require the direc-
tor to review and approve health care plan or
provider mergers based on whether they would
have adverse effects on competition, health care
costs, access, or quality of care.BFinally, SB-538
(2017) focuses on preventing anticompetitive
practices among large hospital chains by insti-
tuting new rules for how hospital systems can
contract with health plans, such as prohibiting
hospital systems from requiring plans to include
all of a system’s hospitals in a contract.¥

California’s health care markets are at a pivotal
point. Rapid integration and consolidation may
have significant benefits. Care coordination and
quality improvement are possible, but so are sig-
nificant increases in the cost of care.8There is
also alarge variation in quality across California,
as measured by the California Regional Health
Care Cost and Quality Atlas.® It would be very

This study was funded by the
Commonwealth Fund (Grant No.
20170976), California Health Care
Foundation (Grant No. 20708), and the
Nicholas C. Petris Center on Health Care
Markets and Consumer Welfare at the
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Caitlin Kearns—for their helpful
comments on earlier versions of this

useful to understand the relationship between
quality and market concentration. Evidence pro-
vided by our study sheds light on what has been
happening in California’s health care markets.
Ourwork highlights areas that should be of con-
cern to regulators, policy makers, payers, and
consumers.

Conclusion
Three aspects of hospitals’ acquisition of physi-
cian practices in California and across the coun-
try are notable. First is the horizontal aspect of
this consolidation, which needs to be scruti-
nized. For example, ifa hospital system controls
the market for orthopedists, it can raise prices
for orthopedic surgery. Second is the cross-
market power in hospital and physician service
markets. For example, if a dominant hospital
system acquires enough physician practices in
a specialty, it can add significantly to its market
power. Finally, the key and perhaps most impor-
tant competitive threat is the ability of the ac-
quiring hospital system to either foreclose rivals
or significantly increase theircosts. Forexample,
lack of access to the patients of an acquired pri-
mary care practice by a rival hospital would be a
vertical restraint that would limit competition.
The potential impact of hospitals’ acquisition
of physician practices calls for careful and de-
tailed examination.4) Improved economic and
legal theories need development so that these
acquisitions’ potential efficiency and quality im-
provement can be weighed against the costs.4.4
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legal theories of vertical integration.
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HEALTH CARE SPENDING AND THE UNINSURED

About 3 million Californians underage 65, or 7 percent of the population, lacked insurance in
2017. Over half of these were ineligible because they were undocumented immigrants. Overall,
health care spending in California totals about $400 billion in 2017 with over half comingfrom
Medicare, Medicaid, and other public sources. Employer-sponsored coverage accounted for the
largest share of private health care spending.
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THE LEGACY OF CONSOLIDATION: RISING PRICES

The consolidation of hospitals and physician practices in California has made it difficult for the state to control rising health care costs. For instance, growth inthe
price per admission for hospitals in the two largest multihospital systems far surpassed that for all other hospitals over the pasttwo decades. Similarly, arisingtrend
of hospitals purchasing physician practices was associated with higher ACA premiums and increases in specialty and primary care prices. Between 2010 and 2016, a
growing number of counties had high "concentration scores" on an indexthat reflects various measures of hospital, physician, and insurance concentration.
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Preface

In this report, the authors use RAND’s COMPARE microsimulation model to estimate the
effects of the elimination of the Affordable Care Act’s individual mandate penalty in New York
State. New York’s health care landscape is different than most states’, in that New York has
community rating on its nongroup market and opted to offer a Basic Health Program to
individuals who would otherwise be eligible for subsidies on the nongroup market.

The research described in this report was performed under a subcontract to Wakely
Consulting Group from a health insurance provider, and the publication was prepared with
internal RAND funding. This research was conducted within RAND Health, a division ofthe
RAND Corporation. A profile of RAND Health, abstracts of its publications, and ordering
information can be found at www.rand.org/health.
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Summary

In December 2017, the Tax Cuts and Jobs Act was signed into law, eliminating the penalty
associated with the Patient Protection and Affordable Care Act’s (ACA’s) individual health
insurance mandate, effective January 1, 2019. The elimination of the individual mandate penalty
is likely to have unique impacts on the nongroup insurance market in the state of New York.
New York is different from other states in both its regulation of the nongroup market and in its
comprehensive public coverage programs serving low-income individuals. In particular, New
York has full community rating on the nongroup market and is one of two states to offer a Basic
Health Program, called the Essential Plan (EP) in New York, to certain qualifying low-income
individuals. We estimate that, for 2019, elimination of the individual mandate penalty in New
York will lead to a 23-25 percent increase in premiums in the nongroup market, and a 37 percent
reduction in enrollment in the nongroup market. Due to New York’s full community rating and
existence of the EP, its nongroup market is particularly susceptible to adverse selection when the
individual mandate penalty is removed. We predict that, among the unsubsidized population,
young, healthy individuals will leave the nongroup market in much higher numbers than their
older, sicker counterparts, leading to the steep increases in premiums. Additionally, we find that
subsidized individuals, including the young and healthy, will remain enrolled at high rates.
Relative to other states, New York’s subsidized population is small; many EP enrollees would be
eligible for subsidized nongroup coverage in most other states. To understand the unique impacts
ofthe EP in New York, we also consider a scenario in which both the individual mandate penalty
and the EP are eliminated. This scenario allows us to determine the effect of eliminating the
mandate penalty, if the EP were not contributing to New York’s susceptibility to adverse
selection. In this scenario, we find that premiums increase by 7-10 percent relative to the ACA
being in full effect, which suggests that the existence ofthe EP has important implications for
how elimination of the individual mandate penalty in New York affects its nongroup risk pool.
Elimination of the EP in addition to the individual mandate leads to smaller increases in
premiums relative to elimination of the individual mandate penalty alone.
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Introduction

In December 2017, the Tax Cuts and Jobs Act (P.L. 115-97) was signed into law. The act
eliminated the penalty associated with the Patient Protection and Affordable Care Act’s (ACA’s)
(P.L. 111-148) individual health insurance mandate, effective January 1, 2019. The
Congressional Budget Office (CBO) estimated that, at the national level, eliminating the
individual mandate penalty would reduce health insurance enrollment for those age 65 and
younger by 7 million in 2020 and 13 million by 2027, and increase premiums in the nongroup
market by around 10 percent (CBO, 2017). Our analysis uses the RAND COMPARE
microsimulation model to estimate the impacts of the removal ofthe ACA’s individual mandate
penalty on New York’s nongroup market. We define the nongroup market as including all ACA-
compliant plans sold both on and off New York State of Health, which is New York’s health
insurance marketplace. Together, ACA-compliant marketplace and non-marketplace plans
comprise a single insurance risk pool, and are hence jointly affected by adverse selection, which
occurs when younger and healthier people leave the market, increasing premiums for remaining
enrollees.

The elimination of the individual mandate penalty is likely to have unique impacts on New
York. This is because New York is different from other states both in its regulation of the
nongroup market and in its comprehensive public coverage programs serving low-income
individuals. Most importantly, New York has full community rating, requiring insurers to charge
all adultslpurchasing nongroup plans the same premiums regardless of age or tobacco use status
(Centers for Medicare and Medicaid Services, Center for Consumer Information and Insurance
Oversight, 2017). Most other states use the maximum rate bands allowed under the ACA—3:1
for age rating and 1.5:1 for tobacco use. In 2017, New York had an estimated 243,000 nongroup
enrollees in the marketplace, 59 percent (about 143,000) of whom received Advance Premium
Tax Credits (APTCs) (NY State of Health, 2017a). Total nongroup enrollment in New York,
including both marketplace and off-marketplace plans, was approximately 308,000 in 2017,
according to data from Wakely Consulting Group (2017).

In addition, New York is one oftwo states (the other is Minnesota) that uses an option under
the ACA to offer a Basic Health Program for individuals with incomes between 139 and 200
percent of the federal poverty level (FPL), who would otherwise be eligible to purchase
subsidized coverage through the marketplace. The Basic Health Program option was included in

1Most children in nongroup plans are effectively charged lower premiums than adults, as New York’s rating rules
establish that premiums for a family plan with one adult and one or more children are 1.7 times the cost of a plan for
a single adult, and a plan for two adults and one or more children costs 2.85 times the cost of a plan for a single
adult.



the ACA to allow states to provide more affordable and continuous health insurance coverage for
low-income residents. New York calls its Basic Health Program the Essential Plan (EP); in
addition to covering marketplace-eligible individuals with incomes between 139 and 200 percent
FPL, the EP provides coverage for individuals who are legally present, but ineligible for
Medicaid, with incomes up to 138 percent FPL. The EP is either free or costs $20 per month per
individual, depending on a family’s income (NY State of Health, 2017b). Enrollment in the EP
was 665,000 in 2017 (NY State of Health, 2017a). Approximately 385,000 of EP enrollees
would have otherwise been eligible for a subsidized nongroup marketplace plan offered in NY’s
health insurance marketplace (NY State of Health, 2017a). The EP has been successful at
insuring low-income individuals; only one other state— Massachusetts—has lower uninsurance
rates2 for non-elderly individuals with incomes below 200 percent FPL in the nation (Kaiser
Family Foundation [KEF], 2018a). New York receives federal funding for its EP, which is
calculated as 95 percent of the APTCs and cost sharing reductions (CSRs)3that would have been
provided to the individuals had they been enrolled in the second-lowest-cost silver plan available
on the marketplace.

New York’s EP creates important implications for the nongroup market following the
elimination of the individual mandate penalty. In particular, New York’s EP is not risk-adjusted
with the nongroup market (Medicaid and CHIP Learning Collaborative, 2015). As described
above, without the EP, more than halfofthe population that is eligible for New York’s EP would
be eligible to enroll in the marketplaces and receive subsidized coverage through APTCs (NY
State of Health, 2017a). Compared with other states (besides Minnesota), the EP reduces the
number of APT C-eligible individuals in the nongroup risk pool.

The objective of this work was to understand the impact of eliminating the individual
mandate penalty on premiums, enrollment, and the likelihood of individuals disenrolling from
the nongroup market in New York State. New York’s nongroup market is particularly
susceptible to adverse selection following repeal of the individual mandate penalty because of
New York’s full community rating and the existence ofthe EP, which effectively reduces the
size of the population receiving subsidies in New York’s nongroup marketplace. We expect
subsidized enrollees to be less likely to exit the nongroup market than unsubsidized enrollees
following the elimination of the individual mandate penalty. This is because subsidized enrollees
receive health insurance at a relatively low cost and are protected from premium increases that

2 . . . . . .

New York’s uninsurance rate for this population was 9 percent in 2016. It was tied with three other states—
Oregon, Rhode Island, and Vermont—for the second-lowest spot. Massachusetts’s uninsurance rate for this
population was 8 percent.

3

CSR payments were not being made at the time of this writing; nonpayment is taken into consideration in the
model. However, the CSR pass-through funding for the EP is in litigation and may change pending the outcomes of
future lawsuits.



may accompany the penalty’s elimination. Therefore, subsidized enrollees may help stabilize
nongroup premiums, and New York’s EP may decrease the market’s stability.

To better understand the unique impact of the EP in New York, we examined the combined
impact of eliminating both the individual mandate penalty and the EP. We modeled the nongroup
market in New York State in 2019 under three scenarios: a “baseline ACA” scenario, an “ACA,
no individual mandate” scenario, and an “ACA, no individual mandate, no EP 139-200 percent
FPL” scenario. The “baseline ACA” scenario reflects ACA regulations in effect in calendar year
2018. Because the federal government is no longer making CSR payments, we assumed that
these costs are loaded on to the price of a silver plan (KEF, 2017). This decision has minimal
effect in New York State, as most CSR-eligible individuals are enrolled in the EP. However,
those with incomes between 200 and 250 percent of FPL are eligible for CSRs in New York
(effectively increasing the silver plan’s actuarial value from 70 to 73 percent), and we assumed
that this cost of reduced out-of-pocket payments for CSR-eligible individuals was loaded onto
the silver plan premium.4 The “ACA, no individual mandate” scenario is the same as our
baseline ACA scenario, except that we eliminated the individual mandate penalty. In the “ACA,
no individual mandate, no EP 139-200 percent FPL” scenario, we eliminated both the individual
mandate penalty and the EP for individuals with incomes between 139 and 200 percent FPL.
Those in the EP with incomes between 139 and 200 percent of FPL are the population covered
by the EP that would be eligible for subsidies in the absence of the EP, and would therefore be
most likely to enter the nongroup market without the EP in place. In this scenario, we retain the
EP for individuals with incomes at or below 138 percent FPL. We include this scenario to
understand in more detail the unique impact of the EP on the effect of eliminating the individual
mandate penalty. In addition to these three main scenarios, we included a “no ACA” scenario, in
which the ACA was never implemented, as a validation for the model in the appendix.

We used the RAND COMPARE model, which is a microsimulation model that uses
economic theory, nationally representative data, and evidence from past experience to estimate
how consumers and businesses will respond to health policy changes (Cordova et al., 2013). The
model includes a synthetic population of individuals, families, health expenditures, and firms
derived from data from the April 2010 wave of the 2008 Survey of Income and Program
Participation (U.S. Census Bureau, undated); the 2010-2011 Medical Expenditure Panel Survey
(U.S. Department of Health and Human Services, undated); and the 2009 Kaiser Family
Foundation/Health Research and Educational Trust Employer Health Benefits Survey (KEF,
2018e; HRET, 2017). While the data sources predate the implementation of the ACA, we update
them to reflect population growth based on factors reported by the U.S. Census Bureau, and to

* We note that the elimination of federal funding for CSRs has an additional impact on New York State: Part of the
funding for the EP has come in the form of pass-through funding that would have been spent on CSRs for the EP.
As of July 2018, the state will continue to receive these payments for its EP (Sullivan, 2018), but the ultimate
outcome is uncertain.



reflect health care cost growth using the Centers for Medicare and Medicaid Services National
Health Expenditures Accounts. We made adjustments to the national model using 2016 data
from the American Community Survey (U.S. Census Bureau, 2018) and 2017 nongroup
enrollment data from New York State (NY State of Health, 2017a) and Wakely Consulting
Group (2017). This created a 2017 New York baseline from which we modeled three scenarios
for which we made projections for 2019. When modeling individuals’ responses to the individual
mandate penalty, we assumed that people are aware of the penalty and consider the cost of this
penalty when making decisions. As a result, fewer people opt to get insurance when the penalty
is reduced to $0. The methods and data sources that we used to derive our estimates, including a
longer discussion of the individual mandate response function and adjustments we made to
model the New York market, are described in an appendix.



Results

Figure 1 shows our estimates for nongroup premiums in New York State under (1) a baseline
ACA scenario, (2) with the elimination of the individual mandate penalty, and (3) with the
elimination of both the individual mandate penalty and the EP for individuals with incomes
between 139 and 200 percent FPL in 2019. We estimate that the elimination of the individual
mandate penalty will cause premiums in the nongroup market to increase by approximately 23
percent for bronze and 25 percent for silver plans relative to what premiums would be under our
baseline ACA scenario. Because we account for the ACA’s statutory risk adjustment
requirement, which transfers funding from health plans with lower-than-average actuarial risk to
health plans with higher-than-average actuarial risk, we assume that the ratios between bronze,
gold, and platinum premiums are fixed.5 This leads us to estimate that premium increases for
gold and platinum plans will be the same as the estimated increase for bronze plans—23 percent.
Premium changes for silver differ from other metal tiers because we assume that the CSR costs
are loaded onto silver plans. Note that the federal government stopped paying CSRs in 2018, and
the costs of the CSRs were loaded onto the silver rates (KFF, 2017).

Figure 1. Projected 2019 Individual Market Premiums in New York

m Baseline ACA = ACAwith IM Repeal I ACA, No IM, No EP 139-200% FPL

5As ofJuly 9,2018, the Centers for Medicare and Medicaid Services has temporarily suspended risk adjustment
payments pending a decision on the appropriate risk adjustment methodology. The analyses presented in this report
assume that such payments are in place.



We estimate that if both the individual mandate penalty and the EP for individuals between
139 and 200 percent FPL were eliminated, premiums in the nongroup market would increase by
about 7 percent for bronze plans and by 10 percent for silver plans, relative to what premiums
would be under our baseline ACA scenario. Again, we assume that the ratios between bronze,
gold, and platinum premiums are fixed. Our approach for modeling premiums within
COMPARE is described in more detail in the appendix.

The EP makes the New York nongroup market particularly susceptible to adverse selection
following repeal of the individual mandate penalty. This is because the EP reduces the number of
individuals eligible to receive subsidies on the nongroup market. Figures 2 and 3 show that
nongroup enrollees who receive subsidies are far more likely to remain enrolled than
unsubsidized nongroup enrollees. In fact, the rates at which young and healthy subsidized
enrollees exit the nongroup market are similar to the rates at which older, sicker unsubsidized
individuals exit the market. Therefore, we find that subsidized enrollees can have a significant
stabilizing influence on the nongroup market.

Figure 2. Predicted Probability That Individuals Will Disenroll from the Nongroup Market, by Age,
Health Status, and Subsidy Eligibility with the Elimination of the Individual Mandate Penalty, 2019
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Figure 3. Predicted Probability That Individuals Will Disenroll from the Nongroup Market, by Age,
Health Status, and Subsidy Eligibility with the Elimination of Individual Mandate Penalty and EP,
2019

Subsidized e/vg/g health Subsidized f/p health
Unsubsidized e/vg/g healthe < Unsubsidized f/p health

Table 1 shows our estimates for nongroup enrollment, EP enrollment, and the number of
uninsured in New York state under the baseline ACA, with the elimination of the individual
mandate penalty, and with the elimination of both the individual mandate penalty and the EP for
individuals with incomes between 139 and 200 percent FPL in 2019. We estimate that total
nongroup enrollment will decrease by 37 percent, from 310,000 to 194,000, without the
individual mandate penalty in place, relative to what enrollment would be under our baseline
ACA scenario. Most of this decrease will come from individuals both on- and off-marketplace,
which we estimate will decrease by 64 percent, from 166,000 to 60,000. We anticipate that the
majority of these individuals will become uninsured. We estimate a total increase in the number
of uninsured of 292,000. Ifboth the individual mandate penalty and the EP were eliminated for
individuals with incomes over 138 percent FPL, nongroup enrollment would increase to 539,000,
driven by an influx of individuals who were previously enrolled on the EP who are eligible for
subsidies on the nongroup market. We estimate that, under this scenario the number of uninsured
individuals would increase by 327,000, slightly more than the increase in the number of
uninsured with the elimination of the individual mandate penalty.



Table 1. Projected 2019 Health Insurance Coverage by Type for the Non-Elderly Population (Age
0-64) in New York State

ACA, No Individual ACA, No Individual
Type of Coverage Base ACAa Mandate Mandate, 139-200% FPL
Total nongroup 310,000 194,000 539,000
Nongroup, subsidized 144,000 134,000 455,000
Nongroup, 166,000 60,000 84,000
unsubsidized
EP, 139-200% FPL 382,000 393,000 0
Medicaid and other privateO 14,531,000 14,343,000 14,357,000
Uninsured 1,403,000 1,695,000 1,730,000

aOur "Base ACA” scenario is a projection of 2019 enrollment under regulations in under the ACA in 2017.
bThis includes individuals enrolled on the EP with incomes <138% FPL, and CHIP enrollees and other sources of
public insurance.

Figure 2 shows projected changes in enroliment in the nongroup market by age, health status,
and subsidy eligibility. We show nongroup enrollment by these groups for the baseline ACA
scenario in the appendix (Table A.2). Interms of health status, “e/vg/g” indicates individuals in
excellent, very good, or good health, and “f/p” indicates individuals in fair or poor health. We
find that older, subsidized individuals are the most likely to remain enrolled, while younger,
unsubsidized individuals are the most likely to disenroll. We also find that individuals in fair or
poor health are more likely to remain enrolled than healthier individuals. Finally, we find that
children are more likely to remain in the market than young adults. This is primarily due to an
assumption in COMPARE that health insurance decisions are made by the family; therefore,
children often remain in the market if their parents remain.

Figure 3 shows projected changes in enrollment in the nongroup market by age, health status,
and subsidy eligibility with the elimination of the individual mandate penalty and the portion of
the EP for individuals with incomes between 139 and 200 percent FPL. Similar to the previous
scenario, in which the individual mandate penalty is eliminated, the probability of disenrolling is
generally low among subsidized individuals and higher among unsubsidized individuals, and
disenrollment is more likely among younger, unsubsidized individuals; healthier individuals; and
young adults, compared with children.



Discussion

We estimate that eliminating the individual mandate penalty in New York State will cause
nongroup premiums to increase by 23 percent for platinum, gold, and bronze plans, and 25
percent for silver plans. Simultaneously, we estimate that enrollment in the New York’s
nongroup market will fall by about one-third (37 percent). Because New York has full
community rating, which does not allow premiums to vary by age or tobacco use status, the
estimated premium increases are identical (in both percentage and dollar terms) for all adult
enrollees. Individual market enrollees who are not eligible for APTCs—and hence would have to
pay the full premium out-of-pocket—will be much more likely to disenroll, if the mandate
penalty were removed, than would those who are APTC-eligible. Those leaving the nongroup
market also tend to be younger and healthier than those remaining in the market.

Our estimated premium increases for New York are substantially higher than national
increases estimated by both CBO and by us in other RAND analysis. CBO estimates that
eliminating the individual mandate penalty will increase premiums by 10 percent (CBO, 2017),
and, in recent work, we estimated that premiums would increase by 7 percent (3 to 13 percent in
sensitivity analyses) with the elimination of the individual mandate penalty (Eibner and Nowalk,
2018). The impact of removing the penalty is larger in the New York marketplace than in the
national market for several reasons. First, New York has hill community rating, as opposed to
modified community rating in most other states. With full community rating, younger people
face the same premiums as older people, and non-smokers face the same premiums as smokers.
These requirements make nongroup insurance particularly expensive for younger people not
eligible for APTCs, increasing their likelihood of disenrolling when the mandate penalty is
eliminated. Second, New York established a Basic Health Program, the EP, under the ACA, and
approximately 40 percent of individuals enrolled in the EP would be eligible for APTCs offered
in the marketplace if the EP for those between 139 and 200 of FPL percent were dismantled.
Because ofthe EP, New York has fewer APTC-eligible people enrolled in nongroup marketplace
plans (59 percent in New York, compared with 83 percent nationwide) (KEF, 2018c). Because
fewer enrollees with nongroup marketplace plans receive premium subsidies through APTCs
relative to other states, more people in New York’s market will face the impact of the price
increases as a result of the elimination of the individual mandate penalty, given that APTCs
create an independent incentive to remain enrolled.

We estimate that less than 20 percent of APTC-eligible enrollees will disenroll from the
individual market when the mandate penalty is removed, compared with over halfof
unsubsidized enrollees in most age groups. Crucially, individuals who receive APTCs through
the marketplace are in the same risk pool as all individuals who buy on- or off-marketplace
nongroup plans. Therefore, when these individuals remain enrolled, it mitigates some of the



effects of young or healthy individuals who disenroll from the pool when the individual mandate
penalty is eliminated. While EP enrollees are also likely to remain enrolled with the removal of
the individual mandate penalty, the EP risk pool is separate from the nongroup market and
therefore cannot have a mitigating effect on the nongroup risk pool.

Finally, the Trump administration’s decision to halt federal payment of cost-sharing
reductions had the effect of increasing APTCs in most states (through silver loading), further
strengthening the incentive for APTC-eligible people to remain enrolled. However, because New
York had implemented the EP, which covers most CSR-eligible enrollees, the administration’s
decision had a smaller effect on APTCs in New York.

To understand the unique impacts of the EP in New York, we also ran a scenario in which we
eliminated both the individual mandate penalty and the EP for individuals with incomes between
139 and 200 percent FPL. In this scenario, we found that unsubsidized enrollment in the
nongroup market fell substantially, and uninsurance increased. Eliminating the EP for
individuals with incomes between 139 and 200 percent FPL along with the elimination of the
individual mandate penalty moderated the premium increase estimates in the nongroup market to
an estimated 7 to 10 percent, which is similar to the premium increases we and CBO have
previously estimated at the national level (CBO, 2017; Eibner and Nowak, 2018). However, it is
important to note that premium payments would increase dramatically for some individuals
currently enrolled in the EP if the EP were eliminated. For example, as 0of 2018, a single
individual making $24,000 per year (a little below 200 percent FPL) pays $20 a month for an EP.
If that person did not have access to an EP, he or she would have to pay nearly $1,600 per year
($133 a month) for subsidized coverage on the marketplace, plus additional point-of-service cost
sharing. In addition, we estimate that the number of uninsured in New York would be higher in a
scenario without the EP for individuals with incomes between 139 and 200 percent FPL and
elimination of the individual mandate penalty, compared with elimination of the individual
mandate penalty alone.

The individual market in New York State is unique, because of both full community rating
and the presence of the EP. We find that these factors make New York’s nongroup market
particularly susceptible to adverse selection when the individual mandate penalty is removed.
We find that New York’s coverage of individuals with incomes between 139 and 200 percent
FPL through its EP may drive much of this effect, because we estimate that premium increases
would be similar to the national average in the absence of the EP.
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Appendix: Methods

Modeling the Removal of the Individual Mandate Penalty in COMPARE

The COMPARE model is a national-level model that uses a utility maximization approach to
predict individual and firm health insurance decisions. The synthetic population of individuals in
COMPARE is based on data from the Survey of Income and Program Participation (SIPP; U.S.
Census Bureau, undated), and health care expenditures from the Medical Expenditure Panel
Survey (U.S. Department of Health and Human Services, undated) are matched to records in the
SIPP. Health care spending is matched based on age, sex, health status, income, and health
insurance category. The utility function takes the form

(1) Uijk = u(Htj) - EIOOPij) - pg°® - \rVARIipOPij) - Rtj + Calibrationjk.
Within this equation:

» Uijk is the total utility for individual i in demographic category k for insurance typej.

e u(Hij) is the utility associated with consuming health care services for individual i under

insurance optionj.

* OOPy is the out-of-pocket spending expected.

* pijBis the individual’s premium contribution (after adjusting for tax credits).

* r is the coefficient of risk aversion.

Rij represents the individual’s response to the tax penalty associated with insurance statusj,
and—in scenarios in which the mandate penalty is in effect—it is O for all but the uninsured
insurance status. When the individual mandate penalty is in place, we assume that Rtj equals
0.8*penaltyi forj = uninsured, wherepenaltyi is the penalty the individual owes. We assume that
Rtj is equal to zero for individuals who are exempt from the penalty. The 0.8 multiplier captures
the fact that, on average, the Internal Revenue Service collects only about 80 percent of taxes
owed (Internal Revenue Service, 2018). In scenarios without the individual mandate penalty, Rtj
is zero for all individuals i, and, for all insurance statusesj, including for the uninsured.

Calibrationjk is a calibration constant that captures noneconomic factors, which may
influence individual decisionmaking. We adjust the calibration constants so that our estimated
pre-ACA enrollment matches actual pre-ACA enrollment by demographic group based on data
from the American Community Survey.

There is significant uncertainty regarding how people will respond to the elimination of the
individual mandate penalty, and prior research is mixed regarding both the extent of individuals’
responses to health insurance mandates and the mechanisms driving these responses (Chandra,
Gruber, andMcKnight, 2014; Wettstein, 2018; Frean, Gruber, and Sommers, 2017; Saltzman,
2017). When modeling the individual mandate penalty, we assume that people are aware of the
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requirement to obtain insurance and understand whether they are exempt from this requirement
(e.g., due to being below the tax filing threshold). Among those who are subject to the penalty,
we assume that people expect to pay, on average, only 80 percent of what they owe to the IRS.
Prior research has hypothesized that people may have a “taste for compliance” with the law that
incentivizes compliance regardless of the size of the mandate penalty (Auerbach et al., 2010). It
is unclear how a taste for compliance would affect decisions given the approach taken in the Tax
Cuts and Jobs Act, which zeros-out the penalty but does not technically eliminate the
requirement to enroll in coverage. We do not account for a taste for compliance in this analysis.

Nongroup Premium Calculations

To calculate nongroup premiums in the COMPARE model, we impose the condition that the
total amount collected in premiums, Z fwfp£ where wEand p£are individual i 5 weight and
premium, respectively, is equal to the total cost to insurers, that is, ZEw&SfAPE(l + 8). Inthis
equation, s£is the health care spending of individual i, AVt is the actuarial value of the plan in
which individual i is enrolled, and 8 is the administrative cost of the plans. This equality yields
the equation

(2) = Z EwEsEAPE(L + 8).

To calculate premiums, we use the fact that premium rating regulations fix the ratios of
premiums that can be charged to any individual given their age and tobacco use status. We
further assume that risk adjustment constrains premiums across metal tiers. We choose a
reference group (for example, children enrolled in a bronze plan) and define the premium of that
reference group to be p1. We then define the ratio of an individual’s premium to the reference
premium. This is: rE= pfPIl-We assume that risk adjustment policies compensate for any
differences in metal tier enrollment by risk level, so that premiums across metal tiers vary based
on the ratio of their actuarial values (e.g., the premium for a gold plan is 0.8/0.6 = 1.33 times the
cost of a bronze plan). This approach is conceptually consistent with ACA statute, but does not
incorporate specific regulations that govern how risk adjustment is implemented.

Substituting the definition of rEinto equation 2 and solving for p£we compute the nongroup
premiums as follows:

Adjustment to Silver Plan Premiums

Along with tax credits, some enrollees are eligible for CSRs, which reduce out-of-pocket
payments at the point of service (e.g., copays, deductibles). By law, insurers must provide CSRs
to tax-credit eligible enrollees with incomes below 250 percent FPL. Because of the EP in New
York (which provides comprehensive coverage with limited cost sharing and federal premium
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subsidies for individuals with incomes between 138 and 200 percent FPL), CSRs are available
to only those with incomes at 200-250 percent FPL. However, Congress did not appropriate
funding for CSRs, and in late 2017, the Trump administration halted federal payment to insurers
to cover these costs. In response, insurers in most states increased the premiums for silver plans
(KFF, 2017) to accommodate these reductions, resulting in higher tax credit amounts that are tied
to the second-lowest-cost silver plan. Therefore, we load the estimated cost of CSR payments
onto the silver plan in the COMPARE model.

Customization for New York

We made two types of adjustments to our national model to estimate the impact of the
elimination of the individual mandate penalty in New York. First, we incorporated New York-
specific policies into the model. Second, we adjusted the weights in the model to reflect the
population and demographics of New York.

The New York-specific policies we included in the model were pure community rating, New
York’s EP, and New York’s Child Health Plus (CHP) program, based on the programs’
eligibility requirements (NY State of Health, 2017b). We reweighted the COMPARE model
results so that our modeled 2019 baseline ACA results matched what we project 2019 enroliment
would have been in 2019 based on inflated actual 2016 survey and 2017 enrollment data.

We used data from the 2016 American Community Survey for New York (U.S. Census
Bureau, 2018), population growth projections from the University of Virginia (University of
Virginia Demographics Research Group, 2016), state marketplace enrollment data (NY State of
Health, 2017a), and Wakely Consulting Group (Wakely Consulting Group, 2017) data on
nongroup market enrollment to match the joint distribution of health insurance status, income by
group (<138 percent FPL, 138-200 percent FPL, 200-300 percent FPL, 300-400 percent FPL,
>400 percent FPL), and age. For most insurance categories, we used five age categories (<18,
18-34, 35-49, 50-64, 65+), and we used the risk-adjustment age groups to adjust nongroup
enrollment (<20, 21-24, 25-29, 30-34, 35-39, 40-"14, 4519, 50-54 55-59, 60-64).

Estimating Probabilities of Disenrolling from the Nongroup Market

We used a regression-based approach to estimate individuals’ probabilities of disenrolling from
the nongroup market by age, subsidy eligibility status, and health status. We found that using a
regression-based approach allowed us to produce estimates at a finer level of detail than we
could produce by directly estimating exit probabilities by comparing “baseline ACA” and “ACA,
no individual mandate” scenario estimates because the regression-based method could produce
stable estimates for groups with few enrollees where the direct method could not. For our
regression-based approach, we analyzed the subset of records that were in the nongroup market
in our base ACA run. For those records, we constructed a variable Eit which is an indicator for



whether individual / disenrolled from the nongroup market in the no individual mandate
scenario. We then constructed the following model:

Et = logitifiaUi + psst + phhi + £8,

where afis the age category of individual i, s£is the subsidy eligibility status6, h£is the
individual’s health status, and e£is an error term. We estimated the coefficients /3a (one for each
age category a, with the exception of the reference group), /5, and /3h. We then used the
estimated model to predict the probability that an individual in any of our cells would disenroll
from the nongroup market.

Model Validation

To validate our results, we estimate premiums and enrollment in the nongroup market in 2019 if
the ACA had never been implemented. Our estimates serve as a validation because there are data
on pre-ACA enrollment and premiums in New York, and the New York State Department of
Financial Services has analyzed this information to understand how the ACA’s provisions
affected the nongroup market. Compared with our baseline scenario, this involved eliminating
the individual mandate, CSRs, APTCs, Medicaid expansion, the EP for individuals with incomes
between 139 and 200 percent FPL, Medicaid expansion, and employer mandate. This scenario
includes full community rating and guaranteed issue as the state had both of these regulations in
place prior to the ACA (KFF, 2018d).

The ACA introduced new subsidies and an individual mandate that encouraged younger and
healthier nongroup enrollees. This led to decreased nongroup premiums and increased nongroup
enrollment in New York (Rabin and Abelson, 2013).

Figure A.l shows projected 2019 premiums in New York State under our “baseline ACA”
and “no ACA” scenarios. We estimate that, under a baseline ACA scenario in 2019, premiums
would be about 45 percent lower in New York than they would be without the ACA. The New
York Department of Financial Services estimated that 2018 nongroup market premiums in New
York are 55 percent lower than they would have been without the ACA, after adjusting for
inflation (New York Department of Financial Services, 2017). In addition, as shown in Figure
A .1, we estimate that enroliment in the nongroup market would be only 16,000—about 95
percent lower than baseline—if the ACA had never been implemented. This is consistent with
estimates that the pre-ACA nongroup market enrollment was about 17,000 (Luhby, 2013).
Comparisons of COMPARE estimates to other data sources are shown in Table A.l.

6 Subsidy eligibility status is calculated within the model based on individuals’ income; access to affordable health
insurance, such as Medicaid or employer-sponsored insurance; and immigration status.
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Figure A.1. Projected Average Nongroup Market Premiums in New York for a Single Adult Under
the Baseline ACA Scenario and Under the No ACA Scenario, 2019
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Table A.1. Outcomes from “No ACA” Validation

Outcome RAND Benchmark
Estimate,
2019
Individual Market Enroliment 16,000 17,000 pre-ACA (Luhby, 2013)
Individual Market Premium Change -45 -55 percent (New York

Under the ACA, Relative to No ACA percent Department of Financial
Services, 2017)



Figure A.2. Projected 2019 Nongroup Enrollment in New York Under the Baseline ACA and No
ACA Scenarios

Baseline ACA No ACA

Subsidized mUnsubsidized

NOTE: In the “No ACA” scenario, subsidies are not available.

Figure A.3 shows our estimates for the probability that individuals would disenroll from the
nongroup market under a no ACA scenario, compared with our baseline ACA scenario. The
baseline ACA enrollment for individuals in these groups is shown in Table A.2. Most of the
individuals who disenroll would become uninsured. We find that the majority of individuals in
all groups would disenroll from the nongroup market, but that older individuals who do not
qualify for subsidies under the ACA (generally because their incomes exceed 400 percent FPL)
would be more likely to remain than other groups. Most lower-income individuals would
disenroll from the market, because of the loss of subsidies.

16



Figure A.3. Projected Changes in Nongroup Enrollment in New York Under a “No Affordable Care
Act” Scenario, Relative to Baseline ACA

Subsidized e/vg/g health Subsidized f/p health
Unsubsidized e/vg/g health < Unsubsidized f/p health

Nongroup Enrollmentin Baseline ACA

Table A.2. shows projected 2019 enrollment in the nongroup market by age, subsidization status,
and health status. The groups in this table are the same as those presented in Figures 2, 3, and
A.3. For example, Figure A.3 shows that with the elimination of the ACA, about 98 percent of
individuals age 0-20 who are subsidized under baseline ACA and who are in excellent, very
good, or good health would exit the market. Table A.2 shows that we estimate there are 18.3
thousand individuals in this group under the baseline ACA scenario in 2019. Therefore, we
would expect 0.98 x 18,300 = 17,900 subsidized individuals in excellent, very good, or good
health ages 0-20 to exit the nongroup market with the elimination of the ACA.
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Table A.2. Projected Enrollment by Age, Subsidization Status, and Health Status with Baseline

Age Group
0-20
21-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64

Total

Subsidized,
Excellent, Very
Good or Good
Health Status
(Thousands)

18.3

24.9

7.2

14.9

11.0

10.0

15.0

13.6

17.1

132.1

Subsidized, Fair
or Poor Health
Status
(Thousands)

0.1
0.8
0.6
0.4
0.9
11
2.8
2.1
3.1
11.9

ACA, 2019 (thousands)

Unsubsidized,
Excellent, Very Good
or Good Health
Status
(Thousands)

10.3

5.5

16.5

7.2

10.4

15.9

16.7

25.8

40.1

148.5

Unsubsidized, Fair
or Poor Health
Status
(Thousands)

0.1

1.9

0.4

1.0

0.7

2.1

1.7

3.7

6.3

17.8

Total
28.7
33.1
24.7
23.6
23.0
29.1
36.1
45.2
66.6

310.1
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ORAL HEALTH

By Len Finocchio and Katrina Connolly

Medical Loss Ratios For
California’'s Dental Insurance
Plans: Assessing Consumer Value
And Policy Solutions

abstract ASaconsumer protection, the Affordable Care Act (ACA)
requires that large-group health plans spend at least 85 percent of

all premium dollars on health services and quality improvement
activities—thus giving the plans a medical loss ratio (MLR) of 85 percent.
Small-group and individual plans must have an MLR of at least

80 percent. The ACA did not set minimum MLRs for dental plans.
California passed a law in 2014 requiring dental plans to report MLRs but
stopped short of setting minimum thresholds. We analyzed dental plans’
MLRs reported in California for 2014 and 2015. The average MLR,
weighted by covered lives, was 76 percent, with wide variation across
product types and sizes. Few products sold by dental plans met the MLR
thresholds set by the ACA, but many did meet or exceed other proposed
thresholds. While millions of Californians were in large-group plans that
achieved high MLRs, millions more were in other plans with relatively
low MLRs. A legislatively mandated MLR would provide a standardized
financial tool and potentially ensure value for dental insurance products.
Given the multiplicity of dental products and the varying numbers of
covered lives in those products, setting MLR thresholds poses a challenge

for stakeholders.

he Affordable Care Act (ACA) re-

quires large-group health insur-

ance plans to spend at least 85 per-

cent of all premium dollars on

health services and quality im-
provement activities; this is known as the medi-
calloss ratio (MLR). Underthe ACA, small-group
and individual plans must spend at least 80 per-
cent.1Plans that do not achieve minimum MLRs
are required to pay rebates to consumers. The
ACA excluded dental insurance and other spe-
cialized plans from this requirement.

Passing this requirement for minimum MLRs
involved considerable debate. Consumer advo-
cates argued that requiring insurers to spend a
minimum amount on patient care served to im-
prove plan efficiency and increase the benefits

consumers derived from their insurance expen-
ditures. In contrast, health plans and others ar-
guedthatthe minimum MLRrequirementwould
drive insurers from the marketplace, thereby di-
minishing consumer choice and potentially rais-
ing premiums instead of lowering them.2
Though the ACA established minimum MLRs
for health plans, states continue to debate the
issue fordental plans. In 2014 Californiapassed a
law requiring dental insurance plans to file an-
nual MLRreports.3The legislature stopped short
of requiring plans to achieve specific MLRs,
deciding instead to assess reported MLRs and
revisit the threshold requirement in 2018. Abill
in the legislature, SB-1008, proposed a mini-
mum MLR of 70 percent for dental plans in the
individual and small-group markets and 75 per-
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centin the large-group market, butamendments
removed these thresholds in May 2018.4

Requiring dental plans to achieve a minimum
MLR for dental insurance and reporting that
information in a standardized manner would
be important for consumers, particularly given
the wide variety of dental plans’ products
and premiums available. Americans report that
costs are their main barrier to accessing dental
services, and insurance is meant to offer some
protection against financial risk.5Ifdental insur-
ance were demonstrated to have value, in terms
expressed by an MLR threshold, the preponder-
ance of consumers’premiums would be directed
toward services and quality improvement, there-
by reducing this financial barrier.

As states debate whether to require minimum
MLRs for dental plans and establish thresholds,
it is useful to explore how dental plans currently
rate on MLRs. In this article we assess California
dental plans’ spending on services relative to
administration and profit. This work can inform
legislators and stakeholders in California and
potentially in other states considering MLRs
where dental insurance markets resemble those
in California.

Study Data And Methods
data source Adental plan, also called a carrier,
is an insurance firm that may sell different prod-
ucts that can vary by network type (for example,
a health maintenance organization [HMQ] or
preferred provider organization [PPO]), benefit
design, and market (individual, small group, or
large group).6Since 2014, plans have filed stan-
dardized MLR reports with Californiaregulators
annually for each product type.78 The 2014 and
2015 data used in this analysis include informa-
tion about all products to which the law applies,
including specialized dental health care service
plan contracts and specialized dental health in-
surance policies soldto groups or individual con-
sumers.

data anatysis We examined reported MLR
data at the level of the product by type of net-
work, market, and year (2014 and 2015). We
calculated descriptive statistics of MLRs, includ-
ing mean, mean weighted by covered lives, and
standard deviation conditional on product and
market type. We also examined frequency distri-
butions of MLRs by numbers of covered lives and
product types. In addition, we assessed the ex-
tent to which products achieved three MLR
thresholds: the ACAthresholds for health plans
(80 percent forindividual and small-group prod-
ucts and 85 percent for large-group products)
thresholds for dental plans recently proposed in
the Californialegislature (70 percent forindivid-
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ual and small-group products and 75 percent
forlarge-group products) 4and the guidelines of
the National Association of Insurance Commis-
sioners (NAIC) (60 percent).9 While the NAIC
has not proposed specific guidelines for estab-
lishing MLRs for dental plans, its July 2000
guidelines for determining the reasonableness
of the relationship between benefits and premi-
ums applies to dental plans with optional renew-
ability.

timitations This study had some limitations.
First, we used available data reported by plans,
and we did not validate the data. Second, several
types of dental plans are exempt from Califor-
nia’s MLR reporting law and were not included
in this analysis. These include discount plans,
plans for California’s Medicaid program, disabil-
ity insurance, and dental plans that are either
self-funded or governed by the Employee Retire-
ment Income Security Act of 1974. Finally, data
reported for the 2016 plan year are available but
were notyet complete atthe time ofthis study, so
we limited our scope to 2014-15.

Study Results

THE DENTAL INSURANCE MARKET IN 2014-18
The dental insurance market changed little from
2014 to 2015. As shown in online appendix Al,0
plans offered eight more dental insurance prod-
ucts in 2015 than in 2014. The number of prod-
ucts offered increased, but the number of cov-
ered lives remained largely unchanged: There
were 9.87 million covered lives in 2014 and
9.78 million in 2015—a decrease of less than
1percent.

medical loss ratios The MLRS Of dental
insurance products varied widely in 2014-15
(exhibit 1), ranging from 4 percent to 126 per-
cent, with a standard deviation of 21 percent.l
The mean MLR across ah products in 2014-15
was 61 percent, but when we weighted MLRs
by the number of covered lives, we found that
the weighted mean was 76 percent.2The higher
weighted mean indicates that more products had
lower MLRs, but most ofthe covered hves werein
products with higher MLRs.

Given that the results for 2014 and 2015 were
very similar (analysis not shown), exhibit 1 com-
pares MLRs by product type for the two years
combined. Dental PPO products reported higher
weighted mean MLRs than HMO products did
(81 percent versus 63 percent). The weighted
mean MLRs for products in the individual and
small-group markets were 60 percentand 61per-
cent, respectively—ower than that for products
in the large-group market (80 percent).

Few dental products reached ACA thresholds
during 2014-15. Only twenty products (9 per-



EXHIBIT 1

Medical loss ratios (MLRs) of dental insurance products sold in California, by product and market, 2014-15

Product Market
HMOs PPOs Individual Small group Laige group All

Number 99 129 65 84 79 228
MEDICAL LOSS RATIO
Minimum 4% 14% 5% 4% 28% 4%
Maximum 116 126 126 116 91 126
Median 56 69 53 60 74 63
Mean 53 67 52 59 71 61
Weighted mean’ 63 81 60 61 80 76
Standard deviation 20 20 25 17 16 21
MET THRESHOLD OF:
NAIC

Number 41 90 22 42 67 131

Percent 41% 70% 34% 50% 85% 57%
California SB-1008

Number 11 54 13 15 37 65

Percent 11% 42% 20% 18% 47% 29%
Affordable Care Act

Number 3 17 5 8 7 20

Percent 3% 13% 8% 10% 9% 9%

source Authors' analysis of data from the California Department of Managed Health Care and Department of Insurance, notes
Guidelines of the National Association of Insurance Commissioners (NAIC) recommend a threshold of 60 percent. In SB-1008,
California recently proposed setting thresholds for dental plans at 70 percent for the individual and small-group markets and
75 percent for the large-group market (see note 4 in text). Affordable Care Act (ACA) health insurance thresholds are 80 percent
for individual and small-group plans and 85 percent for large-group plans. HMO is health maintenance organization. PPO is

preferred provider organization. aVeighted by covered lives.

cent) reported an MLR that met ACAthresholds
during 2014-15. Sixty-five products (29 percent)
reached thresholds proposed in California. And
131 (57 percent) reached the threshold for insur-
ance such as dental plans proposed in the NAIC
guidelines.

PPO products were more likely to reach an
MLR threshold than HMO products were. In
the large-group market, all seven ofthe products
that metthe ACAthreshold were PPOs (data not
shown). In addition, products in the large-group
market were generally more likely to reach a
threshold, compared to those in the individual
and small-group markets (exhibit 1).

The majority of dental products reported
MLRs of 70 percent or less (exhibit 2). There
were fifty-seven products with MLRs of 61-
70 percent—a larger number than in any other
category.

MEDICAL LOSS RATIOS BY COVERED LIVES
Though MLRs varied widely, most Californians
with dental insurance in 2015 were served by
products with MLRs that met minimums pro-
posed by the NAIC and the recent bill in the
Californialegislature (87 percentand 64 percent,
respectively) (calculated from data in exhibit 3).
However, 6.6 million (67 percent) of the lives
covered in 2015 were covered by dental products
that would not meet the MLR minimum of

85 percent required by the ACA for large-group
health plans.

The largest number of covered lives (4.4 mil-
lion) was served by products with reported MLRs
of 81-90 percent (exhibit 3). This pattern sug-
gests that products covering more livestended to
have higher MLRs. Indeed, the average MLR
steadily increased from an average of 56 percent
forproducts with up to 10,000 fivesto an average
of 90 percent for all products with more than a
million fives (exhibit 4).

Discussion
WIDE VARIATION ACROSS PRODUCTS AND MAR-
keTs The medical loss ratios of dental products
sold in Californiain 2014-15 ranged widely, from
4 percentto 126 percent. Afewpatterns emerged
in this variation by product type and market.
Products using PPO networks reported higher
MLRs than those using HMOs did, and products
in the large-group market reported higher
MLRs, compared to products in the small-group
and individual markets—indicating that prod-
ucts using PPOs and those with large groups
used more of their premium dollars for dental
services.

FEW PRODUCTS ACHIEVED PROPOSED THRESH-
oLps Only 9percent of dental products achieved
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EXHIBIT 2

Number of dental insurance products sold in California, by medical loss ratios, 2014-15

60

Medical loss ratios (%)

source Authors' analysis of data from the California Department of Managed Health Care and Department of Insurance.

the MLR thresholds established by the ACA of
80 percent for products in the individual and
small-group markets and 85 percent for prod-
ucts in the large-group market. An analysis by
otherresearchers of CaliforniaMLRsthat includ-
ed 2016 data obtained similar results.13A larger
minority ofdental products (29 percent) metthe

EXHIBIT 3

thresholds proposed in the recent California bill
(70 percent and 75 percent, respectively). Low-
ering the threshold to 60 percent, asproposed by
the NAIC, captured a slight majority (57 percent)
of dental products.

NUMBERS OF COVERED LIVES SERVED The
notable difference between unweighted and

Numbers of covered lives in dental insurance products sold in California, by medical loss ratios, 2015

5.0 -

4.5

Medical loss ratios (%)

source Authors' analysis of data from the California Department of Managed Health Care and Department of Insurance.
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weighted mean MLRs (61 percent versus 76 per-
cent) indicates that products with low MLRs
served fewer Californians, compared to products
with higher MLRs. Though 43 percent of prod-
ucts would not meet the MLR threshold pro-
posed by the NAIC, a minority (13 percent, or
1.25 million) of Californians are served by those
products.

While almost half of Californians with dental
insurance were served by products with MLRs
higher than 80 percentin 2015,6.6 million Cali-
fornians were covered by dental products that
would not meet the minimum MLR standard
required by the ACA for health plans. Further-
more, 3.8 million and 1.25 million Californians
were served by products that did not meet the
thresholds proposed in the recent California bill
and by the NAIC, respectively. These results sug-
gest that consumers in these products did not
receive sufficient value for the premiums they
paid.

product size and type matter The number
of covered lives served by dental products ap-
pears to be an important factor in their MLRs,
as there was a clear association between average
MLR and covered lives: In general, the more lives
insured by a product, the higher the MLR. This
finding suggests that plans appear able to derive
economies of scale for products with large
enrollments and thereby offer greater value to
consumers. While these findings show that size
matters in achieving higher MLRs, there were
products with fewer than 5,000 insured lives
(data not shown) that nonetheless reported
MLRs above 80 percent, which suggests that
providing value for consumers is possible even
at a smaller scale.

Policy Implications
Based on California’s experience, we have exam-
ined the central policy issues to consider for
legislation to require dental products to achieve
minimum medical loss ratios. Given the multi-
plicity of dental products and benefit designs
available, the varying numbers of covered lives
in these products, and the wide range of MLRs,
determining threshold requirements poses a
challenge for lawmakers and stakeholders. The
stakeholders with an interest in such laws in-
clude the plans and their shareholders, employ-
ers, insurance brokers, dentists, and consumers.
THE DIFFICULTY OF DETERMINING MINIMUM
medical loss ratios The MLR thresholds for
health insurance in the ACAresulted from along
process undertaken by the National Association
of Insurance Commissioners. They are viewed as
largely successful in bringing greater value to
consumers with minimal market disruption. %4

EXHIBIT 4

Average medical loss ratio of dental insurance products sold in California, by numbers of

covered lives, 2014-15

100
20
10

0 T T t t t =

1,001-10,000  1Q001-50.000  5Q001-10Q000 100,001-500,000 500,001-1,000,000  Morethan

. 1,000,000

Covered lives
cccccc Authors' analysis of data from the California Department of Managed Health Care and De-

partment of Insurance.

The challenge for lawmakers and stakeholders
now is to quantify, debate, and establish the spe-
cific thresholds that would be appropriate for
dental products.

Dental insurance firms argue that health and
dental plans are “apples and oranges” and that
the health plan MLR thresholds are therefore
inappropriate for dental plans. Dental plans
are “oranges” because they emphasize preven-
tion and have myriad benefit classes with stricter
utilization limits (such as waiting periods for
major procedures), lower claims volumes, and
highercost sharing to mitigate adverse selection.
Consequently, dental firms argue, annual expen-
ditures on services are not appropriately mea-
sured in an annual loss ratio.5

Dental insurance premiums are also typically
lower than health insurance premiums, which
means thatadministrative expenses are agreater
share of premiums as administrative require-
ments (for example, member services, grievan-
ces, and appeals) don't vary across types ofprod-
ucts.BlIn addition, most dental insurance is not
“insurance” in the sense that the plan bears the
financial risk for all services provided to the in-
sured person after cost sharing has been met.
This situation, however, is changing as dental
insurance plans offer products with maximum
out-of-pocket spending and function as true in-
surance in helping consumers avoid large finan-
cial losses (examples are ACA-compliant pediat-
ric dental products).

Nevertheless, states do have statutes and
rules requiring MLRs for dental products. The
California Medicaid program currently requires
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a 70 percent MLR for dental managed care
products, which will increase to 85 percent in
July 2019.56Florida’s Medicaid program requires
an 85 percent MLR for prepaid dental products. T
Nevada requires a “safe harbor” MLR of 75 per-
cent and allows products leeway to adjust the
MLR and justify lower amounts.18 However,
these Medicaid products differ from private com-
mercial products as they assume full financial
risk for covering all necessary services.

State legislatures have also proposed MLR
thresholds. In 2013 the California legislature
considered requiring health insurers that of-
fered pediatric dental coverage through the Cov-
ered California Marketplace to maintain a medi-
cal loss ratio of 75 percent.9 An unsuccessful
2015 bill in Massachusetts would have imposed
an initial 90 percent MLR, increasing to 95 per-
cent, on dental products.2DAs noted above, a bill
in the 2018 session in the California legislature
proposed MLR thresholds of 70 percent for in-
dividual and small-group plans and 75 percent
for large-group plans.4

The MLRs required ofhealth plans are feasible
in large part because the ACA standardized ben-
efit design by requiring ten essential health ben-
efits. Given the multiplicity of dental benefit de-
signs across products and available in markets of
all sizes, legislators might consider a more dif-
ferentiated set of MLRs.

Legislators could consider, for example, addi-
tional MLR thresholds for plans with small en-
rollments orproducts with similarclasses ofben-
efits, thereby enabling consumers more choice
of products. Plans could also be given MLR cor-
ridors linked to average monthly enrollment.

The debate would be well served by a multidis-
ciplinary and comprehensive analysis of the ac-
tuarial values of different dental products. To
contribute to the policy discussion, dental insur-
ance firms could present an alternative financial
measure and consumer protection tool that
uniquely measured value for dental products.
Alternatively, the NAIC could be tasked with de-
veloping specific MLR guidelines for dental
products with different benefit classes and
cost-sharing requirements.

Legislators could require an MLR ofthe entire
dental plan enterprise or the average MLR
achieved across all ofa plan’s products in differ-
ent markets and with differentenroliment sizes.
However, this would have the consequence of
relegating some plan consumers—those in
HMOs and those in products with small
enrollments—to have little recourse iftheir den-
tal products offer poor value.

Finally, legislators might also consider a
phased implementation, in which plans would
have two or three years to achieve minimum

1522 HEALTH AFFAIRS SEPTEMBER 2018 37:9

Millions of
Californians appear
not to have received
good value for their
dental insurance
premium dollars.

MLRs for their products. The imposition of
MLRs could disrupt the market, forcing small
and low-costplans to exitand leaving consumers
with less choice and more plan concentration. A
phased approach would allow plans to adjust
their administrative costs, premiums, and prof-
its over a longer period.

CONSEQUENCES FOR NOT ACHIEVING MINIMUM
medical loss ratios Legislatorsand stakehold-
ers will also have to consider the consequences
for plans that do not comply with minimum
MLRs for their products. The ACArequires such
plans to pay rebates to consumers. Rebates in-
centivize plans to find administrative efficien-
cies or reduce their profits to spend more of
the premiums on services. On the other hand,
plans might also respond by raising premiums or
leaving the market altogether.

In lieu of rebates, states could require dental
plans that do not meet MLR thresholds to file
corrective action plans that specify how they
will meet or exceed the threshold within a re-
quired time period. States mightalso allowplans
to justify having lower MLRs. Legislators and
stakeholders will also need to consider the state
administrative infrastructure and resources nec-
essary to validate MLR reporting and the man-
agement of rebates or other penalties imposed
on plans that are not in compliance.

Conclusion

The results ofthis study demonstrate that dental
products with large numbers of enrollees can
achieve minimum medical loss ratios for mil-
lions of California consumers. However, these
results also suggest that millions of Californians
appear not to have received good value for their
dental insurance premium dollars. Alegislative-
ly mandated MLR could offer a remedy and
ensure better value for dental products. These
results also reveal, however, the complexity of
minimally standardized dental insurance mar-
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ketplaces and the resulting challenge for legis-
lators to create regulatory specificity to inform
and protect consumers. Legislators have several

The California Dental Association
contracted with the authors to
undertake the data analysis whose
results appear in this article.
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By Glenn A. Melnick, Katya Fonkych, and Jack Zwanziger

The California Competitive
Model: How Has It Fared,

And What's Next?

abstract California became veiy successful in controlling rising health
care costs by promoting price competition through market-based,
managed care policies. However, recent data reveal that the state has not
been able sustain its initial success in controlling growth in hospital
prices. Two powerful trends emerged in California that eroded the
conditions needed to sustain price competition. To ensure timely access
to emergency hospital services, government regulators enacted
regulations that had the unintended effect of giving hospitals tremendous
leverage when contracting with health plans. Also, antitrust authorities
allowed hospitals to consolidate into multihospital systems by adding
members that were not direct competitors in local markets. The
combined effect of these policies and consolidation trends was a
substantial reduction in the competitiveness of provider markets in
California, which reduced health plans’ ability to leverage competitive
provider markets and negotiate lower prices and other benefits for their
members. Policy makers can and should act to restore competitive

conditions.

early two decades ago an article

published in Health Affairs by

some of the current authors re-

ported that California had been

very successful over the previous
decade in controlling rising health care costs by
promoting price competition through market-
based managed care policies.1 California was
the earliest US adopter of such a model for con-
trolling rising health care costs.2In the summer
of 1982 the California State Legislature passed
what turned out to be groundbreaking legisla-
tion that spurred national growth in managed
care plans and the use of selective contracting by
commercial health plans to leverage competitive
market conditions and keep prices low. Subse-
quent research showed that this new model was
working well in Californiaand other states where
managed care and selective contracting had tak-
en hold.39We concluded our 1996 articlelwith a

challenge to policy makers to promote and sup-
port competitive provider markets, and we un-
derscored the importance of stimulating price
competition to control rising health care prices.

Since we made that recommendation, more
recent data have revealed that California has
not been able to sustain its initial success in
controlling hospital spending. Based on data re-
ported to the state, prices paid by commercial
health plans to California hospitals declined
consistently from 1995 to 1999, for a cumulative
reduction of 26 percent. However, beginning in
2001 hospital prices in the state began a sus-
tained and rapid rise: Between 2001 and 2016
hospitals’revenue from commercial health plans
grewfrom $13.2billion to $40.2 billion, despite a
10 percent decline in total volume of care for
commercially insured patients over the same
period—resulting in a 238 percent increase in
prices.D
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Comparing California to the rest ofthe nation
paints a similar picture. In 1998 hospital prices
to commercial payers in California (measured as
a percentage of Medicare prices) matched the
national average. 12 However, by 2012 hospital
prices in California were well above the national
Medicare average (203 percent versus 175 per-
cent of Medicare prices). 1R

In this article we present data covering the
past twenty-five-plus years to focus on some
key market developments and governmental
policies during that period that undermined
the effectiveness of California’s competitive,
managed care-based model. We conclude that
health policyin California did not keep pace with
changes in the hospital market, resulting in an
erosion of the competitive structure of the mar-
ket needed to sustain and support a model that
relies on competitive forces for controlling
health spending.

‘Managed Care Backlash’ Affects
Emergency Care And Hospital Billed
Charges

As managed care plans in California and the rest
of the country became more aggressive in man-
aging utilization and limiting prices through
selectively contracting for narrower “preferred”
provider networks, a so-called managed care
backlash emerged across the country.B%

EXHIBIT 1

Patients and employers expressed concern that
managed care plans had gone too far in limiting
access to needed care, especially emergency care.
Governments responded byenacting regulations
that made it more difficult for commercial health
plans to exclude hospitals from their preferred
networks. One such policy was adopting the
“prudent layperson” rule for emergency care,
which requires health plans to pay fortheir mem-
bers’ emergency services (both inpatient and
outpatient) received from all providers, even
those out of network.T7California adopted apru-
dent layperson regulation in 1999, mandating
that health plans instruct their members to go
to the nearest emergency room (ER) in the case
of a medical emergency, even if it is not on the
health plan’s contracted, preferred list, and re-
quiring the health plan to pay for it.189To assess
the effects of this rule change, we calculated ER
visit rates per 1,000 population before and after
the change in 1999 (see the online appendix for
data and variable construction).2 Before 1999
ER visit rates were declining (exhibit 1). In the
period after 1999 we found an increase in the rate
of hospital ER use in California. This trend con-
tinued even before the expansion of health in-
surance coverage related to the Affordable Care
Act (ACA) in 2014.

Along with the increase in ER visit rates came
increases in patients admitted as hospital inpa-
tients through the ER (exhibit 2). Those in-

Emergency room visits per 1,000 people in California before and after implementation of a prudent layperson regulation,

selected years 1993-2016
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ssssss Authors'analysis of hospital financial disclosure pivot data for 1993-2016 from California's Office of Statewide Health Plan-
ning and Development, mote California enacted a prudent layperson rule for emergency care (explained in the text) in 1999.
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EXHIBIT 2

Percentages of inpatients admitted via hospital emergency
rooms in California, with and without admissions for live
births, selected years 2001-16

>— All admissions

2001 2011 2016

source Authors' analysis of hospital annual utilization data for
2001, 2011, and 2016 from California's Office of Statewide
Health Planning and Development.

creases also followedthe adoption ofthe prudent
layperson rule and have continued over time:
The number of ER-based admissions grew from
1.26 million in 1993 to 1.92 million in 2016, an
increase of 52 percent—compared with a popu-
lation increase of 25 percent, according to An-
nual Utilization Reports for selected years from
the Office of Statewide Health Planning and
Development.

These changes have proved valuable to hospi-
tals since health plans must pay for all emergen-
cy visits, even when patients go to the nearest
hospitals that have not signed a contract with a

EXHIBIT 3

given health plan. The prudent layperson rule
guarantees that hospitals will still receive a por-
tion of all medical emergencies that occur in
their local markets, even in the absence of a
contract. Furthermore, they are permitted to
submit bills to health plans at billed-charges
rates. The specific proportion of medical emer-
gencies treated at a given hospital without
contracts depends on local emergency medical
transportation routes and other local factors.
Typically, emergency medical transport compa-
nies do not consider a patient’s insurance cover-
age restrictions but instead follow local proto-
cols based on travel time, medical necessity, and
local hospital ER capacity.

Simultaneous with enactment of a prudent
layperson rule in California and the acceleration
of ER use, hospitals began substantially raising
their billed charges, and they have continued
to do so throughout the period we examined
(exhibit 3) (see the appendix for variable con-
struction).2 The enactment of the rule, along
with differential payments tied to billed charges
from Medicare and commercial health plans for
patients with extremely long lengths-of-stay or
high costs (so-called outlier patients), provided
hospitals with strong incentives to increase their
billed charges, without any market constraints
on the amount of increase. Before 1999 billed
charges grew relatively slowly, from $3,590 per
day in 1995 to $4,675 in 1999 (an increase of
30 percent). By 2002, however, billed charges
per day had increased to $7,071 (an increase of
51 percent from 1999). This inflationary trend
has continued and accelerated, with billed

Hospitals' net revenue and billed charges for commercial payers per day in California, selected years 1995-2016

source Authors'analysis of hospital financial disclosure pivot data for 1995-2016 from California's Office of Statewide Health Plan-
ning and Development, »ote Billed charges and net revenue were adjusted for outpatient volume.
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charges per day reaching $19, 649 in 2016 (an
increase of 178 percent since 2002). Exhibit 3
also shows average amounts paid to hospitals by
health plans, calculated as net revenue per day.
Before 1999 that amount trended downward,
from $1,851 in 1995 to $1,713 in 1999, and then
itbegan trending upward. This is consistentwith
the robust price competition among hospitals in
the early period and reduced competition in the
later period.

Hospitals Respond To Price
Competition By Consolidating
Into Hospital Systems
Health care providers reacted to the introduction
of managed care price competition in several
stages. Initially, as reported in our earlier arti-
cle,7managed care enrollment grew rapidly, and
providers were forced to compete for managed
care contracts based on price (for the firsttime)
and other factors. This contributed to a slow-
down in health care spending in California.272L
However, competition based on price presents
real difficulties forhospitals as itimposes market
forces that require constant efforts to manage
and control costs while delivering acceptable lev-
els of quality and service.Califomia hospitals
soon began seeking ways to lessen competitive
pressure. One of their first responses to intense
price competition was consolidation, which in-
cluded a combination of hospitals exiting the
market, mergers or acquisitions, and the expan-
sion of multihospital systems. Based on data re-
ported to California's Office of Statewide Health
Planning and Development, between 1995 and
2016 the number ofacute hospitals in California
declined nearly 20 percent (from 345 to 282,
including new hospitals entering the market
and existing hospitals closing), while atthe same
time the proportion of hospitals (and beds) in
multihospital systems increased substantially
(from 39 percent to almost 60 percent).
Reducingthe number ofhospitals and increas-
ing consolidation into systems can affect the de-
gree of competition hospitals face in their local
markets. To examine this, we computed Herfin-
dahl-Hirschman Indexes (HHIs) for each hospi-
tal and averaged across all hospitals overtime. A
standard measure of local market competition,
the HHI ranges from O (perfect competition) to 1
(amonopoly market); see the appendix for more
details.DAverage HHIs grewfrom 0.24 in 1995to
0.30 in 2001 and then remained stable until
2016. This early change followed by stabilization
indicates that consolidation, mergers, and ex-
pansions of multihospital systems that involved
local competitors happened early in the period
and that continuing expansion of multihospital

HEALTH AFFAIRS SEPTEMBER 2018 37:9

systems likely focused on adding hospitals in
different geographic markets (which would
not affect HHIs). The expansion of hospital sys-
tems by adding hospitals beyond local geograph-
ic markets is important, since antitrust regula-
tors historically have not intervened in this type
of consolidation.

Hospital Systems Can Employ
Anticompetitive Contracting
Practices To Gain Market Power

And Raise Prices

As hospital systems have grown in number and
size in California, they have developed strategies
to enhance their leverage when contracting with
health plans. One reported strategy is to link,
when possible, all system-memberhospitals into
a single bloc for contracting purposes and to
demand contracts with commercial health plans
that include all system hospitals (an approach
known as systemwide, or all-or-none, contract-
ing), even when particular member hospitals
would otherwise be excluded because they had
higher prices or lower quality than other alter-
natives in their local markets.

Toillustrate the potential impact ofall-or-none
contracting by systems, we examined price
trends in 1995-2016 in the two largest multihos-
pital systems compared with trends in other Cal-
iforniahospitals. Accordingto reporting by news
media in California, these two systems employ
all-or-none contracting practices—threatening
to pull all of their member hospitals out of a
health plan’s network when contract negotia-
tions break down.223 These news reports sug-
gest that both systems adopted this practice at
about the same time, and recently filed court
documents allege that one ofthe systems imple-
mented all-or-none contracting practices in the
early 2000s, “insisting that all contract negotia-
tions for any of its providers be conducted on a
system-wide basis.”24

Exhibit 4 shows that the average price per ad-
mission (adjusted for differences in hospital
case-mix and cost of labor and outpatient vol-
ume) for hospitals in the two largest systems
was about the same as the average price at all
other hospitals in California at the beginning of
the period (see the appendix for price construc-
tion).20 While prices in both groups grew sub-
stantially overtime, prices at hospitals that were
members of these two systems increased more
rapidly, compared to prices at other California
hospitals. By 2016 the average adjusted price per
admission in large-system hospitals was almost
$7,000 higher than that in all other California
hospitals. It should be noted that this widening
price difference was not related to differential
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EXHIBIT 4

Adjusted average prices per admission at hospitals in the two laigest systems and at all other hospitals in California,

1995-2016
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source Authors'analysis of hospital financial disclosure pivot data for 1995-2016 from California's Office of Statewide Health Plan-
ning and Development, mote Prices were adjusted for differences in hospital case-mix, cost of labor, and outpatient volume.

changes in either patient severity (case-mix)
or local wage rates (Centers for Medicare and
Medicaid Services wage indexes), as these effects
were adjusted for in the price measure in
exhibit 4.

In addition, because there are other factors
beyond hospital system membership that may
affecthospital prices, we conducted a sensitivity
testusing a statistical model (see the appendix)2D
that contained thirty-nine factors, including
local market competition; payer mix; and eigh-
teen measures of the availability of specialized
hospital services, technology, satisfaction, and
quality. The test generated adjusted differences
between large-system hospitals and all other Cal-
ifornia hospitals that were of similar magnitude.
That finding indicates that the higher prices
observed in the data for large-system hospitals
(a difference of $6,985 in 2016) cannot be not
explained by differences in other factors (thatwe
can measure).

This is important because hospital systems
often defend their need to accumulate market
power and charge higher prices to offset the ef-
fects ofother factors, including the needto cross-

subsidize Medicare and Medicaid patients and
rural hospitals in their systems or pay higher
wages in their local markets. All ofthese factors,
along with measures of quality and the availabil-
ity of specialized services, were included in the
sensitivity test model, and they did not substan-
tially reduce the higher prices observed in the
largest systems by the end of the period.

Failure Of Policy To Keep Markets
Competitive Derails The California
Model

Research has shown that health care prices are
consistently lower in markets where there are
more competing hospitals for health plans to
contract with.5An essential element ofthe price
competition model is health plans’ ability to
exclude high-price or low-quality hospitals from
preferred provider contracted status, which
could result in lost volume, revenue, and net
income for excluded hospitals. However, as
shown by the data above, developments in Cal-
ifornia eroded these conditions needed to sus-
tain price competition.
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In an attemptto ensure timely access to emer-
gency hospital services, regulators in California
and across the country enacted rules thathad the
unintended effect of giving hospitals tremen-
dous leverage in contract negotiations with
health plans. Prudent layperson rules enabled
hospitals to continue receiving ER patients even
ifthe hospitals did not have a contract with those
patients’ health plans, weakening health plans’
bargaining power with the hospitals. Regulators
in California also enacted minimum geographic
access rules and limitations on transferring
health plan members from one provider to an-
other when a hospital threatened to withdraw
from a plan’s network.

Simultaneously, hospitals began substantially
raising their billed charges and applied them to
ER patients not covered by a health plan con-
tract. The result was that hospitals gained a
guaranteed flow of local patients with a medical
emergency for whom they could charge above-
market prices. This makes it much more expen-
sive for a health plan to exclude a hospital from
its preferred contracted network, and during
contract negotiations it weakens any threat of
selective hospital exclusion and strengthens po-
tential all-or-none contract demands from hos-
pital systems.

At the same time, government antitrust au-
thorities allowed hospitals, with little regulatory
intervention, to form multihospital systems and
expand them by adding members that were not
direct competitors in local markets. Hospitals
join systems for a variety of reasons: Systems
offer the potential to improve quality and effi-
ciency, but they also may accumulate market
power that can restrain contractual freedom, re-
sulting in higher prices and other anticompeti-
tive outcomes. Additionally, it has been re-
portedX that once systems are able to demand
all-or-none contracts, they add other anticom-
petitive language to contracts to protect or ex-
pand their market power. Similarly, we have
seen hospital systems acquiring medical groups
and other services, which can further enhance
marketpower and raise prices for other services.

The combined effect ofthese policies and con-
solidationtrends was a sustained and substantial
reduction in the competitiveness of provider
markets in California. This resulted in a signifi-
cantloss in health plans’ability to negotiate low-
er prices and other benefits for their members.
The outcome has been sustained increases in
health care spending in California.

Our data provide a quantitative example of
the impact on prices when systems accumulate
enough leverage to impose anticompetitive de-
mands on health plans. The data show that the
price per adjusted admission of the two largest
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systems in California grew faster than those of
other hospitals (in 2016 the average price at the
system hospitals was27 percent higher than the
average price at other hospitals).

Policy Implications
The California experiment has not sustained its
initial success, butthere might still be the oppor-
tunity to change course. Ourdata provide impor-
tant lessons for policy makers in California and
other states. Markets are dynamic, so the com-
petitive conditions needed by health plans to
generate price competition increasingly need
to be understood, monitored, and protected.

Itis not clear where needed changes will come
from. Legislation was introduced in California
(SB-538) in 2016 to limit anticompetitive provi-
sions by hospital systems in contracts with
health plans. SB-538 sought to level the playing
field in health care contracting by preventing
dominant provider systems from engaging in
five coercive and unfair practices: requiring
all-or-none contract terms; forcing employers
to be bound by undisclosed terms of a hospi-
tal-plan contract; mandating that payers bring
antitrust claims on terms that are exceedingly
favorable to the dominant provider group; re-
quiring that a health plan provide coverage to
its enrollees at the same level of cost sharing
regardless of underlying value; and requiring
that rates be kept secret from parties that are
orwill become liable for payment. This proposed
bill was withdrawn on June 27, 2018, without
explanation.Z7

There are two ongoing private class-action
antitrust lawsuits (one certified) that challenge
all-or-none and other contracting practices as
unlawfully anticompetitive. 80 The California
Office of the Attorney General recently filed a
lawsuit alleging anticompetitive conduct by
one of California’s largest hospital systems and
is seeking to join the existing class-action
cases.d The attorney general’s complaint out-
lines a broad range ofanticompetitive behaviors
that are used to drive up prices—including the
use of all-or-none contracting; gag clauses that
do not disclose prices; and other contract provi-
sions that hinder competition, such as limiting a
health plan’s ability to create products with in-
centives for members to use more cost-effective
providers (so-called anti-tiering language).3

Policy makers across the country can and
should learn from California. The wave ofhospi-
tal consolidation happened earlier in California,
but other states are catching up.® $States could
enactavariety ofpolicy changesto restore, main-
tain, and protect competitive forces in their
markets.
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Antitrust regulators at the state and federal
levels could expand their scope beyond transac-
tions within local markets to oversee consolida-
tion involving multihospital systems that span
broader geographic markets. This is important
because, as has been seen in California, much
consolidation has involved hospitals that are in
different markets.

Policy makers should also consider new ap-
proaches to limit the use of prudent layperson
rules by providers to undermine competition.
The California State Legislature has adopted
rules limiting the use of out-of-network prices
for some hospital-based physicians. Similar reg-
ulation could also coverhospital-based emergen-
cy care to limit monopoly pricing for out-of-
network emergency care. Some states have lim-
ited hospitals’ability to collect full billed charges
for out-of-network emergency patients, but this
approach often ends up relying on the courts to
interpretbroad regulatory language. Itincreases
both uncertainty and the costs ofchallenging full
billed charges by health plans. Some states allow
providers to balance-bill patients for the differ-
ence between full billed charges and amounts
collected from the patient’s health plan.3 This
does not solve the problem of monopoly pricing
ofemergency services butjust shifts more ofthe

costs to the patient. One state, Maryland, offers a
potential model, as it has the most administra-
tively simple and comprehensive approach: lim-
iting health plan payments to a fixed percentage
of what Medicare pays without balance billing
patients.3A more market-based approach could
tie prices for out-of-network emergency care to
negotiated, contracted prices for the same ser-
vices in local markets.

Health insurance premiums in the United
States for a family of four cost nearly $27,000
in 2017, and they continue to grow much faster
than general inflation.37 A growing body of re-
search shows that rising provider prices are the
driving force behind rising premiums.38This ar-
ticle has identified two sets ofpolicy changes that
could help restore competitive conditions to
health care markets and immediately slow the
growth in prices. First, the formation of integrat-
ed delivery systems needs to be supported, yet
these consolidated entities must be prevented
from accumulating market power that can affect
prices, quality, and service levels.Second, access
to needed emergency care should continue to be
assured, while at the same time regulations are
needed to limit prices when there is no contract
in place. m
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Why are employer-sponsored health insurance premiums
higher in the public sector than in the private sector?

In this article, we examine thefactors explaining differences inpublic andprivate sector health insurance
premiumsfor enrollees with single coverage. We use datafrom the 2000 and 2014 Medical Expenditure
Panel Survey-Insurance Component, along with decomposition methods, to explore the relative
explanatory importance ofplanfeatures and benefit generosity, such as deductibles and otherforms of
costsharing, basic employee characteristics (e.g., age, gender, and education), and unionization. While
there was little difference inpublic andprivate sector premiums in 2000, by 2014, public premiums had
exceededprivate premiums by 14 to 19percent. Wefind that differences inplan characteristicsplayed a
substantial role in explainingpremium differences in 2014, but they were not the only, or even the most
important, factor. Differences in worker age, gender, marital status, and educational attainment were also
importantfactors, as was workforce unionization.

With many state and local governments facing difficult fiscal challenges in recent years, the compensation
of public employees has come under increased scrutiny. Although the cost of health insurance benefits for
active workers is not perceived as a “crisis” in the way underfunded pensions are, health benefits in 2014
were the costliest voluntary nonwage benefit for employers.1Over the past decade and a half, that cost
has grown more rapidly in the public sector than in the private sector. According to data from the U.S.
Bureau of Labor Statistics, between 2000 and 2014, health insurance costs as a share of total
compensation rose by roughly 4 percentage points for nonfederal public sector employers, compared with
roughly 2 percentage points for private sector employers. Data from the Medical Expenditure Panel
Survey-Insurance Component (MEPS-IC), which we use in this study, show that, in 2000, average health
insurance premiums for single coverage were 10 percent higher for local government enrollees than for
private sector enrollees; however, by 2014, that difference had grown to 19 percent. Public sector
enrollees also generally contribute a smaller proportion of total premium costs than do private sector
enrollees (e.g., 13 percent for local enrollees versus 24 percent for private enrollees in 2014).

Economic theory predicts that, in competitive labor markets, rising health insurance costs will affect
wages. Ifthis is the case, the increase in public sector premiums need not imply an increase in the overall
compensation ofthe sector’s workers. However, recent research suggests that the wages of public sector
workers do not adjust to fldly offset higher health insurance costs,2 although this result must be
interpreted cautiously given limited evidence for a compensating wage differential for health benefits.

To evaluate the policy and welfare implications of differences in health insurance premiums for public
and private sector enrollees, we need to understand the determinants ofthese differences. One possible
explanation for the increasing gap in premiums is that, in certain aspects, public sector health plans have
become relatively more generous than private sector plans. This may have occurred if, for example,
private employers have been more aggressive than public employers in increasing deductibles and other
forms of cost sharing in response to rising healthcare costs. If this is the case, public sector benefits can be
seen as increasing in value relative to private sector benefits. Without a corresponding decline in wages,
this increase would imply an increase in compensation. However, public-private differences in premiums
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will also reflect differences in the demographic characteristics of employees in the two sectors, as public Private sector

sector employees are more likely to be older and female than private sector workers. Unions

In this article, we examine the factors explaining differences in health insurance premiums for actively Health and insurance plans
employed public and private sector enrollees with single coverage. Specifically, we use data from the Compensation

2000-14 MEPS-IC to compare premiums for enrollees at private employers with premiums for enrollees
in state and local governments. After documenting changes in mean premiums over our analysis period,
we focus on explaining public and private sector premium differences in 2000 and 2014. We use
Oaxaca-Blinder decomposition methods to explore the relative explanatory importance ofplan features
and benefit generosity, such as deductibles and other forms of cost sharing, basic employee characteristics Worker safety and health
(e.g., age, gender, and education), and unionization.
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Over the years, economic research examining public and private sector compensation has produced mixed
results. Some analyses have suggested that public sector employees earn more than observationally
similar workers in private sector firms, whereas other analyses have found that the compensation gap
favors the private sector.4 These conflicting results have been due to differences in analysis periods, in the
choice of household or employer data, and in the methods used to control for employee characteristics.
However, a consistent finding of this research is that, compared with private sector compensation, public
sector compensation has been more heavily weighted toward nonwage benefits. There is also evidence
that the public-private benefit gap has grown in recent years.

In terms of cost, health insurance is the most important voluntary nonwage employee benefit, representing
8.4 percent oftotal compensation and 26.5 percent ofthe cost per hour worked for nonwage benefits at
the end 0f 2014.5 Several largely descriptive studies using different data sources indicate that, in the early
2000s, premiums were similar between sectors, but that since then, premiums for plans offered to public
employees have grown faster than those offered to private employees. Using data from the 2004
Kaiser/HRET Employer Health Benefits Annual Survey to compare private and public sector managed-
care offerings, Christopher Reddick found that premiums were slightly higher in the public sector.® More
recent Kaiser/HRET survey estimates indicate that, by 2014, the average single coverage premium for
nonfederal public enrollees had reached $6,727, compared with $5,646 for private sector enrollees in
firms with a for-profit ownership structure.7 Private sector enrollees at not-for-profit organizations had
premiums ($6,587) much closer to those for public sector enrollees. Using data from the 2014 MEPS-IC,
Karen Davis found that public sector premiums for single coverage were higher than private sector
premiums in all census divisions except West South Central.8

Previous studies provided limited information on why plans offered to public employees had higher
premiums. Reddick found that, in 2004, private sector employers were more likely than public sector
employers to offer alternative health plan options such as high-deductible health plans and health savings
accounts.9 In addition, a few studies using semistructured interview data from the Community Tracking
Survey examined how employers responded to rising health benefit costs in the early 2000s.10 Survey
responses suggested that public employers were more reluctant than private firms to reduce the generosity
of health benefits. For example, public employers were less likely to increase copayments for prescription
drugs or to introduce tiered formularies that required enrollees to pay more for certain branded cfrugs.11
Greater unionization in the public sector also served as an important constraint on the ability of state and
local governments to cut benefits in response to rising healthcare costs.

In this article, we extend the comparative literature on public and private health insurance premiums. We
explicitly consider the extent to which differences in mean premiums for plans covering public and
private sector enrollees can be explained by differences in benefit generosity as opposed to differences in
workforce and employer characteristics. In other words, do public sector enrollees receive more generous
health benefits than their private sector counterparts, or are they just more expensive to insure?

Data

The MEPS-IC is a nationally representative survey of establishments fielded annually by the U.S. Census
Bureau under sponsorship by the Agency for Healthcare Research and Quality. Despite its name, this
component of the MEPS is not a panel but a repeated cross-section of establishments. The MEPS-IC
collects data from employers in the private and public sectors, but public sector information is gathered
only from state and local governments, not the federal government.12
Back to Top
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In 2014, state and local governments employed 5.3 million and 13.9 million workers, respectively,
compared with over 121 million employees in the private sector. The MEPS-1C sample of private sector
establishments—a sample containing between 30,000 and 35,000 observations in most years—is drawn
annually from the most recently updated version of the Business Register, which is maintained by the
U.S. Census Bureau. The unit of observation is the establishment, rather than the firm, and it is possible
for multiple establishments from a single firm to appear in the sample as separate observations. Roughly
two-thirds of the observations are single-unit establishments (for which there is no distinction between the
establishment and the firm).

The state and local government sample for the MEPS-IC is much smaller—roughly 3,000 observations
per year—but is nationally representative of nonfederal public employees. The public sector data include
all state government units and local government units with at least 5,000 employees. These units represent
a census and therefore lack a sampling error. The data also include smaller local governments that are
sampled from the Census of Governments, with stratification by census division. This sampling is
performed at the government-unit level, which is defined as all sites under a single controlling
government entity.14 Local governments include counties, municipalities, townships, special districts, and
school districts, and most of their employment is in elementary and secondary education. While the
activities of state governments span different industries, they are concentrated in higher education,
corrections, and hospitals.

The MEPS-IC asks private and public sector employers whether they offer health insurance to their active
workers. For those offering insurance, the survey instrument includes detailed plan-level questions for up
to four health plans for private sector establishments and all health plans for state and local governments.
These questions ask about premiums, plan type, employee premium contributions, coverage of certain
benefits (e.g., prescription-drug and dental coverage), whether the plan was self-insured, deductibles,
copayment amounts, coinsurance rates, and limits on out-of-pocket spending. The MEPS-IC also collects
information on establishment and workforce characteristics, such as the size of the firm or government
unit, the percentage of the workforce that is unionized, and whether the employer provides health
insurance to retirees.

Methods

To examine differences between public and private premiums, we use 2000 and 2014 MEPS-IC data and
Oaxaca-Blinder decomposition methods. Because the employer sizes for private sector and local
government establishments both range from small (fewer than 10 employees) to large (1,000 or more
employees), our local-private comparisons compare premiums for all enrollees in local governments with
premiums for all enrollees in the private sector.15 Since all state government employers have at least
1,000 employees—and size is an important predictor of whether an employer offers health insurance and
the comprehensiveness of benefits—our comparisons of state government and private sector premiums
restrict the sample of private establishments to those in firms with 1,000 or more employees.

We analyze differences in mean public and private sector premiums, as shown in equation (1). We

perform these analyses separately with data for 2000 and 2014. In the equation, the subscript t represents
each of the 2 years examined, and the subscripts public andprivate refer to the specific public and private
sector establishment types included in each comparison.

(1) n .public-private ~(Yt,public) N (N ppiisate )

We estimate equation (2) as a pooled regression of premiums for public and private sector enrollees for
each comparison set:

(2) Yt = XtP; + et,E(et) =0,

where fil represents the vector of slope and intercept parameters from the pooled regressions within each
year for each comparison set, and X. represents the vector of predictors and a constant.

Using equation (2) to calculate the mean difference in premiums in equation (1