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The Potential National Health Cost Impacts 
to Consumers, Employers and Insurers Due 
to the Coronavirus (COVID-19) 

Introduction 

This policy/actuarial brief provides projections 
and models the potential costs associated with 
coronavirus (COVID-19) testing and treatment on 
the national commercial health insurance markets 
(individual, small and large group employers — 
including both those employers that are insured and 
self-funded). There are additional cost and access 
implications for Medicare, Medicaid, other public 
programs, and the uninsured, but this brief focuses 
only on the impacts on Americans with commercial 
insurance coverage. Major fndings include: 

• The one-year projected costs in the national 
commercial market range from $34 billion 
to $251 billion for testing, treatment and care 
specifcally related to COVID-19 — with the 
potential that costs could be higher than the high 
end of the range. 

• Potential COVID-19 costs for 2020 could range 
from about 2 percent of premium to over 21 
percent of premium if the full frst-year costs of 
the epidemic had been priced into the premium. 

• Health carriers are in the process of setting rates 
for 2021. If carriers must recoup 2020 costs, 
price for the same level of costs next year, and 
protect their solvency, 2021 premium increases 
to individuals and employers from COVID-19 
alone could range from 4 percent to more than 
40 percent. 

Background 

The coronavirus (COVID-19) pandemic is causing 
large fnancial and personal impacts to virtually all 
Americans. In addition to the impacts on individuals 
and the major disruption of the national economy, 
this disruption is particularly acute in the health care 
sector. The impacts of the COVID-19 pandemic is 
huge in the United States with a possibility that 50% 

Highlights 

The potential impacts detailed in this report refect 
what could happen absent decisive federal action. 
If these impacts are not mitigated, the public 
health and economic consequences to consumers, 
small and large employers and health insurers are 
potentially staggering, including: 

• Consumers and employees not getting needed 
testing or treatments due to cost barriers, 
both for COVID-19 but also for other health 
conditions. 

• Employers no longer being able to ofer 
afordable coverage, or dramatically shifting 
costs to employees. 

• Consumers and employers no longer being able 
to aford coverage, leading to employer groups 
dropping coverage or individuals deciding to go 
uninsured. 

• Even more unsubsidized marketplace enrollees 
being priced out of individual markets. 

• Small insurers risk insolvency, and if they 
close, put covered consumers at fnancial risk, 
damaging competition that benefts consumers 
and the employers that purchase on behalf of 
millions of Americans. 

• Dramatic cost increases, many of which will be 
borne by the federal government in the form of 
higher Advanced Premium Tax Credits (APTC), 
or by both federal and state governments paying 
for increased Medicaid enrollment as individuals 
and employers drop coverage. 

This analysis was prepared by Covered California for 
its ongoing planning and to inform policy making in 
California and nationally. 

1 
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of the total population may be infected with COVID-19. COVID-19 may have a devastating impact on America’s 
seniors which will be refected in illness, deaths and Medicare costs. It will have large impacts on Americans 
served by Medicaid programs and the state that operate these vital safety net programs; and it will afect the 
millions who remain uninsured. This policy/actuarial brief, however, focuses on the commercial market that 
includes up to 20 million high-risk people under age 60 who are at higher risk of having signifcant health needs 
due to the virus, and many in the commercial market who are not high-risk but will need testing and care when 
infected by COVID-19. 

As roughly half of the US population receives its health care coverage through employers or through direct 
purchase in the individual market and exchanges, much of the COVID-19 testing and treatment will be paid 
through commercial health insurers. Claims for testing, hospitalization and other treatment will likely begin 
to emerge in a signifcant way in 2020, with those costs continuing into future years. Commercial-population 
insurance premium rates for 2020 were set six to nine months before January of this year and well before there 
was even any hint of the virus. The health care and insurance industries were unprepared for the onset of such an 
unexpected occurrence. 

Projections of Potential National Commercial Market COVID-19 Costs 

The summary of low, medium and high projections for the potential testing and treatment costs of COVID-19 
on the Commercial Market is summarized in Table 1: Projected First Year Costs for National Commercial Market 
COVID-19 Testing and Table 2: Projected First Year COVID-19 National Commercial Market Treatment Costs. 

As described in the discussion that follows these tables, while there is substantial uncertainty regarding many of 
the important variables for this analysis, all parameters were chosen based on best-available data and input from 
actuarial and clinical advisors. 

The Medium Estimates in the tables are meant to refect a “best estimate” given what we know today and the 
huge uncertainty in making projections. The Low Estimate may occur if mandatory “shelter in place” actions have 
a big efect. The High Estimate is not a “worst case” but represents a possible outcome with somewhat higher 
than expected positive test results and the percentage of patients requiring hospitalization is somewhat higher 
(i.e., 25%) than currently being observed in other countries. 
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Table 1: Projected First Year Costs for National Commercial Market COVID-19 Testing1 

ESTIMATE RANGE LOW  MEDIUM  HIGH 

Commercially Insured Population 170 million 

Estimated Number at Higher Risk 20 million 

Assumed % of Higher Risk Tested 25% 50% 75% 

Modeled Number Tested 5 million 10 million 15 million 

Remaining Non-Higher Risk 150 million 

Assumed % of Non-Higher Risk Tested 10% 20% 30% 

Modeled Number of Non-HR Tested 15 million 30 million 45 million 

Estimated Number of All Tested 20 million 40 million 60 million 

Lab-only Test Costs 
(includes what would have been
consumer out of pocket portion) 

$120 

% for Lab-only or Drive-Through 75% 25% 20% 

Number of Lab-only or Drive-Thru 15 million 10 million 12 million 

Lab AND PCP or Televisit Average Cost
(includes what would have been
consumer out of pocket portion) 

$240 

% for Lab and PCP/Televisit 25% 75% 80% 

Number for Lab and PCP/Televisit 5 million 30 million 48 million 

Total Cost at Commercial rates 
(includes what would have been
consumer out of pocket portion) 

$3.0 billion $8.4 billion $13.0 billion 

3 
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Table 2: Projected First Year COVID-19 National Commercial Market Treatment Costs1 

ESTIMATE RANGE LOW  MEDIUM  HIGH 

Projected number of positive cases 
(among those tested) 4.0 million 8.0 million 15 million 

Assumed % requiring hospitalization 
(for those under 60) 10% 15% 20% 

Projected number of cases requiring 
hospitalization 400,000 1,200,000 3,000,000 

Assumed Length of Stay (severe cases) 12 days 

Assumed Insurance Reimbursement — 
Commercial (includes consumer out of 
pocket portion)2 

$72,000 

Projected Hospital Costs for severe cases $28.8 billion $86.4 billion $216.0 billion 

Assumed % of cases that require 
outpatient services 90% 85% 80% 

Projected number of cases that require 
outpatient services 3,600,000 6,800,000 12,000,000 

Assumed physician reimbursement for 
cases that require outpatient services — 
Commercial (includes consumer out-of- 
pocket portion) 

$600 $1,200 $1,800 

Projected physician cost for cases that 
require outpatient services $2.2 billion $8.2 billion $21.6 billion 

Total projected costs for treatments at 
commercial insurance rates (includes 
consumer out of pocket portion) 

$31.0 billion $94.6 billion $237.6 billion 

Assumptions and Methodology 

1. Likely People Afected Nationally by COVID-19 in the Commercial Market 

• The total market for individuals covered by private health Insurance is about 170 million — which does not 
include those eligible for Medicare and Medicaid, or those who are uninsured.3 

• Of those with private health insurance, there might be 29 million people under age 60 at risk due to health 
conditions.4 (Many more people over 60 will also be at risk, but most will be covered by Medicare.) Of 
this number, there may be 4 million uninsured and, possibly 20% who are covered by Medicaid. Thus, 
we project that there are 20 million people under age 60 who are at higher risk of serious illness from 
COVID-19. This number may need to be revised to include people aged 61 to 64 with commercial coverage. 
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2. Estimates of Potential Testing Costs Nationally 

• Summary: Assuming that there is a large outbreak of the disease, some estimates are that 120 million of 
the 170 million non-elderly Americans could show some symptoms (i.e., fever, etc.). If this happens, then 
consideration would likely be given to testing all of these individuals. But assuming that “only” 20 to 60 
million get tested the costs could be around $3 billion to $13 billion for one year of testing. 

• Basis for this estimate: The two variables that afect cost are the number of those in the commercially 
insured population who will get tested and the cost of providing those tests (see Table 1. Projected 
First Year Costs for National Commercial Market COVID-19 Testing, which shows the assumptions and 
calculations). 

– Number of people getting tested: For the purpose of developing these estimates, we modeled a Low 
Estimate of 25% of those at Higher Risk and 10% of non-Higher Risk individuals getting tested. For the 
High Estimate, we modeled 75% of those at Higher Risk and 30% of non-Higher Risk individuals getting 
tested. Some individuals might be triaged using online survey tools that could indicate they may not 
require testing. 

– Costs of testing: The costs of testing may vary dramatically. Generally, testing costs entail clinician/ 
visit costs and the costs of the actual lab work. Based on expert review, the costs incurred for a primary 
care physician (PCP) visit or televisit could range from about $75 to $25, respectively, and lab work 
ranging from $36 to $51 at Medicare rates — for a total cost ranging from $61 to $126. For the purpose 
of estimating the cost of testing with a related clinician visit, we have used an average total cost of $100 
(at Medicare rates), corresponding to $240 at estimated commercial rates. However, if the healthcare 
system widely ofers “drive-through” visits as currently being done in South Korea and some U.S. cities, 
the physician component might be mostly eliminated, for such testing we have used a total cost fgure 
of $50. The Low Estimate models the costs if testing is evenly split between “lab-only” testing and Lab 
and PCP/televisit testing, while the High Estimate models only 25% of the testing being lab-only. It is 
also possible that much of the cost taken be borne directly by the federal, state and local governments. 
To the extent direct public funding pays the testing costs, all of these estimates would need to be 
adjusted. 

3. Estimates of Potential Treatment Costs Nationally 

• Summary: Assuming that there is a large outbreak of the disease, which may result in half of the population 
getting infected, with from 4 to 15 million individuals in the national commercial market having confrmed 
cases after testing, the main cost drivers will be how many of those require hospitalization versus out-
patient care and the costs of those services. Modeling from 10% to 20% of those getting infected needing 
hospitalization, and commercial rates, the costs could range from $31 billion to $238 billion for the frst year. 

• Basis for this estimate: The two variables that afect the treatment costs are the number of those in the 
commercially insured population who will get infected, the level of services needed for those infected 
and the costs of those services (see Table 2. Projected First Year COVID-19 National Commercial Market 
Treatment Costs, which shows the assumptions and calculations). 

– Number of people getting infected and level of treatment: For the 20 million high risk individuals in 
the commercial markets, there are not good estimates of the percent of people who would actually get 
infected and, of those, how many might need hospitalization and the length of their hospitalization. 

5 
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We expect that relatively few COVID-19 cases for those under age 65 will end up in a hospitalization, but 
that the cases involving hospitalization will have lengths of stay around 10-14 days. While it is far more 
likely those that infected high-risk individuals will require hospitalization and other treatment, there will 
be lower risk infected individuals also requiring care, including hospitalization. These projections are 
based on best evidence that the majority of those infected with the virus will not need either outpatient 
services or hospitalization. For the purpose of developing these estimates, we modeled a low estimate 
of 20 million people being tested with an infection rate of 20%; and of those infected 10% requiring 
hospitalization. For the high estimate we modeled 60 million people being tested with an infection 
rate of 25%; and of those infected 20% requiring hospitalization. Those not hospitalized are modeled 
as cases receiving out-patient care. Under these models, assuming 50 percent of the individuals in the 
commercial market are infected, these projections assume between 5 percent at the Low Estimate and 
17 percent at the High Estimate may need hospitalization or outpatient care. Also, while it is possible 
that as hospitals and doctors get more experience with COVID-19 patients, they may be able to divert 
lower-risk patients to alternative facilities, like Urgent Care and avoid high cost (and over-worked) 
hospitals, that is not modeled given the short-term nature of this potential program. 

– Costs of treatment: The costs of treatment may vary dramatically. Costs could be roughly $30,000 per 
admission, based on Medicare rates and an average length of stay of 12 days (based on similar length 
of stay for fu or pneumonia patients), which translates to an average commercial cost of $72,000 
(an estimate we validated with health plans and counsel from external actuaries. For cases requiring 
outpatient care, we have modeled the average cost at $600 per infected individual in the Low Estimate 
and $1,800 per infected individual in the High Estimate. The basis for these estimates is an assumption 
that each person with a case requiring outpatient care would have one primary care physician ofce 
visit and two televisits. The $600 is a best estimate based on estimated $250 that Medicare would pay 
for these three visits and applying the 2.4 multiplier. 

Note that the cost estimates for 2020 are based only on the impacts due to testing and treatment for COVID-19 
and do not include any estimates of cost impacts related to the potential impact to utilization for other 
conditions that may result from COVID-19’s signifcant impact to the health care delivery system. These could 
include reductions in some services (e.g., elective surgeries), but also an unknown increase in adverse events due 
to delays in preventive care or disease management for chronic conditions. 

Projected Costs for the Commercial Market Nationally for 2021 

Given the signifcant uncertainty of projecting 2020 costs and the unknown incidence of the COVID-19 disease, 
projecting costs for 2021 is even more uncertain. In addition to the modeled testing, hospitalization and other 
treatment costs projected above for 2020 (which might be repeated in 2021), there could be additional treatment 
costs for: 

• Anti-viral drug treatment at some unknown cost, perhaps in a wide range of $50 to $2,000 per dose. Some 
pharmaceutical companies are currently trying to determine if some of their current drugs might be 
efective in treating COVID-19; and 

• There are multiple eforts underway to create and test a vaccine that would be efective on COVID-19 
(much the same way the fu vaccine is efective in prevention of fu episodes). It is unknown when such a 
vaccine would be ready and whether it could be distributed for a 2021 COVID-19 season (if COVID-19 follows 
the “winter pattern” of the fu) and what its cost might be. 
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Another unknown factor for 2021 and later is that we do not know at this time whether COVID-19 will follow a 
seasonal pattern (i.e., higher in the winter and then very low in the summer months) like the fu or whether it 
would be a year-round afiction. 

While projections of 2021 costs is difcult, we suggest that it is not prudent to plan today on lower costs related 
to COVID-19 in the 2021 calendar year than we project for 2020. Only when we know more about COVID-19 and 
whether drug treatments or a vaccine are efective should we consider modifying cost estimates for 2021. 

Limitations of the Analysis of Potential National Commercial Market COVID-19 Costs 

The analysis presented here is directional and needs fuller, more detailed review and modeling for a range of 
reasons. First, we note that there are currently many unknowns about the incidence of the COVID-19 virus in 
the American population. We also know very little at this point about the likely levels of severity and the length 
of hospital treatment needed. In all cases, we have tried to make reasonable estimates, based on treatment of 
similar conditions. 

The analysis is further silent on the issues of facility capacity for treatment of individuals needing to be 
hospitalized for COVID-19 treatment. This analysis assumes that the United States will be at least somewhat 
successful in fattening the curve of the infection rate so that the healthcare system can manage the capacity 
needed. It is also silent on the supply of healthcare workers and does not address potential risks to healthcare 
workers and any potential stafng shortages. 

This policy/actuarial brief was prepared by John Bertko, Covered California’s Chief Actuary. Prior to joining 
Covered California, Mr. Bertko served as an actuarial consultant and director of special initiatives and pricing for 
CMS’s Center for Consumer Information and Insurance Oversight, the federal ofce charged with implementing 
changes of the Patient Protection and Afordable Care Act impacting the individual and employer markets as well 
as working with states to establish new health insurance exchanges. In prior positions, Mr. Bertko was a senior 
fellow at the LMI Center for Health Reform, an organization that provides analysis and direction to government 
leaders on federal health reform. He’s also been adjunct staf at RAND and a visiting scholar at both the Brookings 
Institution and the Center for Health Policy at Stanford University. Previously, Bertko was chief actuary at Humana 
Inc., a for-proft health plan in Louisville, KY. In that role, he directed work for Humana’s major business units, 
including development of Part D, Medicare Advantage and consumer-driven health care products. He serves on 
the panel of health advisors for the Congressional Budget Ofce and completed a 6-year term on the Medicare 
Payment Advisory Commission (MedPAC). 

The report refects the engagement and counsel from experienced external actuaries with deep expertise in 
the commercial insurance markets, as well as expert clinical review and interviews with health insurance plans. 
It is informed by the best available data in a rapidly changing environment and has been prepared to inform the 
national response to the COVID-19 epidemic as policy makers prepare to cope with and mitigate its impacts. 
While informed by similar sources, this Covered California Policy/Actuarial Brief was prepared separately from 
work being done by the State of California to model the impacts of the COVID-19 pandemic on that state.  
Examples of data used to develop this report not referenced in the body of the report include those referenced 
in the Appendix. 

7 
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Appendix – References 

Kaiser Family Foundation. “How Many Adults Are at Risk of Serious Illness if Infected with Coronavirus?” https://
www.kff.org/global-health-policy/issue-brief/how-many-adults-are-at-risk-of-serious-illness-if-infected-with-
coronavirus/ published March 2020 

White, Chapin, Whaley, Christopher, “Prices Paid to Hospitals by Private Health Plans Are High Relative to Medicare 
and Vary Widely,” 2019, https://www.rand.org/pubs/research_reports/RR3033.html. 

CDC, Severe Outcomes Among Patients with Coronavirus Disease 2019 (COVID-19) – United States, February 
12-March 16, 2020, https://www.cdc.gov/mmwr/volumes/69/wr/mm6912e2.htm. March 18, 2020. 

CMS posted a fact sheet providing a HCPCS code and fee schedule for COVID-19 testing performed by CDC 
laboratories and non-CDC laboratories: https://www.cms.gov/files/document/mac-covid-19-test-pricing.pdf. 

https://www.cnn.com/2020/03/02/asia/coronavirus-drive-through-south-korea-hnk-intl/index.html 

Review of treatments and outcomes in Wuhan, China. One source is The Lancet: https://www.thelancet.com/ 
journals/lancet/article/PIIS0140-6736(20)30566-3/fulltext 

For estimate hospitalization length of stay, review of a consultant’s proprietary claims data sets with DRGs 
associated with pneumonia, the flu, and sepsis, which may be reasonable proxies for the treatment protocol for
COVID-19 

COVID-19 codes were recently assigned and were recently published and are available online at: https://www.cdc.
gov/nchs/data/icd/ICD-10-CM-Official-Coding- Gudance-Interim-Advice-coronavirus-feb-20-2020.pdf 

For Medicare beneficiary costs: https://www.urban.org/urban-wire/covid-19-treatment-costs-could-hit-some-
medicare-beneficiaries-high-out-pocket-expenses 

Endnotes 
1 All estimates for unit costs are derived from first calculating estimated costs at Medicare rates and then inflating those rates to estimated 

commercial rates based on published studies finding commercial payments to be on average 241 percent of Medicare across inpatient and 
outpatient settings – this Policy/Actuarial Brief uses a 2.4X multiplier for all costs originally derived from Medicare rates. See, White, Chapin, 
Whaley, Christopher, “Prices Paid to Hospitals by Private Health Plans Are High Relative to Medicare and Vary Widely,” 2019, https://www. 
rand.org/pubs/research_reports/RR3033.html. 

2 Our research for hospital costs using a claims database from a large actuarial consulting firm suggests that the cost of hospitalization for 
related illnesses like the flu and pneumonia is approximately $72,000 for a 12-day average length of stay (ALOS), confirmed by interviews 
with commercial payers. We reviewed other publicly reported hospitalization costs based only on pneumonia from a different database, which 
estimated costs of approximately $20,000 and found those estimates to be far lower than actual costs. See https://www.healthsystemtracker. 
org/brief/potential-costs-of-coronavirus-treatment-for-people-with-employer-coverage/. 

3 Kaiser Family Foundation. State Health Facts. Health Insurance Coverage of the Total Population. https://www.kff.org/other/state-indicator/ 
total-population/ (accessed March 17, 2020). 

4 Kaiser Family Foundation. “How Many Adults Are at Risk of Serious Illness if Infected with Coronavirus?” https://www.kff.org/global-health-
policy/issue-brief/how-many-adults-are-at-risk-of-serious-illness-if-infected-with-coronavirus/ published March 2020. 

About Covered California 

Covered California is an independent part of the state government whose job is to make the health insurance 
marketplace work for California’s consumers. It is overseen by a fve-member board appointed by the 
governor and the Legislature. For more information about Covered California, please visit CoveredCA.com. 

https://www.rand.org/pubs/research_reports/RR3033.html
https://www.rand.org/pubs/research_reports/RR3033.html
https://www.healthsystemtracker.org/brief/potential-costs-of-coronavirus-treatment-for-people-with-e
https://www.healthsystemtracker.org/brief/potential-costs-of-coronavirus-treatment-for-people-with-e
https://www.kff.org/other/state-indicator/total-population/ (accessed March 17, 2020)
https://www.kff.org/other/state-indicator/total-population/ (accessed March 17, 2020)
https://www.kff.org/global-health-policy/issue-brief/how-many-adults-are-at-risk-of-serious-illness-
https://www.kff.org/global-health-policy/issue-brief/how-many-adults-are-at-risk-of-serious-illness-
https://www.kff.org/global-health-policy/issue-brief/how-many-adults-are-at-risk-of-serious-illness-
https://www.kff.org/global-health-policy/issue-brief/how-many-adults-are-at-risk-of-serious-illness-
https://www.kff.org/global-health-policy/issue-brief/how-many-adults-are-at-risk-of-serious-illness-
https://www.rand.org/pubs/research_reports/RR3033.html
https://www.cdc.gov/mmwr/volumes/69/wr/mm6912e2.htm
https://www.cms.gov/files/document/mac-covid-19-test-pricing.pdf
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30566-3/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30566-3/fulltext
https://www.cdc.gov/nchs/data/icd/ICD-10-CM-Official-Coding- Gudance-Interim-Advice-coronavirus-feb-
https://www.cdc.gov/nchs/data/icd/ICD-10-CM-Official-Coding- Gudance-Interim-Advice-coronavirus-feb-
https://www.urban.org/urban-wire/covid-19-treatment-costs-could-hit-some-medicare-beneficiaries-high
https://www.urban.org/urban-wire/covid-19-treatment-costs-could-hit-some-medicare-beneficiaries-high
http:CoveredCA.com
https://www.cnn.com/2020/03/02/asia/coronavirus-drive-through-south-korea-hnk-intl/index.html


 

 

                                                              

   
  

 

 
         

       

        
             

      

           
        

  

            
            

   

 
 

          
            

               
  

          
          
       

 

 
 

Media line: (916) 206-7777  @CoveredCANews media@covered.ca.gov 

FOR IMMEDIATE RELEASE 
Jan. 23, 2020 

Covered California’s New Enrollment Surges Past   
Last Year’s Mark with More than a Week Before the 

Upcoming Jan. 31 Deadline 

• More than 318,000 consumers have newly enrolled during the current open-
enrollment period, surpassing last year’s open enrollment total. 

• However, new research shows that many Californians – particularly the 
uninsured – are unaware of a new state law which requires people to have 
health insurance or face a penalty. 

• In addition, many Californians are unaware of the new financial help that is 
available for the first time this year, including first-in-the-nation assistance 
for middle-income consumers. 

• Open enrollment, which continues through Jan. 31, is the one time when people 
can sign up for health insurance in the individual market without needing a 
qualifying life event. 

SACRAMENTO, Calif. — Covered California announced new enrollment data as it 
moved into the final week of open-enrollment and continued to reach out to consumers 
about the new state penalty and additional financial help that went into effect with the 
new year. 

As of Wednesday, Jan. 22, more than 318,000 consumers had newly signed up for 
health insurance through Covered California during the current open-enrollment period, 
which surpassed last year’s total of 295,000. 

(more) 

mailto:media@covered.ca.gov


  

           
             

        
                

            
       

 
             

           
               

              
           

                
                
          

             
             
               

 

           
             

             
     

        

          
             
 

         

          
             

           
    

             
        

            
              

                
      

 

“With one week to go in open enrollment, Covered California has surpassed last year’s 
open enrollment total, but thousands are signing up every day and we’re not done yet,” 
said Covered California Executive Director Peter V. Lee. “Californians have until 
midnight on January 31st to sign up and not only avoid paying a penalty to the 
Franchise Tax Board but — for almost a million Californians — get new help from the 
state to lower their health care costs.” 

The open-enrollment period runs through Jan. 31. It is the one time of the year when 
consumers can freely sign up for coverage without having to experience a qualifying life 
change. People who sign up by the deadline will have their coverage start on Feb. 1. 

Having a health insurance plan in place this year is critical because of a new law that 
the state of California enacted that requires Californians to have coverage in 2020. 
Those who can afford coverage, but choose to go without it, could face a penalty when 
they file their taxes with the California Franchise Tax Board in 2021. The penalty can be 
more than $2,000 for a family of four. 

“We do not want Californians to write a check to the Franchise Tax Board when they 
could get coverage that is way more affordable than they think,” Lee said. “This year 
there is new financial help that will help nearly one million people lower the cost of their 
coverage.” 

A recent survey released by Covered California, Californians’ Understanding of the 
Mandate to Have Health Coverage and the Awareness of Financial Help, found that 
many people, particularly the uninsured, are unaware of the new penalty and additional 
financial help. Among the findings: 

Many Californians do not know about the new penalty 

Many Californians reported being unaware of the new requirement to have health 
coverage in 2020 or face a penalty, including a majority of the uninsured (56 
percent). 

Many uninsured Californians are unaware that financial help is available 

Among the uninsured, 62 percent are unaware that Covered California offers 
financial help to help pay for health insurance. In addition, only 27 percent of 
the uninsured are aware that Californians can receive even more financial help 
than ever before for health coverage. 

“The new state subsidies and the requirement to have coverage are the two biggest 
changes effecting individuals who do not have employer coverage since Covered 
California first opened our doors in 2014 and we want to make sure consumers know 
that health insurance could be more affordable than they think,” Lee said. “People need 
to take action by next Friday, so they do not get caught paying a significant penalty 
when they file their taxes a year from now.” 

(more) 

2 

https://www.coveredca.com/news/pdfs/01-09-20_CoveredCA_Penalty_Survey.pdf
https://www.coveredca.com/news/pdfs/01-09-20_CoveredCA_Penalty_Survey.pdf


  

              
          

   

             
         

           
           

    

    
 

       
               

             
        

        
 

   
             

  
         
       

 
            

           
        

  

        
       

           
          

           
          

  

             
         

         
      

 

In addition to the new state penalty California also expanded the amount of financial 
help available to many consumers, including a first-in-the-nation program to help 
middle-income consumers afford coverage. 

The new state subsidies could extend to an individual making up to $74,940 and a 
family of four with a household income of up to $154,500. 

Right now, the average subsidy for eligible consumers earning less than 400 percent of 
the federal poverty level is $447 per month; the average state subsidy for eligible 
middle-income consumers is $469 per month. 

Californians Can Still Enroll 

Covered California’s open-enrollment period runs through Jan. 31. Consumers can 
easily find out if they are eligible for financial help and see which plans are available in 
their area by entering their ZIP code, household income and the ages of those who 
need coverage into Covered California’s Shop and Compare Tool. 

Those interested in learning more about their coverage options can: 

• Visit www.CoveredCA.com. 
• Get free and confidential in-person assistance, in a variety of languages, from a 

certified enroller. 
• Have a certified enroller call them and help them for free. 
• Call Covered California at (800) 300-1506. 

“Californians owe it to themselves to take a few minutes of their day to see whether they 
qualify for financial help from the federal government, the state, or both,” Lee said. “Visit 
CoveredCA.com and check out your options before the end of the month.” 

About Covered California 

Covered California is the state’s health insurance marketplace, where Californians can 
find affordable, high-quality insurance from top insurance companies. Covered 
California is the only place where individuals who qualify can get financial assistance on 
a sliding scale to reduce premium costs. Consumers can then compare health 
insurance plans and choose the plan that works best for their health needs and budget. 
Depending on their income, some consumers may qualify for the low-cost or no-cost 
Medi-Cal program. 

Covered California is an independent part of the state government whose job is to make 
the health insurance marketplace work for California’s consumers. It is overseen by a 
five-member board appointed by the governor and the Legislature. For more information 
about Covered California, please visit www.CoveredCA.com. 

### 
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https://apply.coveredca.com/lw-shopandcompare/
http://www.coveredca.com/
http://www.coveredca.com/find-help/
https://coveredca.helpondemand.com/lp/a8c3085e-e597-4ac8-ba23-42f245fdfa11
http://www.coveredca.com/
http:CoveredCA.com
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

THE FEDERAL PREVENTIVE SERVICES HEALTH 
INSURANCE BENEFIT MANDATE AND CALIFORNIA’S 

HEALTH INSURANCE BENEFIT MANDATES 
As a tool for analyzing legislation, the California Health Benefits Review Program (CHBRP) maintains this 
resource to identify potential overlap between the federal benefit mandate requiring health insurance 
coverage of some preventive services and California state benefit mandates. CHBRP provides 
independent evidence-based analysis of health insurance benefits-related legislation at the request of the 
California Legislature. 

As indicated in federal1 and California state2 law, non-grandfathered group and individual health 
insurance plans and policies must cover certain preventive services without cost-sharing when delivered 
by in-network providers and as soon as 12 months after a recommendation appears in any of the 
following: 

 The United States Preventive Services Task Force (USPSTF) A and B recommendations3 

 The Health Resources and Services Administration (HRSA)-supported health plan coverage 
guidelines for women’s preventive services4 

 The HRSA-supported comprehensive guidelines for infants, children, and adolescents, which 
include: 

o The Bright Futures Recommendations for Pediatric Preventive Health Care5, and 

o The recommendations of the Secretary’s Advisory Committee on Heritable Disorders in 
Newborns and Children6 

 The Advisory Committee on Immunization Practices (ACIP) recommendations that have been 
adopted by the Director of the Centers for Disease Control and Prevention (CDC)7 

This resource is arranged as follows: 

Tables Page 

Table 1. Federal Health Insurance Benefit Mandates as Defined by Reference to 4 
USPSTF A and B Recommendations & Related Mandates in California State Law 

Table 2. Federal Health Insurance Benefit Mandates as Defined by Reference to 30 
HRSA-Supported Health Plan Coverage Guidelines for Women’s Preventive Services 
& Related Mandates in California State Law 

1 Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act. 
2 California Health and Safety Code 1367.002 and California Insurance Code Section 10112.2. 
3 USPSTF created a concise document summarizing its A and B recommendations (Current as of June 2019), 
available at: https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/. However, 
for this resource CHBRP consulted USPSTF’s A-Z Topic Guide because up-to-date summaries of recommendations 
are available through links on that webpage: https://www.uspreventiveservicestaskforce.org/BrowseRec/Index. 
4 Available at: https://www.hrsa.gov/womensguidelines2016/index.html. 
5 Available at: https://brightfutures.aap.org/materials-and-tools/tool-and-resource-kit/Pages/default.aspx. 
6 Available at: https://www.hrsa.gov/advisory-committees/heritable-disorders/recommendations-reports/index.html. 
7 “Recommended immunization schedules for children and adolescents aged 18 years or younger—United States, 
2019” available at: https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf. 

“Recommended immunization schedule for adults aged 19 years or older—United States, 2019” available at: 
https://www.cdc.gov/vaccines/schedules/downloads/adult/adult-combined-schedule.pdf. 

Current as of February 3, 2020 www.chbrp.org 1 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/
https://www.uspreventiveservicestaskforce.org/BrowseRec/Index
https://www.hrsa.gov/womensguidelines2016/index.html
https://brightfutures.aap.org/materials-and-tools/tool-and-resource-kit/Pages/default.aspx
https://www.hrsa.gov/advisory-committees/heritable-disorders/recommendations-reports/index.html
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
https://www.cdc.gov/vaccines/schedules/downloads/adult/adult-combined-schedule.pdf


  

    

     
  

    

       
 

 

 
  

  
    

    
      

 
  

 
 
 

  
   

  
 

  

 
   

 
    

  
 

 
   

  
  

   
   

   
    

  

                                                      
    

 
  
  
  
  
  

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

Table 3. Federal Health Insurance Benefit Mandates as Specified by Reference to 
HRSA-Supported Comprehensive Guidelines for Infants, Children, and Adolescents 
& Related Mandates in California State Law 

36 

Table 4. Federal Health Insurance Benefit Mandates as Specified by ACIP 
Recommendations 

38 

Methods 

For Table 1, CHBRP reviewed known benefit mandates in California’s Health and Safety Code (H&SC) 
and the California Insurance Code (IC)8 to identify state benefit mandates that seemed to overlap with the 
tests, treatments, or services partially or fully addressed by one or more of USPSTF’s recommendations. 
Where there appears to be overlap, the relevant H&SC and IC are listed in the last column. If there does 
not appear to be overlap, “None identified” appears in the last column. CHBRP defines benefit mandates 
as per its authorizing statute.9 Therefore, the listed mandates fall into one or more of the following 
categories: (a) offer or provide coverage for the screening, diagnosis, or treatment of specific diseases or 
conditions; (b) offer or provide coverage for types of health care treatments or services, including 
coverage of medical equipment, supplies, or drugs used in a treatment or service; and/or (c) offer or 
provide coverage permitting treatment or services from a specific type of health care provider. Listed 
mandates also include those that (d) specify terms (limits, timeframes, copayments, deductibles, 
coinsurance, etc.) for any of the other categories. 

USPSTF created a concise document summarizing its A and B recommendations10 (last updated in June 
2019). Table 1 is organized categorically by condition or disease groups addressed by a USPSTF 
recommendation. Categories are identified as cancer, chronic conditions, health promotion, pregnancy-
related, and sexual health. The columns in Table 1 also indicate the specified test, treatment, or service, 
and any specified sex, age, or other characteristics of eligible enrollees. Blanks in these columns indicate 
that the USPSTF recommendation was not specific. It should be noted that USPSTF often does not 
specify age groups, but rather makes recommendations for “children,” “adolescents,” or “adults.” The next 
column identifies specified terms of coverage. For clarity, the terms specified by the federal preventive 
services benefit mandate are always included and are in italics; the terms are “without cost-sharing when 
in-network” and “as soon as 12 months after recommendation release.” If the USPSTF recommendation 
was released less than 12 months ago, that row is highlighted in the table. When the USPSTF 
recommendation seems to imply terms (e.g., frequency of event) which could affect the terms of benefit 
coverage, these are listed in the same column, without italics. When updates are made to any of the 
schedules, new benefit mandates are listed individually and highlighted, in order to indicate which are 
less than 12 months old and therefore may not be among the list for which benefit coverage is required. 

For Table 2, CHBRP used complimentary methods, except that the known benefit mandates in the H&SC 
and IC were reviewed to identify overlap with HRSA-supported health plan coverage guidelines for 
women’s preventive services,11 developed by the Institute of Medicine (IOM)12 in 2011 and updated by 
the Women’s Preventive Services Initiative13 in 2016. 

For Table 3 and Table 4, CHBRP used complimentary methods with a few exceptions. For Table 3, the 
known benefit mandates in the H&SC and IC were reviewed to identify overlap with HRSA-supported 
comprehensive guidelines for infants, children, and adolescents, which include: (1) The Bright Futures 

8 CHBRP maintains a list of benefit mandates current in California, available at: 
http://www.chbrp.org/other_publications/index.php. 
9 Available at: http://www.chbrp.org/faqs.php. 
10 Available at: https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/. 
11 Available at: http://www.hrsa.gov/womensguidelines/. 
12 The Institute of Medicine (IOM) is now known as the National Academy of Medicine (NAM). 
13 More information about the Women’s Preventive Services Initiative can be found at: 
http://www.womenspreventivehealth.org/. 

Current as of February 3, 2020 www.chbrp.org 2 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

Recommendations for Pediatric Preventive Health Care;14 and (2) the recommendations of the 
Secretary’s Advisory Committee on Heritable Disorders in Newborns and Children.15 For Table 4, the 
known benefit mandates in the H&SC and IC were reviewed to identify overlap with ACIP 
recommendations that have been adopted by the Director of the CDC.16 For both Table 3 and Table 4, 
CHBRP has not listed each federal health insurance benefit mandate as specified by reference to HRSA 
and ACIP. Because individual recommendations often relate to multiple conditions and diseases, and 
because the schedules often imply complex variation by age—and sometimes by sex—we have 
aggregated the benefit mandates as screenings or treatments related to “wellness” or as “vaccine 
preventable diseases.” Links to HRSA- and ACIP-supported schedules are provided in the tables. 

14 Available at: https://brightfutures.aap.org/materials-and-tools/tool-and-resource-kit/Pages/default.aspx. 
15 Available at: https://www.hrsa.gov/advisory-committees/heritable-disorders/recommendations-reports/index.html. 
16 “Recommended immunization schedules for children and adolescents aged 18 years or younger—United States, 
2017” available at: https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf. 

“Recommended immunization schedule for adults aged 19 years or older—United States, 2019” available at: 
https://www.cdc.gov/vaccines/schedules/downloads/adult/adult-combined-schedule.pdf. 

Current as of February 3, 2020 www.chbrp.org 3 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

Table 1. Federal Health Insurance Benefit Mandates as Specified by Reference to USPSTF A and B Recommendations17 & Related 
Mandates in California State Law18,19 

# 

Federal Mandates as Specified by Reference to USPSTF 
USPSTF A or B 

Recommendation20 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Condition or 
Disease 

Test, Treatment, or 
Service 

Specified 
Sex/Other22 Specified Age/Other23 Terms24 

In the rows that follow, recommendations released less than 12 months prior to 2/3/2020 are highlighted in the same color as this cell. If the new recommendation revises an older 
recommendation, the change is underlined and defined. 

Cancer 

1 Breast cancer An appropriate brief 
familial risk 
assessment tool. 
Women with a 
positive result 
should receive 
genetic counseling 
followed by genetic 
testing for BRCA1 or 
BRCA2, if indicated. 

Women with a 
personal or family 
history of breast, 
ovarian, tubal, or 
peritoneal cancer or 
an ancestry 
associated with 
BRCA1 or BRCA2 
gene mutation 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Women with positive 
screening results 
should receive genetic 
counseling and, if 
indicated after 
counseling, BRCA 
testing 

BRCA-Related Cancer: 
Risk Assessment, 
Genetic Counseling, and 
Genetic Testing 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/brca-related-
cancer-risk-assessment-
genetic-counseling-and-
genetic-testing1 

(August 2019) 

Grade: B 

Breast cancer 
screening, diagnosis, 
and treatment: 

H&SC 1367.6 

IC 10123.8 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

17 Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act. 
18 For brevity, CHBRP has not listed in each row the California mandate (H&SC 1367.002 & IC 10112.2) which requires compliance with federal laws and regulations 
requiring coverage of preventive services without cost-sharing (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). 
19 CHBRP is aware that state regulation may also require benefit coverage, but is focusing this resource on health insurance benefit mandate laws. 
20 Unless otherwise noted, the links listed below were accessed on or before 2/3/2020. 
21 Unless otherwise noted, the mandates listed below were reviewed on or before 2/3/2020. 
22 “Other” is included here in order to specify pregnant or non-pregnant women. 
23 “Other” is included here when more details are available about the intended group, beyond age. 
24 Italicized terms are explicit in the federal law (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). Non-italicized terms of benefit coverage 
are implied by the referenced recommendation. 

Current as of February 3, 2020 www.chbrp.org 4 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

2 

3 

Condition or 
Disease 

Breast cancer 

Breast Cancer 

(2016) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Offer to prescribe Women at increased 
risk-reducing risk for breast cancer 
medications, such and at low risk for 
as tamoxifen, adverse medication 
raloxifene, or effects 
aromatase inhibitors 

Screening Asymptomatic women 50 to 74 years 
mammography who do not have 

preexisting breast 
cancer and who are 
not at high risk for 
breast cancer 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Biennial 

USPSTF A or B 
Recommendation20 

Breast Cancer: 
Medication Use to 
Reduce Risk 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/breast-
cancer-medications-for-
risk-reduction1 

(September 2019) 

Grade: B 

Screening for Breast 
Cancer (2016) 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/breast-
cancer-screening1 

(January 2016) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Breast cancer 
screening, diagnosis, 
and treatment: 

H&SC 1367.6 

IC 10123.8 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

Mammography: 

H&SC 1367.65 

IC 10123.81 

Breast cancer 
screening, diagnosis, 
and treatment: 

H&SC 1367.6 

IC 10123.8 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

Current as of February 3, 2020 www.chbrp.org 5 
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https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-medications-for-risk-reduction1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-medications-for-risk-reduction1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-medications-for-risk-reduction1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-medications-for-risk-reduction1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-medications-for-risk-reduction1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-medications-for-risk-reduction1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breast-cancer-screening1


  

    

 

  

 

 

      

     
 

   

  
  

  
 

 

 
 

 
 

 

 

  
 

    

 

 

 
 

 

 

 
 

 

 

     
 

 
 

 

 
 

  
  

 
 

 
 

   
  
 

 
 

 
  

 
 

 
 

 
 

 

 

  
 

    

 

 

 
 

 

 

 
 

 

 

   
 

 
 

 

    
 

 
 

 
 

 

 
 

  
 

    

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

4 

5 

6 

Condition or 
Disease 

Cervical cancer 

Cervical cancer 

Colorectal 
Cancer 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Cytology (Pap Women 21 to 65 years* 
smear) *Women ages 30 to 65 

have the option of this 
recommendation or the 
recommendation 
below 

Cytology and high- Women 30 to 65 who want to 
risk human lengthen screening 
papillomavirus interval* 
(hrHPV) testing *Women have the (cotesting) or hrHPV option of this testing alone* lengthened screening 
*The 2018 interval or the alternate 
recommendation recommendation 
specifies cotesting above 
or hrHPV alone 
(every 5 years) as 
an alternative to 
cytology alone every 
3 years 

Aspirin 50 to 59 with a ≥10% 
10-year CVD risk 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Every 3 years 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Every 5 years 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Cervical 
Cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/cervical-
cancer-screening2 

(August 2018) 

Grade: A 

Screening for Cervical 
Cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/cervical-
cancer-screening2 

(August 2018) 

Grade: A 

Aspirin for the Prevention 
of Cardiovascular 
Disease and colorectal 
cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/aspirin-to-
prevent-cardiovascular-
disease-and-cancer 

(April 2016) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

Cervical cancer 
screening: 

H&SC 1367.66 

IC 10123.18 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

Cervical cancer 
screening: 

H&SC 1367.66 

IC 10123.18 

None identified 

Current as of February 3, 2020 www.chbrp.org 6 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer


  

    

 

  

 

 

      

   
 

 
 

 

    
 

 
 

 

  
  

 
 

    

 
  
 

  
 

    

 

 

 
 

 

 

   

 
 

 

 
 

 

   
 

 
 

 
 

 
 

  
 

 

  
  

  

 
 

  
 

 

  
 

    

 

 

 
 

 

 

                                                      
     

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

7 

8 

Condition or 
Disease 

Colorectal 
cancer (CRC) 

(Topic is in the 
process of being 
updated) 

Lung cancer 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Screening 50 to75 years 

Screening with low- Adults 55 to 80 years 
dose computed who have a 30 pack-
tomography year smoking history 

and currently smoke or 
have quit within the 
past 15 years 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Screening should 
begin at age 50 and 
continue until age 75. 
Frequency of 
screening is 
dependent upon the 
chosen method.25 

The risks and benefits 
of these screenings 
may vary 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Screening should be 
discontinued once a 
person has not 
smoked for 15 years or 
develops a health 
problem that 
substantially limits life 
expectancy or the 
ability or willingness to 
have curative lung 
surgery. 

USPSTF A or B 
Recommendation20 

Screening for Colorectal 
Cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/colorectal-
cancer-screening2 

(June 2016) 

Grade: A 

Screening for Lung 
Cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/lung-cancer-
screening 

(December 2013) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

25 The frequency for tests is not mentioned in the Summary of Recommendations; however it is included in the Recommendation Statement available at: 
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/colorectal-cancer-screening2#tab. 

Current as of February 3, 2020 www.chbrp.org 7 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/colorectal-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/colorectal-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/colorectal-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/colorectal-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/colorectal-cancer-screening2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/lung-cancer-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/lung-cancer-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/lung-cancer-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/lung-cancer-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/lung-cancer-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/colorectal-cancer-screening2#tab


  

    

 

  

 

 

      

  
 

 

 

 
 

 
 
 

  
  

 

  
   

 

 
 

  
  

  
 

 

 

 
 

 

 

 
 

 

     

  

 

 
 

 

 

    
 

  
 

   

 
 

 

 
 

 
 

 

 
 

    

 

 

 
  

  
 

 

 

 
  

  
 

 

 

  

 

      

        

        

        

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

Federal Mandates as Specified by Reference to USPSTF 
USPSTF A or B 

Recommendation20 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Condition or 
Disease 

Test, Treatment, or 
Service 

Specified 
Sex/Other22 Specified Age/Other23 Terms24 

9 Ovarian, tubal, 
or peritoneal 
cancer 

An appropriate brief 
familial risk 
assessment tool. 
Women with a 
positive result 
should receive 
genetic counseling 
followed by genetic 
testing for BRCA1 or 
BRCA2, if indicated. 

Women with a 
personal or family 
history of breast, 
ovarian, tubal, or 
peritoneal cancer or 
an ancestry 
associated with 
BRCA1 or BRCA2 
gene mutation 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Women with positive 
screening results 
should receive genetic 
counseling and, if 
indicated after 
counseling, BRCA 
testing 

BRCA-Related Cancer: 
Risk Assessment, 
Genetic Counseling, and 
Genetic Testing 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/brca-related-
cancer-risk-assessment-
genetic-counseling-and-
genetic-testing1 

(August 2019) 

Grade: B 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

10 Skin cancer Counseling about 
minimizing exposure 
to ultraviolet 
radiation to reduce 
risk for skin cancer 

Persons aged 6 
months to 24 years, 
including parents of 
young children, who 
have fair skin 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Behavioral Counseling to 
Prevent Skin Cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/skin-cancer-
counseling2 

(March 2018) 

Grade: B 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

Current as of February 3, 2020 www.chbrp.org 8 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/skin-cancer-counseling2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/skin-cancer-counseling2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/skin-cancer-counseling2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/skin-cancer-counseling2
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/skin-cancer-counseling2


  

    

 

  

 

 

      

 

   
  

 

    
 

 
 

 
 

 

 

  
  

    

  

 

 

   
 

 

 
 

 

    
 

 
 

 
 

 

 
 

  
 

    

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# Condition or 
Disease 

Chronic Conditions 

11 Abdominal aortic 
aneurysm (AAA) 

12 Abnormal Blood 
Glucose and 
Diabetes 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Ultrasonography Men 65 to 75 who have 
ever smoked 

Screening 40 to 70 who are 
overweight or obese 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

One-time 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Abdominal 
Aortic Aneurysm 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/abdominal-
aortic-aneurysm-
screening1 

(December 2019) 

Grade: B 

Aspirin for the Prevention 
of Cardiovascular 
Disease and colorectal 
cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/aspirin-to-
prevent-cardiovascular-
disease-and-cancer 

(April 2016) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

None identified 

None identified 

Current as of February 3, 2020 www.chbrp.org 9 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/abdominal-aortic-aneurysm-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/abdominal-aortic-aneurysm-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/abdominal-aortic-aneurysm-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/abdominal-aortic-aneurysm-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/abdominal-aortic-aneurysm-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/abdominal-aortic-aneurysm-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer


  

    

 

  

 

 

      

  
 

 
 

 

    
 

 
 

 
 

 

 
 

  
 

     

 

 

 

  
 

 
 

 

 
 

  
  

 

  
 

 
 

  

 
 

 
 

 

 

 

 
 

 
  

    

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

13 

14 

Condition or 
Disease 

Cardiovascular 
disease (CVD) 

(Topic is in the 
process of being 
updated) 

Cardiovascular 
disease (CVD) 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Aspirin 50 to 59 with a ≥10% 
10-year CVD risk 

Intensive behavioral Adults who are 
interventions to overweight or obese 
promote a healthful and have additional 
diet and physical cardiovascular disease 
activity (CVD) risk factors 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Aspirin for the Prevention 
of Cardiovascular 
Disease and colorectal 
cancer 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/aspirin-to-
prevent-cardiovascular-
disease-and-cancer 

(April 2016) 

Grade: B 

Behavioral Counseling to 
Promote a Healthful Diet 
and Physical Activity for 
Cardiovascular Disease 
Prevention in Adults with 
Cardiovascular Disease 
Risk Factors 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/healthy-diet-
and-physical-activity-
counseling-adults-with-
high-risk-of-cvd 

(August 2014) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

None identified 

None identified 

Current as of February 3, 2020 www.chbrp.org 10 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/aspirin-to-prevent-cardiovascular-disease-and-cancer
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/healthy-diet-and-physical-activity-counseling-adults-with-high-risk-of-cvd
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/healthy-diet-and-physical-activity-counseling-adults-with-high-risk-of-cvd
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/healthy-diet-and-physical-activity-counseling-adults-with-high-risk-of-cvd
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/healthy-diet-and-physical-activity-counseling-adults-with-high-risk-of-cvd
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/healthy-diet-and-physical-activity-counseling-adults-with-high-risk-of-cvd
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/healthy-diet-and-physical-activity-counseling-adults-with-high-risk-of-cvd
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/healthy-diet-and-physical-activity-counseling-adults-with-high-risk-of-cvd


  

    

 

  

 

 

      

  
 

    
 

  
 

 
 

 
 

 
 

 

  
 

 
  

 
  

 
 

  

 

 

 

     
  

 

    
 

 
 

 

   
  
  

 
 

 
  

 

    

 

 

 
  

  
 

 

 

 
  

  
 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

15 

16 

Condition or 
Disease 

Cardiovascular 
disease (CVD) 

Depression 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Statin 40 to 75 with no history 
of CVD, 1 or more 
CVD risk factors, and a 
calculated 10-year 
CVD event risk of 
≥10% 

Screening for major 12 to 18 years 
depressive disorder 
(MDD) 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Low- to moderate-dose 
statin 

Requires universal 
lipids screening. 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

When systems are in 
place to ensure 
accurate diagnosis, 
effective treatment, 
and follow-up 

USPSTF A or B 
Recommendation20 

Statin Use for the 
Primary Prevention of 
Cardiovascular Disease 
in Adults 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/statin-use-in-
adults-preventive-
medication1 

(November 2016) 

Grade: B 

Major Depressive 
Disorder in Children and 
Adolescents 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/depression-
in-children-and-
adolescents-screening1 

(February 2016) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

None identified 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

Current as of February 3, 2020 www.chbrp.org 11 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/statin-use-in-adults-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/statin-use-in-adults-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/statin-use-in-adults-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/statin-use-in-adults-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/statin-use-in-adults-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/statin-use-in-adults-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/depression-in-children-and-adolescents-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/depression-in-children-and-adolescents-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/depression-in-children-and-adolescents-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/depression-in-children-and-adolescents-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/depression-in-children-and-adolescents-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/depression-in-children-and-adolescents-screening1


  

    

 

  

 

 

      

    
 

 

  
 

 
 

 

  
  

   
 
 

 
 

  
 

    

 

 

 
 

 

 

   
 

 
 

 

  
 

  
 

 
 

 

 

  
 

  

 

 

 

   
 

 
 

 

  
 
 

 

 
 

  
 

 

 
 

 

 
 

    

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

17 

18 

19 

Condition or 
Disease 

Depression 

Hepatitis B virus 
(HBV) infection 

(Topic is in the 
process of being 
updated) 

Hepatitis C virus 
(HCV) infection 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Screening Includes pregnant Adults 
and postpartum 
women 

Screening Persons at high risk 
for infection 

Screening Adults at high risk for 
infection and adults 
born between 1945 
and 1965 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

When staff-assisted 
depression care 
supports are in place 
to assure accurate 
diagnosis, effective 
treatment, and follow-
up 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

One-time screening for 
HCV infection to adults 
born between 1945 
and 1965 

USPSTF A or B 
Recommendation20 

Screening for Depression 
in Adults 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/depression-
in-adults-screening1 

(January 2016) 

Grade: B 

Screening for Hepatitis B 
Virus Infection 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/hepatitis-b-
virus-infection-screening-
2014 

(May 2014) 

Grade: B 

Screening for Hepatitis C 
Virus Infection in Adults 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/hepatitis-c-
screening 

(June 2013) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternal mental 
health: 

H&SC 1367.625 

IC 10123.867 

None identified 

None identified 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

20 

21 

Condition or 
Disease 

Hypertension 

(Topic is in the 
process of being 
updated) 

Latent 
Tuberculosis 
Infection 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Blood pressure 18 and older 
screening 

Screening for latent Asymptomatic adults 
tuberculosis at increased risk for 
infection (LTBI) infection 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Obtain measurements 
outside of clinical 
setting for diagnostic 
confirmation 

Adults 18 to 39 with 
normal blood pressure 
should be screened 
every 3 to 5 years 

Adults ages 40 and 
older and those at 
increased risk should 
be screened annually 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for High Blood 
Pressure in Adults 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/high-blood-
pressure-in-adults-
screening 

(October 2015) 

Grade: A 

Screening for Latent 
Tuberculosis Infection 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/latent-
tuberculosis-infection-
screening 

(September 2016) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

None identified 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

22 

23 

24 

Condition or 
Disease 

Obesity 

Obesity 

Osteoporosis 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Screening and Children and 
comprehensive, adolescents age 6 
intensive behavioral years and older26 

interventions to 
promote 
improvement in 
weight status 

Intensive, Adults with body mass 
multicomponent index (BMI) of 30 
behavioral kg/m2 or higher 
interventions 

Screening Women Postmenopausal 
women younger than 
65 who are at 
increased risk of 
osteoporosis, as 
determined by a formal 
clinical risk 
assessment tool 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Obesity in 
Children and 
Adolescents 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/obesity-in-
children-and-
adolescents-screening1 

(June 2017) 

Grade: B 

Screening for and 
Management of Obesity 
in Adults 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/obesity-in-
adults-interventions1 

(September 2018) 

Grade: B 

Screening for 
Osteoporosis 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/osteoporosis 
-screening1 

(June 2018) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

None identified 

Osteoporosis: 

H&SC 1367.67 

IC 10123.185 

26 The Summary Recommendation does not define obesity. Obesity is defined in the Recommendation Statement “as having a BMI at >95th percentile for age and gender”, but the 
recommendation is not explicitly restricted to obese children and adolescents. The Recommendation Statement is available at: 
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/obesity-in-children-and-adolescents-screening1. 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# Condition or 
Disease 

25 Osteoporosis 

Health Promotion 

26 Alcohol misuse 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Screening Women 65 and older 

Screening Adults aged 18 years 
or older 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for 
Osteoporosis 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/osteoporosis 
-screening1 

(June 2018) 

Grade: B 

Screening and 
Behavioral Counseling 
Interventions in Primary 
Care to Reduce Alcohol 
Misuse 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/unhealthy-
alcohol-use-in-
adolescents-and-adults-
screening-and-
behavioral-counseling-
interventions 

(November 2018) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Osteoporosis: 

H&SC 1367.67 

IC 10123.185 

Alcoholism treatment: 

H&SC 1367.2(a) 

IC 10123.6 

Nicotine or chemical 
dependency treatment 
in licensed alcoholism 
or chemical 
dependency facilities: 

H&SC 1367.2(b) 

IC 10123.6 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

27 

28 

Condition or 
Disease 

Alcohol misuse 

Dental caries 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Brief behavioral Persons engaged in 
counseling risky or hazardous 
interventions to drinking 
reduce alcohol 
misuse 

Oral fluoride 6 months of age 
supplementation through 5 years whose 

primary water source 
is deficient in fluoride 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening and 
Behavioral Counseling 
Interventions in Primary 
Care to Reduce Alcohol 
Misuse 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/unhealthy-
alcohol-use-in-
adolescents-and-adults-
screening-and-
behavioral-counseling-
interventions 

(November 2018) 

Grade: B 

Prevention of Dental 
Caries in Children from 
Birth through Age 5 
Years 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/dental-
caries-in-children-from-
birth-through-age-5-
years-screening 

(May 2014) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Alcoholism treatment: 

H&SC 1367.2(a) 

IC 10123.6 

Nicotine or chemical 
dependency treatment 
in licensed alcoholism 
or chemical 
dependency facilities: 

H&SC 1367.2(b) 

IC 10123.6 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

29 

30 

Condition or 
Disease 

Dental caries 

(Topic is in the 
process of being 
updated) 

Falls 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Fluoride varnish Age of primary tooth 
eruption through 5 
years 

Exercise 65 and older who are 
interventions community-dwelling 

and at increased risk 
for falls 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Prevention of Dental 
Caries in Children from 
Birth through Age 5 
Years 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/dental-
caries-in-children-from-
birth-through-age-5-
years-screening 

(May 2014) 

Grade: B 

Prevention of Falls in 
Community-Dwelling 
Older Adults 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/falls-
prevention-in-older-
adults-interventions1 

(April 2018) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

None identified 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

31 

32 

Condition or 
Disease 

Gonococcal 
opthalmia 
neonatorum 

Intimate Partner 
Violence 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Prophylactic ocular Newborns 
topical medication 

Screening for Women of 
intimate partner reproductive age 
violence 

Provide or refer 
women who screen 
positive to ongoing 
support services* 

*The 2018 
recommendation 
references ongoing 
support services as 
compared to the 
previous support 
services 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Ocular Prophylaxis for 
Gonococcal Opthalmia 
Neonatorum 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/ocular-
prophylaxis-for-
gonococcal-ophthalmia-
neonatorum-preventive-
medication1 

(January 2019) 

Grade: A 

Screening for Intimate 
Partner Violence 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/intimate-
partner-violence-and-
abuse-of-elderly-and-
vulnerable-adults-
screening1 

(October 2018) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

None identified 
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https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/ocular-prophylaxis-for-gonococcal-ophthalmia-neonatorum-preventive-medication1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening1


  

    

 

  

 

 

      

    

 
 

 

 
 

 
 

  

  
 

 
 

 
 

 

 

 

  
 

    

 

 

 

    

 
 

 

 
 

 
 

 
 

 

 

   
 

 
 

 

 

 
 

 
 

 
 

    

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

33 

34 

Condition or 
Disease 

Tobacco use 

(Topic is in the 
process of being 
updated) 

Tobacco use 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Interventions School-aged children 
including education and adolescents 
or brief counseling to 
prevent initiation of 
tobacco use 

Ask about tobacco Adults 
use, advise them to 
stop using tobacco, 
and provide 
behavioral 
interventions and 
FDA-approved 
pharmacotherapy for 
cessation 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Primary Care 
Interventions to Prevent 
Tobacco Use in Children 
and Adolescents 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/tobacco-use-
in-children-and-
adolescents-primary-
care-interventions 

(August 2013) 

Grade: B 

Behavioral and 
Pharmacotherapy 
Interventions for Tobacco 
Smoking Cessation in 
Adults, Including 
Pregnant Women 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/tobacco-use-
in-adults-and-pregnant-
women-counseling-and-
interventions1 

(September 2015) 

Grade: A 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

None identified 

None identified 
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http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1


  

    

 

  

 

 

      

   
    

 

 
 

 
 

  
 

 

 

  
 

  
 

    

 

 

 
  

  
 

 

 

  

        
 

 
 

 

 

  
 
 
 

 

   

 

 

  

 

 

 

 

 
  

 

 

 

 

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# Condition or 
Disease 

35 Visual 
impairment 

Pregnancy Related 

36 Alcohol misuse 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Vision screening for Children aged 3-5 
amblyopia and its years 
risk factors 

Screening Pregnant women 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

At least once 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Visual 
Impairment in Children 
Ages 6 months to 5 
Years 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/vision-in-
children-ages-6-months-
to-5-years-screening 

(September 2017) 

Grade: B 

Screening and 
Behavioral Counseling 
Interventions in Primary 
Care to Reduce Alcohol 
Misuse 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/unhealthy-
alcohol-use-in-
adolescents-and-adults-
screening-and-
behavioral-counseling-
interventions 

(November 2018) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Alcoholism treatment: 

H&SC 1367.2(a) 

IC 10123.6 

Nicotine or chemical 
dependency treatment 
in licensed alcoholism 
or chemical 
dependency facilities: 

H&SC 1367.2(b) 

IC 10123.6 

Maternity services: 

IC 10123.865 

IC 10123.866 
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https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/vision-in-children-ages-6-months-to-5-years-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/vision-in-children-ages-6-months-to-5-years-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/vision-in-children-ages-6-months-to-5-years-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/vision-in-children-ages-6-months-to-5-years-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/vision-in-children-ages-6-months-to-5-years-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/vision-in-children-ages-6-months-to-5-years-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/unhealthy-alcohol-use-in-adolescents-and-adults-screening-and-behavioral-counseling-interventions


  

    

 

  

 

 

      

    

 

  
 

  
 

 
 

 

 

  

 
 

  

   

 

 

 

 

 

    

 
 

 

  
 

 
 

 

 
 

 

 

    

 

 

 

 

 

 
  

  
 

 

 

    
 

 

 
  

 
 

 

  
 

 
 

 

 

 

  

 

 

 

 

 

 
 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

37 

38 

39 

Condition or 
Disease 

Bacteriuria 

Breastfeeding 

Depression 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Urine culture Pregnant women who 
are asymptomatic 

Interventions to Pregnant women, 
support new mothers, and 
breastfeeding their children 

Counseling Pregnant and 
interventions postpartum persons 
(provision of or who are at increased 
referral to) risk of perinatal 

depression 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

At 12 to 16 weeks’ 
gestation or at the first 
prenatal visit, if later 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

During pregnancy and 
after birth 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening of 
Asymptomatic 
Bacteriuria 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/asymptomati 
c-bacteriuria-in-adults-
screening1 

(September 2019) 

Grade: B 

Primary Care 
Interventions to Support 
Breastfeeding 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/breastfeedin 
g-primary-care-
interventions 

(October 2016) 

Grade: B 

Perinatal Depression: 
Preventive Interventions 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/perinatal-
depression-preventive-
interventions 

(February 2019) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternal mental 
health: 

H&SC 1367.625 

IC 10123.867 
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https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/asymptomatic-bacteriuria-in-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/asymptomatic-bacteriuria-in-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/asymptomatic-bacteriuria-in-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/asymptomatic-bacteriuria-in-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/asymptomatic-bacteriuria-in-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/asymptomatic-bacteriuria-in-adults-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breastfeeding-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breastfeeding-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breastfeeding-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breastfeeding-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breastfeeding-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/breastfeeding-primary-care-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/perinatal-depression-preventive-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/perinatal-depression-preventive-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/perinatal-depression-preventive-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/perinatal-depression-preventive-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/perinatal-depression-preventive-interventions
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/perinatal-depression-preventive-interventions


  

    

 

  

 

 

      

   
 

 
 

 

  
  

  

  
 

  
 

 

 

  
 

    

 

 

 

 

 

 
 

 

 

   
 

    
 

 
 

 

 

  
 

 

   

  

 

 

 

 

   
   

 

   
 

 
 

 
 

  
 

 
 

 

 

  

    

 

 

 

 

 

 

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

40 

41 

42 

Condition or 
Disease 

Gestational 
diabetes 

(Topic is in the 
process of being 
updated) 

Hepatitis B virus 
(HBV) infection 

Human immuno-
deficiency virus 
(HIV) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Screening Asymptomatic 
pregnant women after 
24 weeks gestation 

Screening Pregnant women 

Screening Pregnant women -
including women who 
present in labor who 
are untested and 
whose HIV status is 
unknown 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

At first prenatal visit 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Gestational 
Diabetes Mellitus 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/gestational-
diabetes-mellitus-
screening 

(January 2014) 

Grade: B 

Screening for Hepatitis B 
Virus Infection in 
Pregnancy 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/hepatitis-b-
virus-infection-in-
pregnant-women-
screening 

(July 2019) 

Grade: A 

Screening for HIV 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/human-
immunodeficiency-virus-
hiv-infection-screening1 

(June 2019) 

Grade: A 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternity services: 

IC 10123.865 

IC 10123.866 

Diabetes (including 
gestational): 

H&SC 1367.51 

IC 10176.61 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternity services: 

IC 10123.865 

IC 10123.866 

HIV testing: 

H&SC 1367.46 

IC 10123.91 
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https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/gestational-diabetes-mellitus-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/gestational-diabetes-mellitus-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/gestational-diabetes-mellitus-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/gestational-diabetes-mellitus-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/gestational-diabetes-mellitus-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/gestational-diabetes-mellitus-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/hepatitis-b-virus-infection-in-pregnant-women-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/hepatitis-b-virus-infection-in-pregnant-women-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/hepatitis-b-virus-infection-in-pregnant-women-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/hepatitis-b-virus-infection-in-pregnant-women-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/hepatitis-b-virus-infection-in-pregnant-women-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/hepatitis-b-virus-infection-in-pregnant-women-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/hepatitis-b-virus-infection-in-pregnant-women-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1


  

    

 

  

 

 

      

   
 

 
 
 

 

 
 

  

  
 

 
 

 

 
 

 

 

    

 

 

 

 

 

    
 

 

   
 

 
 

 

 

 

  

 

 

 

 

 

   

 
 

 

 
 

  

  
 

 
 

 

 

  
 

 
 

  

 

 

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

43 

44 

45 

Condition or 
Disease 

Neural tube 
defects 

Preeclampsia 

Preeclampsia 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Folic acid Women who are 
supplementation to planning or are 
prevent neural tube capable of pregnancy 
defects 

Screening with blood Pregnant women 
pressure 
measurements 

Low-dose Aspirin Pregnant women at 
(81 mg/d) high risk for 

preeclampsia, after 
12 weeks gestation 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Daily supplement 
containing 0.4 to 0.8 
mg (400 to 800 µg) of 
folic acid 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Folic Acid to Prevent 
Neural Tube Defects 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/folic-acid-for-
the-prevention-of-neural-
tube-defects-preventive-
medication 

(January 2017) 

Grade: A 

Preeclampsia: Screening 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/preeclampsi 
a-screening1 

(April 2017) 

Grade: B 

Low-Dose Aspirin for the 
Prevention of Morbidity 
and Mortality from 
Preeclampsia 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/low-dose-
aspirin-use-for-the-
prevention-of-morbidity-
and-mortality-from-
preeclampsia-preventive-
medication 

(September 2014) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternity services: 

IC 10123.865 

IC 10123.866 
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https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/folic-acid-for-the-prevention-of-neural-tube-defects-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/folic-acid-for-the-prevention-of-neural-tube-defects-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/folic-acid-for-the-prevention-of-neural-tube-defects-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/folic-acid-for-the-prevention-of-neural-tube-defects-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/folic-acid-for-the-prevention-of-neural-tube-defects-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/folic-acid-for-the-prevention-of-neural-tube-defects-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/folic-acid-for-the-prevention-of-neural-tube-defects-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/preeclampsia-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/preeclampsia-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/preeclampsia-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/preeclampsia-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/preeclampsia-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/low-dose-aspirin-use-for-the-prevention-of-morbidity-and-mortality-from-preeclampsia-preventive-medication


  

    

 

  

 

 

      

  
 

 
 

   
 

 
 

 

 

 
 

    

 

 

 

 

 

  
  

 
 

   
   

 

  
 

 
 

 

 

 
 

    

 

 

 

 

 

       
 

 
 

 

 

  
 

    

 

 

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

46 

47 

48 

Condition or 
Disease 

Rh (D) 
incompatibility 

Rh (D) 
incompatibility 

Syphilis infection 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Rh (D) blood typing Pregnant women 
and antibody testing 

Repeated Rh (D) Pregnant women who 
antibody testing are unsensitized Rh 

(D)-negative at 24-28 
weeks’ gestation, 
unless the biological 
father is known to be 
Rh (D)-negative 

Early screening Pregnant women 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

During first visit for 
pregnancy-related care 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Rh (D) 
Incompatibility 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/rh-d-
incompatibility-screening 

(February 2004) 

Grade: A 

Screening for Rh (D) 
Incompatibility 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/rh-d-
incompatibility-screening 

(February 2004) 

Grade: B 

Screening for Syphilis 
Infection in Pregnancy 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/syphilis-
infection-in-pregnancy-
screening1 

(September 2018) 

Grade: A 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternity services: 

IC 10123.865 

IC 10123.866 

Current as of February 3, 2020 www.chbrp.org 24 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/rh-d-incompatibility-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-pregnancy-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-pregnancy-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-pregnancy-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-pregnancy-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-pregnancy-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-pregnancy-screening1


  

    

 

  

 

 

      

    

 
 

 

 
 

 
 

 
 

 

   
 

 
 

 

 

 
 

 
 

 
 

    

 

 

 

 

 

 

   
 

 
 

 

  
 

  

 
 

 
 

 
 

 

 

  
 

  

 

 

 

 

 

 
  

  
 

 

 

 
  

  
 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# Condition or 
Disease 

49 Tobacco use 

(Topic is in the 
process of being 
updated) 

Sexual Health 

50 Chlamydial 
infection 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Ask about tobacco Pregnant women 
use, advise them to 
stop using tobacco, 
and provide 
behavioral 
interventions for 
cessation 

Screening Sexually active 24 and younger and 
women older women at 

increased risk for 
infection 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Behavioral and 
Pharmacotherapy 
Interventions for Tobacco 
Smoking Cessation in 
Adults, Including 
Pregnant Women 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/tobacco-use-
in-adults-and-pregnant-
women-counseling-and-
interventions1 

(September 2015) 

Grade: A 

Screening for Chlamydia 
and Gonorrhea 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/chlamydia-
and-gonorrhea-screening 

(September 2014) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternity services: 

IC 10123.865 

IC 10123.866 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

Current as of February 3, 2020 www.chbrp.org 25 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening


  

    

 

  

 

 

      

   

 
 

 

  
 

  

 
 

 
 

 
 

 

 

  
 

  

 

 

 

 

 

 
  

  
 

 

 

 
  

  
 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

51 

Condition or 
Disease 

Gonorrhea 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Screening Sexually active 24 and younger and 
women older women at 

increased risk of 
infection 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Chlamydia 
and Gonorrhea 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/chlamydia-
and-gonorrhea-screening 

(September 2014) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

Current as of February 3, 2020 www.chbrp.org 26 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/chlamydia-and-gonorrhea-screening


  

    

 

  

 

 

      

   
 

  

 

 

 
  

  
 

 
 

 
 

 
 

 

 

 
 

 

  

 

 

 

 

 

 
  

 

  

 

 
  

  
 

 

 

 
  

  
 

 

 

   
 

 

   
  

 

 

 
 

 
 

 

 

  

    

 

 

 

 

 

 
  

  
 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

Federal Mandates as Specified by Reference to USPSTF 

# Condition or 
Disease 

Test, Treatment, or 
Service 

Specified 
Sex/Other22 Specified Age/Other23 Terms24 

USPSTF A or B 
Recommendation20 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

52 Human immune-
deficiency virus 
(HIV) 

Pre-exposure 
prophylaxis (PrEP) 
with effective 
antiretroviral therapy 

Adolescents, adults 
and seniors who are at 
high risk of HIV 
acquisition 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Prevention of Human 
Immunodeficiency Virus 
(HIV) Infection: 
Preexposure Prophylaxis 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/prevention-
of-human-
immunodeficiency-virus-
hiv-infection-pre-
exposure-prophylaxis 

(June 2019) 

Grade: A 

PrEP and PEP for 
prevention of HIV: 

H&SC: 1342.74 

IC 10123.1933 

Combination 
antiretroviral drug 
treatments for 
prevention of HIV: 

H&SC 1342.72 

IC 10123.1931 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

53 Human immuno-
deficiency virus 
(HIV) 

Screening Adolescents and 
adults aged 15 to 65 
as well as younger and 
older persons at 
increased risk 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Screening for HIV 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/human-
immunodeficiency-virus-
hiv-infection-screening1 

(June 2019) 

Grade: A 

HIV testing: 

H&SC 1367.46 

IC 10123.91 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

Current as of February 3, 2020 www.chbrp.org 27 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prevention-of-human-immunodeficiency-virus-hiv-infection-pre-exposure-prophylaxis
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/human-immunodeficiency-virus-hiv-infection-screening1


  

    

 

  

 

 

      

   
 

 

 
 

 

 
 

  
 

 
 

 
 

 

 

 
 

 

    

 

 

 
  

  
 

 

 

 
  

  
 

 

 

   
 

 

 
 

 

 
 

  
 

 
  

 
 

 

 

 
 

 

    

 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

54 

55 

Condition or 
Disease 

Sexually 
transmitted 
infections (STIs) 

(Topic is in the 
process of being 
updated) 

Sexually 
transmitted 
infections (STIs) 

(Topic is in the 
process of being 
updated) 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Intensive behavioral Adolescents who are 
counseling sexually active 

Intensive behavioral Adults at increased 
counseling risk for STIs 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Behavioral Counseling to 
Prevent Sexually 
Transmitted Infections 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/sexually-
transmitted-infections-
behavioral-counseling1 

(September 2014) 

Grade: B 

Behavioral Counseling to 
Prevent Sexually 
Transmitted Infections 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/sexually-
transmitted-infections-
behavioral-counseling1 

(September 2014) 

Grade: B 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

None identified 

Current as of February 3, 2020 www.chbrp.org 28 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/sexually-transmitted-infections-behavioral-counseling1


  

    

 

  

 

 

      

      
  

 
 

 
 

 
 

 

 

  
 

    

 

 

 
  

  
 

 

 

 
  

  
 

 

 

Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

56 

Condition or 
Disease 

Syphilis infection 

Federal Mandates as Specified by Reference to USPSTF 

Test, Treatment, or Specified Specified Age/Other23 
Service Sex/Other22 

Screening Asymptomatic non-
pregnant adolescents 
and adults at 
increased risk 

Terms24 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

USPSTF A or B 
Recommendation20 

Screening for Syphilis 
Infection 

https://www.uspreventive 
servicestaskforce.org/Pa 
ge/Document/UpdateSu 
mmaryFinal/syphilis-
infection-in-nonpregnant-
adults-and-adolescents 

(June 2016) 

Grade: A 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law21 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

Current as of February 3, 2020 www.chbrp.org 29 

http://www.chbrp.org/
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-nonpregnant-adults-and-adolescents
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-nonpregnant-adults-and-adolescents
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-nonpregnant-adults-and-adolescents
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-nonpregnant-adults-and-adolescents
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-nonpregnant-adults-and-adolescents
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/syphilis-infection-in-nonpregnant-adults-and-adolescents
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

Table 2. Federal Health Insurance Benefit Mandates as Specified by Reference to HRSA-Supported Health Plan Coverage Guidelines for 
Women’s Preventive Services27 & Related Mandates in California State Law28,29 

# 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines HRSA Supported 
Health Plan Coverage 

Guidelines for 
Women’s Preventive 

Services30 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law31 

Condition or 
Disease 

Test, Treatment, or 
Service 

Specified 
Sex/Other32 Specified Age/Other33 Terms34 

HRSA-supported Health Plan Coverage Guidelines for Women’s Preventive Services were updated on 12/20/2016. 

1 Breast Cancer Mammography Women at average 
risk of breast cancer 

Initiate between ages 
40 and 50 through at 
least age 74 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Biennially and as 
frequently as annually 

Breast Cancer Screening 
for Average-Risk Women 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Breast cancer 
screening, diagnosis, 
and treatment: 

H&SC 1367.6 

IC 10123.8 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

27 Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act. 
28 For brevity, CHBRP has not listed in each row the California mandate (H&SC 1367.002 & IC 10112.2) which requires compliance with federal laws and regulations requiring 
coverage of preventive services without cost-sharing (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). 
29 CHBRP is aware that state regulation may require benefit coverage, but is focusing this resource on health insurance benefit mandate laws. 
30 Unless otherwise noted, the links listed below were accessed on or before 2/3/2020. 
31 Unless otherwise noted, the mandates listed below were reviewed on or before 2/3/2020. 
32 “Other” is included here in order to specify pregnant or non-pregnant women. 
33 “Other” is included here when more details are available about the intended group, beyond age. 
34 Italicized terms are explicit in the federal law (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). Non-italicized terms of benefit coverage 
are implied by the referenced recommendation. 

Current as of February 3, 2020 www.chbrp.org 30 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

2 

3 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines 

Condition or Test, Treatment, or Specified Specified Age/Other33 Terms34 
Disease Service Sex/Other32 

Breastfeeding Comprehensive Women, during the Without cost-sharing 
lactation support antenatal, perinatal, when in-network 
services, including and the postpartum As soon as 12 months counseling, period after recommendation education, and release breastfeeding 
equipment and 
supplies 

Cervical Cancer Cervical Cytology 21 to 65 Without cost-sharing 
(Pap test) when in-network 

As soon as 12 months 
after recommendation 
release 

Women 21 to 29 
should be screened 
every 3 years 

Women 30 to 65 
should be screened 
with cytology and HPV 
testing every 5 years, 
or cytology alone every 
3 years 

Women with average 
risk should not be 
screened more than 
once every 3 years 

HRSA Supported 
Health Plan Coverage 

Guidelines for 
Women’s Preventive 

Services30 

Breastfeeding services 
and supplies 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Screening for Cervical 
Cancer 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law31 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Cancer screening 
tests: 

H&SC 1367.665 

IC 10123.20 

Cervical cancer 
screening: 

H&SC 1367.66 

IC 10123.18 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

4 

5 

Condition or 
Disease 

Contraception 

Diabetes 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines 

Test, Treatment, or Specified Specified Age/Other33 Terms34 
Service Sex/Other32 

Full range of Food Women with Without cost-sharing 
and Drug reproductive capacity when in-network 
Administration (FDA) As soon as 12 months approved after recommendation contraceptive releasemethods, effective 
family planning 
practices, and 
sterilization 
procedures. 

Counseling, initiation 
of contraceptive use, 
and follow-up care 

NOTE: Exemptions 
for religious 
employers or 
employers with 
moral objections 
may be granted by 
HRSA35 

Screening Post-partum women Without cost-sharing 
with a history of when in-network 
gestational diabetes As soon as 12 months and who have not after recommendation been previously release diagnosed with type 2 
diabetes Should occur within 

the first year and as 
early as 4-6 weeks 
post-partum 

Women with negative 
tests should be 
rescreened at least 
every 3 years for a 
minimum of 10 years 
after pregnancy 

HRSA Supported 
Health Plan Coverage 

Guidelines for 
Women’s Preventive 

Services30 

Contraceptive methods 
and counseling 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Screening for Diabetes 
Mellitus after pregnancy 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law31 

Contraceptive devices 
requiring a 
prescription: 

H&SC 1367.25 

IC 10123.196 

Reproductive health 
care services: 

H&SC 1367.31 

IC 10123.202 

Diabetes (including 
gestational): 

H&SC 1367.51 

IC 10176.61 

35 See Federal Register /Vol. 82, No. 197 /Friday, October 13, 2017 /Rules and Regulations available at: https://www.gpo.gov/fdsys/pkg/FR-2017-10-13/pdf/2017-21851.pdf. 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

6 

7 

8 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines 

Condition or Test, Treatment, or Specified Specified Age/Other33 Terms34 
Disease Service Sex/Other32 

Gestational Screening Pregnant women, Without cost-sharing 
diabetes between 24 and 28 when in-network 

weeks of gestation (or As soon as 12 months at first prenatal visit after recommendation for women at high risk release for diabetes) 

Human immuno- Prevention Adolescent and adult Without cost-sharing 
deficiency virus education and risk women when in-network 
(HIV) assessment As soon as 12 months 

after recommendation 
release 

Annually 

Human immuno- Screening Adolescent and adult Without cost-sharing 
deficiency virus women, women with when in-network 
(HIV) an increased risk of As soon as 12 months HIV infection, after recommendation pregnant women release 

All women should be 
tested for HIV at least 
once during their 
lifetime 

Screening annually or 
more often may be 
appropriate for women 
with an increased risk 
of HIV infection 

All pregnant women 
upon initiation of 
prenatal care with 
retesting based on risk 
factors 

HRSA Supported 
Health Plan Coverage 

Guidelines for 
Women’s Preventive 

Services30 

Screening for gestational 
diabetes 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Screening for human 
immune-deficiency virus 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Screening for human 
immune-deficiency virus 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law31 

Maternity services: 

IC 10123.865 

IC 10123.866 

Diabetes (including 
gestational): 

H&SC 1367.51 

IC 10176.61 

HIV testing: 

H&SC 1367.46 

IC 10123.91 

HIV testing: 

H&SC 1367.46 

IC 10123.91 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

9 

10 

11 

Condition or 
Disease 

Interpersonal 
and domestic 
violence 

Sexually 
transmitted 
infections (STI) 

Urinary 
Incontinence 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines 

Test, Treatment, or Specified Specified Age/Other33 Terms34 
Service Sex/Other32 

Screening and, Women Adolescent and adult Without cost-sharing 
when needed, when in-network 
providing or referring As soon as 12 months for initial intervention after recommendation services release 

At least annually 

Counseling Women who are Adolescent and adult Without cost-sharing 
sexually active and at when in-network 
an increased risk for As soon as 12 months STIs after recommendation 

release 

Directed behavioral 
counseling by a health 
care provider or other 
appropriately trained 
individual 

Screening Women Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Annually 

Women should be 
referred for further 
evaluation and 
treatment if indicated 

HRSA Supported 
Health Plan Coverage 

Guidelines for 
Women’s Preventive 

Services30 

Screening and 
counseling for 
interpersonal and 
domestic violence 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Counseling for sexually 
transmitted infections for 
all sexually active women 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Screening for Urinary 
Incontinence 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law31 

None identified 

None identified 

None identified 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

12 

Condition or 
Disease 

Wellness 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines 

Test, Treatment, or Specified Specified Age/Other33 Terms34 
Service Sex/Other32 

Well-woman Women Adolescents and Without cost-sharing 
preventive care adults when in-network 
visit(s), including As soon as 12 months preconception, after recommendation prenatal and releaseinterconception care, 
that are age and Annually, although 
developmentally several visits may be 
appropriate36 needed to obtain all 

necessary 
recommended 
preventive services, 
depending on health 
status, health needs, 
and other risk factors 

HRSA Supported 
Health Plan Coverage 

Guidelines for 
Women’s Preventive 

Services30 

Well-woman visits 

https://www.hrsa.gov/wo 
mens-guidelines-
2016/index.html 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law31 

Multiple mandates 
relate. See specific 
conditions or 
disorders. 

Any related health 
insurance benefit 
mandate in California 
state law in this 
document that relates 
to women. 

36 The guideline indicates that the well-woman visit includes, as appropriate, any test, treatment, or service referenced by the HRSA-supported health plan coverage guidelines for 
women’s preventive services (which are the focus of this table) as well as any referenced by the federal preventive services health insurance benefit mandate (which are the focus of 
this resource). 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

Table 3. Federal Health Insurance Benefit Mandates as Specified by Reference to HRSA-Supported Comprehensive Guidelines for Infants, 
Children, and Adolescents37 & Related Mandates in California State Law38,39 

# 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines HRSA Supported 
Comprehensive 

Guidelines for Infants, 
Children, and 

40Adolescents

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law41 

Condition or 
Disease 

Test, Treatment, or 
Service Specified Sex/Other Specified Age/Other Terms42 

In the rows that follow, recommendations released less than 12 months prior to 2/3/2020 are highlighted in the same color as this cell. 

1 Wellness Screening (many, 
which includes 
autism screening)— 
for full list, see Bright 
Futures schedule 
(see link in this row, 
next to last column) 

21 and younger, with 
varied ages for varied 
screenings – for full 
list, see Bright Futures 
schedule (see link in 
this row, next to last 
column) 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Per-child screening 
repetition coverage 
requirements vary by 
age and screening – 
for full list, see Bright 
Futures schedule (see 
links in this row, next 
to last column) 

Recommendations for 
Pediatric Preventive 
Health Care 

Bright Futures/ American 
Academy of Pediatrics 

https://www.aap.org/en-
us/Documents/periodicity 
_schedule.pdf (2019) 

Comprehensive 
preventive care for 
children aged 16 years 
or younger:43 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 42 

H&SC 1367.3 

IC 10123.55 

37 Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act. 
38 For brevity, CHBRP has not listed in each row the California mandate (H&SC 1367.002 & IC 10112.2) which requires compliance with federal laws and regulations requiring 
coverage of preventive services without cost-sharing (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). 
39 CHBRP is aware that state regulation may require benefit coverage, but is focusing this resource on health insurance benefit mandate laws. 
40 Unless otherwise noted, the links listed below were accessed on or before 2/3/2020. 
41 Unless otherwise noted, the mandates listed below were reviewed on or before 2/3/2020. 
42 Italicized terms are explicit in the federal law (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). Non-italicized terms of benefit coverage 
are implied by the referenced recommendation. 
43 This statute references a similar but older (1987) set of American Academy of Pediatrics recommendations. 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

2 

Condition or 
Disease 

Wellness 

Federal Mandates as Specified by Reference to HRSA-Supported Guidelines 

Test, Treatment, or Specified Sex/Other Specified Age/Other Terms42 
Service 

Screening (many)— Newborns and children Without cost-sharing 
for full list, see – for full list, see when in-network 
Heritable Disorders Heritable Disorders As soon as 12 months panel (see link in panel (see link in this after recommendation this row, next to last row, next to last release column) column) 

HRSA Supported 
Comprehensive 

Guidelines for Infants, 
Children, and 

40Adolescents

Recommended Uniform 
Screening Panel of the 
Secretary’s Advisory 
Committee on Heritable 
Disorders in Newborns 
and Children 

https://www.hrsa.gov/site 
s/default/files/hrsa/adviso 
ry-committees/heritable-
disorders/rusp/rusp-
uniform-screening-
panel.pdf 

(Includes 
recommendations in 
effect as of July 2018) 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law41 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.542 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

Table 4. Federal Health Insurance Benefit Mandates as Specified by ACIP Recommendations 44,45 

# 

Federal Mandates as Specified by Reference to ACIP Recommendations 
ACIP 

Recommendations 46 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law47 

Condition or 
Disease 

Test, Treatment, or 
Service Specified Sex/Other Specified Age/Other Terms48 

In the rows that follow, recommendations released less than 12 months prior to 2/3/2020 are highlighted in the same color as this cell. 

1 Vaccine 
preventable 
diseases 

Immunizations 
(many) – for the full 
list, see the ACIP 
schedule (see link in 
this row, next to last 
column) 

0 through 18 years, 
with varied ages for 
varied immunizations – 
for the full list, see 
ACIP schedule (see 
link in this row, next to 
last column) 

Without cost-sharing 
when in-network 

As soon as 12 months 
after recommendation 
release 

Per-child/adolescent 
immunization repetition 
coverage requirements 
vary by age and 
immunization – for the 
full list, see ACIP 
schedule (see link in 
this row, next to last 
column) 

Recommended 
immunization schedules 
for children and 
adolescents aged 18 
years or younger— 
United States, 2019 
(Table 1) 

https://www.cdc.gov/vacc 
ines/schedules/download 
s/child/0-18yrs-child-
combined-schedule.pdf 

(Includes 
recommendations in 
effect as of February 22, 
2019) 

Maternity services: 

IC 10123.865 

IC 10123.866 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

44 For brevity, CHBRP has not listed in each row the California mandate (H&SC 1367.002 & IC 10112.2) which requires compliance with federal laws and regulations requiring 
coverage of preventive services without cost-sharing (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). 
45 CHBRP is aware that state regulation may require benefit coverage, but is focusing this resource on health insurance benefit mandate laws. 
46 Unless otherwise noted, the links listed below were accessed on or before 2/3/2020. 
47 Unless otherwise noted, the mandates listed below were reviewed on or before 2/3/2020. 
48 Italicized terms are explicit in the federal law (Affordable Care Act Section 1001, modifying Section 2713 of the Public Health Service Act). Non-italicized terms of benefit coverage 
are implied by the referenced recommendation. 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

# 

2 

3 

Condition or 
Disease 

Vaccine 
preventable 
diseases 

Vaccine 
preventable 
diseases 

Federal Mandates as Specified by Reference to ACIP Recommendations 

Test, Treatment, or Specified Sex/Other Specified Age/Other Terms48 
Service 

Catch-up 4 months through 18 Without cost-sharing 
immunizations years, who start late or when in-network 
(many) – for the full who are more than 1 As soon as 12 months list, see the ACIP month behind, with after recommendation schedule (see link in varied ages for varied release this row, next to last immunizations – for 
column) the full list, see ACIP Per-child/adolescent 

schedule (see link in immunization repetition 
this row, next to last coverage requirements 
column) vary by age and 

immunization - for the 
full list, see ACIP 
schedule (see link in 
this row, next to last 
column) 

Immunizations Adults 19 and older, Without cost-sharing 
(many) – for the full with varied ages for when in-network 
list, see the ACIP varied immunizations – As soon as 12 months schedule (see link in for the full list, see after recommendation this row, next to last ACIP schedule (see release column) link in this row, next to 

last column) Per-adult immunization 
repetition coverage 
requirements vary by 
age and immunization 
– for the full list, see 
ACIP schedule (see 
link in this row, next to 
last column) 

ACIP 
Recommendations 46 

Catch-up immunization 
schedule for persons 
aged 4 months through 
18 years who start late or 
are more than 1 month 
behind—United States, 
2019 (Table 2) 

https://www.cdc.gov/vacc 
ines/schedules/download 
s/child/0-18yrs-child-
combined-schedule.pdf 

(Includes 
recommendations in 
effect as of February 22, 
2019) 

Recommended 
immunization schedule 
for adults aged 19 years 
or older—United States, 
2019 

https://www.cdc.gov/vacc 
ines/schedules/download 
s/adult/adult-combined-
schedule.pdf 

(Includes 
recommendations in 
effect as of February 19, 
2019) 

Related Health 
Insurance Benefit 

Mandate(s) in 
California State Law47 

Comprehensive 
preventive care for 
children aged 16 years 
or younger: 

H&SC 1367.35 

IC 10123.5 

Comprehensive 
preventive care for 
children aged 17 and 
18 years: 

H&SC 1367.3 

IC 10123.55 

None identified 
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Resource: Federal Preventive Services Health Insurance Benefit Mandate and CA’s Mandates 

ABOUT CHBRP 
The California Health Benefits Review Program (CHBRP) was established in 2002. As per its authorizing 
statute, CHBRP provides the California Legislature with independent analysis of the medical, financial, 
and public health impacts of proposed health insurance benefit-related legislation. The state funds 
CHBRP through an annual assessment on health plans and insurers in California. 

An analytic staff based at the University of California, Berkeley, supports a task force of faculty and 
research staff from multiple University of California campuses to complete each CHBRP analysis. A strict 
conflict-of-interest policy ensures that the analyses are undertaken without bias. A certified, independent 
actuary helps to estimate the financial impact. Content experts with comprehensive subject-matter 
expertise are consulted to provide essential background and input on the analytic approach for each 
report. Detailed information on CHBRP’s analysis methodology, authorizing statute, as well as all CHBRP 
reports and other publications are available at http://www.chbrp.org/ 

CHBRP Staff 
California Health Benefits Review Program 

John Lewis, MPA, Associate Director 
Garen Corbett, MS, Director 

MC 3116 
Adara Citron, MPH, Principal Policy Analyst Berkeley, CA 94720-3116 
Ana Ashby, MPP, Policy Analyst info@chbrp.org 
Karen Shore, PhD, Contractor* 

*Karen Shore, PhD, is an Independent Contractor with whom CHBRP works to support legislative analyses and other special 
projects on a contractual basis. 

CHBRP is an independent program administered and housed by the University of California, Berkeley, in 
the Office of the Vice Chancellor for Research. 

CHBRP assumes full responsibility for the report and the accuracy of its contents. All CHBRP bill 
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Abstract 

Context: State governments have been powerful sites of Republican resistance to the imple-

mentation of the Affordable Care Act (ACA), the Democratic Party’s signature 2010 law. By 

infuencing how citizens experience the ACA, state-level implementation can affect the national-

level political implications of the law. 

Methods: I examine three largely unstudied areas of marketplace implementation: navigator 

laws, transitional plan termination, and rating area confgurations. For each policy area, I use linear 

probability models to investigate the determinants of state lawmakers bolstering or eroding mar-

ketplaces. 

Findings: In each case, Democrat-controlled states were more likely to bolster marketplaces than 

Republican-controlled states were, with decisions more polarized in those policy areas—navigator 

laws and transitional plan termination—and with greater potential for national-level feedback. For 

navigator laws, where Republican state lawmakers were most cross-pressured by national party 

interests and local interests, marketplace eroding policy was highly associated with strength of 

conservative networks. 

Conclusion: Crafters of federal legislation cannot expect state lawmakers to universally imple-

ment federal law to maximize the direct benefts to their constituents. Rather, we should expect 

state lawmakers to, in many instances, implement federal law in ways that beneft their parties. 

Keywords ACA implementation, Affordable Care Act, health insurance market-

places, federalism, policy feedback 

In 2017, following the failure of congressional Republicans to pass a 

“repeal and replace” bill, the Trump administration introduced several 
executive actions that have undermined the Affordable Care Act’s (ACA) 
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health insurance marketplaces (see, e.g., Giovannelli and Curran 2018). 

The administration cut the open enrollment period in half, slashed 
funding for organizations tasked with helping individuals enroll in health 

insurance plans (Bump 2017), and more dramatically, announced that the 
federal government would not be paying out Cost-Sharing Reduction 

subsidies in 2018 (Jost 2017b). The Trump administration’s undermining 
of ACA marketplaces likely comes as no surprise to close observers of 
ACA implementation. Journalistic accounts have been noting for several 

years the subtler undermining of ACA marketplaces pursued mainly in 
Republican-controlled states (see, e.g. Levey 2016).1 

Why would state governments choose policies that limited the choice 
and affordability of health insurance for constituents? In an era of extreme 

partisan polarization and nationalization of state politics (Hopkins 2018; 
Rogers 2017), I propose that state policy might be used as a tool for political 

competition between national-level parties and interest groups. 
Political scientists have long understood that public policy can have 

important consequences for politics through “policy feedback” processes 
(e.g., Pierson 1993). But scholars have only recently analyzed the ques-
tion of when strategic lawmakers might be able to use policy for politi-

cal gain (Anzia and Moe 2016). Moreover, existing work has not consid-
ered explicitly cases in which state policy choices infuence politics at the 

national level—or more generally, where policies have multilevel feed-
back effects. 

This is potentially a serious oversight, since state policy can infuence 
national political battles in crucial ways. Most directly, state governments 

determine how votes are translated into national-level representation by 
drawing congressional districts (Stephanopoulos and McGhee 2015). State 
policies, such as felon disenfranchisement, also infuence who is eligi-

ble to cast ballots in the frst place (see, e.g., Highton 2017). State policy 
can also strengthen or weaken organized groups like unions that seek to 

infuence policy in multiple states and federally (Feigenbaum, Hertel-
Fernandez, and Williamson 2018; Flavin and Hartney 2015). Finally, state 

policy can infuence how a national law is experienced by citizens, and 
therefore shape the degree to which that policy produces political gains or 

losses. In the case of the ACA, state policies that led to poorly function-
ing marketplaces made the ACA more vulnerable to repeal and gave the 

national-level Republican Party the opportunity to lay blame on their 

1. Interestingly, analysis from the Kaiser Family Foundation suggests that Trump Adminis-
tration policies have led to reduced enrollment in Federally Facilitated Marketplaces (FFMs), but 
not in the generally Democrat-controlled State-Based Marketplaces (SBMs). 
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political opponents (Arnold 1992). On the other hand, state policies that led 

to well-functioning marketplaces gave the national-level Democratic 
Party the opportunity to claim credit. 

ACA marketplace implementation is a well-suited and important case 
for considering the factors that motivate state governments to enact poli-

cies with national-level feedback effects. The high salience and polarized 
nature of the ACA renders marketplace performance, and therefore state 
marketplace implementation policy, highly consequential for national polit-

ical battles. Furthermore, state control over technical, low-salience aspects 
of marketplace implementation provides a golden opportunity for law-

makers to infuence marketplace performance while remaining frmly in 
voters’ “blind spots” (Bawn et al. 2012). 

I propose a framework for understanding the politics of ACA market-
place implementation that accounts for implementation policies’ potential 

to produce national-level political feedback. State lawmakers are generally 
likely to pass policies that beneft their political parties, meaning Demo-

crats would tend to bolster marketplaces and Republicans would tend 
to erode them.2 But for certain policy decisions state lawmakers faced a 
tension between local interests and the interests of the national party. 

Republican lawmakers in particular were cross-pressured by their con-
stituents’ interest in functional marketplaces and their party’s interest in 

undermining the marketplaces. I highlight the importance of other mech-
anisms like federated ideological groups that might push state lawmakers 

to prioritize national-level interests at the expense of local interests. 
I present evidence consistent with this framework from three largely 

unstudied areas of ACA marketplace implementation: navigator laws, 
transitional plan termination, and rating area confgurations.3 While these 
policies were generally low salience, they had the potential to meaning-

fully infuence the performance of marketplaces.4 In each case, Democrat-
controlled states were more likely to bolster marketplaces than Republican-

controlled states were, with decisions more polarized in those policy 
areas—navigator laws and transitional plan termination —with greater 

potential for national-level feedback. Moreover, for navigator laws, where 
Republican state lawmakers were most cross-pressured, marketplace-

eroding policies were more common in states with strong conservative 
networks. 

2. This political logic refers in particular to the Obama era, and has likely changed under the 
Trump administration. 

3. While the effects of these decisions have been studied, little attention has been paid to their 
determinants. 

4. Transitional plan termination was relatively higher salience for those constituents whose 
plans were terminated. 
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Background on ACA Marketplaces 

The marketplaces provide a number of functions within the ACA health 

insurance regime. First, by eliminating medical underwriting, they pool 
risk across consumers such that those expected to incur high costs have 

greater access to affordable plans. Second, by mandating that plans are 
standardized, categorized into tiers according to actuarial value, and sold 

on government-run websites, the marketplaces allow consumers to more 
easily compare plans. Third, the marketplaces provide a mechanism for the 

delivery of income-based subsidies for both premiums and cost sharing. 
Initial health reform packages proposed by Democratic congressional 

leaders in 2009 included a public option as a federal backstop in the case 

that private insurer offerings failed to offer consumers the competition-
driven choice and affordability promised by marketplace proponents. How-

ever, the public option was ultimately dropped from legislation in order to 
retain the votes of conservative-leaning Senate Democrats like Ben Nelson 

of Nebraska (Klein 2013). Absent a public option, the fate of the ACAwas 
heavily exposed to the ability and motivation of states to promote func-

tional marketplaces. 
This exposure has proven costly. State governments, particularly those 

controlled by Republicans, have adopted a variety of policies that studies 
demonstrate have had negative effects on the marketplaces. Most notably, 
nonexpansion of Medicaid pushed lower-income individuals, who tend 

to be of lower health status, onto marketplaces, reducing the health of the 
enrollee risk pool and putting upward pressure on premiums (Sen and 

DeLeire 2016). The vast majority of Republican-controlled states also 
declined to establish State-Based Marketplaces (SBMs) despite the fnan-

cial incentives offered by the federal government to do so. Recent work 
indicates SBMs tend to outperform Federally Facilitated Marketplaces 

(FFMs), likely in part due to greater outreach and enrollment funding 
leading to higher enrollment rates (Zhu, Polsky, and Zhang 2018). Beyond 
these higher-profle measures, state governments have also enacted several 

lower-salience policies eroding local ACA marketplaces (e.g., Sommers 
et al. 2015). 

Multilevel Policy Feedback and Cross-Pressured 

State Lawmakers 

I propose a framework that can help to illuminate patterns of state behavior 
across implementation decisions, as well as state politics and policy more 
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broadly. Central to the framework is the idea that state policy choices can 

have implications for national-level political competition through a mul-

tilevel policy feedback dynamic. 

In general, the policy feedback literature investigates “the ability of 
policies—through their design, resources, and implementation—to shape 

the attitudes and behaviors of political elites and mass public, as well as 
to affect the evolution of policymaking institutions, and through any of 
these dynamics potentially to affect subsequent policymaking processes” 

(Mettler and Sorelle 2014: 152). Scholars have applied a feedback lens to a 
wide range of policy areas from Social Security (e.g., Campbell 2003) to 

welfare (e.g., Pierson 1996; Soss 1999) to criminal justice (e.g., Weaver 
and Lerman 2010). More recently, scholars have analyzed the way in which 

the potential for policies to produce feedback shapes their politics (Anzia 
and Moe 2016). Yet, scholars have not paid much attention to the sites and 

levels of government at which feedback effects manifest. 
While it is not generally framed this way, existing work in state health 

policy (including ACA implementation) demonstrates the clear conse-
quences state policy choices can have for national-level politics. For 
instance, states that expanded Medicaid featured higher rates of voting 

relative to nonexpansion states, at least in the short term (Clinton and 
Sances 2018; Haselswerdt 2017). More generally, Medicaid benefciaries 

participate in politics at greater rates across a number of dimensions in 
states with more generous programs (Michener 2018). Due to the federal 

structure of American politics, state policies that infuence political par-
ticipation infuence national elections.5 

I propose that, like the policies discussed above, state implementation of 
ACA marketplaces produced national-level feedback—and that consid-
ering these effects can help illuminate the politics of ACA marketplace 

implementation. There are two mechanisms by which state marketplace 
implementation decisions would be expected to “affect subsequent pol-

icymaking processes” at the national level. First, state implementation 
choices affect national-level electoral politics. Consider a hypothetical 

scenario in which states across the board chose marketplace-bolstering 
policies. As indicated by the existing literature (e.g., Dickstein et al. 2015; 

Huth and Karcher 2016; Sommers et al. 2015), marketplaces would gen-
erally feature greater insurer and individual participation in addition to 

lower prices. Recent estimates from Kogan and Wood (n.d.), comparing 

5. Unless of course the increase is only observed for state-level elections, which is not borne 
out in the studies referenced. 
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voting in counties with high-performing versus poor-performing market-

places, suggest Republicans benefted from poor marketplace performance 
in the 2016 presidential election. Note further that these types of analyses 

investigating the political consequences of county-level variation in mar-
ketplace performance likely underestimate the full effect of marketplace 

eroding. This is because, to the degree individuals factor marketplace per-
formance into their vote choice, they are likely to take into account broader 
marketplace attributes in addition to the performance of marketplaces in 

their own county relative to other counties. 
Due to the strong association between the ACA and the Democratic 

Party, the Democratic Party would generally beneft from marketplace 
bolstering, while the Republican Party would generally beneft from mar-

ketplace eroding. Furthermore, due to the United States’ two-party system 
and winner-take-all elections, what is good for the Republican Party will 

tend to be bad for the Democratic Party, and vice versa. 
Second, and related to the frst, marketplace-eroding implementation 

policy would weaken the ACA and make it easier for Republicans in 
Congress to repeal the law—and vice versa for marketplace-bolstering 
policy. Between 2011 and 2016, Republicans in the House introduced 730 

bills either retrenching or repealing the ACA (Rocco and Haeder 2018).6 

Marketplace struggles are often cited by opponents of the ACA as a ratio-

nale for repeal (see, e.g., Healy and Goodnough 2016). Moreover, higher-
quality marketplaces might motivate benefciaries to mobilize in support 

of the ACA, while lower-quality marketplaces might seed opposition or 
indifference to the law.7 

How would these feedback effects infuence the behavior of state law-
makers? Most basically, we might expect reelection-motivated state law-
makers to choose policies that beneft their broader parties (see, e.g., 

Mayhew 1974). Recent work suggests that voters prioritize national-level 
factors even in state elections, with presidential approval three times as 

predictive of votes for state legislative seats than state legislature approval 
(Rogers 2017). As a result, reelection-motivated state lawmakers have 

an incentive to use policy to burnish their broader party brand. To the 
degree that marketplace implementation policy would affect ACA repeal 

6. The American Health Care Act of 2017, which would have repealed key provisions of the 
ACA, was passed in the House despite low public approval, but was narrowly defeated in the 
Senate. 

7. Due to the importance of the ACA for key “policy demanders” (Bawn et al. 2012) in the 
national-level parties (Rocco and Haeder 2018), I consider effects of state policy decisions on 
repeal prospects to be a subset of effects on the parties. 

Downloaded from https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf
by guest 

https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf


on 19 March 2020

Trachtman - Explaining ACA Marketplace Implementation 117 

prospects, we might also expect Republican state lawmakers to seek to 

erode marketplaces and Democratic state lawmakers to bolster them. 
The feedback logic, in this way, aligns with other important reasons why 

state lawmakers might choose marketplace-eroding or -bolstering poli-
cies. For instance, state lawmakers might choose policies consistent with 

national party goals as an expression of ideology, or simply to be “team 
players.” In addition, state lawmakers in Republican-controlled states 
might choose marketplace-eroding policies in response to the demands 

of anti-ACA constituents, and vice versa in Democrat-controlled states. 
Indeed, existing studies have emphasized the importance of partisan con-

trol of offce in predicting ACA state implementation across several policy 
areas (e.g., Beland, Rocco, and Waddan 2016; Hertel-Fernandez, Skocpol, 

and Lynch 2016; Jacobs and Callaghan 2013; Jones, Bradley, and Ober-
lander 2014; Rigby and Haselswerdt 2013). 

Yet, despite all of these factors pushing in the same direction, we see 
variation in implementation policies within partisan control of state gov-

ernment, particularly on the Republican side (see table 1). Republican-
controlled states did not universally erode ACA marketplaces across each 
policy dimension. This suggests that state lawmakers were, on some policy 

choices, cross-pressured. While state lawmakers do have an incentive to 
promote national party brand, they also have an incentive to respond to 

local interests. Indeed, Hertel-Fernandez, Skocpol, and Lynch (2016) 
highlight cross-pressured Republican state lawmakers in their study of 

state Medicaid expansion. Similarly, in determining whether to bolster or 
erode marketplaces, Republican lawmakers, for certain policies, faced 

a tension between producing positive feedback for the party by eroding 
the ACA marketplaces and responding to local interests in functional 
marketplaces. 

With all the factors pushing state lawmakers to align with their parties 
on ACA marketplace implementation, there are two important reasons 

(besides the very existence of variation in policy decisions within party 
control of government) to think lawmakers were cross-pressured. First, the 

logic of retrospective voting suggests voters would punish incumbents for 
adverse outcomes like expensive or low-quality health insurance options. 

This expectation stems from a well-developed literature demonstrating that 
voters tend to reward incumbents for strong economic performance and 

punish incumbents for weak economic performance (Healy and Malhotra 
2013). Scholars have also demonstrated voter responsiveness to a number 
of other performance indicators like student test scores (Berry and Howell 

2007), natural disaster assistance (Gasper and Reeves 2011), and, at the 
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local level, road quality (Burnett and Kogan 2017). Voters similarly might 

reward or punish incumbents on the basis of their access to affordable, 
high-quality health insurance options. Importantly, retrospective voting in 

the context of the ACAwould not necessarily depend on the traceability of 
outcomes (Arnold 1992) to policy choices—only onvoters’assessments of 

how they are doing. 
Second, state lawmakers might discount national-level feedback effects. 

Anzia and Moe (2016) point out that even where lawmakers have the 

opportunity to use policy for political gain, collective action problems can 
prevent them from doing so, since individual lawmakers may beneft from 

a policy’s feedback effects regardless of whether they contribute to its 
passage. The extent of the collective action problem is unclear in the case 

of ACA marketplace implementation, since state lawmakers may be 
rewarded by voters for representing national party interests. However, 

there remain clear externalities to the behaviors of individual lawmak-
ers. Republicans as a whole beneft from weak marketplace performance 

produced by marketplace-eroding policies (regardless of whether they 
enact marketplace-eroding policies), and vice versa for Democrats. These 
externalities therefore might lead state lawmakers to privilege local inter-

ests over national party interests. 
Applying the multilevel feedback framework thus suggests two central 

hypotheses. First, the partisan division of a policy would be a function of 
the policy’s feedback potential. Policies with greater potential to produce 

political feedback are more likely to be polarized, and vice versa. Second, 
mechanisms that push state lawmakers to adopt policies that beneft the 

national-level party are likely to be particularly important for those policy 
areas on which state lawmakers are cross-pressured. 

In this general case, Republican state lawmakers were more likely to be 

cross-pressured since producing positive feedback for the party required 
eroding local marketplaces. However, there was a clear mechanism push-

ing Republican state lawmakers to erode marketplaces: cross-state con-
servative groups like American Legislative Exchange Council (ALEC), 

State Policy Network (SPN), and Americans for Prosperity (AFP). Due to 
their federated structure and investments in state politics, cross-state con-

servative groups were well-positioned to coordinate resistance to the ACA 
in the lead-up to the opening of marketplaces (Skocpol and Hertel-Fernandez 

2016) and had a long-term goal of ACA repeal that aligned with the inter-
ests of the national Republican Party (ALEC 2011). 

Often working in concert, these groups use a number of mechanisms 

to infuence state policy. Among other things, ALEC disseminates model 

Downloaded from https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf
by guest 

https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf


on 19 March 2020

Trachtman - Explaining ACA Marketplace Implementation 119 

bills that members are encouraged to introduce and support. By subsidizing 

the crafting of legislation (Hertel-Fernandez 2014), ALEC reduces the cost 
of state lawmakers to erode ACA marketplaces. But, as Hertel-Fernandez, 

Skocpol, and Lynch (2016) show, the power of these federated conserva-
tive organizations goes well beyond writing model bills. AFP uses its vast 

resources to infuence primary and general elections, encouraging the rise 
of sympathetic politicians and credibly threatening incumbents (Skocpol 
and Hertel-Fernandez 2016). Think tanks associated with the SPN dis-

seminate studies and analysis supporting proposed policies—and attack-
ing alternatives. Existing work suggests these groups were highly engaged, 

and often effective, in resisting the successful implementation of the ACA 
(Hertel-Fernandez, Skocpol, and Lynch 2016; Jones, Bradley, and Ober-

lander 2014). In particular, Hertel-Fernandez, Skocpol, and Lynch (2016) 
highlight the crucial role these groups played in pressuring state-level 

Republicans to neglect local interests by not expanding Medicaid. 
In sum, the logic of multilevel policy feedback suggests we should 

expect Democrat-controlled state governments to bolster marketplaces, 
and Republican-controlled state governments to erode them. For Demo-
cratic state lawmakers, there is not generally a tension between what is 

good for constituents and what is good for the national party, since both 
beneft from marketplace bolstering. The national-level Republican Party 

benefts from marketplace-eroding policies, but state-level Republicans 
might be cross-pressured on certain policies. Where Republicans are cross-

pressured, the strength of conservative networks might be a key predictor of 
whether states enact marketplace-eroding implementation policies. In the 

following section, I introduce three marketplace implementation decisions 
and map them onto this theoretical perspective. 

Navigator Laws 

The ACA includes funding for organizations and individuals—so-called 
navigators—to assist consumers with enrolling in and using health insur-

ance. Navigator laws, laws that restrict the activities of health navigators, 
were enacted in a number of states in 2013 and 2014 legislative sessions. 

The restrictions included limitations on advice navigators can provide,8 

in-state residency requirements that prevent national groups from serving as 

navigators, prohibitions on receiving insurer compensation (which generally 

8.This particular class of laws was preempted by a federal court ruling in 2016 (St. Louis 
Effort for AIDS v. Huff; media.npr.org/documents/2014/jan/missouriorder.pdf). 
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disqualifes health care providers from serving as assisters), and require-

ments that navigators carry certain types of insurance.9 

While proponents of navigator laws argue that they are necessary for 

consumer protection, most ACA advocates believe these laws have little 
purpose besides hindering outreach and enrollment efforts (Jost 2013). 

Indeed, evidence suggests restrictive navigator laws have reduced ACA 
awareness and enrollment rates (Sommers et al. 2015). Since enrolling a 
large number of individuals is key to the long-term sustainability of mar-

ketplaces, these laws would tend to erode ACA marketplaces. 
The case of navigator laws pitted local interests in well-functioning 

marketplaces against the national Republican Party’s interest in the ero-
sion of the ACA. Navigator laws would weaken ACA marketplaces and 

therefore produce positive feedback for the national Republican Party both 
by improving electoral prospects and enhancing prospects to repeal a law 

that key policy demanders within the party opposed. Yet, eroding mar-
ketplaces through navigator laws required actively moving the status quo 

policy in a way that would produce local costs in the form of greater dif-
fculty fnding health insurance and more poorly performing marketplaces 
(Sommers et al. 2015). Furthermore, due to navigator lows’salience, state 

lawmakers had little to gain among voters by signaling opposition to the 
ACA. These factors all suggest navigator laws would be uncommon in 

Democrat-controlled states and might only be enacted in states with strong 
elements of conservative networks promoting the laws.10 

Transitional Plan Termination 

The second state marketplace implementation decision considered is 
whether states terminated or extended transitional plans after marketplace 

opening. The grandfathering clause of the ACA stipulates that individuals 
enrolled in noncompliant plans prior to 2010 would be permitted to remain 

on those plans as long as they continued to be offered (CCIIO n.d.). This 
clause, however, did not apply to plans initiated between the passage of the 

law in 2010 and the opening of marketplaces in 2014 (“transitional” plans). 
Due to political pressure, the Obama administration announced in 2013 

9. Roll-call votes for these laws are available for many of the states that passed navigator laws. 
However, these data are very noisy, since in many cases language concerning navigators was 
inserted into broader pieces of legislation. Moreover, fnal roll-call votes were not taken in the 
majority of states where laws were proposed but not enacted, restricting the scope of comparisons 
that could be made. 

10. Indeed, ALEC’s dissemination of a “model bill” (Hertel-Fernandez 2014) suggests the 
involvement of conservative networks in advancing navigator laws. 
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that it would pass the buck to states to decide whether to extend transitional 

plans (Jost 2017a). 
Terminating transitional plans, while imposing salient costs on the 

younger, healthier individuals who enrolled in these plans, would be 
expected to bolster the long-term sustainability of marketplaces. This is 

because marketplace sustainability requires enrollment of a balanced 
pool of healthier and less healthy individuals. Allowing healthier indi-
viduals to remain in a separate risk pool would tend to increase premiums 

on the marketplace and increase the risk of a premium “death spiral” 
(Cutler and Zeckhauser 1998). Existing analysis suggests these decisions 

mattered for marketplace enrollee composition, with nonterminating states 
tending to feature less healthy enrollees on average (Huth and Karcher 

2016; Semanskee, Cox, and Levitt 2016). 
Due to its positive effects on the marketplaces, namely, in putting 

downward pressure on premiums and promoting long-run sustainability, 
termination of transitional plans would produce positive feedback for 

the national-level Democratic Party. However, unlike for navigator laws, 
in this case bolstering local marketplaces required state lawmakers to 
actively move the status quo policy. In addition, bolstering marketplaces 

required imposing salient, concentrated costs on constituents whose plans 
would be terminated. Thus, in this area, we can expect a tension for 

Democrat-controlled state governments as opposed to Republican-controlled 
state governments. For Republicans, not terminating transitional plans 

avoided political costs while contributing to ACA marketplace erosion, 
which benefts the party. Democrats, though, had to choose between 

imposing a salient cost on transitional plan enrollees, on the one hand, and 
undermining long-run marketplace stability, on the other. 

Under what conditions would states terminate transitional plans? First, 

we might expect Democrat-controlled state governments to be more likely 
to invest in long-run marketplace robustness by terminating transitional 

plans in states where the Republican coalition was weaker and so did not 
pose a strong electoral threat. Second, we might expect the decision cal-

culus to depend on the degree to which state governments were politically 
invested in the ACA marketplaces, which can be measured by whether they 

were on track to establish an SBM. State governments without SBM’s 
might be less likely to terminate transitional plans in order to bolster the 

marketplaces, since they were less likely to receive credit for marketplace 
functioning (or blame for marketplace dysfunction) (Arnold 1992).11 

11. By the time state governments were making decisions about transitional plans, they would 
have already determined whether or not to establish an SBM. 
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Rating Area Confgurations 

The fnal ACA marketplace implementation policy I consider is the con-

fguration of rating areas within states. States were required to set geo-
graphic rating areas within which specifc plan premiums would vary only 

by defned age and smoking bands—defning the geographic level of 
risk pooling. While the literature on optimal rating area confgurations is 

sparse, the existing work suggests that rating area confgurations should 
aim for large enrollee populations with low heterogeneity of health risk, or 

projected health spending (Dickstein et al. 2015). This allows insurers to 
spread risk across a large number of individuals while not encountering too 
much potential variation in expected costs depending on who enrolls in 

their plans. 
In determining marketplace rating areas, states could choose confgu-

rations based on 1) counties, 2) zip codes, or 3) Metropolitian Statisical 
Areas (MSA). Alternatively, they could default to the federal standard, 

which would set each MSA as a rating area, with all non-MSA territory 
constituting an additional rating area (so the total number would be the 

number of MSA’s in a state, plus one). Nondefaulting states could con-
fgure rating areas by counties, zip codes, or MSA’s, but if the total pro-

posed number exceeded the number of MSA’s plus one they were required 
to apply for approval from the federal government. 

The effort states spent determining rating areas varied considerably. In 

several states, choosing rating area confgurations was an intensive, ana-
lytical process. For instance, in California, where the rating area confgu-

ration was determined through legislation, the Department of Insurance 
produced and disseminated to the legislature an actuarial study arguing 

that their proposed plan would minimize disruption to consumer rates. On 
the other end of the spectrum, a number of states did not—at least based 

on what is discernable from public information—spend any resources eval-
uating rating area confgurations options, and simply defaulted to the 
federal standard. 

The case of rating areas is similar in some ways and different in others 
from the previous two. The basic framework remains. With the power to 

confgure rating areas, state governments could choose either a confgu-
ration well suited to the health geography of their states, thus bolstering the 

local ACA marketplace and producing positive feedback for Democrats—or 
one ill-suited to the health geography of their states, thus eroding the local 

marketplace and producing positive feedback for Republicans. 
However, unlike in the case of navigator laws, where eroding required 

erecting burdensome regulations, suboptimal rating area confgurations 
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do not impose clear costs to states (beyond the effect on the marketplace 

itself). Unlike in the case of transitional plan termination, which required 
taking low-cost plans away from constituents, there were not clear costs to 

marketplace bolstering. Moreover, unlike in the other policy areas dis-
cussed, rating area confguration decisions had to be approved federally if 

they departed signifcantly from Health and Human Services standards. 
This raised the transaction costs to trying to use rating areas to erode 
marketplaces, in addition to lowering the likelihood of successful erosion. 

This meant there was minimal scope for state-level Republicans to pro-
duce positive feedback for the national party. Given these factors, I would 

hypothesize a reduced role of partisanship and conservative networks. 

Data and Methods 

Testing the hypotheses outlined above requires a data set linking ACA 
implementation policy choices to various state characteristics, includ-

ing partisan control of government and strength of conservative networks, 
in addition to a set of control variables to address potential confounding. 
Policy choice data was drawn from several sources. The navigator law 

outcome variable was produced for a report from the Commonwealth Fund, 
while transitional plan termination data came from healthinsurance.org 

(Norris 2016). Rating area confguration data was drawn from the Centers 
for Medicare and Medicaid Services (CMS 2018). 

I use a measure of conservative network strength at the state level 
developed and applied by Hertel-Fernandez, Skocpol, and Lynch (2016) in 

their paper on Medicaid expansion. As discussed in that paper, the measure 
includes four components. The frst component accounts for the strength of 
ALEC, measured by the share of state legislators who were ALEC mem-

bers as of 2013 as well as how many of the state’s top four legislative 
leaders were affliated with ALEC. The second component accounts for 

the presence of SPN-affliated think tanks, and is measured as the rela-
tive budget of SPN-affliated think tanks to the budget of think tanks on 

the center left and left. The third component accounts for the cross-state 
lobbying efforts of representatives of the Foundation for Government 

Accountability (FGA), an SPN-affliated think tank formed to lobby on 
issues of health and welfare in the states. This component is measured by 

the activity of FGA in a state regarding Medicaid expansion, which is likely 
highly correlated with activity on the marketplace implementation policies 
analyzed here. The fourth component accounts for the strength of AFP, 
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recording whether AFP had an offce during the ACA implementation 

period and the length of time the offce had existed beforehand. Appendix 
A displays the distribution of the measure across the states.12 

For each of the policies, I frst inspect cross-tabs of policy choices by 
state control of government. Second, I estimate linear probability models to 

more systematically test which factors were predictive of policy choices 
across the three areas.13 In regression models, I incorporate a number of 
variables that prior studies have shown to be predictive of ACA imple-

mentation policy, including policy legacies (Beland, Rocco, and Waddan 
2016; Jacobs and Callaghan 2013), administrative capacity (Jacobs and 

Callaghan 2013), and ideology (Shor 2018). 

Results 

Cross-tabs displaying state government choices across the three policy 
areas outlined above are presented in table 1. As expected, the vast majority 

of the variation in navigator law enactment is within Republican-controlled 
and divided states. On the other hand, not a single Republican-controlled 
state terminated transitional plans, while there was some variation in policy 

choices among divided and Democrat-controlled states. Finally, very few 
states defaulted to the federal standard when it came to rating area con-

fgurations, suggesting minimal marketplace erosion through this policy 
mechanism.14 

I turn next to estimating linear probability models of policy choices. 
Table 2 presents results from estimating linear probability models using 

a number of model specifcations with navigator law enactment as the 
dependent variable, and state-level attributes as independent variables. The 
model featuring only state control of offce explains just 16% of the vari-

ation in navigator law enactment. Adding conservative network strength 
to the model improves explanatory power markedly, with conservative 

12. Some of these measures are recorded after ACA implementation was underway, raising 
concerns of posttreatment bias, where the measure itself is a function of the outcome variable. 
That said, it seems unlikely that how a state was implementing the ACA would exert a strong 
infuence on ALEC membership. 

13. Results are robust to using a generalized linear model like logit, but linear probability 
estimates are presented since they are easier to interpret. 

14. Of course, it is possible that states actively selected ill-suited rating area confgurations to 
erode marketplaces. I address this concern using regression analysis (see Appendix B), where I 
am able to investigate a continuous measure of rating area quality that I cannot capture using 
cross-tabs. Note, however, that of the 7 states that defaulted to the federal standard, 5 (Alabama, 
New Mexico, North Dakota, Oklahoma, and Texas) featured rating area quality scores below the 
median, while 3 were among the 10 lowest-scoring states. 
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Table 2 Determinants of Navigator Law Enactment 

(1) (2) (3) (4) 

Unifed Republican 0.00 -0.09 -0.15 -0.18 

(0.18) (0.15) (0.15) (0.16) 

Unifed Democratic 0.43*** -0.24 -0.07 -0.21 

(0.16) (0.16) (0.15) (0.19) 

Conservative network index 0.97*** 0.78** 0.81** 

(0.33) (0.34) (0.34) 

SBM 0.39*** 0.41*** 

(0.15) (0.16) 

ACA favorability -1.01 

(1.01) 

Democrat ideology mean -0.06 

(0.21) 

Republican ideology mean 0.27 

(0.19) 

Democrat SD 0.52 

(0.29) 

Republican SD -0.68* 

(0.35) 

Pre-ACA Medicaid 0.06 

(0.04) 

Administrative capacity 0.00 

(0.03) 

Observations 50 50 50 50 

R-squared 0.16 0.29 0.35 0.45 

Note: *p  < .1 **p < .05 ***p < .01. Estimates are derived from linear probability model. 
Standard errors calculated using heteroscedasticity-robust estimator. Policy reported as of 
marketplace opening in 2014. 

Source: Commonwealth Fund. 

network strength predictive of navigator law enactment.15 Column 3 adds 
SBM establishment to the model, which I fnd to be negatively associated 

with navigator law enactment.16 This suggests that states investing polit-
ically in marketplaces by establishing SBMs were less likely to erode those 

marketplaces. 

15. Since Virginia is a positive outlier on the conservative network measure and passed a 
navigator law, results might be driven by this single case. However, the fnding is robust to 
excluding Virginia from the data. 

16. Similar factors likely infuenced both navigator law enactment and SBM establishment, 
complicating interpretation of these models. Results are generally robust to excluding SBM 
establishment from models. 
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Column 4 estimates a model featuring several additional covariates to 

account for confounding and test some alternative hypotheses. First off, 
to the degree that conservative network strength or SBM establishment 

are associated with general state conservatism, results could alternatively 
be driven by legislator ideology or constituent preferences regarding the 

ACA. To address this concern, I include measures of state-level favor-
ability toward the ACA as of 2012, as well as the mean estimated ideology 
in each party across state legislative chambers from Shor and McCarty’s 

American Legislatures Project (Shor and McCarty 2011).17 The measure 
of state-level ACA favorability comes from Barrilleaux and Rainey (2014) 

and is generated by applying a multilevel regression and model to Kaiser 
Health Tracking Poll data.18 Strikingly, the results indicate neither ACA 

favorability nor legislator ideology are (conditional on other covariates) 
strongly related to navigator law enactment.19 

I also include measures of ideological dispersion of state legislators 
in each of the parties, testing Anzia and Moe’s (2016) argument that ideo-

logically heterogeneous coalitions are less likely to produce positive 
feedback. While the direction of the coeffcients on measures of disper-
sion are consistent with Anzia and Moe (2016), with more heterogeneous 

Republican coalitions less likely to pass navigator laws, and the oppo-
site for Democrats, estimates are not statistically signifcant.20 Finally, I 

include measures of pre-ACA Medicaid generosity and administrative 
capacity from Callaghan and Jacobs (2016, 2017). Neither is a statisti-

cally signifcant predictor of navigator law enactment. In the fully speci-
fed model, the only statistically signifcant predictors of navigator law 

enactment are conservative network strength and SBM establishment. 
I turn next to transitional plan termination. Linear probability models, 

presented in table 3, demonstrate that a signifcant portion of the variation 

in transitional plan termination can be explained by a simple model fea-
turing control of state offce (Republican control being associated with 

extension of transitional plans). Adding conservative network strength 
only increases explanatory power marginally. While the coeffcient on the 

conservative network strength variable is signifcant in this model, it is 
not signifcant in the model including SBM establishment (column 3), 

17. Results are also robust to using mean estimated ideology across the state legislative 
chambers (versus by party). 

18. See github.com/carlislerainey/aca-opinion/blob/master/README.md for more infor-
mation on the measure. 

19. Results are robust to substituting Obama’s 2012 vote share for ACA favorability. 
20. Lack of statistical signifcance should not be considered evidence against this theory, 

especially given the low sample size and resultant low power in the present analysis. 
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Table 3 Determinants of Transitional Plan Termination 

(1) (2) (3) (4) 

Unifed Republican -0.25* -0.21* -0.14 -0.05 

(0.13) (0.11) (0.10) (0.09) 

Unifed Democratic 0.54*** 0.44** 0.25 0.12 

(0.17) (0.19) (0.21) (0.20) 

Conservative Network Index 0.49*** -0.28 -0.3 

(0.20) (0.18) (0.21) 

SBM 0.43** 0.41*** 

(0.20) (0.17) 

ACA favorability 1.21 

(0.75) 

Democrat ideology mean -0.05 

(0.12) 

Republican ideology mean -0.07 

(0.12) 

Democrat SD -0.24 

(0.15) 

Republican SD 0.68*** 

(0.27) 

Pre-ACA Medicaid 0.00 

(0.03) 

Administrative capacity 0.02 

(0.02) 

Observations 50 50 50 50 

R-squared 0.54 0.58 0.68 0.77 

Note: *p  < .1 **p < .05 ***p < .01. Estimates are derived from linear probability model. 
Standard errors calculated using heteroscedasticity-robust estimator. Policy reported as of 
marketplace opening in 2014. 

Source: healthinsurance.org. 

suggesting a weak association. On the other hand, including SBM estab-
lishment increases model ft substantially, with SBM establishment sig-

nifcantly associated with transitional plan termination. This suggests that, 
as expected, Democratic lawmakers in SBM states were more willing to 

incur short-term costs to bolster marketplaces in the long run. 
Similar to the prior analyses, I do not fnd ACA favorability or legislator 

ideology to be signifcantly related to the outcome. However, transitional 
plan termination was more common in states with ideologically hetero-

geneous Republican coalitions. One explanation for this result is that 
heterogeneous Republican coalitions posed less of a threat to a government 
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Table 4 Determinants of Rating Area Defaulting 

(1) (2) (3) (4) 

Unifed Republican 0.04 0.05 0.02 -0.05 

(0.14) (0.17) (0.17) (0.17) 

Unifed Democratic -0.17 -0.18 -0.12 0.00 

(0.11) (0.12) (0.09) (0.17) 

Conservative network index -0.09 -0.16 -0.34 

(0.47) (0.50) (0.56) 

SBM -0.15 -0.17 

(0.09) (0.13) 

ACA favorability -0.55 

(1.10) 

Democrat ideology mean -0.03 

(0.17) 

Republican ideology mean 0.09 

(0.22) 

Democrat SD 0.09 

(0.23) 

Republican SD -0.03 

(0.36) 

Pre-ACA Medicaid -0.02 

(0.03) 

Administrative capacity -0.03 

(0.03) 

Observations 50 50 50 50 

R-squared 0.07 0.07 0.09 0.17 

Note: *p  < .1 **p < .05 ***p < .01. Estimates are derived from linear probability model. 
Standard errors calculated using heteroscedasticity-robust estimator. Policy reported as of 
marketplace opening in 2014. 

Source: Centers for Medicare and Medicaid Services (CMS). 

controlled by Democrats, making them more willing to take on the risks 

of terminating transitional plans. 
I turn fnally to rating area confgurations. Recall that, since state law-

makers had less scope to infuence marketplaces using rating area con-
fgurations, I expected less polarization. As a frst cut at exploring the 

political determinants of rating area confgurations, I code the outcome 
variable based on whether or not states defaulted to the federal standard. 

While this is not a precise measure of marketplace eroding, it signals a 
lack of interest in actively promoting optimal rating areas. Regression 

results, presented in table 4, demonstrate that, while Democratic control is 
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associated with nondefault, the relationship is weak and not statistically 

signifcant. Indeed, none of the variables is signifcantly associated with 
rating area defaulting in any of the four models. 

The measure of eroding based on defaulting to the federal standard is a 
rough measure, though. It is likely that for some states the federal stan-

dard was decently suited to the state’s health geography, while other states 
may have actively chosen poor rating area confgurations. As a robustness 
check, I compute a measure of the quality of a state’s rating area confg-

uration based on the degree to which rating areas reduced the pooling of 
highly heterogeneous health risk. I code health risk scores at the county 

level using measures published by Blue Cross Blue Shield (BCBS 2017) 
refecting the actual health spending of enrollees, run an analysis of vari-

ance (ANOVA), and compute the corresponding F-statistic for each state. 
Higher F-statistics indicate that a greater proportion of the total variation in 

health risk is accounted for by the rating area divisions, which would tend 
to have positive effects on the marketplaces (Dickstein et al. 2015).21 

This measure is also imperfect. Most problematically, it cannot be 
applied to states like Vermont that use one rating area for the whole state, 
or to states like Florida that classify each county as a separate rating area, 

reducing sample size considerably. Despite these problems, I recover sim-
ilar results, presented in appendix B, using this measure as with the simple 

measure based on states defaulting to the federal standard.22 

Discussion 

Patterns of state marketplace implementation policy across the three pol-
icy areas explored support the hypotheses put forward, and the corre-
sponding theoretical framework. Passing navigator laws would produce 

positive feedback for the Republican Party, but required actively making 
policy that would be costly to many constituents. I hypothesized that 

conservative networks would be key to pressuring state lawmakers to enact 
these laws. Indeed, in this policy area, strength of conservative networks 

was an important predictor of whether states eroded marketplaces. 

21. Defaulting to the federal standard is associated with more poorly rating area confguration 
(p < .05, correlation coeffcient = .23), lending support to the validity of the measures. 

22. Note that in the fully specifed model (column 4) for the rating area quality-robustness 
check (appendix B) having a more conservative state Republican party coalition is associated 
with lower-quality rating area confgurations. However, in this model (but not in others), strength 
of conservative networks is also associated with higher-quality rating area confgurations, sug-
gesting potentially spurious associations. Instability of estimates depending on model specif-
cation refects the relatively small sample size (reduced to 40). 

Downloaded from https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf
by guest 

https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf
http:standard.22
http:2015).21


on 19 March 2020

Trachtman - Explaining ACA Marketplace Implementation 131 

With respect to transitional plans, eroding the marketplaces was much 

easier. Terminating transitional plans (the marketplace-bolstering policy) 
required a change from the status quo, and provoked a backlash from con-

sumers whose plans would be canceled. As a result, variation in this case 
generally occurred among Democrat-controlled states. Moreover, the evi-

dence suggests Democrat-controlled states were more likely to bolster 
the marketplaces—producing positive feedback for the national party— 
where they had invested in marketplace performance by establishing 

SBM’s, and where the Republican coalition posed less of a threat. 
While investigating rating area confgurations poses some measurement 

problems, the results, on balance, suggest that factors like control of state 
offce, strength of conservative networks, and prior SBM establishment 

played a weaker role than in the other implementation areas examined. The 
potential feedback effects were minimal in this case, since confgurations 

had to be approved federally. In addition, the fact that rating area confg-
urations were determined bureaucratically perhaps limited the power of the 

cross-state conservative groups, which tend to exert the most infuence over 
state legislators (Hertel-Fernandez, Skocpol, and Lynch 2016). 

The analysis also provides evidence that the role of ideological homo-

geneity in state party coalitions plays less of a role in determining whether 
state-national feedback is produced than it does in cases where strong 

within-state feedback effects would be expected (Anzia and Moe 2016). 
This makes theoretical sense. If ideological homogeneity leads rank and 

fle state lawmakers to invest additional authority in state party leaders 
(Aldrich and Battista 2002), it likely also facilitates the enactment of 

policies that are politically benefcial in those states. Investment of greater 
authority in state party leaders is likely to be less consequential in an 
environment where state parties can free-ride off of policies passed in other 

states that produce political benefts for the national-level party. 
There are several limitations of the study that I address here. First, I do 

not measure variation in the strength or preferences of concentrated local 
interests like health insurance companies with a stake in these policy deci-

sions. Indeed, Hertel-Fernandez, Skocpol, and Lynch (2016) argue that 
Medicaid expansion in Republican-controlled states depended on the rel-

ative power of local business groups versus cross-state ideological groups, 
with local Chambers of Commerce tending to support expansion. While I 

do not deny that local interests likely matter in the cases I study as well, they 
seem less relevant than in the case of Medicaid expansion. One reason 
is that in several of the cases I examine there are likely competing local 

groups, as opposed to a unifed local front. For instance, laws restricting 
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publicly funded navigators benefted competing private health insurance 

navigators but likely hurt health insurers to the degree they reduced enroll-
ment. Similarly, transitional plan termination benefted insurers with a 

large portfolio of transitional plan enrollees but likely hurt health insurers 
committed to the marketplace. Perhaps due to divided local interests, 

combined with the relatively lower stakes of these policies, I do not fnd 
evidence of state Chambers of Commerce taking clear stands on the 
implementation issues I study. Additionally, it seems unlikely that the 

variation in strength and preferences of local interests is both meaning-
ful enough and suffciently associated with the factors I study to drive the 

fndings. 
Second, this study does not address the degree to which state lawmakers 

intentionally eroded or bolstered marketplaces to produce certain national-
level feedbacks. The proposed theory is concerned with the conditions 

under which state lawmakers would enact policy that advantages their 
party, as opposed to the intentions of state lawmakers. While the intentions 

of state lawmakers will likely remain unknown, conservative groups have 
not been shy about their willingness to undermine ACA marketplaces as a 
step toward repealing the law.23 

Third, there are limits to the inferences that can be drawn from obser-
vational data. While the evidence is consistent with the proposed theo-

retical framework, the design does not permit strong causal claims. More 
specifcally, there is always the potential for omitted variable bias. One 

alternative explanation for the patterns uncovered in the empirical analysis 
is that the measures of conservative network strength are simply serving as 

proxies to other factors like ideology. Relatedly, there is the concern that 
the strength of conservative networks in a state is in itself endogenous 
to preexisting factors that themselves are associated with implementation 

policy decisions. 
Yet, the evidence suggests these confounding factors are not driv-

ing results. Inspecting table 2, the coeffcient associated with conservative 
network strength is larger in the fully specifed model featuring measures 

of ideology and ACA favorability than in the model featuring only state 
control of government, SBM establishment, and conservative network 

index. If conservative networks were taking hold generally in those ideo-
logically conservative states predisposed to erode ACA marketplaces, we 

would expect that controlling for ideology would reduce the magnitude of 

23. ALEC’s 2011 State Legislatures’ Guide to Repealing ObamaCare includes a section titled 
“Decline to Build the ObamaCare Edifce,” which recommends states reject grants to establish 
marketplaces and decline to enact ACA rulemaking. 
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the conservative network coeffcient. Beyond the empirical evidence, 

patterns of state passage of navigator laws provide reason to believe that 
state ACA marketplace implementation is not driven by principled expres-

sion of ideology. In particular, the marketplace-eroding policy required 
writing additional government regulations aimed at consumer protection, 

which is not generally associated with conservative principles. Finally, if 
preexisting factors associated with conservative network strength were 
driving results, we might expect conservative network strength to predict 

implementation policy across each policy dimension—but, the measure is 
only strongly predictive of navigator laws. 

Conclusion 

State policy can have important consequences for national-level compe-

tition between political parties and interest groups (Feigenbaum, Hertel-
Fernandez, and Williamson 2018; Flavin and Hartney 2015; Stephano-

poulos and McGhee 2015;). Yet, political scientists have not addressed the 
question of how these dynamics might infuence state policy choices. This 
article provides an early step to begin to answer this question. 

With state policy increasingly nationalized (Hopkins 2018) and polar-
ized (Grumbach 2018), we should expect state lawmakers to generally 

adopt policies that beneft their national-level parties. However, national-
level groups and parties face limitations in using state policy to promote 

their broader political interests. In particular, state lawmakers might be 
cross-pressured by national party interests and local interests. In these 

cases, producing positive feedback is likely to depend on other mecha-
nisms like federated policy networks. 

Evidence from ACA marketplace implementation lends support to 

this theoretical framework. Democrat-controlled states generally bolstered 
marketplaces, while Republican-controlled states generally eroded mar-

ketplaces. However, comparing patterns across multiple implementation 
policies deepens this story in two important ways. First, polarization in 

implementation was stronger for policies with greater potential for national-
level feedback. Second, cross-state variation in the strength of conservative 

groups played a more important role where eroding marketplaces required 
a locally costly departure from the status quo. 

Theoretically, this work brings together two areas of political science— 
federalism and policy feedback—in a way that should be fruitful for future 
research. Recent literature in federalism has emphasized the increasing 
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degree to which states act not as separate sites of governing authority, but 

rather as alternative venues of partisan contestation (Bulman-Pozen 2013). 
Moreover, scholars have shown that policy increasingly diverges based on 

state control of government (Caughey, Warshaw, and Xu 2017; Grumbach 
2018). In addition, at least on the Right, organized networks focused on 

infuencing state policy have grown in strength over time (Skocpol and 
Hertel-Fernandez 2016). These trends are important in their own right, but 
they also have serious implications for policy feedback. 

If nationally organized groups have sway in statehouses, they are likely 
to promote policy with feedback effects that improve their national posi-

tion. Moreover, state lawmakers may not provide much resistance, since 
evidence suggests they are evaluated by voters primarily based on national-

level politics (Rogers 2017). I argue that in the case of the ACA these forces 
led to the erosion of state marketplaces in Republican-controlled states, 

which generally produced adverse outcomes for constituents, but positive 
outcomes for the Republican Party. 

This work has important implications for policy makers. The framework 
and analysis suggests crafters of federal legislation cannot expect state 
lawmakers to universally implement federal law in order to maximize the 

direct benefts to their constituents. Rather, as a result of the greater role 
of national-level political forces at the state level, we should expect state 

lawmakers to, in many instances, implement federal law to maximize ben-
efts to their party. 

Implementation of highly polarized national law is only one of several 
potential mechanisms of state-national policy feedback that scholars 

might investigate. Future work might apply the framework developed here 
to state policy decisions in areas like labor, energy, voting rights, and crim-
inal justice that are likely to have meaningful political effects at the national 

level. 
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Appendix A Conservative Network Organizational 
Capacity Measure 
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Note: Figure demonstrates distribution of conservative network index measure from lowest 
capacity (0) to highest capacity (1). The measure accounts for the activities of ALEC, SPN, FGA, 
and AFP. 

Source: Hertel-Fernandez, Skocpol, and Lynch (2016). 

Downloaded from https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf
by guest 

https://read.dukeupress.edu/jhppl/article-pdf/45/1/111/735271/111trachtman.pdf


on 19 March 2020

Trachtman - Explaining ACA Marketplace Implementation 141 

Appendix B Rating Area Quality Robustness Check 

Determinants of Rating Area Quality 

(1) (2) (3) (4) 

Unifed Republican -0.13 -0.14 -0.19 -0.15 

(0.94) (0.92) (0.99) (0.96) 

Unifed Democratic 1.32 1.65 1.78 1.91 

(1.32) (1.24) (1.1) (1.58) 

Conservative network index 1.45 1.35 3.99** 

(1.62) (1.65) (1.96) 

SBM -0.28 0.59 

(0.85) (1.09) 

ACA favorability -5.94 

(4.83) 

Democrat ideology mean 1.62 

(1.75) 

Republican ideology mean -3.85** 

(1.69) 

Democrat SD 1.21 

(1.7) 

Republican SD 0.96 

(2.68) 

Pre-ACA Medicaid 0.32 

(0.22) 

Administrative capacity -0.06 

(0.15) 

Observations 40 40 40 40 

R-squared 0.07 0.08 0.08 0.36 

Note: *p  < .1 **p < .05 ***p < .01. Estimates are derived from linear probability model. 
Standard errors calculated using heteroscedasticity-robust estimator. Policy reported as of 
marketplace opening in 2014. Outcome variable based on proportion of total variation in health 
cost within a state captured by rating area divisions. 

Source: Centers for Medicare and Medicaid Services (CMS) and Blue Cross Blue Shield. 
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Health Insurance … 

• Covers the cost of an enrollee’s medically 

necessary health expenses (excepting some 

exclusions). 

• Protects against some or all financial loss due 

to health-related expenses. 

• Can be publicly or privately financed. 
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Health Insurance … 

• is regulated at the 

federal level or at both 

the federal and state level 

• may be (or may not be) 

subject to state laws, such 

as benefit mandates 
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State-regulated health insurance… 

health care service plan contracts are: 
• Subject to CA Health & Safety Code 

• Regulated by DMHC 
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State-regulated health insurance… 

health insurance policies are: 
• Subject to CA Insurance Code 

• Regulated by CDI 
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Sources of Health Insurance 
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2020 Estimates – CA Health Insurance 
Total CA Population – 39,648,000 

Uninsured 
3,982,000 

Insured, Not Subject to 
Mandate* 8,222,000 

Medi-Cal FFS, Not Subject 
to Mandate 1,351,000 

State-regulated health 
insurance subject to 

Mandate 
24,490,000 

CDI or DMHC-Reg (Not 
Medi-Cal) 16,899,000 

DMHC-Reg (Medi-Cal) 
7,591,000 

Medi-Cal COHS, Not Subject 
to Mandate 1,603,000 

*Such as enrollees in Medicare or self-insured products 

Source: California Health Benefit Review Program, 2019 
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Health Insurance Markets in California 

DMHC-Regulated Plans CDI-Regulated Policies 

Large Group (101+) Large Group (101+) 

Small Group (2-100) Small Group (2-100) 

Individual Individual 

Medi-Cal Managed Care* 

*except county organized health systems (COHS) 
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 Benefit Mandates List 
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Benefit Mandates 

State Laws (Health & Safety/Insurance Codes) 

• 79 benefit mandates in California 

Federal Laws 

• Pregnancy Discrimination Act 

• Newborns’ & Mothers’ Health Protection Act 
• Women’s Health and Cancer Rights Act 
• Mental Health Parity and Addiction Equity Act 

• Affordable Care Act (ACA) 
o Federal Preventive Services 

o Essential  Health Benefits (EHBs) 
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Federal Preventive Services 
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Federal Preventive Services 

~70 Benefit Mandates from these sources: 

• USPSTF (United States Preventive Services Task Force) A and 
B recommendations 

• HRSA (Health Resources and Services Administration) 

o health plan coverage guidelines for women’s 
preventive services 

o comprehensive guidelines for infants, children, and 
adolescents 

• ACIP (Advisory Committee on Immunization Practices) 
recommendations adopted by the CDC (Centers for Disease 
Control and Prevention) 

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM 



    

 Essential Health Benefits (EHBs) 
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Essential Health Benefits (EHBs) 

Categories 

1. Ambulatory patient services; 
2. Emergency services; 
3. Hospitalization; 
4. Maternity and newborn care; 
5. Mental health substance use disorder services, including behavioral health 

treatment; 
6. Prescription drugs; 
7. Rehabilitative and habilitative services and devices; 
8. Laboratory services; 
9. Preventive and wellness services and chronic disease management; and 
10.Pediatric services, including oral and vision care. 
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ESSENTIAL HEALTH BENEFITS 
Total CA Population – 39,648,000 

Insured, Not Subject to CA 
EHBs 30,568,000 

Uninsured 3,982,000 

Non-Grandfathered 
Individual 2,224,000 

Non-Grandfathered Small 
Group 2,874,000 

Insured, Subject to CA 
EHBs 5,098,000 

Notes: “Insured, Not Subject to CA EHBs” includes Medicare beneficiaries, enrollees in self-insured or 
large group plans/policies, and enrollees in grandfathered individual and small group plans/policies 
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WHAT IS CHBRP? 

 Independent, analytic resource grounded in objective policy analysis 

 Multi-disciplinary 

 Rapid, evidence-based information to the Legislature, leveraging faculty 

expertise 

 Neutral and unbiased analysis of introduced health insurance benefit 

mandate bills at the request of the Legislature 
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CHBRP’S STATUTE 

 Health and Safety Code Section 127660-127665 

 Health insurance benefit mandates and repeals 

 Public health impacts 

 Medical impacts 

 Cost impacts 

 Analysis within 60 days 

 Funding 

 Conflict of Interest 
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WHO IS CHBRP? 

 CHBRP Staff (based at UC Berkeley) 

 Task Force of faculty and researchers 

 Actuarial firm: Milliman, Inc. 

 Librarians 

 Content Experts 

 National Advisory Council 
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HOW CHBRP WORKS 

 Upon receipt of the Legislature’s request, CHBRP convenes analytic teams 

to provide analysis before policy committee hearing 

 CHBRP staff act as project managers and provide context 

 CHBRP analyzes health insurance benefit mandates 
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HEALTH INSURANCE BENEFIT MANDATES 

 Test/treatments/services for the treatment of one or more 

conditions/diseases 

 May pertain to: 

 Provider type 

 Screening, diagnosis, or treatment of a specific disease/condition 

 Coverage for a particular type of test/treatment/service 

 Benefit design 
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A CHBRP REPORT ANSWERS THE FOLLOWING: 

 Does scientific evidence indicate whether the treatment/service works? 

 What are the estimated impacts on benefit coverage, utilization and costs of 

the treatment/service? 

 What is the potential value of a proposed health benefit mandate? What 

health outcomes are improved at what cost? 

 What are the potential benefits and costs of a mandate in the long-term? 

 If relevant, what is the impact on the social determinants of health? 
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CHBRP’s 60-Day Timeline 

Mandate Bill 
Introduced and 
Request sent to 

CHBRP 
Team Analysis Vice Chair/CHBRP 

Director Review 

RevisionsNational Advisory 
Council 

Final to 
Legislature 
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CHBRP’s Website: www.chbrp.org 

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM 
25 

http:www.chbrp.org


    

 

California 
Health Benefits 
Review Program 

Providing Evidence-Based Analysis to the California 
Legislature 

2020 Legislative Briefing 

Ana Ashby 
Policy Analyst 

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM 



    

  
 

California Health 
Benefits 
Review Program 

Showcasing CHBRP’s Methods: A review of AB 767 
Infertility 

Adara Citron, MPH 
Principal Analyst 

January 23, 2020 



    

 

 

  
 

 

 

CHBRP Analyses Provide: 

Impacts 

Would benefit coverage, 
utilization, or cost change? 

Would the public’s  health 
change? 

Medical Effectiveness 

Which services and 
treatments are most relevant? 

Does evidence indicate 
impact on outcomes? 

Policy Context 

Whose health insurance 
would have to comply? 

Are related laws already in 
effect? 
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2019 ANALYSIS: AB 767 INFERTILITY 

As introduced, AB 767 would require coverage of infertility 

treatments, including in vitro fertilization, and mature oocyte 

cryopreservation. 

Prevalence of infertility in the US: 

• 12% of women ages 15-44 

• 9% of men of age 19-44 
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MEDICAL EFFECTIVENESS IMPACTS 

Definitions: 

• Infertility treatments include: Diagnostic tests, medications, in vitro 

fertilization (IVF), IVF plus intracytoplasmic sperm injection, and 

intrauterine insemination. 

• Mature oocyte cryopreservation (OC) is referred to as “planned OC”: 
Freezing eggs when a woman is younger to use at a later time. 

Key Questions: 

1. What is the effectiveness of IVF and planned OC as treatments for 

infertility? 

2. What are the harms associated with IVF and planned OC? 
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MEDICAL EFFECTIVENESS IMPACTS, CONT. 

Key Findings 

1. Preponderance of evidence IVF and planned OC are effective treatments 

for infertility 

2. Preponderance of evidence IVF is associated with certain maternal harms 
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BENEFIT COVERAGE, UTILIZATION, AND COST IMPACTS 

• Benefit coverage among enrollees: 

4.3% at baseline 100% postmandate 

• utilization across all treatment types, but mostly for IVF 

and IVF-ICSI 

• total net annual expenditures by $627,288,000 or 0.39% 

• Per member per month premiums      between $2.76 among 

CalPERS HMO enrollees and $3.72 in the DMHC-regulated 

small group market 
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PUBLIC HEALTH IMPACTS 

5,000 live births in the first year postmandate 

mental health and quality of life 

financial barriers 
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Introduction 

While California has made impressive strides 
in increasing the number of residents who 
have health insurance coverage — and 

proposals for reaching the remaining uninsured con-
tinue to be debated at the state and federal level 
— health care is still far too expensive for the three 
million Californians who lack coverage and the 37 mil-
lion who do not. The average cost of a family health 
insurance plan in California is nearly $20,000 per year, 
almost one-third of median family income in the state. 
Premiums for the average family health plan in the 
employer market in California have increased 133% 
since 2002, vastly outpacing infation. The average 
deductible facing a California family now exceeds 
$3,000, while the average copay for a physician offce 
visit is nearly $25.1 

Californians are desperate for relief from these costs. 
In a 2018 statewide survey, more residents were 
extremely or very worried about paying for health 
care than those worried about paying for housing, 
transportation, or utilities.2 This fear at least partially 
refects Californians’ direct experience. About one out 
of fve Californians reported problems paying medi-
cal bills for themselves or a family member in the past 
year, leading them to cut back on basic household 
spending, use up all of their savings, or delay or forgo 
medical treatments or prescription drugs.3 Nearly half 
experienced some type of cost-related access prob-
lem for themselves or a member of their family.4 Part I 
of this report further explores how health care costs 
are affecting the state’s residents and forcing state off-
cials to make unnecessary trade-offs. 

Part II of this report describes sources of health 
insurance coverage in the state, spending by payer, 
and trends in spending over time. Individuals with 
employer-sponsored insurance are the largest seg-
ment of the population, and they account for the 
largest percentage of health spending in the state. 
Both infation-adjusted premiums and deductibles 
for employer-sponsored insurance increased substan-
tially from 2000 to 2017, with worker contributions to 
health care more than tripling at businesses with fewer 

than 25 workers. Offce-based visits, inpatient hospi-
tal stays, and prescription drugs drive much of health 
care spending across market segments in California. 

There is nothing inherently wrong with rapid growth 
or high absolute levels of health care spending if the 
increased expenditure expands coverage or leads 
to improved care. However, Part III uncovers a trou-
bling pattern in the state: Prices for the same medical 
treatments vary widely across California, even though 
these differences do not necessarily refect higher-
quality care. Signifcant evidence shows that health 
spending could be reduced without reducing access 
or undermining quality. 

Part IV explores six areas of focus for understanding 
cost containment approaches targeting unnecessary 
spending across the state’s health care system: (1) 
overtreatment, (2) failures of care delivery and inad-
equate prevention, (3) failures of care coordination, (4) 
administrative complexity, (5) pricing and market ineff-
ciencies, and (6) fraud and abuse. These areas suggest 
signifcant opportunities to reduce health spending 
without adversely affecting patient health outcomes. 
In 2010, the Institute of Medicine (now the National 
Academy of Medicine) estimated that almost one-third 
of the nation’s health care spending was wasteful and 
unnecessary. Shrank et al. updated the IOM estimates 
using more recent data and found that between 20% 
and 25% of national health spending can be attributed 
to waste.5 Assuming that California has a similar pro-
portion of unnecessary spending, we estimate that the 
state could save between $58 and $73 billion per year 
by eliminating unnecessary spending. 

Crucial to any cost containment effort is a detailed 
understanding of what costs are being reduced, 
where they are coming from, and who has the poten-
tial to capture the savings. In this report we focus on 
the landscape of health care spending and a frame-
work for understanding cost containment approaches 
in California. The fnancial impact of a wide range of 
policy proposals aimed at reducing health care spend-
ing will be the subject of a second, follow-up report in 
this series. 
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I. Why Health Care 
Costs Matter 

The vigorous public debate often swirling around 
health care policies may at times obscure the infu-
ence that health care costs have on the well-being of 
the population. To truly understand the importance of 
lowering the rapid growth of health care spending, it 
is illuminating to refect on how citizens themselves 
are affected by health care costs. 

Health care costs and access to quality care are very 
much on the minds of California residents. In late 
2018, the Kaiser Family Foundation and the California 
Health Care Foundation conducted a representative 
survey of the state’s residents to gauge their views on 
the health policy priorities facing the state, as well as 
their experiences in the health care system.6 Among 
respondents, making health care affordable was a 
top priority. About 45% called affordability extremely 
important, second only to improving public edu-
cation. When asked specifcally about health care, 
Californians said their highest priorities were ensuring 
that people with mental health problems could get 
treatment, increasing access to coverage, and lower-
ing the cost of health care. 

Survey respondents’ concerns about health care costs 
appeared to stem from their own experiences. As 
indicated above, about one out of fve Californians 
reported problems paying medical bills for themselves 
or a family member in the past year. This number rises 
to nearly a third of Californians with debilitating medi-
cal conditions, those on Medi-Cal or without health 
insurance, and those with incomes below 200% of 
the federal poverty level. Residents, especially those 
without health insurance, reported concerns that 
they could not pay unexpected medical bills. Some 
residents who struggled to pay medical bills reported 
cutting spending on basic household items, putting 
off vacations or major purchases, and using up all of 
their savings. 

Health care costs caused some Californians to delay 
or forgo medical treatments or prescription drugs. 
More than two out of fve respondents said they or 
another family member in their household postponed 
or skipped care in the past year due to cost, includ-
ing dental appointments and medical tests (Figure 1). 
Some didn’t fll prescriptions or skipped doses. 
Californians with lower incomes, those who lack health 
insurance, and Black and Latino residents were more 
likely than their white or Asian American counterparts 
to postpone or forgo care because they feared they 
would not be able to afford it. 

For the 2019–2020 budget year, California allocated 
$67 billion in total state funds to health and human 
services, $42 billion of which came from the state gen-
eral fund.7 Allocations for health and human services 
accounted for 28% of all general fund expenditures, 

Figure 1. Two Out of Five Californians Postponed or 
Skipped Getting Health Care Due to Cost 

CALIFORNIANS WHO HAVE . . . IN THE PAST 12 MONTHS BECAUSE OF THE COST 

Skipped dental care or checkups 

30% 

Put off or postponed getting health care 

20% 

Skipped a recommended medical test or treatment 

19% 

Not flled a prescription for a medicine 

18% 

Cut pills in half or skipped doses of medicine 

12% 

Put off or postponed getting mental health care 

10% 

Experienced any of the above problems 

44% 

Source: KFF/CHCF California Health Policy Survey (November 12 to 
December 27, 2018). 
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up from 25% in the 2018–2019 budget year. Concerns 
about waste in the system raise the possibility 
that other public policy priorities like education or 
housing may be shortchanged at the expense of low-
value health care. As former Centers for Medicare 
& Medicaid Services (CMS) Administrator Donald 
Berwick discussed in a recent editorial, the degree 
of wasteful spending in our health system raises the 
possibility that “schools, small businesses, road build-
ers, bridge builders, scientists, individuals with low 
income, middle-class people, would-be entrepre-
neurs, and communities as a whole could make much, 
much better use of that money.”8 

II. A Snapshot of 
Health Spending 
Trends in California 

Expenditures on personal health care for Californians 
totaled $292 billion in 2014, according to CMS.9 

California accounts for roughly 10% of total health 
spending in the nation.10 

Individuals with employer-sponsored insurance (ESI) 
account for the largest portion of both the popula-
tion and health spending in the state (see Table 1). 

Infation-adjusted premiums and deductibles for ESI 
both increased substantially since 2000, and large 
increases affected small and large frms alike. At 
approximately $11,900 per year, Medicare benefcia-
ries have per-capita health spending that is roughly 
twice as high as that of other Californians. Spending 
by Californians without health insurance now accounts 
for only about 2% of total spending on health care. 

Per-capita health spending in the state has grown 
steadily over time. Those with private health insur-
ance coverage have faced the highest growth rates 
— about 4% per year. Offce-based visits, inpatient 
hospital stays, and prescription drugs disproportion-
ately fuel increases in health spending in California. 
With an average annual growth rate of more than 7%, 
prescription drug spending has far outpaced infation. 

This section uses data from the Medical Expenditure 
Panel Survey Household Component (MEPS-HC), 
conducted by the Agency for Healthcare Research 
and Quality (AHRQ), to explore these and other health 
spending trends in California from 2000 through 
2016.11 (More details about the report’s methodology 
are in Appendix A.) The remainder of this section pre-
sents a detailed analysis of the 2000–2016 MEPS data, 
including health spending by insurance type, site of 
service, and employer size.12 

Table 1. Population Size and Health Spending in California, by Insurance Type, in 2016 Dollars 

POPULATION SIZE TOTAL SPENDING PERCENTAGE OF PERCENTAGE OF 
MARKET SEGMENT (MILLIONS) (BILLIONS) AVERAGE SPENDING POPULATION SPENDING 

Employer 17.3 $79.5 $4,600 43% 37% 

Medicare 4.7 $55.8 $11,900 12% 26% 

Medi-Cal 10.6 $56.4 $5,300 26% 27% 

Non-group 3.3 $11.5 $3,500 8% 5% 

Other 1.5 $5.8 $3,900 4% 3% 

Uninsured 2.6 $3.6 $1,400 7% 2% 

Totals 40 $213 $5,300 100% 100% 

Note: Totals may not sum due to rounding. 

Source: Authors’ calculations based on MEPS-HC. 
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Health Spending by Insurance Type 
Considering the wide variety of funding sources in 
health care is important when assessing the impact 
of programs on specifc populations or groups. In 
California, with its highly diverse population, this is 
especially relevant. 

Table 1 describes the size of health spending accord-
ing to the primary source of insurance coverage for a 
given year. Because the team assigned each individual 
in the data to a primary source of health insurance, 
some segments of the market may be assigned lower 
levels of coverage than estimates that allow for mul-
tiple sources of coverage. 

Californians with employer-sponsored insurance are 
the largest group in the market, with 17.3 million 
enrollees. With average per-capita health spending 
of $4,600, the ESI population accounts for 37% of 
health spending in California, as well as 43% of the 
population. 

The next-largest group, those with Medi-Cal13 as their 
primary source of coverage, accounts for 26% of the 
population and 27% of health spending. Medi-Cal 
is funded by state, local, and federal sources.14 The 
federal government funds approximately 63% of 
Medi-Cal expenditures. Nonfederal sources, including 
California counties and municipalities, provide approx-
imately 16% of Medi-Cal funding, and the remaining 
21% comes from the California general fund.15 

Medicare benefciaries account for just under 12% of 
the California population, but they have the highest 
per-capita health spending ($11,900) and account 
for 26% of spending on health care. Individuals with 
non-group coverage (including those who receive 
coverage through Covered California or other sources 
of private, individual market insurance) and individu-
als with miscellaneous other forms of insurance (such 
as the military’s TRICARE program) each have slightly 
less than $4,000 in health spending per year. The 
uninsured population accounts for roughly 7% of the 
California population and 2% of spending. Uninsured 
Californians spend an average of slightly less than 

$1,400 on health care per year, the smallest amount of 
any market segment. 

As shown in Figure 2, the share of spending for each 
insurance type has changed over time.16 While enroll-
ees in employer-sponsored insurance account for the 
largest share of health spending, this share declined 
from 45% to 37% from 2000 through 2016. Medicare 
spending remained stable since 2000, while the share 
of California health care spending from patients with 
Medi-Cal as their source of primary coverage increased 
from 17% in 2000 to nearly 27% in 2016. 

In 2000, the uninsured population accounted for 4% 
of California health care spending. This share peaked 
at 6% in 2007 but decreased to 2% in 2016. The most 
notable declines occurred in 2011, when California 
began an early expansion of Medi-Cal under the 
Affordable Care Act (ACA), and in 2014, when the 

Figure 2. Share of Annual Health Spending, 
by Insurance Type, California, 2000–16 

Medicare 
Medi-Cal 
Employer-sponsored 

Non-group 
Other 
Uninsured 

50% 

45% 
40% 37% 

26% 

26% 

27% 

17% 

30% 

20% 

6% 6% 
4% 3% 

10% 1% 2% 

2000 2004 2008 2012 2016 

Source: Authors’ calculations based on data from the MEPS-HC. 
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ACA’s health insurance expansions through Covered 
California took effect. Spending for those with non-
group private insurance and other forms of insurance 
(such as TRICARE) remained stable over this period. 

Figure 3 presents these results in terms of infation-
adjusted per-capita health spending from 2000 
through 2016. Unlike the data shown in Table 1, the 
data in Figure 3 are adjusted to account for variation 
in spending over time due to extreme outliers (peo-
ple with spending in the top 1% of the distribution), 
which could be spurious. As a result, the 2016 esti-
mates reported in Figure 3 (and other trend graphs) 
differ somewhat from the static estimates presented 
in Table  1. In each year, mean per-capita spend-
ing was highest for Medicare benefciaries. Over the 
2000–2016 time period, average infation-adjusted 
per-capita spending for California Medicare ben-
efciaries increased from $7,700 to $11,000 (after 
adjustments for outlier spenders), an average annual 
growth rate of nearly 3%. Medi-Cal patients had the 
next highest per-capita health spending, although per-
capita Medi-Cal spending increased by only about 2% 
per year during this period. Per-capita spending for 
the employer-sponsored population increased by just 
under 4% per year. 

These spending differences are refected in out-of-
pocket health spending among patients in different 
types of insurance plans (see Figure 4). Medicare ben-
efciaries consistently have the highest out-of-pocket 
payments. However, after peaking in 2004, Medicare 
out-of-pocket payments have declined over time. 
This decrease may be due to the 2006 expansion of 
Medicare benefts to include prescription drug cover-
age through Medicare Part D. Out-of-pocket payments 
also have declined for uninsured Californians and for 
those with Medi-Cal (who have seen a 28% decrease 
in infation-adjusted out-of-pocket patient spending). 

In contrast, from 2000 through 2016, annual out-of-
pocket patient spending increased by almost 36% for 
those with employer-sponsored coverage, an average 
annual increase of 2% per year. Of note, this increase 
in out-of-pocket spending is below the average annual 
growth rate of per-capita spending among those with 

Figure 3. Mean Per-Capita Per-Enrollee Annual Health 
Spending, by Insurance Type, California, 2000–16 

2016 DOLLARS 

$14,000 

$12,000 
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$8,000 
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$1,385 
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Figure 4. Mean Annual Patient Out-of-Pocket Payments, 
by Insurance Type, California, 2000–16 
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Source (Figures 3 and 4): Authors’ calculations based on data from the 
MEPS-HC. 
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employer-sponsored coverage (just under 4%; see 
Figure 3). For those with private, individual market 
coverage rather than coverage from an employer, 
out-of-pocket payments increased by 66% from 2000 
through 2016, an average annual growth rate of 
around 4%. These increases translate into cumulative 
increases in average spending from 2000 to 2016 of 
$149 for Californians with employer-sponsored insur-
ance and $294 for those with non-group commercial 
insurance, after adjusting for outlier spenders. 

Health Spending by Site of Service 
Table 2 presents health spending by site of service. At 
nearly $60 billion per year for each, inpatient hospital 
and offce-based medical provider services account for 
the largest shares of annual spending, approximately 
28% each in 2016. Californians spent $45.6 billion on 
prescription drugs in 2016, which accounted for about 
21% of spending that year. 

Table 2. Health Spending, by Site of Service, 2016 

AMOUNT SHARE OF AVERAGE 
SITE OF SERVICE (BILLIONS) TOTAL PER-CAPITA 

Office-based $59.2 28% $1,500 

Inpatient $59.1 28% $1,500 

Prescription drugs $45.6 21% $1,100 

Dental $16.9 8% $400 

Other $14.7 7% $400 

Hospital outpatient $9.4 4% $200 

Emergency $7.9 4% $200 

Totals $213 100% $5,300 

Note: Totals may not sum due to rounding. 

Source: Authors’ calculations based on MEPS-HC. 

Figure 5 shows changes in spending by site of ser-
vice, with adjustments for outlier spenders. From 2000 
through 2016, the share of health spending attributed 
to each site of care increased for all but outpatient 
hospital services. Per-capita spending on offce-based 
medical provider services increased by almost 4% per 
year, as did spending on inpatient hospital services. 
For prescription drugs, the growth rate was even larger, 
increasing by an average annual rate of about 7%. 

These results have important implications for potential 
health policy options. Offce-based medical provider 
services and inpatient visits account for the largest 
shares of health spending in California. Policies that 
address use of these services may create large poten-
tial savings opportunities. Likewise, prescription drug 
costs have grown more rapidly than growth in any 
other cost area studied. Policies that address rising 
drug prices can help reduce this growing cost burden. 

Figure 5. Per-Person Annual Health Spending, by Site of 
Service, California, 2000–16 
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Inpatient Other 
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Source: Authors’ calculations based on data from the MEPS-HC. 
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Employer-Sponsored Insurance 
Spending by Business Size 
Individuals with employer-sponsored insurance (ESI) 
make up the largest population segment in California. 
To better understand this population, the research 
team also examined health spending for different 
types of ESI. Analysis of the California ESI market used 
MEPS Insurance Component (MEPS-IC) data specifc 
to California employers.17 

ESI plans have two options: (1) self-funding, in which 
the employer is responsible for health care costs but 
pays the insurer an administrative fee; or (2) remain-
ing fully insured, in which the employer contracts 
with an insurer to provide health insurance ben-
efts. Nationwide, about 60% of people with ESI 
were enrolled in self-funded health plans in 2017; in 
California, however, only about 46% of private-sector 
ESI enrollees were in self-funded plans.18 The lower 
enrollment in self-funded plans in California may 
refect the state’s high level of HMO penetration, and 
also the dominance of Kaiser Permanente, which offers 
only fully insured plans. Self-funded insurance is more 
common at large frms than at small ones. According 
to the MEPS-IC data, 70% of California health insur-
ance enrollees at frms with 1,000 or more workers 
were in self-funded plans, compared with only 12% of 
enrollees at frms with fewer than 50 workers. 

In the fgures below, the team used the MEPS-IC data 
to examine trends in both coverage and spending 
for Californians with ESI, breaking down the numbers 
according to frm size. The team examined ESI enroll-
ment, the average premium for a single enrollee (that 
is, for a plan that covers only a single person and does 
not cover dependents), and the average deductible 
for a single enrollee. 

Figure 6 presents the share of the total employer-
sponsored health insurance population by frm size. 
Employees not eligible for health insurance are 
excluded from these percentages. Californians who 
work for a frm with 1,000 or more employees account 
for the largest portion of the ESI population, and this 
share has grown over time. From 2000 through 2017, 

Figure 6. Share of the Employer-Sponsored Insurance 
Population, by Firm Size, California, 2000–17, 
Selected Years 

NUMBER OF EMPLOYEES 

˜ <10 ˜ 10–24 ˜ 25–99 ˜ 100–999 ˜ 1,000+ 

2000 
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17% 
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2017 

12% 

8% 
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Note: Totals may not sum due to rounding. 

Source: Authors’ calculations based on data from the MEPS-IC. 
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Figure 7. Employers’ Share of Premium, by Firm Size, 
California, 2000–17, Selected Years 

˜ Employer contribution ˜ Employee contribution 
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the share of the ESI population that works for a frm 
with 1,000 or more employees increased from 41% to 
45%; while the share of the ESI population that works 
for a frm with 100 to 999 employees increased from 
19% to 21%. The share of enrollees who worked at 
frms with fewer than 100 workers declined over the 
same time period. 

Figure 7 shows differences in average total premiums 
in California for a single enrollee (that is, an enrollee 
in a plan that covers only a single person and does 
not cover dependents) by frm size. Premiums include 
employer and employee contributions. In 2017, the 
average total single-enrollee premium in California 
was nearly $7,000 for frms with fewer than 10 workers 
and roughly $6,000 for frms of other sizes. Although 
the smallest frms (those with fewer than 10 workers) 
consistently have the highest premiums, a consistent 
relationship between premiums and frm size does not 
appear in the data. 

Worker contributions more than 

doubled from 2000 through 2017. 

Firms with fewer than 25 workers 

faced the largest increases in worker 

contributions, which more than tripled 

over the time period studied. 

Since 2000, average total premiums increased by 
between 68% and 94% in absolute terms, with the 
largest increases at frms with 25 to 99 workers. Worker 
contributions more than doubled from 2000 through 
2017. Firms with fewer than 25 workers faced the larg-
est increases in worker contributions, which more than 
tripled over the time period studied. 

Source (Figure 7): Authors’ calculations based on data from the MEPS-IC. 
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Figure 8 examines trends in annual deductibles for 
ESIs. Deductibles represent the amount that patients 
are required to pay “out of pocket” before insurance 
coverage begins.19 Although employees of smaller 
frms face consistently higher average deductibles 
than those of larger frms, the gap has narrowed over 
time. For example, while deductibles approximately 
doubled for frms with fewer than 50 employees 
between 2005 and 2017, deductibles for larger frms 
nearly quadrupled over the same time period. 

Figure 8. Average Individual Employer-Sponsored 
Deductible, California, 2000–17, Selected Years 

˜ <50 employees ˜ 50+ employees 

201720102005 

$955 

$479 

$1,941 

$1,737 

$1,484 

$920 

Source: Authors’ calculations based on data from the MEPS-IC. 

III. Disparities That Signal 
Wasteful Spending 

As the preceding sections demonstrate, rapidly ris-
ing health care costs have a dramatic impact on 
Californians’ lives, and these cost increases are not 
spread equally across the various types of insurance, 
sites of service, and sizes of businesses. Increases in 
health care costs are also not spread equally across 
the state. In addition, prices for the same medical 
treatment vary widely across California, and these dif-
ferences do not necessarily refect differences in the 
quality of care. 

For example, the Integrated Healthcare Association 
estimated that if all Californians with commercial and 
Medicare insurance received care at the same cost as 
in San Diego — one of the least expensive major met-
ropolitan areas in which to receive health care, and a 
city with high-quality care — total costs to the state 
would decrease by an estimated $11 billion annually.20 

This section provides an overview of the considerable 
price and quality disparities across California, using 
publicly available sources. The disparities outlined 
below signal enormous areas of wasted spending, 
and they represent clear opportunities to reduce 
health care spending without compromising quality 
and outcomes. 

Price Disparities by County and 
Region in California 
According to the California Regional Health Care Cost 
& Quality Atlas (the Atlas) — a resource that analyzes 
clinical quality, hospital use, and the cost of care for 
three-fourths of the state’s population — prices and 
quality vary widely across the state.21,22 To illustrate the 
range of variation, Figure 9 provides a snapshot of the 
range of average total risk-adjusted costs of care per 
member per year for the commercially insured across 
the state.23 
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Figure 9. Average Total Cost of Care,* Commercially 
Insured Californians, by Region, 2017 
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*Geography and ACG risk adjusted. 

Source: Integrated Healthcare Association. California Regional Health 
Care Cost & Quality Atlas: Total Cost of Care – Geography and ACG Risk 
Adjusted – Commercial. 2017. Accessed January 7, 2020. 

Average annual costs range from a high of $5,700 
in San Francisco County to a low of $3,900 in Kern 
County. Other components of the total cost of care 
show similar magnitudes of variation across the state. 
For example, pharmacy costs range from an average 
of $650 per member per year in several locations, 
including Alameda County, Central Valley North, Kern 
County, and much of the southeastern part of the 
state to $1,100 per member per year in San Francisco. 

Figure 10 compares the clinical quality composite 
score (for the 10 clinical quality measures available for 
2015) and the average total risk-adjusted cost of care 
for each region in California. Regions are grouped 
into three “super regions” of the state — Northern, 
Central, and Southern. 

Northern California regions (in the upper-right quad-
rant) typically provide better clinical quality but have 
the highest costs. Exceptions are the northern rural 
counties (in the bottom-right quadrant), which have 
both poor quality and higher-than-average costs. 
Santa Clara County (the blue dot closest to the vertical 
axis) also stands out as having above average quality 
and relatively low costs. Southern California counties 
(in green) have relatively average costs and slightly 
below average quality, while Central California coun-
ties (in orange) tend to have worse quality scores than 
other regions, and wide variation in costs. 

The analysis does not suggest the “right” spending 
level for any region. However, the Atlas shows the 
wide variation in risk-adjusted costs. Although imper-
fect risk adjustment could be the source of some of 
the variation, the differences in costs suggest that 
some residents could be receiving poor value for their 
health care investment. 

If the quality of care from the top-performing region 
were provided to all Californians, “nearly 570,000 
more people would have been screened for colorectal 
cancer and 166,000 more women would have been 
screened for breast cancer in 2015,” according to the 
Atlas.24 
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Figure 10. Quality vs. Cost in Commercial Insurance, by Region, California 
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Source: Integrated Healthcare Association, California Regional Health Care Cost & Quality Atlas: Total Cost of Care - Geography and ACG Risk Adjusted - 
Commercial and Clinical Quality Composite - 2015 Measures - Commercial. 2017. Accessed January 10, 2020. 
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Price Disparities for the Same 
Procedures 
The Atlas data above paint a disparate picture of 
health costs and quality statewide. The prices that 
private health plans pay for specifc procedures also 
reveal wide disparities around the state. The Health 
Care Cost Institute (HCCI) has amassed more than 730 
million claims from four insurers25 and uses the data to 
assess variations in prices across the US. HCCI data 
for four common health care service bundles were 
assessed using the Guroo online price transparency 
tool, as seen in Figure 11.26 

The substantial variation in prices for the same pro-
cedure shown in Figure 11 suggests that some 
consumers may be getting poor value for their dol-
lars. For example, the average price of a cesarean 
delivery in San Diego was just over $20,000, com-
pared with an average price of just over $30,000 in 
San Francisco. Even within a region, prices often vary 
substantially. For example, the minimum price for an 
outpatient appendectomy in San Diego is less than 
half the amount of the maximum price, according to 
the data. In general, average prices in California for 
these services are higher than average prices nation-
wide, although the wide range in prices indicates a 
high degree of overlap. 

Figure 11. Price Ranges for Four Common Health Care Services, US, California, San Diego, and San Francisco 
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Note: Data are based on claims paid between July 1, 2014, and June 30, 2016, trended forward to 2018 price levels. 

Source: Authors’ calculations based on Guroo Price Transparency Tool. Accessed December 2019. 
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IV. Six Contributors to 
Wasteful Spending 

The large price disparities among regions in California 
described above suggest substantial waste or inef-
fciency in the system. If health care policymakers 
addressed waste and ineffciency, they could signif-
cantly lower the cost of care. 

In their 2019 update of a landmark report by the IOM, 
Shrank et al. estimated that between one-ffth and 
one-quarter of the nation’s health care spending was 
the result of wasteful and unnecessary spending, as 
well as missed opportunities to provide appropriate 
care.27 Assuming that the proportion of wasteful and 
unnecessary spending is similar in California, the state 
could save between $58 and $73 billion per year by 
eliminating waste and improving effciency. 

This section explores six contributors to wasteful 
spending and examines their relevance to costs in 
California. Options for reducing health spending in 
a number of these areas are covered in the second 
report in this series. 

Overtreatment 
Nationwide, overtreatment accounts for up to $76 to 
$101 billion in health spending annually.28 Factors that 
contribute to overtreatment include ordering dupli-
cate tests, prescribing treatments that have little or 
no value, and ordering a high-cost treatment when a 
lower-cost treatment could have resulted in equivalent 
or superior quality of care. Some patients and doctors 
believe that more treatment is better. The availability 
(or supply) of health care treatments may also cause 
patients and doctors to use them more, regardless of 
their clinical beneft.29,30 Further, excessive prices and 
overtreatment may be related: If providing services of 
little or no clinical value is proftable, some providers 
may continue to offer them despite the limited beneft. 

The Choosing Wisely initiative, which the ABIM 
(American Board of Internal Medicine) Foundation 
launched in 2012 in partnership with Consumer 

Reports, seeks to identify commonly used tests and 
procedures that may be unnecessary. The initiative pro-
vides information about these services to help patients 
and providers make better decisions.31,32 Based on rec-
ommendations from Choosing Wisely, stakeholders in 
California recently formed Smart Care California, a con-
sortium of payers that includes CalPERS (the California 
Public Employees’ Retirement System), Medi-Cal, and 
Covered California. The group promotes best practices 
for reducing overtreatment in three areas: inappropri-
ate opioid prescribing, unnecessary cesarean sections, 
and unnecessary imaging for low back pain. According 
to Smart Care California data, the state saw sizable 
reductions in inappropriate opioid prescribing and 
small reductions in cesareans for low-risk, frst-time 
mothers from 2015 through 2017.33 

While the Smart Care initiative is a step toward reduc-
ing unnecessary care, additional opportunities to 
expand and build on this capacity exist. California’s 
all-payer claims database (APCD), which is in devel-
opment, may enable policymakers to identify 
patterns about low-value care and, ultimately, take 
action to address waste. For example, the Minnesota 
Department of Public Health used its APCD to show 
$55 million in spending on 18 low-value services in 
2014. The most common low-value service was diag-
nostic imaging for uncomplicated headaches.34 A 
similar study used Virginia’s APCD to estimate that 
more than $586 million in spending went to 44 low-
value services, including baseline lab tests for patients 
having low-risk surgery, annual cardiac screening 
for asymptomatic patients, and routine imaging for 
uncomplicated rhinosinusitis.35 

Failures of Care Delivery and 
Inadequate Prevention 
Shrank et al. estimated that the US spends $102 to 
$166 billion each year, or 14% to 18% of all avoidable 
health spending, treating conditions that are pre-
ventable, unnecessary, or avoidable.36 These missed 
opportunities include primary prevention (avoiding an 
illness or injury), secondary prevention (screening to 
identify health issues at an early stage), tertiary preven-
tion (managing diseases post-diagnosis), avoidable 
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conditions such as hospital-acquired infections, and 
excess costs stemming from clinical ineffciency. 

While reducing hospital-acquired infections and clini-
cal ineffciencies will both improve health care quality 
and reduce costs, prevention is something of a mixed 
bag in terms of cost containment. Prevention can save 
money in many important ways, such as by reducing 
the cost of treating diseases by detecting them earlier 
and avoiding treatment altogether. But in other ways, 
prevention can increase costs when poorly targeted. 

While the IOM points to some specifc opportunities 
to save money by expanding access to treatment, in 
general the literature shows that expanding access to 
preventive care increases spending.37 Preventive ser-
vices must typically be provided to a large share of the 
population, many of whom will not have the condi-
tion. Among those who screen positive, savings will 
only materialize if lower-cost treatments can stave off 
costlier treatments down the road. In a review of the 
literature, Cohen, Neumann, and Weinstein found that 
most preventive services both add value to the health 
system and increase total costs.38 Similarly, a recent 
review of disease management programs found cost 
savings in only a minority of cases.39 

Nevertheless, as both Shrank et al. and the IOM con-
cluded, certain types of preventive services can save 
money, particularly if targeted to high-risk popula-
tions. For example, certain colorectal cancer screening 
approaches have been found to reduce total health 
spending for people in targeted age groups,40 as have 
disease management programs for congestive heart 
failure.41 In many cases, preventive services enable 
people to live longer, healthier lives, making the ser-
vices a good investment even if they cause overall 
health care spending to increase. 

According to the National Healthcare Quality and 
Disparities Reports, California scores average relative 
to other states in terms of providing preventive care, 
and weak relative to other states in terms of managing 
chronic conditions through preventive care.42 Among 
the prevention measures considered, California scored 
poorly on infuenza and pneumococcal vaccinations 

and cholesterol measurement. The state scores in the 
average range for many vaccines provided to chil-
dren and adolescents, and for depression treatment 
among those who have experienced a major depres-
sive episode. Areas of strength include preventive 
care measures related to colorectal and cervical can-
cer screening, and chronic care measures related to 
HIV management. 

Failures of Care Coordination 
Although some people disagree about the meaning 
of “care coordination,” the Agency for Healthcare 
Research and Quality (AHRQ) defnes it as a process 
in which a provider or other person in the health care 
system takes responsibility for managing a patient’s 
course of care across multiple settings, including 
home, community, primary, inpatient, and other care.43 

Failures of care coordination occur when a patient’s 
care is disjointed, such as when there is poor commu-
nication across multiple providers caring for a patient, 
potentially leading to lapses, oversights, or redundan-
cies in treatment.44 Individuals with complex chronic 
conditions, who use more services and may interact 
with many providers, are at particular risk for coor-
dination failures. At a national level, failures of care 
coordination that may lead to avoidable or unneces-
sary medical complications and hospital admissions 
account for approximately $27 to $78 billion in excess 
spending. However, the California profle is a bit dif-
ferent, possibly due to the high adoption of managed 
care in the state, which may facilitate care coordination 
if patients are treated in an integrated delivery system 
with established protocols for sharing information. In 
the most recent version of the National Healthcare 
Quality and Disparities Report,45 California’s ratings 
in the priority area of care coordination were above 
average.46 

Still, the state has room for improvement. For exam-
ple, a recent assessment of the Cal  MediConnect 
Program — which attempts to integrate and coordi-
nate Medicare and Medi-Cal services for those eligible 
to participate in both programs — found that while 
enrollees said they were more satisfed with benefts 
and thought the quality of care was better because 
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of the program, there was no improvement in care 
coordination.47 

Administrative Complexity 
Shrank et al. estimate that high administrative 
expenses contribute to roughly $266 billion in over-
spending nationwide.48 A comprehensive 2005 
accounting of administrative costs for private insurers, 
physician groups, and hospitals in California found 
that commercial insurers in the state spend roughly 
10% of revenue on administration, physician groups 
spend about 27% of revenue on administration, and 
hospitals spend about 21% of revenue on administra-
tion.49 CALPIRG (the California Public Interest Research 
Group) estimated in 2008 that administrative activities 
consumed 5% of total health spending in California, 
although the data may be outdated.50 

California has several unique features that may con-
tribute to high administrative costs. First, a ban on the 
corporate practice of medicine, which aims to sepa-
rate the “professional standards and obligations” of 
medical professionals and the “proft motive of the 
corporate employer,” prohibits corporate entities 
from employing physicians or owning physician enti-
ties.51 This may lead to ineffcient behaviors, such as 
hospitals having to establish or contract with a medi-
cal foundation that can employ physicians. 

In addition, California remains the only state in which 
two agencies regulate health insurance, which adds 
an additional layer of administrative complexity. The 
Department of Managed Health Care oversees most 
health maintenance organizations (HMOs), cover-
ing about 21.6 million Californians. The California 
Department of Insurance regulates most preferred 
provider organizations (PPOs) and traditional fee-for-
service plans, covering about 2.4 million people. The 
dual structure has been described as confusing and 
ineffcient, with the potential for regulatory incon-
sistencies.52 Potential options for regulatory reform 
include consolidating the two agencies and institu-
tionalizing coordination and consistency between 
them.53 However, at present, both agencies continue 
to operate independently. 

Finally, California’s 13 million Medi-Cal benefciaries 
receive their health care through six models of man-
aged care.54 This relatively complex approach to 
administering the Medi-Cal program has the potential 
to increase administrative costs. 

Pricing and Market Ineffciencies 
As noted in the discussion of data from HCCI above, 
prices for health care services are often higher in 
Northern California compared with the statewide 
average. Increased market concentration plays an 
important role. In March 2018, California Attorney 
General Xavier Becerra brought a civil antitrust action 
against Sutter Health and its affliates for using their 
market power in Northern California to increase prices, 
and therefore costs, for its health care services.55 The 
suit alleged that Sutter prevented insurers from using 
“steering and tiering,” which can be important tactics 
for gaining bargaining leverage against health care 
providers that dominate local markets. In late 2019, 
Sutter agreed to pay $575 million to settle the law-
suit, and also agreed to restrictions on out-of-network 
charges and practices viewed by the state as anticom-
petitive, such as requiring insurers to include all Sutter 
hospitals in their networks as opposed to individual 
hospitals (“all or nothing” agreements).56 At the time 
of this writing, it is too early to know how the settle-
ment will affect the market for health care in California. 

Despite health care market consolidation, average 
health spending in California is lower than in the rest 
of the country by some measures. According to statis-
tics compiled by the Kaiser Family Foundation using 
data from the Offce of the Actuary of the Centers 
for Medicare & Medicaid Services, per-capita health 
spending in California — $7,549 — was lower than the 
national average of $8,045 in 2014 (the most recent 
year for which data are available).57 Similarly, 2017 
employer premiums in California were slightly below 
the national average, according to an analysis con-
ducted by the Kaiser Family Foundation using data 
from the Medical Expenditure Panel Survey (MEPS) 
Insurance Component.58,59 
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One factor that may contribute to lower per-capita 
spending is the dominance of managed care in the 
state. HMOs cover 59% of eligible Californians, the 
highest rate of any state.60 Kaiser Permanente accounts 
for a particularly large share of the California market. 
A recent assessment of accountable care organization 
(ACO) partnerships in California underscores Kaiser’s 
strong competitive pressure in a community: “The 
more dominant Kaiser’s presence, the stronger the 
incentive for other plans to develop new products at 
lower prices to maintain market shares.”61 In addition, 
the California population is relatively young compared 
with the national population,62 and Medi-Cal payment 
rates for physician services are low relative to the 
national average,63 although not for hospital care.64 

Fraud and Abuse 
Across the nation, Shrank et al. put the cost of health 
care fraud at between $59 and $84 billion.65 The 
Federal Bureau of Investigation, the primary agency 
tasked with investigating fraud in the health care 
system, estimates that health care fraud costs US tax-
payers $80 billion per year.66 The most common types 
of fraud include billing for services that were never 
rendered — such as using genuine patient informa-
tion, sometimes obtained through identity theft, to 
fabricate entire claims, as well as padding claims with 
charges for procedures or services that did not take 
place. 

Major fraud investigations have produced multiple 
criminal flings, which provide some sense of the 
magnitude of the problem in California. For exam-
ple, prosecutors in Los Angeles fled cases in 2018 
alleging $660 million in fraudulent bills. The 33 defen-
dants included doctors, pharmacists, and an attorney 
accused of kickback schemes involving surgeries, 
drugs, home health services, Medicare Part D pre-
scriptions, and hospice care.67 Also in 2018, the South 
San Francisco–based drug manufacturer Actelion paid 
$360 million to resolve claims that it illegally paid 
the copays of thousands of Medicare patients who 
used the drugmaker’s hypertension drugs, including 
Tracleer, Ventavis, Veletri, and Opsumit.68 

These recent actions in California indicate that fraud 
is an ongoing, and very likely a costly, concern in the 
state. 

Extrapolating to California 
The national estimates of wasteful spending are chal-
lenging to extrapolate to California given several 
factors raised above, including the higher prevalence 
of managed care in the state, the relatively younger 
population, and unique market consolidation patterns, 
particularly in Northern California. Nevertheless, if we 
use the Shrank et al. estimates69 as a rough guide-
post, we can infer that roughly $58 to $73 billion of 
total health spending in California is wasteful, with 
the largest shares of waste stemming from excessive 
administrative complexity (28% to 35%) and pricing 
and market ineffciencies (26% to 30%). Table 3 shows 
estimates of the breakdown of wasteful spending in 
California by category, assuming that the Shrank et al. 
national estimates can be applied at the state level. 
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Table 3. Estimated Breakdown of Wasteful Health Spending, by Category, California, 2014 

LOWER BOUND UPPER BOUND LOWER BOUND UPPER BOUND 
WASTE CATEGORY (%) (%) (BILLIONS) (BILLIONS) 

Administrative complexity 34.9% 28.4% $20.3 $20.7 

Pricing and market inefficiencies 30.4% 25.7% $17.6 $18.8 

Failures of care delivery and inadequate prevention 13.5% 17.7% $7.8 $12.9 

Overtreatment 10.0% 10.8% $5.8 $7.9 

Fraud and abuse 7.7% 9.0% $4.5 $6.5 

Failures of care coordination 3.6% 8.4% $2.1 $6.1 

Totals 100% 100% $58 $73 

Notes: The lower bound estimates assume it is possible to eliminate 20% of health spending ($58 billion), and the upper bound estimates assume it is possi-
ble to eliminate 25% of health spending ($73 billion). Totals may not sum due to rounding. 

Source: Estimated percentages come from Shrank WH, Rogstad TL, Parekh N. “Waste in the US Health Care System: Estimated Costs and Potential for 
Savings.” JAMA. Oct 7, 2019; 322(15):1501–1509. 

V. Conclusion 
One of the three primary goals of 2010’s Affordable 
Care Act was to stimulate efforts nationwide to contain 
health care costs. However, health spending continues 
to outpace infation and remains a major challenge 
nationally and within California. 

The high cost of care is a signifcant source of stress 
for Californians, particularly for the poor and those 
with chronic conditions, who often have to choose 
between paying for food and utilities and paying for 
doctor visits and prescription drugs. Businesses of 
all sizes struggle to afford the rapidly rising costs of 
providing health care to their employees. And prices 
themselves remain stubbornly high in many regions 
due to market consolidation and other factors. 

Although many stakeholders agree that controlling 
health care spending should be a priority, little con-
sensus exists about how to achieve that goal. In the 
next report in this series, we will take a step toward 
addressing that issue as we explore the policies that 
have the strongest potential to move the needle on 
cost containment. 

California has always been a national leader in the 
development of health policy and in creating and scal-
ing up innovative approaches to reducing health care 
costs. Governor Gavin Newsom’s recent creation of 
the Offce of Health Care Affordability provides a fresh 
opportunity to redouble our collective efforts to tame 
the inexorable rise in health spending. 
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Appendix A. Methodology 

Background on the MEPS 
The Medical Expenditure Panel Survey Household 
Component (MEPS-HC) is an annual panel survey 
of households that began in 1996 and is conducted 
by the Agency for Healthcare Research and Quality 
(AHRQ). Data from MEPS are widely used to exam-
ine health care costs and utilization. MEPS combines 
detailed survey information with spending and utiliza-
tion data that are validated through the patient’s insurer 
and provider. To produce estimates for California, the 
team used restricted-access state identifers made 
available for this project through AHRQ project num-
ber 466 and Census Bureau project number 2169. The 
research for this report was conducted at the AHRQ’s 
Center for Financing, Access and Cost Trends (CFACT) 
Data Center, and the support of AHRQ is acknowl-
edged. The results and conclusions in this paper are 
those of the authors and do not indicate concurrence 
by AHRQ or the US Department of Health and Human 
Services. 

The research team used MEPS data from 2000 through 
2016, the last year for which we had access to the 
data. (Data from the MEPS Insurance Component, an 
employer survey, are released on a different schedule.) 

An advantage of the MEPS relative to other data 
sources such as State Health Expenditure Accounts 
(SHEA) data from the Offce of the Actuary (OACT) of 
the Centers for Medicare & Medicaid Services (CMS) 
is that it is disaggregated, allowing the user to analyze 
specifc categories of health spending. However, while 
MEPS is designed to be nationally representative, the 
estimates are not necessarily representative of the 
population of California. 

MEPS reports aggregated annual data fles and medi-
cal event fles for specifc sites of care (such as hospital 
inpatient care, hospital outpatient care, offce visits, 
and prescription drugs). For this report, the team used 
data from both the full-year consolidated fles and the 
medical event fles. 

Health Spending Estimates 
The MEPS data result in smaller spending estimates 
than those found in the CMS SHEA data due in part to 
an undercount of high spenders. The MEPS estimates 
were adjusted to address this undercount using the 
method described by Bernard et al.70 After adjustment, 
California health spending in the MEPS was $213 bil-
lion in 2016. Even with these adjustments, the MEPS 
fgures are lower than those reported by the National 
Health Expenditure Accounts (NHEA), because MEPS 
excludes certain categories of health care, including 
long-term care, public health spending, health-related 
investments and philanthropy, and over-the-counter 
medications. The approach used to adjust the MEPS 
data is described in detail below. 

Weighting 
To account for MEPS undercounting,71 prior research 
upweights MEPS spending categories to better align 
with the CMS National Health Expenditure Accounts 
(NHEA). Bernard et al.72 propose using the weights 
shown in Table A1 for specifc sources of payments. 

Table A1. MEPS Weights to Align with NHEA Benchmarks 

WEIGHTS TO ALIGN WITH 
PAYMENT SOURCE NHEA BENCHMARKS 

Out of pocket 9.47% 

Private health insurance 30.51% 

Medicare 14.28% 

Medicaid/Children’s Health 38.84% 
Insurance Program (CHIP) 

Department of Veterans Affairs –9.94% 

Workers’ compensation insurance 112.40% 

Other federal 0.00% 

Other state and local 0.00% 

Other sources 0.00% 

All expenditures 23.10% 

Source: Bernard D, Selden TM, Pylypchuk YO. Aligning the Medical 
Expenditure Panel Survey to Aggregate U.S. Benchmarks, 2010 (PDF); 
Working Paper No. 15002. 2015. Accessed April 5, 2019. 

www.chcf.org 

http://www.chcf.org
https://meps.ahrq.gov/data_files/publications/workingpapers/wp_15002.pdf
https://meps.ahrq.gov/data_files/publications/workingpapers/wp_15002.pdf


21 Getting to Affordability: Spending Trends and Waste in California’s Health Care System

 

 
 
 
 

 

 
 

 

 
 
 

 
 
 

 
 

 
 

 
 
 
 

 
 
 
 
 

 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 

Spending estimates for the present analysis were 
reweighted by increasing the raw numbers by the per-
centage factors shown in Table A1. As an example, 
a private health insurance expenditure of $100 in the 
2016 MEPS would be increased by a factor of 30.51%, 
to $130.51. Unlike the other spending estimates, VA 
spending is reduced, because this category of expen-
diture is overestimated in the MEPS relative to the 
NHEA. California-specifc MEPS-HC spending esti-
mates shown in this document are reported in 2016 
dollars, weighted for MEPS undercounting. Medical 
spending is also reported by insurance plan. 

Insurance Hierarchy 
Because some individuals in MEPS report having 
insurance from more than one source, the following 
hierarchy was used to classify individuals into mutually 
exclusive groups: Medicaid, Medicare, employer-
sponsored insurance, other government insurance 
(including TRICARE and other public plans), non-group 
plans (including those purchased through Covered 
California), and the uninsured. Individuals with mis-
cellaneous private insurance who are not classifed as 
having Medicare, Medicaid, or employer-sponsored 
plans are included in the non-group category. 

Trends 
In order to understand trends in medical spend-
ing in California, the team used the MEPS full-year 
consolidated data fles for 2000–2016. The team’s 
trend analysis differs from the expenditure analy-
sis described above in two key ways. First, medical 
spending for years prior to 2016 was infated to 2016 
dollars using the California Consumer Price Index (CPI) 
for urban consumers. Second, since the distribution of 
medical spending is highly infuenced by a small num-
ber of high-cost patients, observations in the top 1% 
of the spending distribution were replaced with the 
99th-percentile expenditure in each category. While 
very high-cost individuals are an important feature of 
overall health spending in California, in fnite survey 

samples they distort underlying trends. For that rea-
son, we recategorized spending for these individuals 
in the trend analysis, although all observations were 
kept when reporting total spending. This accounts for 
discrepancies between total spending estimates and 
the trend estimates. 

Gross State Product (GSP) Calculations 
The team calculated total per-capita health care 
expenditures in California as the sum of personal 
expenditures ($7,549 in 201473) and nonpersonal 
expenditures ($1,474 in 201474). Nonpersonal expen-
ditures include government health care administration, 
net costs of private health insurance, government 
public health activities, and investments in research, 
structures, and equipment. California per-person 
nonpersonal expenditures are assumed to equal the 
national average. Health expenditures as a share of 
GSP are then ($7,549 + $1,474) / $61,957 = 14.6%, 
where the denominator is California’s GSP per capita 
as estimated by the US Bureau of Economic Analysis.75 
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Key Findings 
Penalty 
• Many Californians reported being unaware of the requirement to have health insurance coverage in 2020 

or else pay a penalty, including 38% of insured respondents and a majority of uninsured respondents 
(56%). 

• Among uninsured respondents, once informed about the penalty, 64% say that the penalty makes them 
more likely to enroll in health insurance coverage for 2020. This compares to only 46% of uninsured 
respondents reporting that they planned to have health coverage in 2020 when asked at the beginning of 
the survey. 

• Among the insured population, the vast majority of which (91%) report that they will keep health insurance 
coverage in 2020, 46% indicate the penalty motivated them to stay covered. 

Financial Help 
• The awareness that Covered California offers financial help to help pay for health insurance is low among 

the uninsured. Nearly two-thirds (62%) reported that they are not aware or unsure sure of the availability 
of financial help. 

• Most uninsured respondents (62%) have not looked to see if they qualify for financial help. 

• More than two-thirds of uninsured respondents stated that subsidies of $500 per month would make them 
likely to enroll in health care coverage. See last slide for information on survey methodology. 

Note that results shown throughout are unweighted responses among those Californians 
surveyed through a panel survey, and may not be fully representative of all Californians. 
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Most Uninsured Californians Do Not Intend to Get 
Health Insurance Coverage in 2020 

Intent to Get Coverage in 2020 
70% • Among the 

uninsured, a 
60% 

54% majority are not 
50% 

40% 

30% 

46% 
sure/do not plan to 
have health 
insurance coverage 
in 2020 (54%). 

20% 

10% 

0% 

Yes 

Uninsured 

No/Not Sure 

Q: Do you plan to have health insurance in 2020? 3 



   
   

   
   
   

 
    

   
  

  
  

   
   

 

                      

Many Californians – Especially Uninsured – Are 
Unaware of State Penalty 

Awareness of Penalty 
70% 

62% • Many Californians reported 
60% 56% being unaware of the 

requirement to have health 
50% 

40% 38% 

44% 
insurance coverage in 2020 
or else pay a penalty. 

• 38% of respondents with 
30% insurance are unaware of 

the state penalty. 
20% • 56% of uninsured 

10% 
respondents are unaware 
of the state penalty. 

0% 
Insured Uninsured 

Yes No/Not Sure 

Q: As far as you know, are Californians required by law to have health insurance coverage in 2020 or else pay a penalty? 5 



       
 

   

 
  

  
  

 
  

 

                       

Uninsured Californians Are More Likely To Enroll 
in Coverage if Aware of the State Mandate 

Likelihood to Enroll to Avoid the Penalty (Uninsured) 
45% • Among uninsured 
40% 39% 

Top 2 Box 
64% 

respondents, once informed 
about the penalty, 64% say 

35% that the penalty makes them 
30% more likely to enroll in health 

25% insurance coverage for 2020. 25% 

20% 
17% 

14%15% 

10% 

5%
5% 

0% 
Total Uninsured 

Much More Likely
Somewhat More Likely
Not That Likely
Definitely Not Likely
Not Sure/Don't Know 

Q: Starting in 2020, Californians are required to have health insurance coverage in 2020 or else pay a penalty of a minimum of $695 per taxpayer. How, if at all, does 
this information impact your likelihood to enroll in health insurance coverage in 2020? 6 



     
    

   
   

 
  

 
    

   
 

   

  

                      

State Mandate Encourages Already Insured 
Californians to Keep Their Coverage 

Plans to Keep Health Insurance (Insured) 

91% 

3% 
6% 

Yes No Not Sure/Don't Know 

• Among the insured population, 
the vast majority of which (91%) 
– with a range of sources of 
coverage (e.g., employer, 
individual and Medi-Cal) – report 
that they will keep health 
insurance coverage in 2020. 

• 46% of insured respondents 
indicate the penalty motivated 
them to stay covered. 

Q: Starting in 2020, Californians are required to have health insurance coverage in 2020 or else pay a penalty of a minimum of $695 per taxpayer. Knowing this, does 
this motivate you to keep health coverage in 2020? 7 



       

  

 

 

 

 

 

 

 

 

 

 

 

 

 

                         

 

 

             

    

 

 

 

     

ManyUninsuredAreUnawareFinancialHelpisAvailable 
AwarethatCoveredCaliforniaOffers FinancialHelp 

62% 

Yes No/NotSure 

38% 

Uninsured 

35% 

65% 

Yes No/NotSure 

Insured Who 
Qualify for 
Financial Help* 

• Uninsured respondents are

al

m

o

st

h

al

f

as 

l

i

kel

y 

t

oknowfinancialhelpisavailable tolower theirhealthinsurance costs than insured respondents. • Amongthe uninsured respondents,62% are unaware that CoveredCalifornia offers financialhelptohelppayfor health insurance. • Amongthe insured that are eligible forfinancialhelp, 65% are aware financialhelpis available. 

*Respondents who reportedthey are 

C

o

ve

r

e

d

C

a

l

i

f

o

r

n

i

a

o

rMedi-Cal enrollees 

Q:As faras youknow, does CoveredCaliforniaofferfinancialhelptohelppay forhealthinsurance? 9 



        
  

  
   

  
   

 
  

    
   

 

 

                       

Uninsured Are Even LESS Likely to Know About 
New Financial Assistance 

Awareness of Even More Financial Help 
80% 

73% 

70% 

60% 

50% 

40% 

30% 27% 

20% 

10% 

0% 

Yes 

Uninsured 

No/Not Sure 

• Among the uninsured 
respondents, only 27% are 
aware that Californians can 
receive even more financial 
help than ever before for 
health insurance coverage 
(compared to the 38% who 
generally know financial 
help is available). 

Q: To the best of your knowledge, have you heard that in 2020 Californians can receive even more financial help than ever before for health insurance coverage? 10 



   
      

   
 

   
   

  
    

    

                   

Many Uninsured Californians Who Could Get 
Financial Help Are Not Checking if They Are 
Eligible 

Looked to See if They Qualify for Financial Help • Nearly ALL of the 
(Uninsured) uninsured respondents 

surveyed (93%) could 
qualify for financial help. 

38% 

62% 

• Most uninsured 
respondents (62%) have 
not looked to see if they 
qualify for financial help. 

Yes No 

Q: When was the last time you looked to see if you qualify for this financial help through Covered California? 11 



       
      

    
   

 

   
  

 
  
  

 
 

   
 
  

 
   

                        
                      

     
   

   

  
               
     

Uninsured Californians Are Far More Likely to 
Enroll in Coverage if Given Financial Help 

Likelihood to Enroll If Given Financial Help (Uninsured) 
80% 

70% 67% 

60% 

50% 

40% 

30% 

20% 17% 16% 

10% 

0% 
Uninsured Under 400% FPL 

*Sample size is small and is not representative of the total population (n=64). This can affect the 
precision and interpretation of this data point. 

73% 

19% 

8% 

*Uninsured Over 401% FPL 
Much More/Somewhat More Likely 

Not That Likely/Definitely Not Likely 

Not Sure/Don't Know 

• More than two-thirds of uninsured 
respondents stated that subsidies 
of $500 per month would make them 
likely to enroll in health care 
coverage. 

• Uninsured middle class Californians 
(making between 401-600% FPL) are 
even more likely to enroll in 
coverage if they knew they were 
eligible for a $500 per month 
subsidy. 

• The average subsidy for eligible 
consumers earning less than 400% 
FPL is $590 per month per 
household; the average state 
subsidy per household for eligible 
middle-income consumers (between 
401-600% FPL) is $460 per month. 

Q: Starting in 2020, there will be additional financial help offered by the State of California that will help lower the cost of health insurance for middle-income Californians. They 
could receive about $500 per month, per household in financial help. How, if at all, does this information impact your likelihood to enroll in health insurance coverage? 12 



    
        

  

Methodology: Californians’ Understanding of the Mandate 
to Have Health Coverage and the Awareness of Financial 
Help – December 2019 Survey 

How 

• Online survey provided to respondents in English 
• Independently conducted by LRWGreenberg, an external research and strategy consultancy firm, is 

comprised of the top data analytics, consumer insights, and marketing services with headquarters in the
San Francisco Bay Area 

Who 

• Population: California residents 
• Mix of insured and uninsured with over sampling of uninsured compared to the population 
• Mix of gender, age (18-64), race, household income sizes, and geographical locations 

Sample 
• Total Completes n= 1,000 (Insured n= 534, Uninsured n=466) 
• Subsidy Eligible (SE) 401-600% Federal Poverty Level (FPL)  n=164 (Insured n=100, Uninsured n=64) 

When 
• Fielding dates: December 6, 2019 – December 18, 2019 

13 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

KEY FINDINGS 
Beginning in 2014, the federal Patient Protection and Affordable Care Act (ACA) of 2010 required some 
(but not all) forms of health insurance to cover a set of Essential Health Benefits (EHBs). For 2020, the 
California Health Benefits Review Program (CHBRP) estimated that 12.9% of Californians are enrolled in 
commercial health insurance that must cover EHBs.1 EHBs are 10 statutory categories of tests, 
treatments, and services required by federal regulation based on a state plan benchmark.2 This issue 
brief provides background on EHBs in California and how they interact with current and proposed state 
benefit mandates. This brief also describes recent changes to federal EHB regulations and discusses 
California’s options for modifying the selected set of EHBs for 2022. 

Essential Health Benefits: Overview 

In California, commercial health insurance required to cover EHBs include non-grandfathered commercial 
plans and policies sold in the individual and small-group markets, the majority of which are sold through 
Covered California, California’s health insurance marketplace.3 

According to the ACA, EHBs must include the following broad categories of benefits: (1) Ambulatory 
patient services, (2) Emergency services, (3) Hospitalization, (4) Maternity and newborn care, (5) Mental 
health and substance use disorder services, including behavioral health treatment, (6) Prescription drugs, 
(7) Rehabilitative and habilitative services and devices, (8) Laboratory services, (9) Preventive and 
wellness services and chronic disease management and (10) Pediatric services, including oral and vision 

4care.

However, to comply with the ACA and federal guidance by 2014, states were required to define a state’s 
EHBs based on one of ten possible benchmark plan options already offered in the state, and add any 
EHB category not included in the chosen option but now required by federal law, such as pediatric vision 
care. California selected the “largest plan by enrollment in any of the three largest small-group insurance 
products in the state’s small-group market,” the Kaiser Foundation Health Plan Small Group HMO 30 plan 
and supplemented with additional benefits.5 

State benefit mandates that exceed essential health benefits 

The ACA allows a state to require benefits in addition to the EHBs for plans and policies subject to EHBs, 
but if the state does so, the state must make payments to the enrollee of a qualified health plan or their 
insurer to defray the cost of those additionally mandated benefits. However, state benefit mandates 
enacted before December 31, 2011 are considered part of the EHBs and the requirement that the state 
defray the costs of these mandated benefits is waived.6 

For a state benefit mandate to exceed EHBs in California, the following must be true: (1) the state benefit 
mandate applies to qualified health plans (which are the subset of plans that are non-grandfathered, sold 
in the individual or small-group market by Covered California, or their off-exchange mirror equivalent); (2) 
the state benefit mandate is not covered in the Kaiser Foundation Health Plan Small Group HMO 30 plan 
that defines the current EHB benchmark package in California or in the additional specified benefits; (3) 
the state benefit mandate is not covered under basic health care services, as required by the Knox-Keene 

1 See CHBRP’s Estimates of Sources of Health Insurance in California in 2020, available at: 
http://chbrp.org/other_publications/index.php#revize_document_center_rz44. 
2 Refer to CHBRP’s full report below for full citations and references. 
3 Medi-Cal, California’s Medicaid program is also required by the ACA to cover a set of benefits referred to as EHBs, 
but, as discussed in Appendix B, Medi-Cal EHBs are separate from and function independently from the EHBs 
commercial health insurance is required to cover. 
4 42 U.S.C. §18022 
5 Information on Essential Health Benefits (EHB) Benchmark Plans. Centers for Medicare and Medicaid Services. 
2019. Accessed on December 16, 2019 at: https://www.cms.gov/CCIIO/Resources/Data-Resources/ehb 
6 42 U.S.C. §18031(d)(3)(B) and 45 CFR §155.170(b). 
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Health Care Service Plan Act of 1975;7 and (4) the state benefit mandate is specific to care, treatment, 
and/or services, thus meeting the federal definition of a benefit mandate that could exceed EHBs. 
Changes to service delivery method, provider types, cost sharing, or reimbursement methods do not fall 
under category (4) and therefore would not trigger the requirement for the state to defray the cost. 

Federal regulations state the “State” is responsible for determining whether a benefit exceeds EHBs, 
subject to federal oversight. However, the regulations do not designate this responsibility to a specific 
agency or individual and California has not officially determined who or which agency would be 
responsible. 

Essential Health Benefits Regulation Changes 

Essential Health Benefits changes: overview 

The Department of Health and Human Services (HHS) issued a final rule in 2018 (and a similar final rule 
in 2019) which provided new flexibility for states by allowing three new options for the EHB benchmark 
plan, in addition to the option of retaining the current EHB benchmark plan, beginning with the 2020 plan 
year.8 States could: (1) select an EHB benchmark plan used by another state for the 2017 plan year, (2) 
replace one or more of the 10 EHB categories in the state’s EHB benchmark plan with the same category 
or categories of EHBs from another state’s 2017 EHB benchmark plan, or (3) otherwise select a set of 
benefits that would become the state’s EHB benchmark plan. At a minimum, the EHB benchmark plan 
must provide a scope of benefits equal to or greater than a typical employer plan. Furthermore, a new 
“generosity test” requires that EHBs cannot exceed the generosity of the most generous among the set of 
10 previous 2017 benchmark comparison plan options. 

Essential Health Benefits: Insights from Other States 

Two states elected to utilize the new options for defining EHB benchmark plans, with both choosing the 
third option, “otherwise selecting a set of benefits that would become the State’s EHB-benchmark plan.”9 

Both states maintained their current EHB base-benchmark plan while supplementing EHBs with an 
additional benefit. Starting in the 2020 plan year, Illinois was approved to modify the prescription drug 
category and mental health substance use disorder services category by altering pain treatment options 
and expanding access to mental health services. Starting in the 2021 plan year, South Dakota was 
approved to supplement its habilitation services category with Applied Behavioral Analysis treatment for 
Autism Spectrum Disorder. Illinois and South Dakota submitted actuarial analyses demonstrating that 
these EHB additions would not exceed the most generous comparison plan, thus satisfying the generosity 
test. 

2022 Essential Health Benefits: California Options 

California has until May 8, 2020 to submit documents to HHS supporting an application for a new or 
modified EHB benchmark plan for 2022 Plan Year. By selecting some or all categories from another 
state’s EHB benchmark plan or otherwise selecting a set of benefits, California has the ability of include 
new services that are not currently in the California benchmark plan. CHBRP is aware of three specific 
benefits that are covered by the majority of other state EHB benchmark plans but that are not included in 
the current Kaiser Foundation Health Plan Small Group HMO 30 plan. Chiropractic care services, hearing 

7 The Kaiser Foundation Health Plan Small Group HMO 30 plan is a DMHC-regulated plan and, as such, is subject to 
the Knox-Keene Health Care Service Plan Act of 1975 that requires coverage of medically necessary basic health 
care services. Therefore, medically necessary basic health care services are a part of the EHB coverage requirement 
in California. 
8 83 FR 16930 and 84 FR 17454 
9 Information on Essential Health Benefits (EHB) Benchmark Plans. Centers for Medicare and Medicaid Services. 
2019. Accessed on December 16, 2019 at: https://www.cms.gov/CCIIO/Resources/Data-Resources/ehb 
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aids, and infertility services and treatments are included in the majority of states’ EHB benchmark plans, 
though most incorporate utilization management and other limits to these benefits.10 

Conclusion 

HHS’s recent regulations provide an opportunity for states to modify or select a new EHB benchmark 
plan. Though the regulations allow for considerable flexibility, HHS maintains a minimum scope of 
benefits floor as well as a “generosity test” ceiling. Within these confines, California could use one of the 
three new EHB benchmark plan options to supplement its set of benefits. The two states which have 
already done so both chose to keep their current benchmark plan while adding a specific set of benefits 
within one or two EHB categories. California can look to these two states and the new regulations as it 
considers any potential changes to its EHB benchmark plan. 

10 As the 2017 EHB benchmark plan remained for years 2018 and 2019, this analysis of 2017 EHB benchmark plan 
covered benefits is still accurate for the 2019 plan year: https://www.cigna.com/assets/docs/about-cigna/informed-on-
reform/top-11-ehb-by-state-2017.pdf 
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CALIFORNIA STATE BENEFIT MANDATES AND THE 
AFFORDABLE CARE ACT’S ESSENTIAL HEALTH BENEFITS 

Beginning in 2014, the federal Patient Protection and Affordable Care Act (ACA) of 2010 required some 
(but not all) forms of health insurance to cover a set of Essential Health Benefits (EHBs).11 The EHB 
coverage requirement interacts with California’s existing laws and may interact with proposed health 
insurance benefit mandate (or repeal) legislation. The California Health Benefits Review Program 
(CHBRP)12 produced this issue brief to provide background on EHBs in California and recent federal 
changes in EHB benchmark plan selection options. Specifically, this brief provides: 

 A description of state benefit mandates and enrollees with health insurance subject to state 
benefit mandates in California; 

 An overview of how EHBs are defined at the federal level and in California, including how new 
federal Department of Health and Human Services regulations have changed these definitions; 
and 

 A summary of California’s options for 2022 EHB selections. 

What Are State Health Insurance Benefit Mandates? 

As defined by CHBRP’s authorizing statute,13 California’s health insurance benefit mandate laws can 
require health insurance products to provide coverage or offer coverage for any of the following: (1) 
coverage for screening, diagnosis, or treatment of a specific disease or condition; (2) coverage for 
specific types of health care treatments or services; (3) coverage for services by specific types of health 
care providers; and/or (4) the provision of coverage with specified terms that may affect cost sharing, prior 
authorization requirements, or other aspects of benefit coverage. CHBRP is aware of 79 health 
insurance benefit mandate laws in California.14 

Health Insurance Subject to State Benefit Mandates in California 

State benefit mandates only apply to a subset of enrollees with health insurance in California: enrollees 
with health insurance regulated by either the California Department of Managed Health Care (DMHC), 
which regulates health care service plans, or the California Department of Insurance (CDI), which 
regulates health insurance policies.15 This accounts for approximately 62% of Californians (24.5 million) in 
2020.16 

11 42 U.S.C. § 18022 
12 The California Health Benefits Review Program (CHBRP), established in 2002, responds to requests from the 
California State Legislature for independent, evidence-based analysis of the medical, financial, and public health 
impacts of proposed health insurance benefit mandates and repeals. Additional information about the program is 
available on CHBRP’s website at: www.chbrp.org. 
13 Available at: http://chbrp.com/about_chbrp/index.php. 
14 Annually updated, the CHBRP document Health Insurance Benefit Mandates in California State Law lists state and 
federal benefit mandate laws applicable to health insurance in California.  It is available at: 
www.chbrp.org/other_publications/index.php. 
15 California has a bifurcated system of regulation for health insurance. DMHC regulates health care service plans, 
which offer benefit coverage to their enrollees through health plan contracts. The California Department of Insurance 
(CDI) regulates health insurers, which offer benefit coverage to their enrollees through health insurance policies. 
16 CHBRP, Estimates of Sources of Health Insurance, 2019. Available at: 
http://chbrp.org/other_publications/index.php 
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State benefit mandates in Covered California 

The ACA requires the establishment of health insurance marketplaces that sell health insurance in the 
small-group and individual markets.17 California chose to set-up its own state-run marketplace, but states 
also have the option of allowing the federal government to run the state marketplace or selecting a hybrid 
partnership alternative with the federal government. Plans and policies certified and sold through the 
marketplace are called qualified health plans (QHPs). QHPs sold through Covered California, 
California’s insurance marketplace,18 are regulated by DMHC or CDI, and thus are subject to the state’s 
benefit mandates. 

Federal Benefit Mandates 

In addition to state benefit mandates, there are also federal benefit mandates, some of which interact with 
state benefit mandates and EHB coverage requirements (discussed below). Like state benefit mandates, 
federal benefit mandates generally apply to both the individual and group market, unless a market is 
specifically excluded. However, federal benefit mandates may also apply to Medicare or to self-insured 
plans, which are not subject to state benefit mandates. (For more detailed information on current federal 
benefit mandates, see Appendix A: Federal Benefit Mandates, as well as CHBRP’s documents Federal 
Preventive Services Mandate and California Mandates and Health Insurance Benefit Mandates in 
California State Law.19) 

Essential Health Benefits: Overview 

Essential Health Benefits Defined: Federal Requirements and Guidance 
Exhibit 1: The 10 Essential Health Benefit The ACA requires the Secretary of the U.S. Health and 
Categories Human Services (HHS) to define EHBs through regulation, 

but requires that at least some items and services within 10 1) Ambulatory patient services; 
specific categories of benefits be included.20 See Exhibit 1 
for the full list. 2) Emergency services; 

3) Hospitalization; 
When defining EHBs within the 10 EHB categories, the 
Secretary of HHS must ensure that the EHB floor “is equal 4) Maternity and newborn care; 
to the scope of benefits provided under a typical employer 5) Mental health substance use disorder 
plan.”21 The Secretary of HHS is required to take into services, including behavioral health 
account: the need for balance between the 10 ACA- treatment; 
specified EHB categories; the needs of diverse segments of 
the population; and the need to not discriminate against 6) Prescription drugs; 
individuals because of age, disability, or expected length of 7) Rehabilitative and habilitative services 
life. and devices; 

In plan years 2014 through 2019, EHBs for 8) Laboratory services; 
nongrandfathered plans and policies in the small-group and 9) Preventive and wellness services and 
individual markets were defined in a manner that allows for chronic disease management; and 

10) Pediatric services, including oral and 
vision care. 

17 42 U.S.C. § 18031 
18 The California Health Benefits Exchange, Covered California, Authorizing Statute is available here: 
http://www.leginfo.ca.gov/pub/09-10/bill/sen/sb_0851-0900/sb_900_bill_20100930_chaptered.html and here: 
http://www.leginfo.ca.gov/pub/09-10/bill/asm/ab_1601-1650/ab_1602_bill_20100930_chaptered.html 
19 These documents are available at: www.chbrp.org/other_publications/index.php. 
20 42 U.S.C. §18022(b). 
21 42 U.S.C. §18021(b)(2)(A). 
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state flexibility.22 States selected from four benchmark plan options that reflect the scope of services 
offered by a typical employer plan. The benchmark plan then must be supplemented to ensure it includes 
all 10 EHB categories and meets the other ACA requirements (e.g., balance between the 10 EHB 
categories, nondiscrimination). A health plan or policy is required to offer benefits that are “substantially 
equal” to the benefits of the selected benchmark plan. Plans or policies can substitute coverage within a 
benefit category, with the exception of the prescription drug benefits category, so long as they do not 
reduce the value of coverage; the substituted benefits must be actuarially equivalent to the benefits being 
replaced. States can enforce stricter requirements on benefit substitution or prohibit it entirely.23 

Regulatory changes that impacted the EHB benchmark options for plan years 2020-2021 and 2022 are 
discussed below. 

Exhibit 2. Choosing the Initial “EHB-Benchmark Plan” for Plan Year 2014 

To begin to define EHBs, states selected a benchmark plan sold in 2012 from one of several 
options that reflected the scope of services offered by a typical employer plan. 

 The largest plan by enrollment in any of the three largest small-group insurance products 
in the state’s small-group market; 

 Any of the largest three state employee health benefit plans by enrollment; 

 Any of the largest three national Federal Employee Health Benefits Plan (FEHBP) options 
by enrollment; or 

 The largest insured commercial non-Medicaid HMO operating in the state. 

If a state did not select a benchmark plan, the default benchmark plan was the largest plan by 
enrollment in any of the three largest small-group insurance products in the state’s small-group 
market. Enrollment for selection of a benchmark plan was based on the first quarter of calendar 
year 2012. The benchmark plan selected by a state, or the federal government for a state, is 
known as the “base-benchmark plan.” The initial base-benchmark plan chosen in 45 states and 
the District of Columbia is the largest plan by enrollment in any of the three largest small-group 
insurance products in the state’s small-group market. (a) 

As needed, the base-benchmark plan must be supplemented to ensure it includes all 10 EHB 
categories. If a base-benchmark plan does not provide services within a specific EHB category, it 
has to be supplemented “by adding that particular category in its entirety from another base-
benchmark plan option.” Further, the base-benchmark plan must be assessed to ensure it has a 
balance between the 10 EHB categories and meets the standards for nondiscrimination, as 
required by the ACA. The resulting supplemented package is known as the “EHB-benchmark 
plan.” 

Notes: (a) Department of Health and Human Services, Patient Protection and Affordable Care Act; Standards Related to 
Essential Health Benefits, Actuarial Value, and Accreditation; Final Rule. Federal Register, Vol. 78, No. 37. February 25, 
2013. Available at: www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. Accessed August 28, 2019. 

Health Insurance Subject to the Essential Health Benefits Coverage Requirement 

As of January 1, 2014, the ACA required most health insurance products in individual and small-group 
markets to cover EHBs.24 The ACA requires coverage of EHBs for almost all enrollees in the individual 

22 Department of Health and Human Services, Patient Protection and Affordable Care Act; Standards Related to 
Essential Health Benefits, Actuarial Value, and Accreditation; Final Rule. Federal Register, Vol. 78, No. 37. February 
25, 2013. Available at: www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. Accessed August 27, 2019. 
23 Essential Health Benefits Final Rule. Federal Register, Vol. 87, No. 27. February 25, 2013. Available at: 
www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. 
24 42 U.S.C. §300gg-6. 
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and small-group markets, both inside and outside Covered California (Table 1).25 Inside Covered 
California, all QHPs are required to provide coverage of EHBs,26 while outside Covered California, 
nongrandfathered plans and policies in the individual and small-group market are required to cover 
EHBs.27 Large group, self-insured and grandfathered plans and policies are exempt from the EHB 
requirements.28 Approximately 5.1 million Californinans (12.9%) have health insurance subject to EHBs in 
2020. 

In addition, in accordance with the ACA, Medi-Cal is required to provide coverage of EHBs.29 See 
Appendix B for further information on Medicaid EHBs. 

Exhibit 3. Additional Guidance on the “EHB-Benchmark Plan” 

For defining and meeting the requirements for the EHB-benchmark plan for the 10 EHB categories, 
HHS provided the following additional guidance: 

 Pediatric services, including oral and vision care: HHS defined pediatric care as up to 
age 19, but allowed state flexibility to extend pediatric coverage beyond this age limit. In 
regards to the benefits covered, HHS found that pediatric oral and vision services were 
generally not covered in the benchmark plan options. Therefore, HHS guidance identified 
two options states could use to supplement their base-benchmark plan to meet this 
coverage requirement: (1) the Federal Employees Dental and Vision Insurance Program 
(FEDVIP) plan with the largest enrollment; or (2) the state’s separate Children’s Health 
Insurance Program (CHIP). (a) 

 Habilitative services: Habilitative services was another area HHS found was not covered 
as a distinct group of services by insurers. If the base-benchmark plan needed to be 
supplemented to meet the habilitative services EHB coverage requirement, HHS guidance 
allowed for one of the following to define habilitative services: (1) states could define the 
benefits that should be included in this category; or (2) if a state does not define habilitative 
services, a health insurance issuer must either provide coverage for habilitative services in 
parity with rehabilitative services or decide what habilitative services to cover.  

 Mental health and substance use disorder services: Coverage within this EHB category 
must meet the Mental Health Parity and Addiction Equity Act (MHPAEA), which previously 
did not apply to the individual market and small group market in California. (b) 

 Preventive and wellness services: The ACA requires nongrandfathered group and 
individual market plans and policies to cover certain preventative services without cost 
sharing. (c) The guidance on EHBs requires coverage of these services to be included to 
meet the definition of EHBs. 

Notes: (a) For more detail, CHBRP has a Policy Brief focused on pediatric oral and vision care component of EHBs, 
available here: www.chbrp.org/other_publications/index.php. 
(b) The MHPAEA previously only applied to group plans and policies with more than 50 employees 
(www.dol.gov/ebsa/newsroom/fsmhpaea.html). California defines the small group as 50 or fewer employees. 
(c) ACA Section 1001, modifying Section 2713 of the Public Health Service Act. CHBRP has a Resource looking at the 
preventive services coverage requirement in the ACA, available here: www.chbrp.org/other_publications/index.php. Also, 
see Appendix A: Federal Benefit Mandates. 

25 42 U.S.C. §18022. 
26 42 U.S.C. §18021. 
27 42 U.S.C. §300gg-6. 
28 A grandfathered health plan is defined as: “A group health plan that was created—or an individual health insurance 
policy that was purchased—on or before March 23, 2010. Grandfathered plans are exempted from many changes 
required under the Affordable Care Act. Plans or policies may lose their “grandfathered” status if they make certain 
significant changes that reduce benefits or increase costs to consumers” 
(www.healthcare.gov/glossary/grandfathered-health-plan/). 
29 42 U.S.C. §1396u-7(b)(5) 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

Table 1. Required Coverage of Essential Health Benefits (EHBs) in California for Privately 
Purchased Health Insurance 

Inside Covered California Outside Covered California 
Individual Market 

Grandfathered N/A (a) No 
Nongrandfathered Yes Yes 

Small-Group Market(b) 
Grandfathered N/A (a) No 
Nongrandfathered Yes Yes 

Notes: (a) Qualified health plans cannot be grandfathered plans or policies, therefore there are not grandfathered plans or policies 
sold through Covered California. 
(b) The large-group market is not a part of Covered California. Per 42 U.S.C. §18042, states had the option starting in 2017 to 
include the large-group market in the state’s marketplace, but California did not chose to do so. 

Essential Health Benefits Defined: California 

The base-benchmark plan California selected for 2014 (Kaiser Foundation Health Plan Small Group HMO 
30 plan) was the largest plan by enrollment in one of the three largest small-group insurance products in 
the state’s small-group market.30 California chose to supplement this plan with the pediatric oral benefit 
from its separate CHIP program,31 and the pediatric vision benefits from the FEDVIP plan.32 If the 
selected benchmark plan did not include habilitative services, states or insurers must supplement the 
benchmark plan to cover this EHB category. California chose to define habilitative services33 and required 
that these services be provided “under the same terms and conditions applied to rehabilitative services.”34 

In addition, the Kaiser Foundation Health Plan Small Group HMO 30 plan is a DMHC-regulated plan and, 
as such, is subject to the Knox-Keene Health Care Service Plan Act of 1975 that requires coverage of 
medically necessary basic health care services. Therefore, medically necessary basic health care 
services are a part of the EHB coverage requirement in California.35 

30 H&SC Section 1367.005; IC Section 10112.27. 
31 In 2014, California completed transitioning enrollees in Healthy Families, its Separate Children’s Health Insurance 
Program (CHIP) program, into Medi-Cal, becoming a Medi-Cal Expansion CHIP program. The EHB pediatric oral 
benefits are based on the benefits covered in the Healthy Families Program in 2011–2012, including the provision of 
medically necessary orthodontic care provided pursuant to the federal Children's Health Insurance Program 
Reauthorization Act of 2009. (H&SC Section 1367.005; IC Section 10112.27) 
32 H&SC Section 1367.005; IC Section 10112.27. 
33 California defined habilitative services as: “Habilitative services means medically necessary health care services 
and health care devices that assist an individual in partially or fully acquiring or improving skills and functioning and 
that are necessary to address a health condition, to the maximum extent practical. These services address the skills 
and abilities needed for functioning in interaction with an individual’s environment.” (H&SC Section 1367.005; IC 
Section 10112.27) 
34 H&SC Section 1367.005; IC Section 10112.27. 
35Starting in 2014, CDI-regulated policies subject to the EHB coverage requirement—nongrandfathered small-group 
and individual market policies—are required to cover basic health care services. 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

Exhibit 4. California’s EHB Benchmark Plan, Plan Years 2014-2019 

In plan years 2014, 2015 and 2016, the EHB benchmark plan was a plan that was sold in 2012, 
while in plan years 2017, 2018 and 2019, the benchmark EHB plan was a plan that was sold in 
2014. California chose the Kaiser Foundation Health Plan Small Group HMO 30 HMO, the largest 
plan by enrollment of the three largest small-group plans. This plan did not include the full scope of 
pediatric benefits, so California selected the pediatric oral benefit from the state CHIP plan and the 
pediatric vision benefit from the FEDVIP plan. (a) 

The EHB benchmark plan for plan years 2020-2021 is discussed below. 

Notes: (a) Details can be found here: https://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/Updated-
California-Benchmark-Summary.pdf and here: https://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/2017-
BMP_CA.zip . 

State Benefit Mandates That Exceed Essential Health Benefits 

The ACA allows a state to require health plans and policies subject to EHBs to cover additional benefits.36 

If the state does so, the state must make payments to defray the cost of the additionally mandated 
benefits, either by paying the enrollee directly or by paying the QHP. Health plans and policies sold 
outside of the marketplace are not subject to this requirement to defray the costs. However, state benefit 
mandates enacted by December 31, 2011 are 
considered part of the state’s EHBs, eliminating the Exhibit 5. Key Points: State Benefit Mandates requirement that the state defray the costs of those 

That Would Exceed Essential Health Benefits additionally mandated benefits. State benefit 
mandates enacted after December 31, 2011 that 
meet the federal definition of a state benefit  Enacted after December 31, 2011; 
mandate would be subject to the requirement that a 
state defray the costs. The federal definition of a  Apply to the nongrandfathered small-group 
state benefit mandate that can exceed EHBs is and individual markets inside a state’s 
“specific to the care, treatment, and services that a health insurance marketplace; and 
state requires issuers to offer to its enrollees.”37 

 Are specific to care, treatment, and State rules around service delivery method (e.g., services. telemedicine), provider types, cost sharing, or 
reimbursement methods are not considered state 
benefit mandates that would trigger the requirement 
for the state to defray the costs even though plans and policies in a state must comply with these 
requirements. 

It is unclear which entity within the state would be responsible for this determination. Federal guidance 
established the “State” as the entity that would identify when a state benefit mandate exceeds EHBs, 
however the state entity would be subject to federal oversight.38 There are no federal guidelines that 
specifically designate this responsibility. Additionally, California has not officially determined who or which 
agency would be the responsible party for determining whether a benefit exceeds EHBs. For mandates 
that do exceed, federal guidance established QHPs as the responsible entity for calculating the marginal 
cost that must be defrayed. However, federal guidance left state flexibility in how this would be calculated; 

36 42 U.S.C. §18031(d)(3)(B). 
37 Essential Health Benefits Final Rule. Federal Register, Vol. 87, No. 27. February 25, 2013. Available at: 

www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. 
38 Frequently Asked Questions on Defrayal of State Additional Required Benefits. Centers for Medicare and Medicaid 
Services. October 23, 2018. Available at: https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-
FAQs/Downloads/FAQ-Defrayal-State-Benefits.pdf. 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

it could be based on “either a statewide average or each QHP issuer’s actual cost.”39 CHBRP is not 
aware of any states with state benefit mandates that have been determined to exceed EHBs. 

As this brief will discuss later, states recently gained additional flexibility with regard to EHB benchmark 
plan options.  Despite the increased flexibility, the election of alternative EHB benchmark plans will not 
alleviate a state of defrayal requirements for state benefit mandates that exceed EHBs.  Benefits 
mandated via state legislative or regulatory action after December 31, 2011 will continue to require 
defrayal if they are included in a new EHB benchmark plan. However, if a new EHB benchmark plan 
includes additional benefits beyond a previous EHB benchmark plan, these additional benefits would not 
require defrayal unless the benefits were mandated via state legislative or regulatory action after 
December 31, 2011. 40 

How a state benefit mandate could exceed essential health benefits in California 

For a state benefit mandate to exceed the definition of EHBs in California, thus triggering the requirement 
that the state defray the costs, the following must be true: 

 The state benefit mandate would apply to QHPs sold through Covered California; 

 The state benefit mandate is not covered in the Kaiser Foundation Health Plan Small Group HMO 
30 plan that defines the EHB benchmark package in California; 

 The state benefit mandate is not covered under basic health care services, as required by the 
Knox-Keene Health Care Service Plan Act of 1975; and  

 The state benefit mandate is specific to care, treatment, and/or services, thus meeting the 
definition of a benefit mandate that would exceed EHBs.41 

Between 2013 and 2019, California enacted multiple health insurance benefit mandates, none of which 
appear to exceed EHBs. However, multiple bills have been introduced that if passed, would likely exceed 
EHBs. 

Inclusion of whether a bill exceeds EHBs in CHBRP Reports 

The Legislature has requested CHBRP include whether a bill is likely to exceed EHBs within each 
CHBRP report. Because federal and state regulations are unclear as to who would make the final 
determination, CHBRP queries both state regulators (DMHC and CDI) and reports their conclusions. 
CHBRP also examines the EHB benchmark plan, but because not all benefits are explicitly defined in the 
Explanation of Benefits or Scope of Benefits, CHBRP relies heavily on the regulators. 

39 Essential Health Benefits Final Rule. Federal Register, Vol. 87, No. 27. February 25, 2013. Available at: 

www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. 
40 Frequently Asked Questions on Defrayal of State Additional Required Benefits. Centers for Medicare and Medicaid 
Services. October 23, 2018. Available at: https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-
FAQs/Downloads/FAQ-Defrayal-State-Benefits.pdf. 
41 Essential Health Benefits Final Rule. Federal Register, Vol. 87, No. 27. February 25, 2013. Available at: 

www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

Exhibit 6. Example of a State Benefit Mandate Exceeding Essential Health Benefits 

In 2019, CHBRP analyzed Assembly Bill 767 (Wicks), which would have required DMHC-regulated 
plans and CDI-regulated policies in the large and small group markets to cover infertility treatments 
(including in vitro fertilization) and mature oocyte cryopreservation. As analyzed by CHBRP, AB 767 
likely would have exceeded EHBs because infertility treatment and mature oocyte cyropreservation: 

 Are not included in the Kaiser Foundation Health Plan Small Group HMO 30 plan; 

 Are not required coverage under (state) basic health care services; and 

 Meet the federal definition of a state benefit mandate that would exceed EHBs. 

CHBRP estimated the marginal change in the per member per month (PMPM) premium that would 
result from AB 767 and that the state would be responsible for defraying for each enrollee in a small-
group QHP in Covered California would have been $3.72. For further information, see CHBRP’s 
2019 report on AB 767 available here: www.chbrp.org/completed_analyses/index.php. 

Essential Health Benefits and Cost Sharing 

Annual out-of-pocket maximums 

The ACA places an annual limitation, or annual out-of-pocket maximum, on plans and policies required to 
provide coverage for EHBs.42 The annual out-of-pocket maximum for 2020, as set by the federal 
government, is $8,150 for self-only coverage or $16,300 for family coverage, and includes deductibles, 
copayments, and other forms of cost sharing but does not include the cost of premiums.43,44 In California, 
the annual out-of-pocket maximum may be lower depending on an enrollee’s income and on the metal 
coverage level or the plan or policy.45 Important to note is that the ACA allows the pediatric dental benefit 
to be covered either through a stand-alone dental insurance carrier or through an enrollee’s health 
insurance carrier.46 Final guidance from HHS has allowed stand-alone pediatric dental insurance to have 
a separate annual limit from the annual limit for health insurance.47,48 

The ACA further requires that “group health plans” adhere to this annual out-of-pocket maximum.49 

Although the large-group market is not subject to EHB coverage requirements, federal guidance clarified 
that the annual out-of-pocket maximum applies to the large group.50 In California, statute also requires 
nongrandfathered large group plans and policies that cover EHBs to maintain an annual out-of-pocket 
maximum that only applies to EHBs.51 

42 42 U.S.C. §18022(c) references Section 223(c)(2)(A)(ii) of the Internal Revenue Code of 1986, which defines 
maximum annual out-of-pocket expenses for high deductible health plans (HDHPs). The dollar values provided here 
are the limits set by the Department of Health and Human Services for 2020. 
43 Available at: https://www.federalregister.gov/documents/2019/04/25/2019-08017/patient-protection-and-affordable-
care-act-hhs-notice-of-benefit-and-payment-parameters-for-2020. 
44 [42 U.S.C. §18022 (c)] 
45 More information is available at: www.healthexchange.ca.gov/Pages/Default.aspx. 
46 42 U.S.C. §18022 (d)(2)(B)(ii). 
47 Essential Health Benefits Final Rule. Federal Register, Vol. 87, No. 27. February 25, 2013. Available at: 

www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. 
48 For more information on the EHB pediatric oral and vision coverage requirement, standalone dental plans, and the 
annual limit requirements for these plans, see CHBRP’s Policy Brief on this issue, available here: 
www.chbrp.org/other_publications/index.php. 
49 42 U.S.C. §300gg-6. 
50 Essential Health Benefits Final Rule. Federal Register, Vol. 87, No. 27. February 25, 2013. Available at: 

www.gpo.gov/fdsys/pkg/FR-2013-02-25/pdf/2013-04084.pdf. 
51 H&SC Section 1367.006(2) ; IC Section 10112.28(2). 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

Deductibles 

While the ACA initially included limits on the deductible for plans offered through the small group market, 
a law signed in 2014 removed these limits. 

Essential Health Benefits Regulation Changes 

Essential Health Benefits: Regulatory Updates 

HHS issued a Notice of Benefit and Payment Parameters final rule on April 9, 2018, which contained a 
number of changes and updates, including some pertaining to EHB benchmark plan selection.52 This final 
rule marked the first substantial changes within the EHB realm since the enabling rules were promulgated 
in the aftermath of the ACA enabling legislation earlier in the decade. This rule provided for new flexibility 
for states by allowing three new options for selecting an EHB base-benchmark plan, in addition to the 
option of retaining the current EHB benchmark plan, beginning with the 2020 plan year. These new 
options maintain a minimum scope of benefits standard and established a generosity ceiling to limit the 
range and cost of benefits that could be considered. 

Essential Health Benefits: Scope of Benefits 

Regardless of the option chosen by a state, the EHB benchmark plan must provide coverage for items 
and services within all 10 categories of benefits. 53 The EHB benchmark plan is also subject to the scope 
of benefits requirements that provide both a floor and ceiling. The five scope of benefits requirements 
include: 

1) Scope of benefits equal to or greater than the scope of benefits provided under a typical employer 
plan, which is defined as either: 

a) One of the state’s 10 benchmark plan options described previously, as sold in 2017 

b) The largest health insurance plan by enrollment within one of the five largest group health 
insurance products in the state, provided that: (1) the product has at least 10% of the total 
enrollment of the 5 largest large group health insurance products in the state, (2) the plan 
provides a minimum value of 60% of total allowed cost of benefits, (3) the benefits are not 
excepted benefits (such as workers’ compensation, disability income, liability and travel 
insurances) and (4) the benefits are from a plan year beginning in 2014 or thereafter 

2) Cannot exceed the generosity of the most generous among a set of comparison plans, including: 

a) The state’s EHB benchmark plan utilized for the 2017 plan year 

b) Any of the state’s benchmark plan options for the 2017 plan year 

3) Cannot have benefits unduly weighted towards any of the 10 categories of benefits 

4) Must provide benefits for diverse segments of the population, including women, children, persons with 
disabilities and other groups 

5) Cannot include discriminatory benefit designs that violate the non-discrimination standards (age, 
expected length of life, present or predicted disability, degree of medical dependency, quality of life, 
or other health conditions) 

52 83 FR 16930 
53 As explained previously and in 45 CFR § 156.110(a), these include (1) Ambulatory patient services, (2) Emergency 
services, (3) Hospitalization, (4) Maternity and newborn care, (5) Mental health and substance use disorder services, 
including behavioral health treatment, (6) Prescription drugs, (7) Rehabilitative and habilitative services and devices, 
(8) Laboratory services, (9) Preventive and wellness services and chronic disease management and (10) Pediatric 
services, including oral and vision care. 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

While a state will confirm in writing that a selected EHB benchmark plan option fulfills the above scope of 
benefits requirements, the state also must obtain actuarial certification that the EHB benchmark plan 
meets the generosity floor but does not exceed the generosity ceiling. A certified actuarial report is 
necessary that affirms that the EHB benchmark plan provides a scope of benefits equal to or greater than 
the typical employee plan (described in item 1 above) without exceeding the generosity of the most 
generous among the plans listed in item 2 above (Figure A). 

Figure A. Essential Health Benefits Benchmark Scope of Benefits Requirements 

Generosity Ceiling 

Benefit Floor 

EHB Benchmark 

Must provide 
coverage for items 
and services within 
all 10 categories of 
benefits and subject 
to scope of benefits 

requirements 

Cannot exceed generosity of the most generous among comparison plans 

Must obtain actuarial 
certification that the EHB 
benchmark plan meets 
the generosity floor but 

does not exceed the 
generosity ceiling 

Must provide a scope of benefits that is equal to or greater than a typical employer plan 

Though the new EHB benchmark plan options may provide a means for California to add additional 
services or treatments to EHB categories, there are important limitations in the rules. The chosen EHB 
benchmark plan must provide a scope of benefits that is equal to or greater than a typical employer plan, 
as explained above.54 In addition to meeting this benefit floor, the EHB benchmark plan cannot exceed a 
generosity ceiling, as shown in Figure A. 

As discussed in Exhibit 7, South Dakota chose to enhance their existing EHB benchmark plan starting in 
2021 by adding Applied Behavior Analysis Habilitative Services for enrollees with Autism Spectrum 
Disorder. As required by statute, South Dakota commissioned an actuarial analysis of this additional 
benefit in the context of the new generosity test.55 The actuarial analysis revealed that this new benefit 
would increase the relative EHB benefit value by 0.3% annually, however several comparison benchmark 
EHB benchmark plans also had +0.3% relative benefit value, as compared to the existing EHB 
benchmark plan. As such, this actuarial analysis determined that the additional EHB benefit would not 
exceed the most generous comparison plan, thus satisfying the generosity test. 

54 45 CFR 156.111(a) 
55 https://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/SD-Plan-Documents.zip 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

Exhibit 7. State Examples of 2020 and 2021 EHB Changes 

Two states submitted a request to change their EHB benchmark plan in 2020 and/or 2021, both of 
which were approved by HHS. Both of these states utilized the third option of “selecting a set of 
benefits that would become the state’s EHB benchmark plan.” Using this third option, both states 
maintained their current EHB benchmark plan while supplementing their EHBs with an additional set 
of benefits. 

 Illinois: 2020-2021(a): Within the prescription drug category and mental health substance 
use disorder services category, instituted a new Access to Care and Treatment (ACT) Plan to 
reduce opioid addiction and expand access to mental health services: 

o Cover alternative therapies for pain like topic anti-inflammatories 

o Limit opioid prescriptions for acute pain to 7 days maximum 

o Remove barriers to obtaining Buprenorphine products for medically assisted treatment 
(MAT) of opioid use disorder 

o Cover prescriptions for naloxone when high opioid doses are prescribed 

o Cover tele-psychiatry care by both a prescriber and a licensed therapist 

 South Dakota 2021: Within the “Habilitation Services” category of the 10 EHB categories: 

o Treatment for Autism Spectrum Disorder with Applied Behavioral Analysis (ABA) is 
covered with the following limits: up to 1300 hours/year through age 6, up to 900 
hours/year for ages 7-13, up to 450 hours/year for ages 14-18 

Notes: (a) https://www2.illinois.gov/IISNews/18098-DOI_Essential_Health_Benefit-benchmark_plan_Release.pdf 
(b) https://dlr.sd.gov/insurance/documents/SD_proposed_EHB_benchmark_summary_04292019.pdf 

Essential Health Benefits Benchmark Plan Selection for 2020 and 2021 

States had until July 2, 2018 to submit a new EHB benchmark plan for the 2020 plan year. In addition to 
submitting required documents to HHS, states were required to provide public notice and an opportunity 
for public comment on the potential EHB benchmark plan change. One state, Illinois, elected to change 
its EHB benchmark plan for the 2020 plan year (and onwards) by utilizing the third option of “selecting a 
set of benefits that would become the state’s EHB benchmark plan.” The Illinois EHB benchmark plan 
was subsequently approved by HHS. More details discussing the Illinois change can be found in Exhibit 
7. 

HHS issued a subsequent Notice of Benefit and Payment Parameters final rule on April 25, 2019.56 Unlike 
the final rule issued in 2018, 2019’s final rule did not lead to any changes in EHB benchmark plan 
selection. Instead, this rule maintained the previous changes and issued a deadline of May 6, 2019 for 
states to submit a new EHB benchmark plan for the 2021 plan year. This year, a single state, South 
Dakota, proposed a change to its EHB benchmark plan for the 2021 plan year (and onwards) by choosing 
the third option of “selecting a set of benefits that would become the state’s EHB benchmark plan.” The 
change to South Dakota’s benchmark plan, was approved by HHS (Exhibit 7). 

States that did not choose to exercise the new flexibility continue to use the same EHB benchmark plan 
from plan years 2017-2019.57 

56 84 FR 17454 
57 Information on Essential Health Benefits (EHB) Benchmark Plans. Centers for Medicare and Medicaid Services. 
2019. Accessed on December 16, 2019 at: https://www.cms.gov/CCIIO/Resources/Data-Resources/ehb 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

Exhibit 8. California’s EHB Benchmark Plan for Plan Years 2020-2021 

California did not actively make a new selection for the EHB Benchmark plan for plan years 2020 and 
2021 and therefore the existing benchmark plan (Kaiser Foundation Health Plan Small Group HMO 30 
plan) continues as the identified plan. 

Essential Health Benefits for Plan Year 2022 

In the April 25, 2019 Notice of Benefit and Payment Parameters final rule,58 HHS advised states of the 
deadline to select an EHB benchmark plan for the 2022 plan year. States have until May 8, 2020 to 
submit the required documentation to HHS. The 2019 final rule continues to allow states to select from 
the three EHB benchmark plan option alternatives, in addition to the option of maintaining the current 
EHB benchmark plan. 

The final rule emphasized the statutory prohibition on EHB discrimination contained in 45 CFR 156.125, 
which is also summarized in item 5 of Essential Health Benefits: Scope of Benefits. This means that any 
reduction in the generosity of an EHB for subsets of individuals that is not based on clinically indicated, 
reasonable medical management practices is potentially discriminatory and is thus prohibited.59 The final 
rule explained this by discussing the example of an EHB plan inappropriately excluding a particular 
treatment for an opioid use disorder when the same treatment is covered for other medically necessary 
purposes. This example and other mentions of the opioid use disorder demonstrate that HHS is 
particularly concerned by continued discrimination with regard to treatment of this specific disorder.  
Noting that not all QHPs cover all forms of Medication-Assisted Treatment (MAT) for opioid use disorder, 
HHS encourages “…every health insurance plan to provide comprehensive coverage of MAT, even if the 
applicable EHB-benchmark plan does not require the inclusion of all four MAT drugs…”60 

If a state does not make an active EHB selection by May 8, 2020, the state’s EHB benchmark plan for the 
applicable year will be the state’s EHB benchmark plan from the prior year.61 For California, if a new plan 
is not chosen, the Kaiser Foundation Health Plan Small Group HMO 30 plan will continue to serve as the 
EHB benchmark plan. 

2022 Essential Health Benefits: California Options 

In accordance with the previously mentioned final rule, California has until May 8, 2020 to submit 
documents to HHS. While California can choose to continue to utilize the current EHB benchmark plan, 
the Kaiser Foundation Health Plan Small Group HMO 30 plan, California can also choose to utilize one of 
the 3 original options outlined in Exhibit 2, or select one of the new options as described above. By 
selecting some or all categories from another state’s EHB benchmark plan, California has the ability to 
include new services that are not currently in the California benchmark plan. CHBRP is aware of three 
specific benefits that are covered by many other state EHB benchmark plans but that are not included in 
the current Kaiser Foundation Health Plan Small Group HMO 30 plan. 

Chiropractic care services are not currently covered in California’s EHB benchmark plan. Among the 50 
state and District of Columbia EHB benchmark plans for the 2019 plan year, 46 of these 51 plans covered 
chiropractic care services to some extent.62 Many of these plans incorporated utilization management, 
such as referrals, prior authorizations or annual visit maximums (i.e. 10 or 25 chiropractic visits per year) 
to limit the benefit. Chiropractic care services are typically included under the Rehabilitative and 
Habilitative Services category of EHBs. 

58 84 FR 17454 
59 Ibid. 
60 ibid 
61 45 CFR 156.111 
62 As the 2017 EHB benchmark plan remained for years 2018 and 2019, this analysis of 2017 EHB benchmark plan 
covered benefits is still accurate for the 2019 plan year: https://www.cigna.com/assets/docs/about-cigna/informed-on-
reform/top-11-ehb-by-state-2017.pdf 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

Hearing aids, aside from cochlear implants, are not currently covered in California’s EHB benchmark 
plan. As of the 2019 plan year, 25 states and the District of Columbia include hearing aids in their current 
EHB benchmark plan.63 Nearly all of these plans include age limits, typically covering hearing aids only 
among enrollees under age 18 or 21.  While all of these 25 state plans and the District of Columbia’s 
cover removable hearing aids, several other plans only cover bone-anchored hearing aids. Hearing aids 
are included under the Rehabilitative and Habilitative Services category of EHBs. 

Infertility services and treatments, including in-vitro fertilization (IVF), are not currently covered in 
California’s EHB benchmark plan. As of the 2019 plan year, 25 states and the District of Columbia include 
some level of infertility services in their current benchmark plan.64 However, the covered infertility 
services are almost always limited to diagnostic services and a select few infertility treatment medications.  
Only a few states, such as Connecticut, Hawaii and Illinois, are known to cover IVF. Among the states 
that cover IVF, enrollees are limited in the number of covered IVF cycles, often two cycles. When 
covered, infertility services and treatments are typically incorporated among one or more EHB categories, 
including Ambulatory Patient Services, Prescription Drugs and Maternity and Newborn Care. 

Should California desire to include any of these above benefits, the state can select another state’s EHB 
benchmark plan in whole or in part. California can replace its plan entirely with another state or only 
replace one category, such as Rehabilitative and Habilitative Services. California can also choose a third 
option of “selecting a set of benefits that would become the State’s EHB-benchmark plan.”65 Illinois and 
South Dakota, which altered their EHB benchmark plans in 2020 and 2021, respectively, both chose to 
use this third option to supplement their existing EHB benchmark plans with additional benefits. 

Conclusion 

HHS’s recent regulations provide an option for states to modify or select a new EHB benchmark plan. 
Though the regulations allow for considerable flexibility, HHS maintains a minimum scope of benefits floor 
as well as a Generosity Test ceiling. Within these confines, California could use one of the three new 
EHB benchmark plan options to supplement its set of benefits.  The two states which have already done 
so both chose to keep their current benchmark plan while adding a specific set of benefits within one or 
two EHB categories. California can look to these two states and the new regulations as it decides whether 
to change its EHB benchmark plan. 

63 ibid 
64 ibid 
65 45 CFR 156.111(a) 
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Issue Brief: California State Benefit Mandates and the ACA’s EHBs 

APPENDIX A FEDERAL BENEFIT MANDATES 
Federal benefit mandates, like state benefit mandates, generally apply to both the individual and group 
markets, unless a market is specifically excluded from the federal benefit mandate coverage requirement. 
However, federal benefit mandates can apply more broadly than state benefit mandates. For example, 
federal benefit mandates may apply to Medicare or to self-insured plans. There were federal benefit 
mandates in place prior to the passage of the ACA, and the ACA added federal benefit mandates that 
apply to many, but not all, DMHC-regulated plans and CDI-regulated policies in the individual and group 
markets in California. CHBRP’s document Health Insurance Benefit Mandates in California State and 
Federal Law66 lists the federal benefit mandates currently known to CHBRP. 

Federal Benefit Mandates Prior to the Affordable Care Act 

CHBRP is aware of four federal benefit mandates that were in effect prior to the ACA:67 

 The Pregnancy Discrimination Act of 1978 amending Title VII of the federal Civil Rights Act 
(Pregnancy Discrimination Act); 

 The Newborns’ and Mothers’ Health Protection Act of 1996 (the Newborns’ Act); 

 The Women’s Health and Cancer Rights Act (WHCRA); and 

 The Mental Health Parity and Addiction Equity Act (MHPAEA). 

For these federal benefit mandates, the mandate applies to the group market,68 and only applies if 
coverage for the service or treatment is part of the health plan or policy. For example, the Newborns’ Act 
does not require that a group plan or policy cover maternity, but, if maternity is covered, coverage for a 
minimum length of stay in a hospital following childbirth is required. 

Federal Benefit Mandates in the Affordable Care Act 

The passage of the ACA added additional federal benefit mandates to products in the individual and 
group market, with the exception in some cases of grandfathered health plans.69 These new federal 
benefit mandates include: 

 Prohibitions on lifetime and annual limits on the dollar value of benefits for any individual.70 

 Where emergency services are provided, requirements that the services are provided: regardless 
of whether the provider is in or out of network; with the same cost-sharing levels in network as out 
of network; and without prior authorization.71 

 Prohibition on requiring prior authorization or referral before covering services from a health care 
professional who specializes in obstetrics or gynecology.72 

 Prohibition on denying coverage for children with preexisting conditions. 

 Prohibition on denying coverage to anyone with a preexisting condition.73 

66 Available at: www.chbrp.org/other_publications/index.php. 
67 There may be other federal benefit mandates that are not included in this list. The federal health insurance benefit 
mandates discussed in this Issue Brief most closely align with the definition of benefit mandates in CHBRP’s 
authorizing statute. 
68 How the group market is defined for federal benefit mandates does not always align with how the group market is 
defined for state benefit mandates. For example, the Newborns’ Act applies to group plans with 15 or more people. 
69 Some of the new federal benefit mandates in the ACA do not apply to grandfathered health plans (ACA Section 
1251). 
70 ACA Section 1001 modifying Section 2711 of the PHSA. 
71 ACA Section 1001 modifying Section 2719A of the PHSA. 
72 Ibid. 
73 ACA Section 1201 modifying Section 2704 of the PHSA. 
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 Requirements for coverage of specified preventive health services without cost sharing, 
including:74,75 

o Evidence-based items or services that have a rating of ‘A’ or ‘B’ in the current 
recommendations of the United States Preventive Services Task Force (USPSTF)76; 

o Immunizations that have a recommendation from the Advisory Committee on Immunization 
Practices (ACIP) of the Centers for Disease Control and Prevention (CDC)77; 

o Infants, children, and adolescents of evidence-informed preventive care and screenings 
provided for in comprehensive guidelines supported by the Health Resources and Services 
Administration (HRSA);78 and 

o Preventive care and screenings for women provided for in comprehensive guidelines 
supported by HRSA.79 

In addition to these new federal benefit mandates in the ACA, the ACA also expands the Mental Health 
Parity and Addiction Equity Act by applying it to QHPs offered in a state’s exchange “in the same manner 
and to the same extent as such section applies to health insurance issuers and group health plans.”80 The 
ACA further expands MHPAEA to include the individual market and the small-group market, which were 
previously excluded from this parity requirement.81 

The Interaction of Federal and State Benefit Mandates 

Just as state benefit mandates vary and may overlap with each other, federal benefit mandates and state 
benefit mandates also vary and may overlap across products and markets, as well as the conditions and 
disorders addressed by the benefit mandates. For example, the federal Newborns’ Act requiring a 
minimum length of stay in a hospital following childbirth, if maternity services are covered, is very similar 
to a California state benefit mandate. Both the federal and state benefit mandates affect group DMHC-
regulated plans and CDI-regulated policies, however, the state benefit mandate affects individual-market 
DMHC-regulated plans and CDI-regulated policies, whereas the federal benefit mandate does not. It is 
important to note that plans and policies subject to both state and federal benefit mandates must meet or 
exceed the more demanding benefit mandate, whether that is the state benefit mandate or the federal 
benefit mandate. 

74 ACA Section 1001 modifying Section 2713 of the PHSA. 
75 CHBRP has a Resource looking at the preventive services coverage requirement in the ACA, available at: 
www.chbrp.org/other_publications/index.php. 
76 A list of the USPSTF A and B recommendations is available at: 
https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/ . 
77 A list of the immunizations recommended by the ACIP is available at: www.cdc.gov/vaccines/hcp/acip-
recs/index.html. 
78 Comprehensive guidelines for infants, children, and adolescents supported by HRSA appear in two charts: the 
periodicity schedule of the Bright Futures Recommendations for Pediatric Preventive Health Care, available at 
http://https://www.aap.org/en-us/documents/periodicity_schedule.pdf, and the Uniform Panel of the Secretary's 
Advisory Committee on Heritable Disorders in Newborns and Children, available at: 
https://www.hrsa.gov/sites/default/files/hrsa/advisory-committees/heritable-disorders/rusp/rusp-uniform-screening-
panel.pdf. 
79 A list of the guidelines supported by HRSA for women’s preventive care and screening is available at: 
https://www.hrsa.gov/womens-guidelines/index.html. 
80 ACA Section 1311(j). 
81 ACA Section 1563(c)(4) modifying Section 2726 of the PHSA. 
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APPENDIX B MEDICAID AND ESSENTIAL HEALTH 
BENEFITS 

Since 2006, states have had the option to identify Medicaid benchmark plans for certain groups of 
enrollees under section 1937 of the Social Security Act.82 The ACA renamed Section 1937 Medicaid 
benchmark or benchmark-equivalent plans “Alternative Benefit Plans” (ABPs), and specified that they 
must cover the 10 Essential Health Benefits (as defined in section 1302 of the ACA) to which some 
commercial health insurance, as specified earlier in this brief, is subject.83 Adults in the Medicaid 
Expansion population (i.e. individuals eligible under the “modified adjusted gross income standard”) must 
be covered under ABPs, and states may use an ABP for coverage of any other groups of individuals 
eligible for Medi-Cal.84 

Section 1937 of the Social Security Act provides the following options for selection of ABPs:85 

 The benefit package provided by the Federal Employees Health Benefit plan (FEHB) Standard 
Blue Cross/Blue Shield Preferred Provider Option; 

 State employee health coverage that is offered and generally available to state employees; 

 The health insurance plan offered through the Health Maintenance Organization (HMO) with the 
largest insured commercial non-Medicaid enrollment in the state; and 

 (Federal Health and Human Services) Secretary-approved coverage, which is a benefit package 
the Secretary has determined to provide coverage appropriate to meet the needs of the 
population provided that coverage. 

The benefits included in California’s ABP (currently Blue Cross Blue Shield/CareFirst Preferred Option 1) 
are the same benefits as full-scope Medi-Cal benefits, discussed in Attachment 3.1-A and 3.1-B of 
California’s State Plan.86 

If state or federal law adds or changes a benefit, Medi-Cal would either need to cover the benefit or list an 
actuarially equivalent benefit.87 In that case, the Department of Health Care Services would submit a 
State Plan Amendment to draw down federal funding for providing these services to beneficiaries.88 

It is important to note that while Medi-Cal is also required to cover the 10 EHB categories, the specific 
benefits included in the chosen Medi-Cal benchmark plan may be different from the specific benefits 
included in the commercial benchmark plan because the EHB benchmark plan is different from the ABP 
in California. 

82 42 U.S.C. §1396u-7. 
83 Like the State Plan, the ABP is a contract between the Department of Health Care Services and the Center for 
Medicare and Medicaid Services for Title XIX funding for Medicaid Services. 
84 Alternative Benefit Plan Final Rule. Federal Register, Vol. 78, No. 135. July 14, 2013. Available at: 
https://www.govinfo.gov/content/pkg/FR-2013-07-15/pdf/2013-16271.pdf. 
85 42 U.S.C. §1396u-7, as described by the Alternative Benefit Plan Final Rule, cited above. 
86 California’s state plan can be found online at: https://www.dhcs.ca.gov/formsandpubs/laws/Pages/SPdocs.aspx. 
This is also consistent with WIC § 14132.02. 
87 As required by 42 U.S.C. §18022(d). 
88 Communication between CHBRP and the Department of Health Care Services. October 14, 2019. 
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Suit Challenging ACA Legally Suspect But Threatens 
Loss of Coverage for Millions 

The Trump Administration and 18 Republican state attorneys general are asking the courts to strike down the entire 
Affordable Care Act (ACA) as unconstitutional. On March 2, 2020, the Supreme Court agreed to hear the case, with oral 
arguments expected to take place this fall and a decision likely next spring. The ACA remains the law of the land for now, 
and legal experts across the political spectrum view the case against it as extremely weak. But if the Administration and 
Republican states prevail, 20 million people would become uninsured and millions more could be charged more or denied 
coverage altogether because they have a pre-existing condition or would lose other important protections. 

Lawsuit Background and Trump Administration’s Position 
The state attorneys general filed their lawsuit with a Texas district court in February 2018. The crux of their argument is 
that the Supreme Court’s 2012 decision in National Federation of Independent Business v. Sebelius upheld the ACA’s 
individual coverage requirement under Congress’s taxing power, and the 2017 tax law zeroed out that tax penalty. 
Without the tax in place, they claim, the coverage requirement is unconstitutional, making the rest of the ACA also 
unlawful — an argument that ignores Congress’s choice to leave the ACA intact when it zeroed out the tax penalty. 

From the start the Trump Administration has refused to defend the ACA, an unprecedented move that seems to have led 
three senior career attorneys to withdraw from the case and one to resign. But the government’s specific position on the 
case has changed. In June 2018 the Department of Justice (DOJ) largely agreed with the plaintiffs’ reasoning, but it asked 
the court to strike down not the entire law but two critical consumer protections that it said were inextricably linked to the 
mandate: the prohibitions on insurers denying coverage to people with pre-existing conditions (guaranteed issue) and on 
charging people higher premiums because of their health status (community rating). It has since endorsed striking down 
the entire ACA, in line with its many legislative and executive attempts to repeal or undermine it. 

District Court Judge Reed O’Connor ruled in favor of the plaintiff states and invalidated the entire ACA in December 2018 
but stayed the decision. In December 2019 the Fifth Circuit concurred that the individual mandate was unconstitutional 
but sent the case back to Judge O’Connor to determine which, if any, portions of the ACA could remain. 

A group of Democratic attorneys general led by California intervened to defend the law in court following the Trump 
Administration’s refusal to do so. Following the Fifth Circuit decision, these attorneys general appealed to the Supreme 
Court, which has agreed to hear the case, now called California v. Texas. 

What Happens if Trump Administration Prevails? 
Striking down the ACA would increase the number of uninsured people by 20 million, or 65 percent, the Urban Institute 
estimates. (Urban also provides estimates by state and demographic group.) It would end not only the ACA’s major 
coverage expansions — such as Medicaid expansion, premium tax credits, and the health insurance marketplaces ― but 
other important protections as well, harming tens of millions of people who would remain insured. 

• Insurers could once again put annual and lifetime limits on coverage, including for people with employer plans. 
• Young adults would no longer be able to stay on their parents’ plans up to age 26. 
• Insurers could reimpose cost sharing for preventive services, including under employer plans and Medicare. 
• Reversing the ACA’s changes to how Medicare pays plans and providers and how state Medicaid programs 

determine eligibility would cause massive disruption. 
• Medicare beneficiaries would face higher prescription drug costs due to the Medicare “donut hole” reopening. 

Higher-income households, meanwhile, would reap $45 billion in tax cuts each year, with an average $46,000 per year 
for those with incomes over $1 million. 



               
       

              
         

           

        
              

            
               

          
              

      

      
                 

                
            

            
                

        
         

        
        
       

         
            

     

       

 

  

 
 

 
 
 
 
 
 

 
 

 

 
  

 
 

 
 
  

  
  

 

 
 

 
   

 
 
 

 
 

 
 

 
 

 
 

  
 

  
  
 

 

              
                 

 

If the courts threw out only parts of the law, the result would be nearly as devastating. For example, allowing insurers to 
again discriminate based on health status would jeopardize coverage for millions who could be charged more, denied 
coverage for certain diagnoses, or blocked from individual market coverage altogether. Eliminating ACA protections could 
also let insurers charge higher premiums to women and people in certain occupations, reimpose pre-existing condition 
exclusions in employer coverage, and make premium tax credits nearly impossible to administer. 

Legal Experts Across Political Spectrum Call Case “Absurd,” “Ludicrous” 
Legal experts, including experts opposed to the ACA and who supported other legal challenges to the law, almost 
uniformly agree that the arguments in this case are “absurd” or “ludicrous.” Two Republican state attorneys general (from 
Montana and Ohio) submitted an amicus brief stating that “to describe [the plaintiffs’ position] is to refute it.” Fifth Circuit 
Judge Carolyn King’s dissent called the district court opinion striking down the ACA “textbook judicial overreach.” And 
Republican Senator Lamar Alexander has called the Administration’s position that the 2017 tax bill effectively repealed 
the ACA “as far-fetched as any I’ve ever heard.” 

Chief among the many problems with the plaintiffs’ argument is that it ignores Congress’s unambiguous decision to zero 
out the individual mandate but leave the rest of the ACA intact. The plaintiffs argue that the mandate is so central to the 
ACA or its pre-existing condition exclusion that, without it, some or all of the law must be struck down. But while the 
Congress that passed the ACA said the mandate was important for the reformed insurance market to function, the 
Congress that zeroed out the penalty decided to keep the other provisions in place. Longstanding legal principles say that 
Congress, not the court, gets to make that decision — as even a brief from past litigants against the ACA noted. 

Major Stakeholders Have Highlighted Catastrophic Effects on the Health System 
A diverse group of stakeholders have weighed in to strongly oppose the plaintiffs’ arguments. Briefs were filed by: 

• Health care providers and insurers: American Hospital Association and Federation of American Hospitals; the 
American Medical Association, American Academy of Family Physicians, American College of Physicians, and 
American Academy of Pediatrics; and America’s Health Insurance Plans (AHIP). 

• Patient and non-profit groups: American Cancer Society, American Diabetes Association, American Lung 
Association, and March of Dimes; AARP; and Families USA, Community Catalyst, National Health Law Program, 
Center on Budget and Policy Priorities, and SEIU. 

• Economists and small business representatives, including Small Business Majority. 

States Suing for Immediate End to ACA States Defending ACA 

Alabama Nebraska California Minnesota 
Arkansas North Dakota Colorado Nevada 
Arizona South Carolina Connecticut New Jersey 
Florida South Dakota District of Columbia New York 
Georgia Tennessee Delaware North Carolina 
Indiana Texas Hawaii Oregon 
Kansas Utah Illinois Rhode Island 

Louisiana West Virginia Iowa Vermont 
Maine Wisconsin Kentucky Virginia 

Mississippi Massachusetts Washington 
Missouri Michigan 

Note: Strikethrough indicates states that have removed themselves from the lawsuit. Italics indicate states joining after the initial filing. 
Republican attorneys general from Montana and Ohio filed an amicus brief arguing that the mandate is unconstitutional but severable. 

























 
 

  
 

 
 

      
       

   
    

      
 

       
  

 
  

 
  

 
    

  
 

   
    

    

    

  
  

 
     

        
 

   
      

 
      

     
  

  
    

 
     

 
   

     
  

  

February 27, 2020 

The Honorable Alex M. Azar 
Secretary 
U.S. Department of Health & Human Services 
200 Independence Avenue SW 
Washington DC, 20201 

Re: CMS-9916-P, Patient Protection and Affordable Care Act, HHS Notice of Benefit and 
Payment Parameters for 2021 

Submitted electronically via Regulations.gov 

Dear Secretary Azar: 

Thank you for the opportunity to comment on the February 6, 2020 proposed rule, HHS Notice of Benefit and 
Payment Parameters for 2021 (CMS-9916-P). 

We write to express our view that certain potential policy changes on which the agency seeks comment in this 
proposed rule are unlawful and exceed the authority committed to the agency.  In particular, the agency has 
invited comment on two potential proposals to change long-standing rules regarding the provision of APTC in 
cases of auto-reenrollment.  Under the potential changes, consumers would not receive the APTC to which they 
are entitled under sections 1411 and 1412 of the Affordable Care Act.  This is not permissible. Section 1411 is the 
sole source of authority for an Exchange to make an eligibility determination for APTC, and section 1412 is the 
sole source of authority to pay (or not pay) APTC.  The statute provides no pathway by which an Exchange can 
lawfully provide a different (or zero) amount of APTC. 

Policies related to auto-reenrollment and eligibility determinations for APTC are governed 
under ACA sections 1311, 1411, and 1412 and section 36B of the Internal Revenue Code. 

Auto-reenrollment is the process by which a consumer from the prior year who has not actively submitted an 
application and enrolled in coverage for the upcoming benefit year is enrolled in a plan for the upcoming year. 
Under longstanding regulations and guidance, individuals are reenrolled under similar terms to the prior year 
– in the same or similar plan and with APTC updated only for changes in the benchmark plan, the federal 
poverty level, and certain newly available income information. Section 608 of the Further Consolidated 
Appropriations Act of 2020, enacted in December 2019, amended section 1311(c) of the Affordable Care Act to 
require the agency to continue auto-reenrollment for plan year 2021.  Specifically, it requires CMS to “establish 
a process under which an individual [enrolled in the Federally-Facilitated Exchanpge] is reenrolled for plan 
year 2021 in a qualified health plan.”  In determining eligibility for APTC during that mandated reenrollment 
process, agency action is governed by other sections of the ACA. 

Section 36B of the Internal Revenue Code (as added by the ACA) specifies a series of criteria and calculations 
used in determining premium tax credit amounts.  ACA section 1411 directs the Secretary of HHS to “establish 
a program… for determining… in the case of an individual claiming a premium tax credit or reduced cost-
sharing under Section 36B of such Code or section 1402 whether the individual meets the income and coverage 
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requirements of such sections.”  Section 1412(a) directs the Secretary to “establish a program under which… 
advanced determinations are made under section 1411.”  And section 1412(c) directs that the federal 
government “shall make the advanced payment under this section of any premium tax credit allowed under 
section 36B.” 

In other words, section 36B is the sole statutory instruction in how to calculate a premium tax credit amount. 
The program established under section 1411 must determine eligibility under section 36B. And once an 
individual has been determined eligible under section 1411, the federal government “shall make” payments in 
the amount “allowed under section 36B,” as required under section 1412. 

The agency may not alter an eligibility determination made under these statutes. 

The proposed rule seeks comment on two potential policies that would violate these statutory requirements. 
The agency has expressed a policy concern about consumers for whom the APTC “covers the entire plan 
premium.” The agency thus invites comment on whether individuals for whom this would be true should be 
enrolled “without APTC” or with APTC “reduced to a level that would result in an enrollee premium that is 
greater than zero dollars.”  Neither is permissible. 

The policies on which the agency seeks comment would require the agency to conduct an eligibility 
determination under section 1411, calculate the amount of assistance that would be paid under section 36B, but 
then decide not to apply that amount of APTC to the enrollment.  Section 1412 forecloses such options.  A 
decision to apply no APTC at all for consumers determined eligible under section 1411 violates the requirement 
that the federal government “shall make the advanced payment.” If an individual has been determined eligible, 
APTC must be paid. Nor may the agency invent a new and reduced amount of APTC that is different from the 
amount allowed under section 36B.  Section 1412(c) requires payment of the amount “allowed under section 
36B,” not some other figure invented by the agency. Whatever policy concerns the agency may have, the text of 
the statute is clear and provides no discretion to the agency to make the changes suggested. 

The policies proposed here are not analogous to other circumstances where the FFE does not 
apply APTC at reenrollment. 

Certainly, there are other circumstances where in the course of automatically reenrolling a consumer, the FFE 
has historically not applied APTC to their enrollment.  However, in those cases the denial is precisely because 
the agency is making a determination pursuant to section 1411 that the individual does not “meet[] the income 
and coverage requirements” of section 36B. 

Specifically, the FFE does not apply APTC at reenrollment when tax information shows a household has had 
income above 500% of the federal poverty level in a recent year.  In doing so, the agency is using the authority 
committed to the Secretary under section 1411 to evaluate available information and determine that an 
individual is not eligible for APTC. Similarly, the FFE does not apply APTC when it has not been provided 
information from the applicant or from tax data sources for multiple years; the agency has concluded that it 
lacks sufficient information to determine that the individual is eligible under section 1411 and therefore it may 
not pay APTC under section 1412. 



 
 

  
 

 
    

     
       

   
 

         
   

 
    

   
    

   
    

 
 

  
 

 
 

  
 

 
 

 

 
 
 
 

The procedures suggested here are entirely different.  The agency is seeking comment on proposals where it 
would make a determination under section 1411 that a person is eligible and calculate an amount under section 
36B, and then reject or alter that determination and apply a different amount of APTC or no APTC at all. It 
may not do so. Section 1412 requires the payment of APTC in the amount for which the consumer has been 
determined eligible. 

There is no authority to modify or remove APTC for those eligible for assistance that covers 
their entire premium. 

Internal Revenue Code section 36B specifies how APTC is to be calculated.  Section 1411 of the ACA requires 
eligibility be determined in accordance with Code section 36B.  ACA section 1412 requires that the federal 
government “shall” pay APTC for those determined eligible under section 1411 in the amount for which the 
consumer is eligible under section 36B.  The agency may not violate those directives and apply some other 
amount of APTC or decline to apply APTC for which the consumer has been determined eligible. 

Thank you again for the opportunity to comment. If we can provide any additional information, please do not 
hesitate to contact us. 

Sincerely, 

Christen Linke Young Jason A. Levitis  
Fellow Nonresident Fellow 
USC-Brookings Schaeffer Initiative for Health Policy USC-Brookings Schaeffer Initiative for Health Policy 



By Benjamin D. Sommers 

Analysis  

Health Insurance Coverage: What 
Comes After The ACA? 

ABSTRACT The Affordable Care Act (ACA) led to the largest expansion of 
health insurance in the US in fifty years, bringing the uninsurance rate 
to its lowest recorded level in 2016. But even at that point, nearly thirty 
million people lacked health insurance, and millions more still struggled 
to afford needed medical care. Recent studies also indicate a partial 
erosion of the ACA’s coverage gains since 2017. This article identifies the 
underlying causes of these problems and evaluates potential policy 
remedies. Topics include the slow but steady growth of state expansions 
of eligibility for Medicaid; new waiver approaches in Medicaid, including 
work requirements; high cost sharing and premium growth in both the 
Marketplaces and employer coverage; and proposed systemic overhauls 
such as Medicare for All. 

A
t its tenth anniversary, the Afford-
able Care Act (ACA) has fundamen-
tally transformed health insurance 
in the US and has brought the un-
insurance rate to its lowest level. 

Even so, the future of the ACA and the durability 
of its accomplishments remain uncertain. Fur-
thermore, major challenges remain in the realm 
of coverage and affordability of health care. 
When the ACA was signed into law in 2010, 

16.3 percent of the US population was unin-
sured, corresponding to approximately 49.9 mil-
lion people lacking coverage.1 By 2016 the rate 
had fallen to 8.8 percent, or 28.1 million people.2 

While some of this decline may have been attrib-
utable to an improving economy, research indi-
cates that the vast majority of the coverage gain 
(approximately twenty million people) was due 
to the ACA.3,4 Medicaid accounted for an estimat-
ed 60 percent of the ACA s effects, through a 
combination of expanded eligibility and the 
welcome-mat or woodwork effect which oc-
curred when previously eligible but unenrolled 
people signed up under the ACA, likely as a result 
of a combination of factors that included greater 
outreach and media coverage, a simplified appli-

cation process, and the individual mandate. 
Smaller gains were due to the availability of sub-
sidized Marketplace coverage and the provision 
for young adult dependent coverage.4,5 

All told, the ACA represented the largest ex-
pansion of health insurance since the creation of 
Medicare and Medicaid in 1965. Yet tens of mil-
lions of people remained without coverage. Even 
as numerous studies demonstrated major im-
provements in access to care and financial secu-
rity as a result of the ACA,6 8 cost-related con-
cerns remain common. This article examines 
the gaps in coverage and affordability of care that 
remain in the US after implementation of the 
ACA and evaluates potential policy remedies. 

Remaining Gaps And Root Causes 
At the risk of oversimplification, the challenges 
facing the US in terms of making health care 
affordable can be summarized as a function of 
two problems: uninsurance and underinsur-
ance. Uninsurance refers to the share of US res-
idents who lack any insurance coverage. This is 
not a static population, but rather a changing 
group of people who move in and out of coverage 
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over time, with only some being uninsured for 
long periods.9,10 Underinsurance refers to the 
share of people who have health insurance but 
whose coverage is inadequate to protect them 
against the risk of high out-of-pocket spending 
and cost-related delays in obtaining care.11 

The Remaining Uninsured Of the approxi-
mately thirty million people in the US who are 
uninsured, roughly half have a pathway to sub-
sidized coverage under the ACA (exhibit 1). 
These people are already eligible for subsidized 
coverage via Medicaid or the Marketplaces but 
have yet to enroll or have lost coverage over 
time.12 

In the Marketplaces, two main challenges have 
been the perceived lack of affordable options 
(cited by 57 percent of people who visited a Mar-
ketplace online but did not sign up) and confu-
sion about applying (cited by 38 percent).13 De-
spite frequent discussions of premium increases, 
more than 80 percent of Marketplace enrollees 
receive premium tax credits that effectively insu-
late them from the effects of premium increases 
(since the tax credits cap enrollees premium 
contributions at a fixed percentage of income, 
based on the premium of the second-lowest-cost 
silver plan).14 But affordability remains a barrier 
for some, especially those at the higher end of the 
income range for subsidy eligibility (that is, peo-
ple with incomes just under 400 percent of the 
federal poverty level) where a family would 
have to pay 9.5 percent of income for coverage, 
or nearly $10,000 annually for a family of four. 
Moreover, another two to three million unin-

sured US residents are not eligible for Market-
place subsidies because they have an afford-
able offer of employer coverage, as defined by 
the ACA (9 percent of the remaining uninsured). 
These people are unlikely to be able to afford 
Marketplace coverage without a subsidy (or do 
not view health insurance as worth the cost), 
since they have already declined their employer s 
offer. Notably, the ACA s definition of afford-
ability includes the family glitch : If a worker s 
employer-sponsored insurance satisfies the af-
fordability threshold (less than 9.8 percent of 
income for 2020), the entire family becomes 
ineligible for Marketplace subsidies even if a 
family plan through the employer would cost 
much more than the affordability threshold. 
This policy affects nearly six million Americans, 
many of whom nonetheless obtain coverage but 
at a far greater cost without subsidies.15 

Meanwhile, among those who would have to 
pay full price for Marketplace plans (people with 
incomes above 400 percent of poverty), high 
premiums and premium increases are a likely 
deterrent to enrollment, and nearly five million 
people in this income range lack coverage 

(16 percent of the remaining uninsured).12 In 
part, premium increases can be tied to plan exits 
from the Marketplace, which have left some 
counties with only one or two participating in-
surers and, in turn, higher premium growth.16 

Another challenge for Marketplace enroll-
ment is that many people remain unsure whether 
they are eligible. One 2017 study reported that 
40 percent of uninsured adults said that they had 
not even heard of the ACA s Marketplaces.17 

Among those who are eligible, mistrust of the 
system and underinvestment in navigator and 
other assistance programs designed to help peo-
ple enroll can contribute to lower enrollment 
rates.18,19 All told, more than seven million unin-
sured Americans 25 percent of the remaining 
uninsured likely would qualify for Marketplace 
tax credits.12 

Meanwhile, another 7.5 million uninsured 
people 25 percent of the remaining unin-
sured are eligible for Medicaid but not enrolled 
in it.12 Problems with take-up rates in Medicaid 
are not new, as many states experienced low 
enrollment and high dropout rates before the 

Exhibit 1 

The US uninsured population, by subgroup, 2018 

SOURCE Adapted from estimates from Blumberg LJ, et al., Characteristics of the remaining uninsured: 
an update (see note 12 in text). NOTES The group not eligible for subsidies because of offers of 
employer-sponsored insurance (ESI) are those with incomes of 100 400 percent of the federal 
poverty level (FPL) who are not eligible for Medicaid and could otherwise receive Advance Premium 
Tax Credits, were it not for their ESI offer. The group of adults in nonexpansion states in the Medicaid 
gap is explained in the text. 
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ACA.20,21 While some ACA provisions streamlined 
enrollment and produced the welcome-mat ef-
fect discussed above, other policies cut in the 
opposite direction. State approaches in Medic-
aid including those related to premiums; 
higher cost sharing; complex features such as 
health savings accounts; and, most recently, 
work requirements have all been linked to con-
fusion among beneficiaries and losses of cover-
age.22 24 Other less salient program features, 
such as eligibility redetermination processes 
and outreach efforts, can also influence Medic-
aid participation rates. 
One of the remaining uninsured populations 

that has received substantial attention consists 
of low-income nonelderly adults in the Medic-
aid gap. These people live in states that did not 
expand Medicaid and have incomes too low for 
them to qualify for the ACA s Marketplace sub-
sidies (which become available when people s 
income reaches 100 percent of poverty in non-
expansion states). This group of approximately 
2.5 million people (9 percent of the remaining 
uninsured) consists of poor parents with in-
comes above their state s Medicaid eligibility 
threshold (the median threshold in nonexpan-
sion states is 43 percent of poverty) and nearly all 
nondisabled childless adults with incomes below 
the poverty level.25 By virtue of their very low 
incomes and high burden of chronic conditions, 
this is the population of uninsured people at 
highest risk for adverse economic and health 
outcomes resulting from the lack of coverage.26 

Finally, there are approximately five million 
uninsured immigrants (16 percent of the re-
maining uninsured) who are not eligible for any 
subsidized coverage because of their undocu-
mented status. In the absence of comprehensive 
immigration reform, it is unlikely that this pop-
ulation will experience large coverage gains
though some major cities and states (including 
New York City and California) are using their 
own funds to extend coverage to this group.27 

The Underinsured Even among people with 
insurance, financial barriers to care remain com-
mon. Researchers often define underinsurance as 
spending more than 10 percent of income in the 
past year on health care costs (including premi-
ums), or more than 5 percent for lower-income 
families; facing a deductible of more than 5 per-
cent of household income; or putting off needed 
care in the past year because of cost.11,28 One 
study estimated that 28 percent of nonelderly 
US adults with insurance coverage (or forty-one 
million people) were underinsured in 2016. 
Among low-income adults, the numbers are even 
higher: 38 percent of poor adults with private 
insurance were underinsured.28 

High deductibles in the Marketplaces have re-

ceived considerable attention, with the average 
silver plan featuring a deductible of nearly 
$3,000 and the average bronze plan $5,800 in 
2016 (though enrollees with incomes of less than 
250 percent of poverty receive additional cost-
sharing subsidies).29 But this phenomenon is not 
limited to ACA-related plans. More than 80 per-
cent of workers with employer coverage face 
deductibles, which averaged $1,655 in 2018 a 
$400 increase since 2014.30 Moreover, health 
care costs have become particularly onerous for 
lower-income people with employer coverage: 
The average share of family income going to 
premiums and out-of-pocket spending now tops 
13 percent.31 These trends cast some doubt on the 
conventional wisdom that employer coverage is 
still the most desirable form of insurance for 
most Americans particularly for lower-income 
families that may be better off with the compre-
hensive financial protection of Medicaid. 
Underlying these challenges are the nation s 

broader pressures related to health care costs. As 
long as health care in the US remains so expen-
sive, these pressures will affect all aspects of 
health care financing, including federal and state 
budgets for Medicare and Medicaid, employers
trade-offs between wages and health benefits, 
and out-of-pocket spending among the general 
public. In part, the increasing use of high-
deductible plans reflects the evidence that cost 
sharing reduces utilization and health care 
spending.32 But evidence also shows that cost 
sharing leads patients to cut back on both nec-
essary and unnecessary care with potentially 
adverse health outcomes, particularly among 
low-income adults with chronic conditions.32 34 

Recent Increase In The Uninsured Popula-
tion While the ACA brought the US s uninsur-
ance rate to its lowest point in 2016, recent evi-
dence indicates that the policy s effects have 
started to erode since then. Multiple data 
sources including Medicaid administrative 
statistics, Marketplace enrollment reports, and 
population surveys show coverage declines in 
2017 18.35 38 The most reliable estimate comes 
from the Census Bureau, which reported an in-
crease of roughly 1.9 million US residents with-
out coverage in 2018 and reductions in both 
Medicaid and private coverage.37 While some me-
dia reports have noted a much larger coverage 
loss reported by Gallup, this estimate coincided 
with a dramatic change in the survey s method-
ology and might not be reliable.39 

What s driving these changes? In one sense, 
the coverage losses are surprising, since they 
come at a time of very low unemployment and 
no major legislative changes to the ACA (the 
individual mandate repeal did not take effect 
until 2019). However, other policy factors are 
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likely to blame. Premium growth in the 
Marketplaces which peaked in 2017 18 was 
one contributing factor, especially since the Mar-
ketplace enrollment decline in 2018 was entirely 
due to a drop in the number of unsubsidized 
enrollees (from 5.0 million to 3.8 million).40 

More broadly, changes in the executive oversight 
of the ACA in the administration of President 
Donald Trump likely played a large role, with 
shorter open enrollment periods; less advertis-
ing outreach; attempts to introduce lower-cost 
and less comprehensive plans; and the presi-
dent s use of the bully pulpit during the ACA 
repeal debate, which left many Americans un-
sure whether the law was still in effect.41 

In addition, states have been implementing a 
range of policies in Medicaid that have made it 
harder for eligible people to enroll and stay in the 
program. These include eliminating retrospec-
tive eligibility (which enables people to sign 
up for the program at the time of or shortly after 
an illness or injury); subjecting more Medicaid 
beneficiaries to premiums; and, most recently, 
work requirements, which led to 18,000 adults 
being removed from Arkansas Medicaid before 
a federal judge halted the requirements.42 

Policy Remedies For Coverage 
Expansion 
In terms of health equity and public health, the 
highest-priority population to cover is low-
income adults in nonexpansion states coverage 
gap. Covering these people could occur via sev-
eral pathways. The most obvious would be to 
induce more states to expand Medicaid, which 
copious evidence has shown produces substan-
tial benefits to low-income adults.7,8,43 The trajec-
tory on this front has been one of gradual move-
ment toward expansions: Thirty-four states had 
expanded Medicaid as of 2019, compared to 

twenty-six states as of 2014. In three additional 
states, ballot initiatives to expand have passed, 
and expansions are slated for implementation in 
Utah and Idaho in 2020.44 The success of these 
ballot initiatives in 2018 may offer a potential 
template for other states, given the popularity 
of Medicaid expansion even in red states.45 

However, not all states allow for binding voter 
initiatives, and even in Nebraska, which passed 
an initiative to expand Medicaid, state legisla-
tors have yet to fully implement the expansion.43 

A clearer path to Medicaid expansion is evident 
in the recent elections of governors who imple-
mented the two newest expansions in Virginia 
and Maine. 
In states where the political climate remains 

hostile to expansion, compromises in the form 
of Section 1115 waivers for features such as 
health savings accounts, healthy behavior incen-
tive programs, and work requirements can 
sometimes pave the way for expansion. This ap-
proach, piloted by the administration of Presi-
dent Barack Obama in states including Arkansas 
and Indiana, must contend with important legal 
and policy questions as to how far the waiver 
authority can and should be stretched. The na-
tion s first experiment with Medicaid work re-
quirements produced significant coverage losses 
and did not achieve its goal of increased employ-
ment.42 However, the resulting increase in the 
uninsurance rate was much smaller than the 
overall effect of expansion versus nonexpansion. 
Specifically, Arkansas s uninsurance rate went 
from 10.5 percent to 14.5 percent among the 
group of low-income people ages 30 49 that 
was targeted by work requirements. But even 
after this increase, the uninsurance rate remains 
far lower than the state s 40 percent rate in this 
population before the ACA or the estimated 
30 percent of low-income Texans still uninsured 
in 2018 in the absence of Medicaid expansion.42 

Finally, Congress could also address the cov-
erage gap with a fallback option for low-income 
adults in these states. One such option would be 
making adults with incomes below poverty in 
nonexpansion states eligible for Marketplace tax 
credits similar to those for people whose incomes 
are 100 133 percent of poverty. More aggressive-
ly, following the model of Massachusetts s 2006 
health reform, Congress could fund fully subsi-
dized Marketplace coverage with zero-dollar 
premiums for people in the coverage gap. In 
theory, this might lead some expansion states 
to consider reversing their expansions, since 
low-income adults would then have a subsidized 
alternative to Medicaid. However, Medicaid ex-
pansion remains quite popular, and reversing 
course would be politically challenging in most 
expansion states. Even with such a reversal in 

There is no obvious 
market-based remedy 
for the increasing 
financial burden 
experienced by many 
people with private 
insurance. 
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some states, as long as low-income adults re-
mained eligible for free coverage from one 
source or another, the net effect on health care 
access would still be quite positive. 
For the estimated fifteen million uninsured 

people already eligible for subsidized coverage, 
the emphasis should be on two main issues: 
the ease of enrollment and the affordability of 
coverage. Restoring outreach efforts, advertis-
ing funds, and enrollment assistance could 
reverse some of the erosion in Medicaid and 
Marketplace enrollment since 2017. More dra-
matically, several policy makers and analysts on 
both ends of the political spectrum have advo-
cated for the automatic enrollment of eligible 
uninsured adults in zero-dollar premium plans 
(typically low-cost bronze plans whose premi-
ums are less than the ACA s income-based pre-
mium subsidy).46 

To make Marketplace premiums more afford-
able, several features of the ACA that have ex-
pired or been repealed could be reimplemented, 
including reinsurance (which twelve states have 
already adopted through Section 1332 waivers)47 

and the individual mandate though research 
evidence on how important the mandate was 
in boosting ACA enrollment is mixed.5,48 A public 
option or Medicaid/Medicare buy-in could be 
another way to introduce lower-cost plans and 
guarantee insurance options nationwide, re-
gardless of private insurers participation deci-
sions. However, without changes in subsidies, a 
public plan might still be unaffordable for many 
people. Thus, making premium subsidies more 
generous and eliminating the family glitch could 
increase participation (with or without a public 
option), though prior research suggests that fair-
ly large subsidy increases would be necessary to 
induce the majority of eligible but uninsured 
people to enroll in Marketplace coverage.49 

Policy Remedies For Reducing 
Underinsurance 
There is no obvious market-based remedy for 
the increasing financial burden experienced by 
many people with private insurance, as there is 
little desire among employers or people who buy 
Marketplace coverage to move toward more ex-
pensive plans that offer better risk protection. 
One incremental option would be for the govern-
ment to expand the availability of the ACA s cost-
sharing subsidies, which increase the actuarial 
value of Marketplace coverage, to people with 
higher incomes (the current threshold is an in-
come of 250 percent of poverty). However, this 
would do little to counterbalance the increasing 
affordability challenges for the majority of US 
residents with employer coverage. 

Another policy option would allow some or all 
individuals with private coverage to buy into 
Medicaid, Medicare, or another public plan. This 
buy-in option could be implemented through 
the ACA Marketplaces and administered by the 
states (as in Washington s quasi-governmental 
public option), or it could be a stand-alone op-
tion for all US residents, as some 2020 presiden-
tial candidates have proposed. However, without 
any secondary coverage, traditional Medicare 
covers only roughly 80 percent of spending and 
has no cap on out-of-pocket spending for cata-
strophic expenses, which means that it would not 
necessarily be a major coverage upgrade for many 
people. In contrast, Medicaid provides compre-
hensive coverage with minimal cost sharing, 
which compared to private coverage has been 
shown to reduce financial strain on families.28,50 

Amid increasing efforts to use cost sharing to 
reduce health care use, it is also worth noting 
that the US remains an outlier in spending not 
because of utilization but rather health care pric-
es, which are higher in the US than anywhere 
else in the world.51 As long as this remains the 
case, policies that target utilization such as cost 
sharing and payment delivery reforms are un-
likely to recalibrate the level of spending in the 
US so that it becomes similar to that in other 
high-income nations. 

Fundamental Health System Reform 
Finally, no discussion of coverage and access to 
care would be complete without considering 
more dramatic proposals to overhaul the US 
health insurance system. Under the broad rubric 
of single payer or Medicare for All, 2020 
presidential candidates have floated a variety of 
approaches ranging from Medicare buy-in with 
a gradual transition to universal coverage, to the 
elimination of all private insurance in the US. 
A full assessment of the political and economic 
considerations of such proposals is well beyond 
the scope of this article, but these considerations 
warrant extensive debate. To vastly oversimplify 
matters, a publicly financed single-payer system 
would offer important advantages in terms of its 
universality, administrative efficiency, and po-
tential for wringing price concessions from pro-
viders, hospitals, and drug and device makers 
that would get the US closer to its peers in terms 
of health care costs. But it would also involve 
enormous political and logistical challenges
particularly if it entailed eliminating private 
coverage for the over 150 million Americans 
currently insured through their employers as 
well as shifting trillions of dollars in health care 
spending from the private sector to the federal 
government. 
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Conclusion 
Ten years after its passage, the Affordable Care 
Act has proved remarkably resilient like a cat, it 
has at least nine lives. Despite its often rocky 
implementation, dozens of attempts at congres-
sional repeal, a president committed to its elimi-
nation, and numerous legal challenges (includ-
ing an ongoing lawsuit in Texas v. United States 
that could still strike down the entire law), the 
ACA has perhaps surprisingly emerged mostly 

intact at its tenth anniversary. The US health care 
system remains deeply flawed, with major in-
equities, millions of uninsured people, and on-
going problems with affordability. But on all 
of those fronts, the ACA moved the nation in 
the right direction and created an opportunity 
for further progress either by building on its 
framework or by replacing it with something 
more comprehensive. ▪ 

The author is grateful for research 
assistance from Aditi Bhanja. 
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By Aparna Soni, Laura R. Wherry, and Kosali I. Simon 

Review  Article  

How Have ACA Insurance 
Expansions Affected Health 
Outcomes? Findings From The 
Literature 

ABSTRACT A growing body of literature examining the effects of the 
Affordable Care Act (ACA) on nonelderly adults provides promising 
evidence of improvements in health outcomes through insurance 
expansions. Our review of forty-three studies that employed a 
quasi-experimental research design found encouraging evidence of 
improvements in health status, chronic disease, maternal and neonatal 
health, and mortality, with some findings corroborated by multiple 
studies. Some studies further suggested that the beneficial effects have 
grown over time and thus may continue to grow if the ACA insurance 
expansions remain in force. However, not all studies reported a 
significant positive relationship between ACA provisions that expanded 
insurance coverage and health status. We highlight the challenges facing 
researchers, including the importance of nonmedical factors in 
determining individual health and the use of outcome data 
predominantly drawn from self-reports. In closing, we identify 
opportunities to enhance researchers’ understanding of the relationship 
between the ACA insurance expansions and health outcomes using new 
data sources, including electronic health records. 

O
ne of the key goals of the Afford-
able Care Act (ACA) was to im-
prove health outcomes by ex-
panding insurance coverage to 
millions of Americans. There is 

tremendous interest in understanding the ef-
fects of the ACA on the nation s health, given 
the US s poor performance on many health 
measures relative to other developed nations, 
its high medical spending, and its substantial 
racial/ethnic disparities in health outcomes.1 3 

A growing body of literature is using quasi-
experimental research which uses a compari-
son group and regression analysis to control 
for multiple variables to examine the effects 
of insurance expansions on health. We summa-

rize findings from this particularly rigorous 
body of literature, presenting results for four 
categories of health outcomes among nonelderly 
adults: self-reported physical and mental health, 
chronic disease, maternal and neonatal health, 
and mortality.We highlight results for the overall 
nonelderly adult population, as well as for differ-
ent demographic subpopulations of interest
including racial/ethnic minority groups. We 
pay special attention to studies that allowed us 
to trace changes in the ACA s health effects over 
time.We conclude by highlighting limitations of 
the existing research and identifying promising 
areas for future research. 
This article is informative for ongoing policy 

debates about health care reform and potential 
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changes to the ACA. It complements other re-
views that discuss the ACA s impacts on health 
outcomes4 7 and the relationship between insur-
ance coverage and health more generally.8 It up-
dates these prior reviews with analyses of more 
recent articles, including some that used stron-
ger data sources and stronger study methods and 
used objectively assessed health measures. In 
addition, this article takes a deeper dive into 
the health impacts of the ACA by summarizing 
new evidence on the effects of the coverage ex-
pansions on health over time. 

Background On Coverage Expansions 
One of the first insurance expansions of the ACA 
was the dependent coverage provision, which 
allows young adults to be included on their par-
ents insurance plans until age twenty-six. The 
provision was implemented in September 2010, 
and an estimated 5.5 million young adults took 
advantage of this form of coverage at some point 
within the first five years.9 

A second component aimed to expand Medic-
aid coverage to all nonelderly adults with in-
comes below 138 percent of the federal poverty 
level, regardless of parental or disability status. 
A 2012 Supreme Court ruling made expansion 
optional for states, and only thirty-six states and 
the District of Columbia adopted the expansion 
in the period 2014 19. About twelve million 
adults gained Medicaid coverage under the ACA.10 

The third insurance expansion component of 
the ACA was the creation of health insurance 
exchanges (known as Marketplaces). For people 
who lacked employer-sponsored or public cover-
age before the ACA, nongroup policies could be 
prohibitively expensive or restrictive. In 2014 the 
ACA established online Marketplaces where peo-
ple can purchase regulated nongroup insurance 
policies, with government subsidies for those 
with incomes below 400 percent of poverty. In 
2018 over ten million people enrolled in Market-
place plans.10 

Other insurance-related provisions of the ACA 
included an individual mandate that required 
almost all individuals to have insurance or be 
subject to a tax penalty (the penalty for noncom-
pliance has since been repealed), an employer 
mandate that required large employers to pro-
vide health insurance to full-time employees, 
and rules that prevented insurers from denying 
coverage or charging higher premiums to people 
with preexisting conditions. 

Selection Of Relevant Articles 
We identified studies for potential inclusion in 
our review by conducting a Google Scholar 

search for those released in the period Janu-
ary 2011 January 2020 with keywords related 
to the ACA and health (online appendix exhibit A 
presents the exact search phrases).11 We included 
publicly available working papers in our search. 
This search yielded 222 nonunique results. We 
first deleted duplicate studies, those that had 
not examined health outcomes, and those that 
had studied populations other than nonelderly 
adults, which left us with 57 studies. 
We then selected those that employed quasi-

experimental research methods. To meet this 
definition, we required that studies include a 
reasonable comparison group and use regres-
sions to control for differences in outcomes over 
time or across groups that were not directly af-
fected by the policy being studied. Most of the 
studies tested or commented on whether the key 
assumptions required to interpret the results as 
causal estimates were met. For example, studies 
using difference-in-differences designs tested 
the assumption of parallel prepolicy trends in 
outcomes in treatment and comparison groups. 
While studies that employ quasi-experimental 
research approaches do not provide definitive 
evidence of causality, using regression to control 
for other potential factors increases the likeli-
hood that observed associations flow from causal 
relationships.We did not consider the magnitude 
or statistical significance of effect sizes when 
deciding which studies to include. These selec-
tion criteria resulted in a final sample of 43 stud-
ies. Appendix exhibit B presents a detailed sum-
mary of these studies.11 

We then grouped the studies into four catego-
ries, based on health outcomes: self-reported 
physical and mental health, chronic disease, 
maternal and neonatal health, and mortality. 
Some studies contributed evidence to multiple 
categories. We flagged studies that presented 
analyses by racial/ethnic groups to examine 
the potential impacts of the ACA on disparities. 
We also identified studies that calculated sepa-
rate estimates by year of policy implementation, 
to contribute to our discussion of changes in 
health effects over time. 
Of the forty-three studies included in our re-

view, thirty-nine focused on the health effects of 
either the dependent coverage provision of 2010 
or the state Medicaid expansions of 2014. These 
policies affected only clearly defined groups 
(adults younger than age twenty-six and low-
income adults in Medicaid expansion states, re-
spectively) and, compared to other policies, are 
easier to evaluate using quasi-experimental an-
alyses. While other ACA provisions such as the 
individual mandate and insurance exchanges 
have likely affected health, they have been less 
studied because they were implemented nation-
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wide at the same time which makes it difficult 
to disentangle the impacts of specific policy 
changes. In this article we focus on the evidence 
related to the dependent coverage provision and 
Medicaid expansions. We then briefly summa-
rize the smaller literature on the health out-
comes of other coverage provisions. 

Effects On Health Outcomes 
This section summarizes studies that examined 
the health effects of the coverage expansions. 

Self-Reported Physical And Mental 
Health We first examined nineteen studies of 
self-reported health (exhibit 1), as this outcome 
was most often included in survey data and pro-
vides a strong summary measure of respondents
overall health. Though self-assessed health may 
seem subjective, a large literature has shown that 
it is highly correlated with objective measures 
of health, such as mortality.12,13 Multiple studies 
reported that the dependent coverage provision 
substantially improved young adults percep-
tions of their overall, physical, and mental 
health.14 16 The estimates from these studies, 
when combined with the change in insurance 
status for young adults under the provision, sug-
gest improvements in self-reported health of 
12 86 percent among newly insured people (ap-
pendix exhibit G).11 

Findings from the Medicaid expansions were 
more varied. Many studies found improvements 
in self-reported health.17 24 There were also re-
ductions in the probabilities of experiencing 
depression and psychological distress and in 
the numbers of days spent in poor mental 
health.17,20 22,25 However, other studies did not 
detect significant impacts of the Medicaid expan-
sions on self-reported health (exhibit 1).25 32 

Estimates in the studies that did find evidence 
of better self-reported health suggested improve-
ments of 21 27 percent among the newly insured 
(appendix exhibit G).11 Results were sensitive to 
the study sample used, with greater evidence of 
health improvements among childless adults 
and those with chronic health conditions who 
face particularly high medical needs and ex-
penses in the absence of insurance.17,21 

Chronic Disease Next we examined fifteen 
studies of the ACA s impact on the diagnosis 
and management of chronic diseases such as 
diabetes, heart disease, cancer, and obesity (ex-
hibit 2). Few studies examined changes in these 
outcomes under the dependent coverage provi-
sion, but there was evidence that the provision 
reduced body mass index for young adults14 and 
increased early-stage cancer diagnosis.33 

Several studies examined the effects of the 
Medicaid expansion on chronic disease. Three 

of these studies documented increases in early-
stage cancer diagnosis, which is associated with 
improved patient outcomes.34 36 Other studies 
reported improved cardiovascular health, in-
cluding better blood pressure control among pa-
tients in community health centers, increased 
probability of early uncomplicated disease pre-
sentation among hospitalized patients, and in-
creased diagnosis rates of diabetes and high 
cholesterol.27,28,37 40 There was no evidence that 
the Medicaid expansions affected body mass in-
dex or rates of obesity.20,21,24,31 

Maternal And Neonatal Health Our third 
group included three studies that focused on 
maternal and neonatal health, which is reflective 
of mothers health and health care (exhibit 3). 
The dependent coverage provision increased in-
surance coverage for reproductive-age women, 
which was linked in this literature to the reduced 
probability of preterm birth but not to changes in 
the likelihood of cesarean delivery, low birth-
weight, or admission to the neonatal intensive 
care unit.41 Most states Medicaid programs cov-
ered pregnant women generously even before 
the ACA. However, there are potential avenues 
to improved outcomes through better precon-
ception health, improved contraception access, 
early prenatal care initiation, and increased ac-
cess to care between pregnancies. The research 
to date found no detectable effects of the expan-
sions on neonatal health.42,43 

Mortality Finally, we analyzed eleven studies 
that examined mortality (exhibit 4). Measuring 
mortality effects is challenging because death is 

Exhibit 1 

Findings from 19 studies on the Affordable Care Act s coverage expansions and their effects 
on nonelderly adults self-reported physical and mental health 

Effects 
Number of 
studies 

Dependent coverage provision 

Increased reports of excellent health or decreased reports of fair 
or poor health 2 

Increased reports of both excellent physical and mental health 1 
No impact on number of days per month of poor mental or 

physical health 1 

Expansion of eligibility for Medicaid 

Improved self-reported health 8 
No impact on self-reported health 8 
Fewer days per month of poor physical health 1 
No impact on the number of days per month of poor physical health 5 
Decreased probability of depression or psychological distress 2 
Fewer days per month of poor mental health 1 
No impact on number of days per month of poor mental health 5 

SOURCE Authors summary of findings from nineteen relevant studies in the final review sample 
published between January 2011 and January 2020. NOTE Appendix exhibit C provides full sources 
for the studies (see note 11 in text). 
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a rare event for nonelderly people, and most 
standard mortality data sets lack the statistical 
power needed to detect plausible effects for the 
general population.44 Some studies aimed to 
study targeted populations that gained coverage. 
Notably, Sarah Miller and coauthors linked 
federal survey and administrative death data sets 
to identify a sample of near-elderly adults who 
were most likely to benefit from Medicaid expan-
sion, based on income and citizenship status. 
The authors found that the Medicaid expansion 
reduced mortality by 9.4 percent for near-elderly 
adults, which was equivalent to a reduction of 
39 64 percent for the new Medicaid enrollees.45 

Others found decreases in cardiovascular mor-
tality among middle-aged adults46 and mortality 
reductions for patients with end-stage renal dis-
ease,47 but no effect on in-hospital mortality for 

acute myocardial infarction patients.48 

The dependent coverage provision was esti-
mated to have reduced disease-related mortality 
by 6.1 percent among young adults49 an effect 
whose magnitude was similar to that of the cov-
erage change for this group. One study found 
large reductions in opioid mortality for young 
adults,50 while others found no significant im-
pact on opioid mortality51 or in-hospital mortali-
ty for young adult trauma patients.52 

Other Coverage Provisions Four studies ex-
amined the health effects of other ACA provi-
sions enacted in 2014. Anna Goldman and 
coauthors used longitudinal survey data to com-
pare previously uninsured adults whose incomes 
made them eligible for Marketplace subsidies to 
those with similar incomes who had employer 
coverage before the ACA. This study found that 
Marketplace coverage increased rates of diagno-
sis of high cholesterol and hypertension for low-
income adults but had no detectable effect on 
diabetes diagnosis rates.53 Two other studies 
used triple-differences models that exploited 
pre-2014 differences in county-level uninsur-
ance rates to estimate the effects of the individual 
mandate and Marketplaces after the second and 
third years of ACA implementation.31,32 The au-
thors found improvements in self-reported 
health in the third year.32 

Of particular note was a randomized pilot 
study in which the Internal Revenue Service sent 
letters to some but not all individuals who were 
subject to the individual mandate penalty. Re-
searchers found that new coverage resulting 
from the letters was associated with a 12 percent 
decline in mortality among people ages 45 64.54 

Improvements In Racial/Ethnic Health 
Disparities Few studies have examined whether 
improved coverage under the ACA for historical-
ly disadvantaged populations translated to bet-
ter health status. 
One of the three studies that estimated sepa-

rate effects by race/ethnicity found that, com-
pared to non-Hispanic whites, non-Hispanic 
blacks experienced a greater reduction in poor 
mental health days or health-related activity lim-
itations, and Hispanics had a larger reduction in 
the probability of fair or poor health status.22 

Another study found larger increases in hyper-
tension control among Hispanics.37 Finally, one 
study estimated a narrowing of disparities in 
neonatal health outcomes between non-Hispan-
ic whites and non-Hispanic blacks after Medic-
aid expansion.42 

Overall, the small literature on this topic 
suggested that racial/ethnic health disparities 
improved for hypertension, certain self-assessed 
health outcomes, and neonatal health outcomes. 
However, there is little evidence related to other 

Exhibit 3 

Findings from 3 studies on the Affordable Care Act s coverage expansions and their effects 
on maternal and neonatal health 

Effects 
Number of 
studies 

Dependent coverage provision 

Reduced probability of preterm birth, especially for unmarried women 1 
No impact on likelihood of cesarean delivery, low birthweight, or NICU 
admission 1 

Expansion of eligibility for Medicaid 

No impact on low birthweight, preterm birth, or small size for 
gestational age 2 

SOURCE Authors summary of findings from three relevant studies in the final review sample 
published between January 2011 and January 2020. NOTES Appendix exhibit E provides full 
sources for the studies (see note 11 in text). NICU is neonatal intensive care unit. 

Exhibit 2 

Findings from 15 studies on the Affordable Care Act s coverage expansions and their effects 
on chronic disease among nonelderly adults 

Effects Number of studies 

Dependent coverage provision 

Reduced body mass index and rates of obesity 1 
Increased early-stage cancer diagnosis 1 

Expansion of eligibility for Medicaid 

Increased rates of early-stage cancer diagnosis 3 
Increased rates of diabetes diagnosis 4 
Increased rates of high cholesterol diagnosis 2 
Increased probability of hypertension and cholesterol control 2 
Increased probability of early uncomplicated disease presentation 
among patients admitted to hospitals for surgical conditions 1 

No impact on diabetes control 3 
No impact on body mass index or rates of obesity 4 

SOURCE Authors summary of findings from fifteen relevant studies in the final review sample 
published between January 2011 and January 2020. NOTE Appendix exhibit D provides full sources 
for the studies (see note 11 in text). 

Affordable Care Act 

374  Health  Affairs  March  2020  39:3  
Downloaded from HealthAffairs.org by Carmen Hiller on March 19, 2020.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.

’

—

’ 

– –

’

’ 



outcomes, such as chronic disease. Moreover, 
disparities are still high in the post-ACA era.55 

Changes In Health Effects Over Time 
Next, we traced changes in the ACA s health ef-
fects over time. While coverage rates increased 
almost immediately after implementation of the 
ACA coverage expansions in 2014, they contin-
ued to grow substantially over the following two 
years.56 Therefore, early evaluations did not cap-
ture the full reach of the coverage changes. There 
are also reasons to expect lags in downstream 
impacts of insurance coverage on health out-
comes because of delays in finding providers, 
using health care, and modifying health behav-
iors. Furthermore, some types of medical care, 
such as preventive care and chronic disease man-
agement, may take longer to improve health. 
We compared findings from three studies that 

examined the ACA s effects on nonelderly adults
self-reported health over time (exhibit 5). These 
studies estimated the change in each year post-
ACA, relative to a pre-ACA baseline.We classified 
them by the policy change studied: Medicaid 
expansions or non-Medicaid ACA components 
that were implemented in 2014. Not all studies 
found evidence of improvements in self-reported 
health. However, those that did often found that 
the ACA s effects on health were growing over 
time. We observed this pattern across two sepa-
rate sets of studies, despite differences in the 
policies examined and measures of health used. 

Discussion 
The burgeoning body of research on the health 
effects of the ACA suggest promising improve-
ments among nonelderly adults for certain 
health outcomes and some reductions in racial/ 
ethnic disparities. Studies reported that the 
dependent coverage provision improved self-

Exhibit 4 

Findings from 11 studies on the Affordable Care Act s coverage expansions and their effects 
on mortality among nonelderly adults 

Effects 
Number of 
studies 

Dependent coverage provision 

Reduced disease-related mortality rates 1 
Reduced opioid mortality rates 1 
No impact on opioid mortality rates 1 
No impact on in-hospital mortality rates for young adult trauma 

patients 1 

Expansion of eligibility for Medicaid 

Typical mortality data lack statistical power to detect effects 1 
Reduced mortality rates for all nonelderly adults 1 
Reduced mortality rates for disadvantaged near-elderly adults 1 
Reduced mortality rates for patients with end-stage renal disease 1 
Reduced cardiovascular mortality rates 1 
No impact on in-hospital mortality rates for acute myocardial 

infarction patients 1 
No impact on opioid mortality rates 1 

SOURCE Authors summary of findings from eleven relevant studies in the final review sample 
published between January 2011 and January 2020. NOTE Appendix exhibit F provides full 
sources for the studies (see note 11 in text). 

Exhibit 5 

Findings from 3 studies on the coverage expansions of the Affordable Care Act (ACA) and their effects on nonelderly 
adults self-reported health over time, by study population 

Outcomes 

Pre-ACA baseline 
(mean % of 
population) 

Estimated change from baseline by post-ACA yeara 

(percentage points) 

Year 1 Year 2 Year 3 Year 4 

Medicaid expansionb 

All Medicaid expansion statesc 

Very good or excellent health 46.2 −2.5 −2.9 −1.4 −2.1 
Arkansas and Kentuckyd 

Excellent health 12.2 2.4 5.0** 5.1* e 

Fair or poor health 39.6 0.6 −3.7 −6.0* e 

Non-Medicaid ACA componentsf,g 

Good or better health 84.0 −0.4 0.1 1.5*** e 

Very good or excellent health 53.6 2.0*** 2.0 4.3*** e 

Excellent health 20.4 1.4 0.9 3.5*** e 

SOURCE Authors summary of findings from three relevant studies in the final review sample published between January 2011 and 
January 2020. aNon Medicaid expansion population estimates are implied effects of the ACA at the mean pretreatment uninsurance 
rate and are from Courtemanche C, et al. Effects of the Affordable Care Act on health care access and self-assessed health after 
3 years (see note 32 in text). bAmong people ages 19 64  with  incomes  of 138  percent of the  federal  poverty  level  or less.  cMiller S, 
Wherry LR. Four years later  (see note  29 in text).  dSommers BD, et al. Three-year impacts of the Affordable Care Act (see note 19 in 
text). eEstimates not available for these years. fCourtemanche C, et al. (see note 32 in text). gAmong people ages 19 64. *p < 0:10 
**p < 0:05 ***p < 0:01 
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reported health, increased early-stage cancer 
diagnosis, reduced poor birth outcomes, and 
decreased opioid mortality for young adults. 
Findings for the Medicaid expansion were more 
varied. Results for self-reported physical and 
mental health were mixed, though the expansion 
increased early-stage cancer diagnosis, im-
proved cardiovascular health, and reduced mor-
tality for certain groups of nonelderly adults. In 
addition, there was some evidence that the 
health effects of the ACA grew over time, based 
on self-reported health measures. 
Challenges Faced In The Literature While 

increased insurance coverage under the ACA is 
clearly detectable in any standard study design, 
examining how this coverage increase translates 
to improved health outcomes is more challeng-
ing. Increased use of medical care might not 
immediately result in measurable improvements 
in health, which is a composite outcome of many 
social, environmental, genetic, economic, and 
medical factors. There have been documented 
increases in the use of preventive care and pre-
scription drugs for chronic disease management 
under the ACA.20,57 However, US policy had al-
ready expanded coverage to some of the most 
vulnerable populations (low-income mothers, 
infants, people with disabilities, and elderly peo-
ple) before the ACA, and many uninsured people 
had already received subsidized emergency and 
hospital care as a result of the Emergency Medi-
cal Treatment and Active Labor Act of 1986. 
In addition, few studies used objectively mea-

sured health data to measure the impact of the 
ACA. Most of the research to date has relied on 
self-reported health information in national sur-
veys with larger samples. Surveys that contain 
clinical health information often have smaller 
sample sizes, which may make it difficult to de-
tect morbidity effects. While self-reported evi-
dence is strongly suggestive, it is difficult to 
know how changes in self-reported health map 
to changes in actual health. Increased insurance 
coverage may positively or negatively affect self-
perceptions of health, as people increase their 
interactions with the health care system and 
receive new information about their health
including diagnoses of chronic disease. In addi-
tion, improved financial status and protection 
against the high costs of health care may affect 
people s overall sense of well-being, which could 
influence their reported health status.58 

The recent literature also points to statistical 
challenges in detecting health effects related to 
changes in insurance coverage.44 Data sets with 
objective health information, such as mortality 
rates or clinical measures, often do not contain 
information on individual characteristics such 
as income that can be used to identify targeted 

recipients of insurance expansions. Analyses of 
these data require that any health effects be de-
tectable at the population level, but many people 
did not gain coverage under the ACA. 
Key Areas For Future Work Many gaps in 

the literature remain. There has been little 
work on mental health conditions beyond self-
assessed mental health. This is a particularly im-
portant outcome to study, given elevated rates 
of deaths of despair from suicide and drug 
overdoses.59 Researchers also know little about 
health impacts for populations that previously 
faced high barriers in obtaining care, including 
racial/ethnic minority groups, rural popula-
tions, and self-employed people. In addition, 
there is a need to study other ACA provisions 
by finding ways to identify causal effects of the 
Marketplaces and the individual and employer 
mandates. Finally, there is a dearth of evidence 
on the health impacts of the portions of the ACA 
that change the nature of insurance such as 
coverage of ten essential benefits. 
As additional years of data become available, it 

will be important to explore longer-term health 
impacts. At the same time, it will be necessary to 
address an additional challenge: measurement 
error caused by individual changes in eligibility 
for the ACA programs over time for example, 
resulting from moves between states and fluctu-
ations in income. 
There is also a critical need to use clinical, 

rather than self-reported, health measures, such 
as those available through insurance claims, 
physical examinations, and laboratory test data. 
Efforts under way to use electronic health rec-
ords (EHRs) to track patient health may deepen 
researchers understanding of the health im-
pacts of the ACA s insurance expansions. For 
instance, researchers are beginning to assemble 
high-quality data sets on patients morbidity out-
comes over time through longitudinally linked 
EHRs; others are linking insurance data to ad-
ministrative health care and mortality records 
for full populations of states.60 

Conclusion 
Improving outcomes in population health and 
reducing disparities were and remain key goals 
of the ACA. A growing literature suggests that 
there have been promising improvements for 
certain health outcomes, including early-stage 
cancer diagnosis and cardiovascular health. 
However, data are generally lacking on clinical 
measures of health, and results for self-reported 
physical and mental health are mixed. Recent 
research points to clear mortality improvements 
from insurance expansions and provides evi-
dence of growing health effects of the ACA over 
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time. But while these results are encouraging 
and suggest that the ACA s health benefits will 
continue to accrue in coming years, the future 
of the ACA and the direction of national health 

care reform remain uncertain. The future health 
impacts of the ACA will largely be determined 
by policy decisions made or deferred moving 
forward. ▪ 
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Interview 

Roundtable: From left, Rick Pollack, Matt Eyles, Nancy Nielsen, and Billy Tauzin. 

doi: 10.1377/hlthaff.2019.01722 

The ACA Turns 10: 
Reflections Of Four 
Industry Leaders 
These leaders celebrate the ACA’s successes, reflect on its shortcomings, 
and explain the politics that led to passage of the landmark act. 

BY ALAN R. WEIL 

T
en years ago President 
Barack Obama signed the 
Affordable Care Act (ACA) 
into law, achieving a goal 
that had been out of reach 

for his predecessors. Despite the obvious 
benefits that universal health insurance 
coverage would confer on health care pro-
viders and insurers, historically the most 

notable posture of the health sector has 
been opposition to increased government 
involvement in health care. From the hiring 
of Ronald Reagan by the American Medical 
Association (AMA) to speak out against 
Medicare s socialized medicine to the in-
surance industry s Harry and Louise ads 
that helped bring down President Bill Clin-
ton s health reform plan, the voice of health 

interest groups has been loud and strong. 
Hoping to avoid the fate of his predeces-

sors, President Obama made engagement 
with health care industry groups a central 
element of his strategy for enactment 
of the ACA. Four important groups with 
a stake in health reform and the power 
to change public opinion and legislative 
votes were physicians, hospitals, health 
plans, and the pharmaceutical industry. 
On May 11, 2009, President Obama an-
nounced that the AMA, the American Hos-
pital Association (AHA), America s Health 
Insurance Plans (AHIP), and Pharmaceu-
tical Research and Manufacturers of 
America (PhRMA) had agreed to work with 
his administration to reduce the rate of 
growth in health care spending by 1.5 per-
centage points in each year from 2010 to 
2019. This laid the groundwork for nego-
tiations on what became the ACA. These 
four organizations each with distinct goals 
and constituencies emerged as key players 
in the politics and content of the ACA. 
Alan Weil, Health Affairs Editor-In-

Chief, sat down with Matt Eyles, Nancy 
Nielsen, Rick Pollack, and Billy Tauzin to 
discuss the factors that led to the ACAs 
passage, as well as the law s shortcomings 
and successes. Eyles has been president and 
CEO of AHIP since 2018. He was vice presi-
dent for government affairs and public 
policy for a health plan at the time of the 
ACAs enactment. Nielsen was president of 
the AMA from 2008 to 2009. She serves as 
the senior associate dean for health policy 
and a clinical professor at the Jacobs 
School of Medicine and Biomedical Scienc-
es at the University at Buffalo. Pollack has 
had a thirty-two-year career at the AHA. He 
was executive vice president at the time of 
the ACAs enactment and is now the organ-
ization s president and CEO. Tauzin, a for-
mer congressman from Louisiana, was 
president and CEO of PhRMA from 2005 
to 2010. He is senior counsel of Tauzin 
Consultants, a government affairs firm he 
cofounded in 2011. 
What follows is an edited transcript of an 

interview conducted with these four leaders 
on December 2, 2019, at the offices of the 
AHA in Washington, D.C. The full inter-
view can be heard at http://www.health 
affairs.org/podcasts. 
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Alan Weil:Take us back to the debate over 
and ultimate enactment of the Affordable 
Care Act. You each represented member-
ship organizations. What was most impor-
tant to your members at the time? 
Rick Pollack: Coverage expansion was 
the window through which the AHA 
looked at the whole issue. That was 
the top priority, and we knew everything 
would flow from that. And we thought it 
was a moment in time a moment in 
history where we could expand coverage 
to literally millions of people. 
Nancy Nielsen: That was number one on 
the hit parade for the AMA as well in 
addition to getting rid of the SGR [sus-
tainable growth rate], which we just de-
tested. We had started the Voice for the 
Uninsured campaign in 2007. We were 
very committed to trying to cover the 
uninsured and to reform some things 
that we thought needed reform in the 
insurance industry. But it was really im-
portant to us to get people covered. It 
had become such a problem, with almost 
18 percent of Americans under age sixty-
five lacking health insurance and we 
knew how bad that was. 
Matt Eyles: I ll add that as a represen-
tative of the industry responsible for 
providing coverage, certainly coverage 
was at the center. And finding a pathway 
to getting everyone in America 
covered that was first and foremost 
for AHIP. The other critical piece was 
looking at the affordability of the system 

and seeing the path that we were on, and 
at some level still are on, and whether or 
not we could address some of the key 
drivers of costs. 
Billy Tauzin: From our standpoint at 
PhRMA, we saw the bill as a great op-
portunity to expand the availability of 
health care to people in America who 
were obviously suffering lack of access. 
But we also were very concerned about 
protecting the discovery and develop-
ment process here in America that is 
producing so many treatments and 
cures for disease in our country and 
around the world. 

Contrast With Prior Efforts 
Weil: What differentiated this time from 
previous unsuccessful efforts? 
Nielsen: Looking back at the Clinton 
effort, I really believe that they thought 
no smart people had ever tried to tackle 
this before. And so you had policy wonks 
and Ira Magaziner in the room and no-
body else. Then all of these very complex 
things came out, and it was destined to 
be shot down by all the stakeholders 
because they had been excluded. 
Eyles: I think that s exactly right.What s 
really interesting is to compare and con-
trast what was mostly a top-down ap-
proach in the nineties with a recognition 
by the Obama administration that Con-
gress was a critical partner and needed 
to help lead in a fundamentally different 
way than what we had seen fifteen years 

prior to that and engaging the stake-
holders from the beginning. 
Pollack: And the other thing that was 
really distinguishing with Clinton, 
they kind of brought out a bill and gave 
it to Congress and said, Take this. With 
the ACA they did it the other way around. 
They let the legislature legislate. 
Tauzin: That s exactly right. I was a 
member, during the Clinton efforts, of 
the House Energy and Commerce Com-
mittee. And that s exactly the way we saw 
it. This was just being handed to us in 
a way that Americans had not had a 
chance to digest it and understand it. 

Engagement With Congress 
And The White House 
Weil: To what degree was your work on the 
legislation with the White House, with 
Congress, or with both? 
Nielsen: It clearly was with Congress, 
where we had multiple meetings. But 
it also was with the White House. The 
White House would call meetings. And if 
you remember, cost was the overriding 
factor, and we were all going to have to 
give something in order to bend the 
[cost] curve. But staffers from our as-
sociation were in multiple meetings 
with the committees of jurisdiction over 
many months. 
Pollack: It was driven by the White 
House and Sen. Max Baucus (D-MT). 
Those were the driving forces behind 
this more than anybody else. And it s 
funny you mentioned the bending the 
curve exercise. All of our groups were 
around the table, and the administra-
tion asked: What can you do as a (fill 
in the blank) to reduce health care 
spending by $2 trillion over some period 
of time, or something like that as a 
goal? And I always view that as being 
less about the substance than it was their 
effort to avoid what happened during 
the Clinton administration which is, at 
the outset you had the industries largely 
opposed to what they were doing and 
this was a way to get people lined up to 
say, We re going to work with you.
Tauzin: The president would call these 
meetings. I attended one of them, but 
I had to sort of sit in the back with the 
staff because he didn t want lobbyists in 
the meeting. I had to bring one of the 
CEOs with me, so I brought them. 
Pollack: We had the same experience. 

Leaders: From left, Alan Weil, Rick Pollack, Nancy Nielsen, Matt Eyles, and Billy Tauzin. 
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Public Option 
Weil: If expanding coverage was the most 
important goal, what was second most im-
portant for your members? 
Nielsen: We didn t rank our priorities, 
but we did not want a government take-
over of the doctor-patient relationship. 
That was very important to us. If you will 
remember, there was the possibility of a 
public option for a period of time, and it 
was pretty clear that the government 
plans that we already had were under-
funded and a new one would only wors-
en that situation. 
Eyles: That was the biggest issue for 
health insurers the potential for a 
government-run public option. Insurers 
said that would be untenable and would 
change the equation about whether or 
not the industry could be supportive of 
what was being advanced. 
Tauzin: That s where we were at PhRMA. 
We made a decision early on that some-
thing was going to pass and that we 
ought to be part of the effort to get it 
done right, and avoid the public option 
and the public takeover of health care in 
America. 
Pollack: The real thing that the AHA 
was also looking for was delivery system 
reform. It was our view that the way to 
achieve efficiencies was through re-
forms of the delivery system, and we 
needed to begin the journey that we re 
still on: a journey from the fee-for-ser-
vice system to different forms of what is 
now called value-based payment. We 
knew that if we were going to expand 
coverage, there was going to be a de-
mand for some element of affordability 
and better value. And in our view, the 
way to get there was through innovation 
in the private sector, in the delivery 
system as opposed to command-and-
control regulation. 

Reaching Agreement 
Nielsen: I want to talk, though, about 
some dissension, because in the AMA 
we have people representing the whole 
political spectrum, not just one party
despite what people used to think. 
And so what happened is, as soon as 
Obamacare became an epithet that 
stuck, people who were opposed to 
Obama were on principle opposed to 
the ACA before they had any idea what 
it was. 
Among our ranks, the most obvious 

element was the individual mandate. 
Our policy was very clear. We have had 
an individual mandate as part of AMA 
policy for years. We had worked with 
economists. It was, of course, a Repub-
lican idea. It came out of the Heritage 
Foundation. But as soon as it was part 
of Obamacare, it became the whip-
ping boy. 

Weil: So here you are. Repeal of the SGR 
and malpractice reform are major issues 
for you. You don t get the first, and all you 
get on malpractice is some demonstration 
grants. 
Nielsen: We got nothing worth talk-
ing about. 

Weil: Yet, ultimately, the AMA endorses 
the bill. 
Nielsen: We did support the bill. I re-
member it vividly. It was for the board 
a moral issue.We did not get the SGR.We 
thought we might get it later, but we 
were not going to get it then.We already 
had dissension in the ranks. But were we 
going to stand in the way of twenty mil-
lion Americans getting health insur-
ance? The answer was, we could not. 
That would have been the wrong thing 
to do. I still think we made the right 
choice for history. I really do. But we 
paid a price in our membership for sev-
eral years. Membership has gone back 
up now and continues to rise, but it was a 
tough time. 
Eyles: The insurance industry overall 
was dissatisfied and disappointed with 
provisions that were put in with respect 
to a number of the market rules. The 
minimum medical loss ratio was high 
on the list, when you re putting in essen-
tially a government margin control. 
There were a host of other ones: the 

age band issue and rate compression, 
and knowing what was going to befall 
younger consumers by going to a 3:1 age 
band. And we ve seen that actually play 
out in premiums.We have not seen youn-
ger individuals take up coverage as 
much as they probably would have un-
der some alternative scenarios. Stan-
dardization is one thing in terms of be-
ing able to ensure that consumers can 
compare like benefit plans, but were we 
a little too prescriptive in terms of how 
we designed some of those elements? 
There were a host of issues that we 
had challenges with. 

Weil: And in the end, AHIP did not support 
the bill, is that right? 
Eyles: AHIP was one of the first industry 
groups to express support for what the 
ACA was trying to achieve. But the com-
bination of the market rules I ve men-
tioned and the single largest industry 
tax in the bill $150 or $160 billion, or 
about $15 billion a year made it hard to 
swallow. Leading up to the vote, the ad-
ministration and some congressional 
leaders started to demonize the insur-
ance industry as a way to generate public 
support for the bill. We were quite vocal 
in our concerns and never formally 
signed on. 
Pollack: For us at the AHA, we signed 
on. And the biggest point of tension was 
the $155 billion or more that we had to 
forgo in Medicare reimbursement. Re-
member, at that time we thought we 
were going to get thirty-two million peo-
ple covered, until the Supreme Court 
ruled on the optional approach to the 
Medicaid expansion. But I think our ex-
perience was exactly like what you de-
scribed with the AMA board. For us it 
was a moral question, it was a moment 
in time and that was something that we 
thought was worth stepping up to the 
plate for, in order to get thirty-two mil-
lion people covered. 
Ultimately, the rest of the other na-

tional hospital groups and all the fifty 
state hospital associations came along. 
We were in constant consultation and 
communication to ensure that we stayed 
united. And I think that the associations 
were all aligned and united. Our mem-
bers had some different views, but ulti-
mately it all came together. 
Tauzin: Keep in mind, PhRMA didn t 
agree to sign on to the bill until the very 
end. It was because we were deeply con-
cerned about the public option and 
whether or not the House would get 
the Senate to agree to their version. 
The House version was one we deeply 

opposed. When the special election to 
replace the late Sen. Ted Kennedy (D) 
happened in Massachusetts, and the six-
tieth vote was gone and the House had to 
accept the Senate bill, it became much 
easier for us to come to a conclusion to 
support it because we had lost our worst 
fears of a public takeover of health care 
and a loss of this incredibly important 
place in the world where drug discovery 
and development is occurring like no-
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where else on the planet. 
It was important to us when we did sit 

down and work with the administration, 
and the Senate committee particularly, 
that if we re going to put up that amount 
of money and there was dissension 
about that among the members, but 
they came together unanimously on 
every other issue and on that issue, 
eventually we wanted to make sure 
that the money was spent well. 
One of the things we wanted to make 

sure was that the hole in the doughnut, 
Part D, was covered with our contribu-
tions. We wanted to make sure that the 
fees that would be assessed against the 
companies were fairly in proportion. 
We had an agreement, for example, that 
the larger companies within PhRMA 
would pay larger fee percentages than 
the smaller companies in fairness, be-
cause big companies could afford it bet-
ter. We wanted to make sure that we 
avoided things like cost-effectiveness 
and the systems that we saw in Europe. 

Weil: How much communication was there 
across your industries during this time? 
Tauzin: Oh, my goodness. It was a lot. 
Nielsen: We were all in the room togeth-
er, and everybody knew what was hap-
pening. I don t think there were a lot of 
surprises. 
Tauzin: And we knew where we dis-
agreed. Except for the fact that the in-
surance industry didn t support it in the 
end, we pretty much worked together 
around those disagreements to the ex-
tent we could. 
Pollack: There were really two conver-
sations going on. There was the global 
one, and then there were the individual 
ones in terms of trying to work out what 
each interest group wanted to see in the 
ultimate package. 

The ‘Affordable’ In ‘Affordable 
Care Act’ 
Eyles: I do wonder now, though, where 
we have a little perspective, whether it 
was shortsighted not to include any-
thing around cost at that time. When 
you look back and when criticisms are 
levied at the ACA, a lot of it is right. The 
law is all about coverage. No one really 
thought about affordability. And had we 
taken some modest steps to think about 
cost, whether in comparative effective-
ness or some other areas, would we be 

having maybe a little different discus-
sion today around affordability? Be-
cause the biggest issues today still are 
around affordability. We want to get the 
remaining people covered, but had we 
taken some incremental steps to think 
critically about cost, would we be in a 
little different spot today than we are? 

Weil: None of you have mentioned IPAB 
[Independent Payment Advisory Board]. I 
couldn t imagine we would get this far in 
the conversation without talking about it. 
Pollack: IPAB was an example for us 
where hospitals were exempt from it 
for several years. And that was attrac-
tive. Of course, we weren t a fan of IPAB 
to begin with, because the only thing 
IPAB could do was cut provider rates 
on a fast-track basis. 
If perhaps they would have put issues 

on the table with regard to the sustain-
ability of Medicare and Medicaid in the 
long run that may involve revenues, may 
involve benefits, may involve delivery 
system reform, may involve provider 
payment maybe that would have been 
a productive discussion. But it ended up 
being constructed in a way that simply 
was just another vehicle in a very ex-
treme way procedurally to cut provider 
payments. Even though we were exempt 
for I think it was ten years. 
Tauzin: You re talking about cost con-
trol. This was not a little feature. IPAB 
provided a bureaucratic board with the 
capacity to make decisions about health 
care that Congress traditionally makes 
about what we re going to fund, to what 
degree we re going to fund it, and how 
much we re going to cut. 
This allowed this board to make 

changes that would go into effect unless 
three-fifths of the Congress voted affir-
matively to override it. 
Pollack: And if you tripped the wire and 
the board didn t act, the HHS secretary 
had the authority to do it on their own. 
Tauzin: Yeah. I mean, it was really not 
just a tiny issue. 
Nielsen: We all felt that we were very 
vulnerable.We all felt we d be the turkey 
carved on the table. 

Weil: What more would you have wanted 
on cost? 
Pollack: Liability reform was one of 
them. 
Nielsen: That s one. I think comparative 

effectiveness is really critical. I remem-
ber a very instructive conversation with 
the House Doctors Caucus, trying to talk 
about that. I m saying, Physicians need 
to know what works better than some-
thing else because right now we don t. 
With all due respect to personalized 
medicine, it would be really good to 
know. And all of them were trained as 
scientists as I was, yet the answer was: 
It s a slippery slope, it s going to be used 
for cost control. End of discussion. 
Eyles: I think around cost, though, from 
the insurer perspective, a lot of it trans-
lated into, What would the cost of the 
product be that you are selling, and how 
much flexibility might you have to man-
age costs, to design more flexible bene-
fits that might come in at a lower price 
point? How are you going to bring addi-
tional people into the system when you 
have a very weak individual mandate, 
and what s that going to mean for the 
overall system? Adding some of the 
things like the health insurance tax, 
which really just added to the premium. 
And knowing that you re out there try-
ing to sell your products to employers 
and then individual consumers, and 
they were going to be at a price point 
that was higher than you thought you 
could otherwise offer for a competitive, 
attractive product. 
Pollack: You know, in some ways we re 
coming full circle on this right now. 
Right now, value and affordability and 
cost are really the critical issues that ev-
erybody is focused on across the board. 
Back then, history was to be made, and 
covering tens of millions of lives that 
was the moral imperative, that was the 
moment in time. We ll get to the other 
stuff when we need to and not let all this 
other divisive stuff get in the way of get-
ting coverage to that point what we 
hoped was thirty-two million people on 
the pathway to universal coverage. Now 
we re still dealing with the cost. 
Tauzin: Yeah, let s talk about some of 
those suggestions to control cost. One 
was importation. Getting cheap drugs in 
and lowering the cost for health care, for 
everybody in America. We already have 
a law that governs importations. 
Nielsen: But another aspect of the cost 
that really continues to be a problem is 
for young people. And it doesn t do any 
good to have on the Marketplace, for 
example, options that they can sign up 
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for if the deductible is so high that it s 
outrageous. We simply haven t accom-
plished that third arm of what the ACA 
wanted, which was bending the cost 
curve. We really have not. 
Tauzin: No, we haven t. Medicare Part D 
provides that the government shall not 
interfere with the private negotiations 
between the insurers and the manufac-
turers. That language was not written by 
PhRMA. It was in seven Democratic 
bills offered during the Clinton admin-
istration. The provision was there to 
make sure that these would be private 
negotiations that people on Medicare 
would get the benefit of these discounts 
that would be negotiated for them. It 
worked fairly well. It saved about 
$550 billion over ten years because of 
the discounts being negotiated. 
You could argue for government ne-

gotiation in Part D. But it wouldn t really 
be negotiation it would be price con-
trols, much as what you see in the VA. 
It came up in the debate on the ACA that 
we again stood against, because in fact 
it s working very well. 

Pleasant Surprises 
Weil: What elements have been surpris-
ingly positive? 
Nielsen: The creation of the Center for 
Medicare and Medicaid Innovation, 
which designed things like ACOs [ac-
countable care organizations] which 
allow physicians the flexibility to do 
what they need to do with their patients. 
We have a lot yet to learn about value-
based pay, and value is sometimes in the 
eye of the beholder. But there are some 
really cool things that have happened 
and that we ve learned.We need to watch 
those experiments and see how we can 
better use the resources we have to get 
better care to more people. 
Pollack: And what s interesting, of 
course, is we started that journey we re 
ten years into it, and we still are trying to 
discover what works and what doesn t 
work.We knew that ultimately you could 
never achieve better value and better 
affordability if the incentives under the 
fee-for-service system remained. And we 
still have a long way to go, because the 
incentives under the fee-for-service ap-
proach are strictly volume, and there s 
no incentive for prevention, and there s 
no incentive for coordinating care. 
What was very important to us under 

the VBP [value-based purchasing] was 
that it not be used as a tool for budget 
cutting. It should be used as a tool for 
improvement. And keeping it budget 
neutral was a big piece of what we 
thought was very important and was in 
there. 
Eyles: So many experiments are going 
on now that have their genesis in the 
ACA, and I think many of us couldn t 
have predicted exactly how those would 
turn out. But we knew that there was 
going to be this entity that was going 
to try and push things forward. And 
we re learning a lot, but there s still a 
lot more work to be done. 
Tauzin: Including the pilots on bun-
dling, trying to move towards value pur-
chasing and all of that. 
Eyles: I will mention another pleasant 
surprise: Medicare Advantage. Plans 
were being paid all over the board, de-
pending upon where they were in the 
market. The ACA took about $160 or 
$170 billion out of the program, and 
there were projections that enrollment 
would drop substantially. 
The star ratings program has funda-

mentally changed how Medicare Advan-
tage plans are serving Medicare benefi-
ciaries and has been a big driver of 
improved care for Medicare beneficia-
ries, because it has provided strong in-
centives to focus on quality. And because 
we re rewarding quality, it has substan-
tially driven investments in those pro-
grams by Medicare Advantage plans. 
Pollack: I already mentioned a few, but 
I will add the 340B drug pricing pro-
gram. We would have wanted it expand-
ed even farther than it was, but the ACA 
expanded it to children s hospitals and 
cancer hospitals and to critical access 
hospitals, and that was important. There 
were a series of changes that helped sta-
bilize rural hospitals although we re 
still very much focused on dealing with 
that because we have a lot of problems in 
terms of ensuring that the rural health 
care delivery system stays vibrant but 
also changes to meet the needs of how 
we will deliver care in the future. 
Tauzin: And keep in mind there was 
great trepidation over health care cost 
swamping the American budget. There 
were provisions put in the law that if we 
hit a certain percentage, it would trigger 
all sorts of things happening to deal with 
that issue. But privatization has literally 

stepped up as part of the reaction to that 
concern. 
The pharmaceutical industry doesn t 

particularly like some of the abuses 
within the 340B program, but we sup-
ported the expansion of it. And one of 
the really nice effects has been the crea-
tion of more and more community clin-
ics around the country. I started the first 
one in my district as a congressman 
against all of the medical community. 
They thought I was a communist or 
something, but they came to love it be-
cause it took patients out of the emer-
gency rooms, it took them out of their 
waiting rooms where they couldn t pay 
their bills anyhow, and now they re get-
ting preventive care. The 340B program 
has helped keep those clinics going. 
The other thing I want to focus on is 

that saving twelve-year data exclusivity 
for biologics has produced an incredible 
explosion of new products that are now 
available to caregivers around the coun-
try. I know it s hard to cover them
they re expensive drugs. But the fact that 
now they re available to us has produced 
some enormous health care successes 
for our country. The cost of developing 
these products is enormous, and I know 
it s difficult for us just to bear. But at 
least we have them and our survival 
rates are going up, our cancer rates 
are going down. That s a blessing. 
Eyles: Another thing that I ll throw out 
there is the ACA has helped shift the 
perspective of our system to be much 
more consumer and patient centered 
than perhaps it was a decade ago. I 
know many insurance providers were 
much more business-to-business sorts 
of operations rather than business-to-
consumer, and I think that that has 
spread broadly across our health care 
system by trying to tailor how health 
care is delivered toward individual 
consumers so they can make better de-
cisions for themselves and their fami-
lies. It has been an evolution, but I think 
that consumer element of the ACA has 
been overlooked a little bit. 

Disappointments 
Weil: In addition to more work on the cost 
front, as you look back, what are the great-
est disappointments? 
Pollack: What comes to mind is that 
people actually refer to this as universal 
coverage. On its best day, fully phased in 
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with full Medicaid expansion, there 
were still going to be twenty-three mil-
lion people that were not covered. The 
disappointment is that a lot of people 
thought that the job was done. But it 
was never done, and even the estimates 
showed that it wasn t going to get there 
all the way. 
The other disappointment is that here 

we are ten years later, and we re still 
fighting over this thing, and it s still 
such a flash point. And we re getting 
ready for another court fight on it
and it s just hard to believe that ten years 
later, when we have a system that s built 
on the private sector and has the poten-
tial of being effective in that regard, 
we re still fighting over it. Rather than 
working to improve it, we re fighting 
over it as a political issue. 
Eyles: And I would agree very much with 
what was said about the lack of biparti-
sanship and this having a big impact. If 
you think about the state of the individ-
ual market which is what most people 
associate with Obamacare more than 
any other market segment, right? the 
fact that it was a partisan exercise has 
led, from the start of the implementa-
tion of the program really to the current 
day, to having it be much more chal-
lenged, much more unaffordable, espe-
cially for those individuals who don t 
qualify for significant subsidies and 
have been totally priced out. 
Nielsen: Especially in states that didn t 
expand Medicaid, people get caught in 
the coverage gap. 
Eyles: I was working at the Congressio-
nal Budget Office (CBO) during the 
Clinton health reform debate. I worked 
on a paper that came out from CBO in 
August of 1994 called The Budgetary 
Treatment of an Individual Mandate to 
Buy Health Insurance. It was a concept 
that was being advanced more in conser-
vative health policy circles at the time
to say individuals should be responsible 
for making sure that they have coverage. 
And it has been interesting to see how 
now, twenty-five years later, we re still 
talking about it, although from a very, 
very different vantage point. 
Tauzin: But the mandate to buy coverage 
also made it imperative that we expand 
Medicaid. Our industry supported that 
expansion around the country, because 
if you re going to require people to have 

insurance coverage and you recognize 
that a family of four without Medicaid 
coverage could not afford to pay even the 
cheaper prices that were promised out of 
the ACA you had to face that issue.Will 
you or will you not allow the states to 
expand Medicaid? And obviously that 
became a central part of the agreement. 
Nielsen: That s one of the disappoint-
ments, because that would have stan-
dardized eligibility for Medicaid across 
the country and not the craziness that 
we still have and all the lawsuits that 
we ve had. It was a big disappointment 
when that became a states rights issue. 
Pollack: And also, for us it goes back to, 
What did you give up? We accepted a 
reduction of $155 billion over a period of 
time in Medicare hospital reimburse-
ment in exchange for coming on board 
and getting other things that we wanted 
accommodated. But, boy, that ended up 
playing out differently in different 
states. There are certain providers that 
had the benefit of expanded coverage in 
some states but not in others. And that 
created a lot of tension, and it still exists. 
Tauzin: It was a big issue just last month 
in Louisiana. The incumbent governor 
who supported the expansion had to de-
fend it and barely survived reelection. It 
still creates tension. And you re correct: 
It creates disharmony in the program 
around the country. 

Success, But Work Remains 
Nielsen: But I want to talk about the 
success the real success. In 2010 al-
most fifty million Americans were unin-
sured. In 2018 it was down to about 
twenty-eight million. So good things 
happened. 
The tragedy is the Medicaid expan-

sion. Had that really been universally 
applied as it was thought it was going 
to be, we would have halved the unin-
sured rate in Texas, in Florida in all the 
states where it still is an issue.We would 
still have the affordability issue; that is 
a major problem. But there is nothing 
good about being uninsured nothing. 
We can all agree on that. And the ACA 
certainly cut that rate dramatically. So 
we have to celebrate that part. 
Eyles: We do. I think that should be a big 
celebration, right? But the missed op-
portunity is we could have at a national 
level numbers that come closer to, say, 

what we see in the state of Massachu-
setts in terms of uninsured which is 3 
or 4 percent. There s probably always 
going to be some sort of transitional 
nature. I don t know if we would ever 
get to absolute zero, but we would be 
close. 
Nielsen: But we re still fighting. We re 
still fighting over whether this law is 
constitutional. I mean, we just don t 
even have that answer. 
Pollack: Looking back, the bill passed 
in 2010 and didn t get really imple-
mented until 2014. And that four-year 
hiatus when the administration was 
working on the implementation gave 
an opening. And of course the midterm 
elections flipped the House at that point 
in time. And you look back and you see 
that there were four years there where 
the program was largely ramping up and 
being attacked, and it led to a political 
dynamic. 
Nielsen: It was a concept, not a benefit. 
Pollack: Maybe all of us, including the 
administration, didn t quite educate the 
public enough in that period of time to 
get people more invested in it. 
Nielsen: If you re going to pass a law, 
have the good things happen right away 
and have the things everybody hates be 
delayed. And make sure that the demon-
izing is immediately fought or preemp-
tively decimated. Those are just some 
obvious lessons. 
Tauzin: Well, the other thing we can ac-
knowledge is that this act could be im-
proved rather dramatically if Congress 
got past all the demonization and really 
worked together to improve it particu-
larly for that crowd of Americans like 
the nine million who don t get the sub-
sidies but ought to be able to afford cov-
erage if we can make some changes. It 
could easily make this act work better for 
young people as well as old people.What 
I m saying is, if we can get past the con-
stitutional arguments to where people 
could quit hoping that the courts are 
going to deal with it and Congress has 
to deal with it, there s room for im-
provement. 

Weil: Thank you all for a very interesting 
conversation. ▪ 

Alan R. Weil (aweil@projecthope.org) is editor-in-
chief of Health Affairs. 
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By Sabrina Corlette, Linda J. Blumberg, and Kevin Lucia 

Review  Article  

The ACA’s Effect On The Individual 
Insurance Market 

ABSTRACT The vision of the Affordable Care Act (ACA) for a reformed 
individual health insurance market included requirements and incentives 
for insurers to manage risk instead of avoiding it, minimum standards 
for coverage adequacy, income-related subsidies, managed competition 
through health insurance Marketplaces, and new programs to promote 
insurer competition. Against this vision, we assessed how insurance 
markets evolved between 2014 and 2019, using metrics such as premium 
changes, insurer participation, and enrollment. We also assessed how 
federal and state policy choices during the implementation of the ACA 
may have affected market performance. The article closes with an 
assessment of recent federal-level policy choices and the evidence to date 
about their effect on insurance markets, together with a discussion of 
how market experience under the ACA can inform policy makers who 
seek to further expand consumers’ access to affordable, comprehensive 
coverage. 

T
he individual health insurance mar-
ket is sometimes called a market of 
last resort. It s where people who 
have no other access to coverage
through an employer or via Medi-

care or Medicaid turn for insurance. Some, 
such as those who are self-employed or whose 
employers do not offer coverage, are long-term 
denizens of the individual market. For others, 
it s a short-term solution while they are between 
jobs, in early retirement, or taking time off to 
care for a loved one.While the individual market 
is estimated to include only about seventeen mil-
lion people,1 it serves as an essential safety net. 
A key element of the strategy of the Affordable 

Care Act (ACA) to expand coverage was to fix 
flaws in the individual market that made it diffi-
cult for people with health problems to obtain 
adequate, affordable insurance. Although the 
ACA reforms disrupted insurance companies
long-standing business practices and engen-
dered early market turbulence, they have helped 

millions of people gain access to insurance that 
would be otherwise unavailable and have given 
millions more peace of mind knowing that 
coverage would be available should they need 
it. At the same time, an immediate political back-
lash to the ACA has had significant long-term 
consequences for the stability of the market 
and the security of the law s consumer protec-
tions. This article reviews the provisions in the 
ACA designed to reform the individual market, 
summarizes the impact of those reforms, and 
discusses options for policy makers who would 
build on the ACA to further expand access to 
affordable, comprehensive coverage. 

Making A Dysfunctional Market 
Work: Individual-Market Reforms 
Before Enactment Before the enactment of the 
ACA, under most state laws insurers in the indi-
vidual market could deny coverage, charge an 
unaffordable premium, or limit benefits based 
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on a person s medical history.2 Furthermore, 
individual-market insurance generally covered 
fewer benefits and came with higher out-of-pock-
et spending than employer-based insurance did.3 

Provisions Of The Law The ACA s architects 
intended to encourage individual-market insur-
ers to no longer compete based on their ability 
to avoid risk, but rather on their ability to 
deliver high-quality care at an affordable price. 
To achieve this, the ACA included several re-
forms, the foundation of which was a social bar-
gain referred to as the three-legged stool. 
First, insurers were prohibited from denying 

coverage, charging higher rates, or limiting ben-
efits as a result of an applicant s health status. 
Their coverage was also required to meet mini-
mum adequacy standards, with prescribed es-
sential health benefits and up to four levels of 
coverage generosity (bronze, silver, gold, and 
platinum). 
Second, to prevent people from waiting to sign 

up for insurance until they became sick, consum-
ers would be expected to maintain health cover-
age or pay a penalty (the individual mandate). 
Third, to make that coverage more affordable, 

consumers with incomes of 100 400 percent of 
the federal poverty level could receive income-
based Advance Premium Tax Credits and 
cost-sharing reduction (CSR) subsidies. Lower-
income people would be eligible for Medicaid
although this eligibility expansion was ultimate-
ly made voluntary for states under the US 
Supreme Court s 2012 decision in National Fed-
eration of Independent Business v. Sebelius. 
The ACA also created state-based health insur-

ance exchanges, known as Marketplaces, de-
signed to encourage insurers to compete based 
on price and quality. Consumers need to buy 
their insurance through the Marketplaces to re-
ceive Advance Premium Tax Credits and CSR 
subsidies. To access that subsidized population, 
insurers need to offer plans that meet the Mar-
ketplaces minimum standards. Furthermore, 
the amount of the tax credit that each enrollee 
receives is pegged to the premium for a bench-
mark plan (the second-lowest-cost silver plan) 
available in their area. Enrollees who choose to 
buy a more generous plan must pay the differ-
ence in premiums. The ACA s subsidy structure 
thus creates an incentive for consumers to seek 
out, and for insurers to offer, plans with lower 
premiums. 
To further discourage insurers from avoiding 

consumers based on their health status and to 
promote affordability, the ACA included three 
premium stabilization programs: risk corridors, 
reinsurance, and risk adjustment. Risk-corridor 
and reinsurance programs help insulate insurers 
from losses by compensating them if they set 

premiums too low to cover the health care costs 
of the newly insured population or enrolled peo-
ple with catastrophically high costs. Risk adjust-
ment requires insurers that enrolled a greater 
share of healthier people to compensate insurers 
that enrolled a greater share of sicker people. 
(For more detail on the three premium stabiliza-
tion programs, see online appendix exhibit A.)4 

The ACA also included two programs designed 
to encourage new competition in the individual 
insurance market. The Consumer Operated and 
Oriented Plan (CO-OP) Program authorized 
$6 billion in start-up and solvency funds to en-
courage new nonprofit plans to enter the market. 
The Multi-State Plan (MSP) Program required 
the federal Office of Personnel Management to 
certify two health plans that could compete on 
the ACA s Marketplaces in at least 60 percent of 
states by January 1, 2014. 
After Enactment: Political, Legal, And 

Regulatory Challenges The ACA s reforms 
were designed to foster robust insurer participa-
tion and provide both a balanced risk pool and 
comprehensive health plans that would meet 
people s needs regardless of health status. How-
ever, in the wake of a political backlash against 
the law and unstinting opposition from many 
federal and state policy makers, the administra-
tion of President Barack Obama and Congress 
made several decisions that weakened the law s 
foundations. The law s opponents further under-
mined market stability through legal challenges 
that created uncertainty about the future of the 
law (exhibit 1). 
Continued Availability Of Underwritten 

Insurance Options To fulfill President Obama s 
campaign promise that if you like your plan, you 
can keep it, 5 the ACA exempted from most in-
surance market reforms all plans that were in 
existence before the law was enacted (known 
as grandfathered plans). In 2013 the Obama ad-
ministration gave states the power to exempt 
another category of plans: those issued after 
March 2010 but before 2014 (grandmothered 
plans). In both cases, insurers could retain en-
rollees who had passed a medical history screen 
and were healthier, on average, than those sign-
ing up for ACA-compliant plans. Insurers were 
also allowed to set premiums for these plans 
based on the healthier status of enrollees and 
were not required to pool their risk with those 
enrolling in the reformed market.6 

Many insurers also took advantage of regula-
tory loopholes that enabled them to sell products 
that, while not considered health insurance un-
der federal law, could be marketed to consumers 
as a cheaper alternative to ACA-compliant plans, 
as long as the consumer was able to pass medical 
underwriting. These included short-term health 
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plans that could last up to twelve months, which 
created an alternative to ACA coverage that could 
siphon healthy people away from the ACA-
compliant market. (For more detail on grand-
fathered, grandmothered, and short-term health 
plans, see appendix exhibit B.)4 Although the 
Obama administration attempted to curtail the 
sale of short-term plans in 2016, the administra-
tion of President Donald Trump reversed that 
policy two years later and has since encouraged 
the sale of short-term plans. 
Undermining The Risk-Corridor Program 

The risk-corridor program was designed to keep 
premiums stable by compensating insurers that 
set their prices too low in the early years of the 
ACA s Marketplaces. The government s promise 
of payments from that program encouraged 
some insurers to price their plans lower than 
they might have otherwise. However, long after 
insurers pricing decisions had been made for 
2015, congressional opponents of the law 
enacted a budget provision that disabled the 
risk-corridor program by limiting the amount 
the federal government could pay insurers to 
compensate for losses. The government ulti-
mately paid insurers only 12 percent of what they 
had been promised. This decision had a dispro-
portionately severe impact on small insurers, 
including a number of new CO-OP plans, which 
did not have a large capital base or diverse sourc-
es of revenue.7 

Litigation And Uncertainty Among Poten-
tial Enrollees And Insurers Opponents of 
the ACA challenged the law in federal court, re-
sulting in two high-profile decisions by the 
Supreme Court in NFIB v. Sebelius and King v. 

Burwell. In both cases, the plaintiffs challenged 
critical provisions of the law and generated con-
siderable uncertainty over its future.8 If the Court 
had ultimately ruled in the plaintiffs favor, the 
decisions would have struck down the ACA in its 
entirety or rendered the Marketplaces effectively 
unworkable in most states.9 However, in both 
cases, the Court upheld the key tenets of the 
ACA s three-legged stool. More recently, a coali-
tion of state attorneys general sued in federal 
court to have the entire ACA declared unconsti-
tutional. That case, Texas v. United States, could 
be decided by the Supreme Court in 2021. 
Variation In State Policy And Politics 

While the ACA significantly strengthened federal 
standards, states have continued to be the pri-
mary regulators of insurance, and the ACA dele-
gated many decisions to state policy makers.10 

This has led to significant policy variation across 
states. For example, in 2014 only sixteen states 
and the District of Columbia chose to operate 
their own Marketplaces.11 Twenty-one states and 
the District of Columbia chose to prohibit grand-
mothered plans.12 As of mid-January 2020 four-
teen states had not yet expanded Medicaid under 
the ACA.13 Nebraska is reported as having ex-
panded, although its expansion encountered po-
litical resistance and is expected to be imple-
mented in October 2020.14 

The Impact Of The ACA On 
Insurance Markets 
The transition to reformed individual insurance 
markets was far from smooth. Insurers were re-
quired to make significant changes in their ap-

Exhibit 1 

Timeline of events related to the Affordable Care Act (ACA) that affected insurance markets, 2010 20 

SOURCE Authors analysis. NOTES Grandmothered plans are explained in the text. The Trump ACA executive order, the first issued by 
the Trump administration, laid out interim steps in anticipation of a repeal of the ACA. 
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proaches to pricing, enrollment, and benefit 
design. However, politically driven policy shifts 
after implementation disrupted the path to a 
natural market equilibrium. The transformation 
of the individual market into one in which insur-
ers compete based on their ability to manage risk 
instead of avoiding it has been substantial but 
remains incomplete. 

Insurer Participation And Premiums Insur-
ers varied in their responses to the ACA. New 
market entrants emerged in many areas, includ-
ing some insurers that had previously provided 
coverage only to Medicaid beneficiaries. Many of 
these insurers, relying on lower-cost provider 
networks and anticipating that lower premiums 
would allow them to gain significant market 
share, priced aggressively low. Early on, Medic-
aid-only insurers tended to participate in urban 
areas, with some primarily serving the lowest-
income (and most heavily subsidized) enroll-
ees.15 Newly established nonprofit CO-OPs also 
entered markets in twenty-four states, often pric-
ing their plans low to start.7 Many of these ex-
pected that their risk in pricing low would be 
mitigated by the risk-corridor program. 
Other insurers, particularly for-profit national 

insurers, took a different approach, setting pre-
miums much higher than their competitors did. 
In part, they were concerned that they would 
attract higher-risk enrollees and not be ade-
quately compensated by the ACA s premium sta-
bilization programs. In many cases, their premi-
ums were sufficiently high that they participated 
in name only. Insurers affiliated with Blue Cross 
Blue Shield participated across the country, 
many relying on their existing broad provider 
networks. Many set premiums competitively, 
hoping to retain their dominant market shares. 
Regional insurers were also frequent partici-
pants in the ACA Marketplaces. 
In 2014 average silver plan premiums were 

lower than anticipated in many rating areas.16 

The weighted average lowest silver plan premi-
um for a forty-year-old nonsmoker was $256 in 
2014 (exhibit 2), ranging from a low of $154 in 
Minneapolis, Minnesota, to a high of $461 in 
rural Georgia, and the average number of partic-
ipating insurers in each rating region was five 
(data not shown). Insurers increased their rates 
only modestly in 2015.17 However, several factors 
significantly increased insurers risks, including 
the dismantling of the risk-corridor program 
and the exemption of grandmothered plans 
from ACA reforms. Furthermore, some insurers 
with lower-price plans, particularly CO-OPs, 
were required to make higher-than-expected 
risk-adjustment payments.7 

All but four of the twenty-four CO-OPs estab-
lished under the ACA have been forced to shut 

down because of financial losses. Several nation-
al insurers also exited markets where they had 
high prices and low enrollment.18 Meanwhile, 
the MSP Program was never able to offer a viable 
alternative to existing players (the primary spon-
sor of these plans was Blue Cross Blue Shield, 
which was already a dominant presence in most 
states). The Trump administration shut down 
that program with little fanfare in 2019. 
Premiums tended to be lower in urban areas 

and areas with larger numbers of competing in-
surers.19 Medicaid insurers frequently offered 
the lowest premiums in areas in which they par-
ticipated.15 However, the ACA did not address the 
lack of providers in areas with low populations 
and some urban areas. Where there is limited 
provider competition, insurers have little lever-
age to negotiate lower payment rates, and higher 
provider payments lead to higher premiums. 
In 2016, with more complete data on enroll-

ment, risk adjustment, and the health experi-
ence of the population, some insurers left the 
market or increased premiums significantly. 
For example, the average lowest silver plan pre-
mium increased 7.2 percent from 2015 to 2016 
nationally. In 2016 Alaska was in danger of hav-
ing no Marketplace insurers in 2017, so it created 
its own reinsurance program thus lowering 
premiums substantially. Plans affiliated with 
Blue Cross Blue Shield increased their use of 
narrow networks in the Marketplaces in an effort 
to contain costs.While premium increases varied 

Exhibit 2 

Lowest average monthly silver plan premiums for a forty-year-old nonsmoker, 2014 20 

SOURCE Authors analysis of data from the following sources: (1) Blumberg LJ, et al., Marketplace 
price competition in 2014 and 2015 (see note 15 in text). (2) Blumberg LJ, et al., Increases in 
2016 Marketplace nongroup premiums. (3) Holahan et al., Marketplace premiums and insurer partici-
pation: 2017 2020 (see note 23 in text). NOTE Full citation details for the sources are in appendix 
exhibit D (see note 4 in text). 
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considerably across the country in 2016 and 
tended to be large in 2017, investment analysts 
believed that those increases allowed the mar-
kets to move closer to an equilibrium and that 
future increases would be more predictable 
and smaller with more insurers becoming 
profitable as long as no further disruptive poli-
cy changes were introduced.20 

Federal Policy And Market Instability As 
a candidate, Donald Trump pledged to repeal the 
ACA as one of his first acts as president. The 
policy changes pursued by his administration 
and Congress beginning in early 2017 compro-
mised the emerging but fragile stability of the 
individual market. With the well-publicized pur-
suit of legislation to repeal the ACA during 2017, 
many consumers were confused about whether 
the law would still be in place in 2018. Insurers 
were required to submit proposed plans and 
rates for 2018 in the summer of 2017, at a time 
they faced substantial uncertainty about what 
the market rules would be for 2018. While the 
repeal effort was ultimately unsuccessful (except 
for elimination of the individual-mandate penal-
ties in December 2017), confusing news reports 

combined with aggressive administrative efforts 
to undermine the ACA framework (for example, 
shortening the open enrollment period, slashing 
outreach and enrollment assistance funding, 
eliminating federal reimbursement of CSR sub-
sidies, and expanding short-term plans) led 
many insurers to set premiums conservatively 
high and some to pull out of the market en-
tirely.21 

Initially, some rural areas were at risk of 
having bare counties, where insurers threat-
ened not to participate in their Marketplace in 
2018. State departments of insurance took steps 
to secure participation in those areas.22 Insurers
conservative approach to pricing was intended 
to reduce the risk of substantial financial losses 
should the insurance pool shrink considerably 
because healthier-than-average enrollees chose 
to enroll in newly available underwritten short-
term plans or forgo coverage entirely. 
Thus, for 2018 the average number of partici-

pating insurers in a rating area fell from four to 
three, and the average lowest silver plan premi-
um increased by 29.7 percent.23 Most states ei-
ther allowed or required insurers to load their 
expected costs associated with the loss of federal 
reimbursements for CSR subsidies into their sil-
ver plan premiums (a process called silver load-
ing), which exacerbated the already conservative 
approach to pricing that year.24 The structure of 
the ACA s premium subsidies Advance Premi-
um Tax Credits that increase dollar for dollar 
with premium increases for the benchmark sil-
ver plan meant that many enrollees received 
increased subsidies in 2018. (For a graphic de-
scription of silver loading and its effects, see 
appendix exhibit C.)4 This could explain why 
Marketplace enrollment in that year increased 
by 4.3 percent nationally, in spite of uncertainty 
about the future of the law.25 

By mid-2018 many insurers realized that their 
risk pool was not as bad as anticipated and that 
they had overpriced. As a result, insurer partici-
pation grew in 2019, and premium increases 
were much lower, with premiums for the low-
est-price offerings in many rating areas even de-
creasing. The national average lowest silver plan 
premium decreased by 0.4 percent, and the state-
wide average lowest silver plan premium de-
creased in twenty-three states.23 This recalibra-
tion continued into 2020, with the average 
lowest silver plan premium declining 3.5 per-
cent. Current Marketplace enrollment estimates 
for 2019 suggest a decrease from 2018 of less 
than 1 percent (exhibit 3).26 

National averages mask considerable state-to-
state variation in premiums and enrollment. 
State-level policy decisions have helped drive 
that variation. For example, states that chose 

Exhibit 3 

Enrollment in the Affordable Care Act Marketplaces, 2014 19 

SOURCES Authors analysis of data from the following sources: (1) CMS.gov. Early 2019 effectuated 
enrollment snapshot (see note 26 in text). (2) CMS.gov. Early 2018 effectuated enrollment snapshot 
(see note 25 in text). (3) CMS.gov. 2017 effectuated enrollment snapshot. (4) CMS.gov. March 31, 
2016 effectuated enrollment snapshot. (5) CMS.gov. March 31, 2015 effectuated enrollment snap-
shot. NOTES Full citation details for the sources are in appendix exhibit D (see note 4 in text). March 
snapshot data were used for each year for which they were available for comparability. Because 
March snapshot data were unavailable for 2014, we used average monthly effectuated enrollment 
(that is, the numbers of enrollees who have paid their first month s premium payment). As a conse-
quence, the increase in enrollment shown between 2014 and 2015 is larger than was actually the 
case. Using full-year data for both 2014 and 2015 indicated an enrollment increase of 38.5 percent 
between the two years. 
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to run their own Marketplaces have, on average, 
had better enrollment and insurer participation 
than states with a federally run Marketplace. 
Premiums in the period 2016 18 also grew at 
a slower rate in states that ran their own Mar-
ketplaces than in states that relied on the feder-
ally run Marketplace.27 Not coincidentally, states 
operating their own Marketplaces were also 
more likely to prohibit grandmothered health 
plans. 

The ACA’s Future: 2020 And Beyond 
The ACA is caught in an ideological tug-of-war 
over how best to finance and deliver health care 
services to individuals. Parties on the ideological 
extremes of the policy spectrum envision dis-
mantling the ACA and replacing it with a differ-
ent system. Some on the right argue that indi-
viduals should be able to choose a health 
insurance option that fits their specific needs 
and that the price they pay should reflect the risk 
they pose to the insurance company (and be at 
most minimally subsidized by taxpayers). Some 
on the left would replace the ACA with a single 
government-run health insurance program. In 
the middle are those who argue that the ACA s 
structure is sound and that in spite of unstinting 
political opposition, it has had considerable suc-
cess in covering more people, increasing access 
to critical health care services, and improving 
the financial stability of millions of families. 
But even the ACA s most ardent supporters rec-
ognize that it could be enhanced to expand cov-
erage and improve affordability more than its 
original design allows. Regardless of their ideo-
logical bent, policy makers considering reforms 
that would depend on the participation and de-
cisions of private insurers would do well to con-
sider the experience positive and negative of 
the individual market under the ACA. 

Experience Of The Individual Market 
Under The ACA 
Successes 
▸ EXPANDED COVERAGE: The ACA expanded 

coverage to twenty million mostly lower-income 
people.28 Those who gained coverage had mea-
surable improvements in their financial situa-
tion as well as in their ability to obtain needed 
care.29,30 Furthermore, people with preexisting 
health conditions were no longer locked out
of the insurance market as a result of inacces-
sible, inadequate, or unaffordable offers of 
coverage. 
▸ STABLE ENROLLMENT: The structure of the 

ACA s financial subsidies have kept enrollment 
through the ACA s Marketplaces relatively sta-
ble, in spite of policy changes that drove up 
pre-subsidy insurance prices. In turn, stable en-
rollment has helped maintain significant insur-
ance company participation. Several insurers 
have expanded their areas of participation in 
recent years or announced their intention to 
do so. Insurers revenues are now meeting or 
exceeding the cost of covering their enrollees. 
▸ FINANCIAL PERFORMANCE: Insurers posted 

strong financial performance in 2018 and 2019, 
on average.31 Furthermore, the ACA s subsidy 
structure and the Marketplaces through which 
those subsidies flow have helped demonstrate 
that managed competition can drive down pre-
miums and promote consumer choice, although 
long-standing challenges remain in less densely 
populated regions of the country. 
Challenges And Potential Solutions 
▸ AFFORDABILITY: People who do not qualify 

for the ACA s premium subsidies can face steep 
prices for their coverage. For example, in some 
regions of Georgia, a family of four that doesn t 
qualify for premium tax credits could be asked 
to pay over $1,700 per month for a silver plan in 
2019.32 As premiums spiked in 2018, an estimat-
ed 1.2 million unsubsidized people dropped 
their Marketplace insurance.33 

State and federal policy makers have several 
options to make ACA coverage more affordable 
for unsubsidized people. Reinsurance pro-
grams, which are proven to lower premiums, 
have been authorized in twelve states.34 Five 
states have enacted their own individual man-
date laws to keep healthy people enrolled, and 
twenty-four states have limited the sale of short-
term plans.35 California passed legislation in 
2019 to expand premium subsidies to families 
with incomes up to six times the federal poverty 
level. Similar proposals are pending in Congress 
and have been promoted by some Democratic 
presidential candidates. Massachusetts and 
Vermont also offer additional subsidies on top 
of the federal ones. 

Politically driven 
policy shifts after 
implementation 
disrupted the path to 
a natural  market  
equilibrium. 
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▸ COMPETITION AND CHOICE: The ACA s Mar-
ketplaces rely on the voluntary participation of 
private insurers to cover enrollees. Market and 
political uncertainty in the period 2015 18 
prompted many of these insurers to either exit 
the market or reduce their service areas. In 2018, 
26 percent of enrollees had only one insurer to 
choose from and often faced high premiums if 
they were ineligible for subsidies.36 

In the face of evidence that most Marketplace 
consumers were willing to trade a broad provider 
network for a lower price, many insurers in 
the ACA s Marketplaces have shifted to narrow-
network plans. As a result, people seeking 
broader network choices are less likely to find 
them. 
Policy makers have several options to encour-

age competition and expand consumers
choices. Reinsurance, discussed above, has 
helped maintain insurer participation. Some 
states have tied insurer participation in the Mar-
ketplaces to winning contracts for other state 
programs, such as Medicaid (in Nevada) and 
the state employee health plan (in Washington). 
States or the federal government could also 

develop a public option or government-spon-
sored plan for either underserved areas or entire 
states that would ensure that enrollees had 
additional and perhaps more affordable
coverage choices. States could also consider cap-
ping provider payment rates, which would give 
individual-market insurers a greater incentive to 
participate in areas with provider monopolies.37 

Increasing individual-market subsidies, pegging 
premium tax credits to gold instead of silver 
plans, or both would also tend to increase enroll-
ment and thus the attractiveness of the Market-
places for insurers.38 

Conclusion 
Under the Trump administration, the ACA Mar-
ketplaces have faced sustained efforts to under-
mine them, yet they have remained remarkably 
resilient. Although premiums spiked in 2018 and 
many states faced the threat of having bare coun-
ties, ultimately no one lost access to coverage, 
subsidized enrollees benefited from the practice 
of silver loading, and enrollment declined only 
modestly at the national level. 

The ACA s premium tax credit structure has 
been the backbone of the Marketplaces, provid-
ing insurers with a safety net of enrollees who are 
insulated from the premium increases that stem 
from recent federal policy choices. However, the 
Trump administration has made efforts to weak-
en that backbone. In 2020 an estimated 7.3 mil-
lion subsidized Marketplace enrollees are pay-
ing more in premiums than they did in 2019, 
because of an administrative change in the way 
their tax credits are calculated.39 

There is evidence that the number of unin-
sured people may have increased for two conse-
cutive years.40 Uninsurance rates could keep ris-
ing if enrollment in the Marketplaces decreases 
further. This could happen as more people be-
come aware that there are no longer financial 
penalties for remaining uninsured and if compa-
nies selling short-term and other noncompliant 
plans continue their aggressive sales tactics.41 In 
addition, a Supreme Court decision for the plain-
tiffs in Texas v. United States could invalidate the 
entire ACA and throw the individual insurance 
market into chaos. 
A stable, functioning individual market is im-

portant as a mechanism to reduce the number of 
uninsured people and as a safety net for millions 
of people going through career and life transi-
tions. The ACA s sensitivity to policy change 
serves as both a lesson and a warning for policy 
makers contemplating future reforms. ▪ 

The authors  thank John Holahan, Justin  
Giovannelli, and Erik Wengle for their 
input and helpful feedback on drafts of 
this article. 

A stable, functioning 
individual market is 
important as a safety 
net for millions of 
people going through 
career and life 
transitions. 
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By Matthew Fiedler 

Review  Article  

The ACA’s Individual Mandate In 
Retrospect: What Did It Do, And 
Where Do We Go From Here? 

ABSTRACT The Affordable Care Act required most people to obtain health 
insurance or pay a tax penalty. Legislation enacted in December 2017 
effectively repealed that requirement, starting in 2019. This article 
reviews recent research on the mandate’s effects, concluding that the 
mandate meaningfully increased insurance coverage, but likely by less 
than was projected before implementation. These coverage gains are 
likely to erode as mandate repeal takes hold. Looking ahead, policy 
makers have many options for expanding insurance coverage without 
restoring an individual mandate. However, achieving universal coverage 
without some form of mandatory individual contribution to health 
insurance would have a very large fiscal cost. 

S
tarting in 2014 the Affordable Care 
Act (ACA) required all Americans to 
obtain health insurance or pay a tax 
penalty that gradually increased to 
the greater of $695 per person or 

2.5 percent of household income when fully in 
effect in 2016 (with some exceptions, such as if 
coverage was deemed unaffordable). This re-
quirement, commonly called the law s individ-
ual mandate, was expected to be a major con-
tributor to the overall expansion in insurance 
coverage under the ACA, alongside the law s 
expansion of eligibility for Medicaid and subsi-
dies for people purchasing individual coverage 
through the Marketplaces.1 Tax legislation 
enacted in December 2017 eliminated the tax 
penalty associated with the mandate starting in 
2019, effectively repealing the mandate. 
With the mandate having come and gone, now 

is an opportune time to examine what can be 
learned from it and what role mandates or simi-
lar policies might play in future efforts to expand 
coverage. To this end, this article makes two 
main points. First, on balance, recent research 
suggests that the mandate meaningfully in-
creased insurance coverage, but likely by less 
than was projected before its implementation, 

and repeal has likely increased the uninsurance 
rate and may increase it more over time. Second, 
while it is possible to expand insurance coverage 
without restoring an individual mandate, achiev-
ing universal coverage without some form of 
mandatory individual contribution to health in-
surance would have a very large fiscal cost. 

The Rationale For An Individual 
Mandate 
The main arguments for an individual mandate 
have a long history,2,3 but it is worth briefly re-
viewing such a mandate s two main objectives. 
Expansion Of Coverage The first objective is 

to expand insurance coverage. A common prem-
ise of health policy debates is that too few people 
have health insurance. That is, some people lack 
coverage even though the social benefits of that 
coverage (better financial security and better 
health) exceed the social cost of that coverage 
(namely, the cost of delivering any additional 
services that enrollees are induced to consume 
and the cost of administering that coverage). 
There are at least three reasons why coverage 

rates are likely to be too low without an individ-
ual mandate (or appropriate subsidies). First, 
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people can often obtain some care without pay-
ing for it notably, through hospital emergency 
departments which reduces the benefit people 
receive by purchasing insurance.4,5 Second, 
some people may underestimate the value of in-
surance coverage, perhaps because the risk of 
falling ill is not fully salient.6 Third, when insur-
ers are barred from varying premiums or other 
coverage terms based on health status, as they 
are under the ACA, premiums will generally ex-
ceed the expected health spending of healthier 
people, causing the cost of coverage to them to 
exceed its social cost.7,8 

Increased Pooling Of Risk The second main 
objective of an individual mandate, related to the 
first, is to increase the pooling of health care 
spending burdens among people in better and 
worse health. This objective generally reflects 
a belief that pooling such burdens reduces the 
hardship that those burdens create. The ACA 
pursued this goal by barring insurers from vary-
ing premiums or other coverage terms based on 
health status. But this approach can be success-
ful only if healthier people purchase coverage, 
and research finds that they are relatively less 
likely to do so.7,8 

Mandates Versus Subsidies An individual 
mandate advances both objectives by increasing 
the price of being uninsured and thereby causing 
more people particularly healthier ones to ob-
tain coverage. But a mandate is not the only way 
to create financial incentives to obtain coverage. 
Indeed, the ACA also greatly expanded the 
availability of subsidized coverage through its 
Medicaid expansion and Marketplace subsidies. 
In principle, an approach that relied solely on 
subsidies could achieve equivalent coverage 
outcomes. 
The appropriate balance between subsidies 

and a mandate depends on judgments about 
who should bear the cost of insurance coverage. 
Relying more heavily on subsidies places more 
of the burden on the government, with the ulti-
mate incidence depending on the taxes levied 
to finance those subsidies. In contrast, relying 
more heavily on a mandate places more of the 
burden directly on individuals. The appropriate 
approach may be different for different groups. 
Indeed, the ACA placed a particular emphasis on 
reducing financial burdens for low- and moder-
ate-income people and thus relied more heavily 
on subsidies at lower income levels and more 
heavily on a mandate at higher income levels. 

Evidence For The Mandate’s 
Effectiveness 
Research on Massachusetts s 2006 health re-
form law demonstrated that a mandate could 

be an effective tool for increasing coverage.7,9,10 

Several recent empirical analyses have sought to 
determine whether the same was true for the 
ACA. Exhibit 1 summarizes those empirical an-
alyses, as well as several projections of the man-
date s effects, which are discussed later in this 
section. 
The exhibit reports two measures of the man-

date s impact. The first is the percentage change 
in the number of uninsured people due to the 
mandate, relative to a scenario without the man-
date. The second is the corresponding effect on 
individual-market enrollment, which facilitated 
the inclusion of analyses that examined only the 
individual market. Note that the various analyses 
examined different populations, which may be 
one reason that estimates vary across analyses. 
The methods used to extract estimates from each 
analysis are described in online appendix A.11 

Isolating the mandate s effect on insurance 
coverage is challenging because the mandate 
was implemented simultaneously nationwide 
and in tandem with the ACA s other major cov-
erage provisions. The empirical analyses sum-
marized exhibit 1 used three main strategies 
to surmount this obstacle, each of which has 
strengths and weaknesses. 
Intent To Keep Or Drop Coverage The first 

group of studies in the exhibit12 14 surveyed in-
surance enrollees about whether they intended 
to drop their coverage in response to mandate 
repeal (or, in the case of Vicki Fung and co-
authors,13 whether they would have obtained cov-
erage in the first place without the mandate). 
This approach is conceptually straightforward, 
but it has the limitation that respondents actual 
choices might not match their stated intentions. 
All three studies in this group found that the 

mandate increased individual-market enroll-
ment, although the magnitude of the increase 
differed markedly across studies (8 23 percent). 
The study by Sara Collins and colleagues12 is the 
only one of the three that examined the man-
date s effects outside the individual market. It 
found that the mandate reduced the overall num-
ber of uninsured people by 21 percent. Fung and 
coauthors also predicted health spending for 
each respondent based on their health and de-
mographic characteristics.13 The authors esti-
mated that the departure of people who reported 
that they would not have obtained coverage with-
out the mandate would increase average individ-
ual-market claims spending by 6 percent. 
Variation In Penalty Size The second group 

of studies15 17 aimed to estimate the effect of the 
mandate by comparing people who faced larger 
penalties to those who faced smaller penalties, 
using the fact that the applicable penalty varied 
based on income, place of residence, and other 
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factors. This approach has the virtue of using 
data on actual enrollment decisions, not inten-
tions, but it has limitations of its own. Most 
important, because the rules governing the man-
date were complex and in effect for only a short 
period, some people might have made enroll-
ment decisions based on a general awareness 
that there was a penalty for being uninsured 
rather than a precise understanding of what size 
penalty applied to them. This class of research 
design will generally miss these types of enroll-
ment responses because they are, by their very 
nature, likely to be weakly correlated with pen-
alty exposure. Another factor that could have 
attenuated the measured effect of the mandate 
in these studies is that the researchers generally 
observed people s actual income for the year, not 
their expectations about their annual income 
at the time of enrollment which is what deter-
mines expected penalty liability. 
While subject to the limitations described 

above, the research design used by Ithai Lurie 
and colleagues16 was otherwise quite strong. Us-
ing administrative tax records for 2015 and 2016, 
the authors examined enrollment in narrow in-
come bands in which the incentives created by 
the mandate changed sharply, but other policies 

did not. The authors conducted two analyses: a 
regression discontinuity analysis at the income 
threshold for the mandate exemption available 
to low-income people in states that did not ex-
pand Medicaid and a regression kink analysis at 
the income level at which the penalty amount 
transitioned from being a flat amount to being 
a percentage of income. In general, they found 
that the mandate increased insurance coverage, 
although the magnitude of that effect varied 
widely across analyses which could reflect sta-
tistical noise or differences in awareness or re-
sponsiveness by income group. They also found 
evidence suggesting that people with lower 
health care needs were more responsive to the 
mandate, compared to those with greater needs. 
The other two studies in this group made use of 

broader variation in the size of the applicable 
mandate penalty across people. Molly Frean 
and coauthors15 used a triple difference re-
search design and survey data through 2015 to 
examine whether people in geographic areas and 
income groups for which the mandate created 
larger enrollment incentives had larger gains in 
insurance coverage. Unlike the other studies re-
viewed here, the authors found no evidence that 
the mandate increased coverage and estimated 

Exhibit 1 

Estimates of the effect of the individual mandate on insurance enrollment 

Estimated change in coverage 
type due to mandate 

Analysis Population Uninsured 
Individual 
market 

Surveys that elicited intended responses to repeal of the mandate 

Collins et al., 2018 (note 12) Nonelderly adults, 2018 −21% 10% 
Fung et al., 2019 (note 13) California adult individual-market enrollees, 2017 a 23%b 

Kirzinger et al., 2018 (note 14) Adult individual-market enrollees, 2018 a 8% 

Studies that used variation in the amount of the applicable penalty 

Frean et al., 2017 (note 15) Nonelderly people, 2014 15 1% to 3% a 

Lurie et al., 2019 (note 16) Single adults with incomes close to penalty schedule nonlinearities, 
2015 16 

−18% to −5% −4% to 36% 

Saltzman, 2019 (note 17) California and Washington Marketplace enrollees, 2014 15 a 15% to 23%c 

Studies that examined people in tax units with incomes above 400% of poverty 

Fiedler, 2018 (note 18) Nonelderly people with incomes >400% of poverty, 2016 −27% a 

Jacobs, 2018 (note 19) Adults ages 26 64 without employer coverage and with income >400% 
of poverty, 2016 

−35% to −23% a 

Projections from prominent microsimulation models based on pre-ACA evidence 

CBO, 2016 (note 24) Nonelderly people, 2026 −35% 30% 
Saltzman et al., 2015 (note 25) Nonelderly people, 2017 −30% 34% 
Blumberg et al., 2013 (note 26) Nonelderly people, ACA fully in effect −33% 37% 

Projections from a microsimulation model that incorporated post-ACA evidence 

CBO, 2019 (note 27) Nonelderly people, 2021 −21% 29% 

SOURCE Author s analysis of specific analyses cited in the text. NOTES Where authors reported multiple point estimates that reflected different populations or 
econometric models rather than a single summary estimate, the exhibit shows a range of estimates that reflects the range of the underlying point estimates. 
Online appendix A gives details of how estimates were extracted from each analysis (see note 11 in text). aNot applicable. bEstimate reflects effects on enrollment 
in Affordable Care Act (ACA) compliant individual-market plans only. cEstimate reflects effects on enrollment in on-Marketplace individual-market plans only. 
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that, if anything, it slightly reduced coverage. 
Evan Saltzman17 estimated the effect of the man-
date using cross-household variation in the ap-
plicability and size of the mandate penalty by 
income and geography. His analysis used admin-
istrative enrollment records for the California 
and Washington State Marketplaces for 2014
15, augmented with survey data. He estimated 
that the mandate increased Marketplace enroll-
ment by 15 percent in Washington and 23 percent 
in California. 
A limitation of the latter two studies is that the 

effects of the ACA s Marketplace subsidies and 
Medicaid expansion also varied by income and 
geography. The authors aimed to address this 
concern by separately accounting for these other 
policies in their statistical models. However, this 
is challenging to do perfectly, which could be one 
reason the studies obtained differing results. 
Effects At Higher Income  Levels  The third 

group of studies examined trends in coverage for 
people in tax units with incomes above 400 per-
cent of the federal poverty level.18,19 (Two other 
studies that focused on this population20,21 are 
not included in exhibit 1 because they did not 
report estimates of the effect of the mandate 
alone.) The logic of this approach is that people 
in this income group were ineligible for the 
ACA s Marketplace subsidies or Medicaid expan-
sion, which makes it easier to isolate the role 
of the mandate in observed coverage trends. 
However, these studies still must contend with 
changes in plan availability, pricing, and char-
acteristics because of the ACA s introduction 
of community rating, guaranteed issue, and 
other regulatory requirements. Prior research 
generally suggests that these nonmandate policy 
changes would be more likely to reduce coverage 
than to increase it,22,23 in which case focusing on 
raw coverage trends in this income group could 
understate the effect of the mandate. These stud-
ies also have the limitation that they can directly 
assess only the effects of the mandate on people 
in this income group. 
The two studies included in this category18,19 

found that the uninsurance rate among people 
in tax units with incomes above 400 percent of 
poverty declined sharply after 2013, seemingly 
primarily because of gains in coverage in the 
individual market. This followed several years 
of stability, which strongly suggests that the 
ACA was responsible for the decline. The authors 
used various strategies to determine whether 
these coverage gains were driven primarily by 
the mandate or other factors, and both conclud-
ed that most perhaps almost all of the gains 
in this income group were attributable to the 
mandate. 
Paul Jacobs focused on people in this income 

group without employer coverage and estimated 
a state-level regression model that directly con-
trolled for a variety of potential confounding 
changes following 2013 including the intro-
duction of community rating and changes in in-
dividual-market premiums and plan character-
istics.19 He found that even after these other 
factors were controlled for, the uninsurance rate 
in his study population was sharply lower after 
2013, although measuring changes in premiums 
and plan characteristics is challenging given 
data limitations. Jacobs also found that people 
in this population who were subject to larger 
penalties tended to have larger coverage gains, 
consistent with the findings of two of the three 
studies that used variation in the amount of the 
applicable penalty.16,17 

In a previous study I aimed to isolate the man-
date s role using an approach related to that 
used by Jacobs by focusing on coverage trends 
in two states that had community rating and 
guaranteed issue requirements before the ACA 
and directly adjusting for post-ACA premium 
changes.18 While I faced measurement challenges 
that were similar to those Jacobs faced, I also 
concluded that the mandate substantially re-
duced the uninsurance rate in this income 
group. I also found that the uninsurance rate 
held steady or declined even among young and 
healthy people in this income group during this 
period. Because the ACA s regulatory changes 
were generally believed to have increased premi-
ums for young and healthy people, this finding 
suggests that the mandate exerted downward 
pressure on the uninsurance rate. 
Summarizing The Evidence Taken as a whole, 

the studies summarized in the first three sec-
tions of exhibit 1 support two conclusions. First, 
the balance of the evidence implies that the in-
dividual mandate increased insurance coverage. 
It also appears likely that part of this increase 
occurred in the individual market and that in-
creases were larger among people in better 
health, although evidence on the latter point is 
somewhat weaker. Given the variation in esti-

The balance of the 
evidence implies that 
the individual 
mandate increased 
insurance coverage. 
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mates across studies and the limitations of the 
various methodologies, the magnitude of these 
effects remains somewhat uncertain. 
Second, the mandate s effect on coverage ap-

pears to have been smaller than predicted by 
prominent microsimulation models constructed 
using pre-ACA evidence.24 26 Those projections, 
summarized in the fourth section of exhibit 1, are 
larger than almost all of the empirical estimates 
in the previous three sections of the exhibit. 
While the microsimulation analyses captured en-
rollment declines stemming from higher indi-
vidual-market premiums, which the empirical 
analyses generally did not, calculations in appen-
dix B show that these indirect effects of the man-
date were likely relatively small.11 Recently, the 
Congressional Budget Office issued revised esti-
mates of the mandate s effects (also summarized 
in exhibit 1) that are smaller than its earlier es-
timates and broadly consistent with the empiri-
cal estimates.27 

Looking Ahead 
Repeal of the individual mandate appears likely 
to increase the uninsurance rate, although the 
precise magnitude of that increase is uncertain
as is its timing. Survey research suggests that as 
of early 2018 only 30 percent of the public was 
aware that the mandate had been repealed and 
that about two-thirds of the people who were 
aware of the repeal incorrectly believed that it 
had taken effect for 2018.13 This suggests both 
that the repeal could have affected coverage be-
fore it formally took effect and that the full effect 
of the repeal might not be felt for some time. 
Coverage decisions could also be sticky, which 
could further delay the effects of repeal. For ex-
ample, some people who obtained coverage be-
cause of the mandate may retain that coverage as 
long as they remain eligible for it. 
People who leave the individual market appear 

likely to have lower claims spending than those 

who remain. The resulting long-run increase in 
individual-market premiums seems likely to be 
meaningful but far from catastrophic. As noted 
above, Fung and coauthors estimated that the 
loss of enrollees as a result of the mandate repeal 
will increase average claims spending by 6 per-
cent.13 Calculations that used other evidence on 
the relative claims spending of people for whom 
the mandate likely played a pivotal role in enroll-
ment decisions lead to broadly similar estimates, 
as discussed in appendix C.11 Premium increases 
of this size are unlikely to drive large follow-on 
enrollment reductions, particularly since Mar-
ketplace subsidies shield most enrollees from 
premium increases. 

Paths Forward For Expanding 
Coverage 
Nine percent of the US population was unin-
sured in 2018,28 and mandate repeal will likely 
put upward pressure on that rate over time.What 
are the options for policy makers interested in 
resuming progress in expanding coverage? 
One straightforward option would be to re-

store an individual mandate. Relative to many 
other approaches, this option would have a low 
fiscal cost per person covered. This is particularly 
true for state governments, because the federal 
government bears most or all of the cost of in-
creased enrollment in subsidized coverage.29 

Several states recently joined Massachusetts by 
creating their own mandates. 
Other policies could also significantly expand 

coverage. For example, the federal government 
could make Marketplace subsidies more gener-
ous and ensure coverage of low-income people in 
non Medicaid expansion states by creating ei-
ther new financial incentives to encourage states 
to expand their Medicaid programs or a new 
federal program to cover the expansion popula-
tion.30,31 Microsimulation modeling of one suite 
of policies similar to these found that they could 
reduce the number of uninsured people by about 
one-half at an annual cost to the federal govern-
ment of $125 billion.31 

However, merely expanding subsidized cover-
age would not be sufficient to achieve universal 
coverage. Prior experience indicates that take-up 
of subsidized coverage is incomplete even when 
premiums are very low.8,32 Thus, to achieve uni-
versal coverage, subsidy expansions would need 
to be paired with a mechanism to ensure that 
people enrolled in the subsidized coverage for 
which they were eligible and paid any premium 
due. One approach would be to deem people to 
be enrolled in a backstop plan in each month 
they lacked other coverage.33,34 The federal gov-
ernment would collect premiums for that plan, 

People who leave the 
individual market 
appear likely to have 
lower claims spending 
than those who 
remain. 
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less any applicable subsidy, on each year s tax 
return, and people could rely on the plan if they 
ended up needing care. 
This policy would differ from the ACA s indi-

vidual mandate notably, in that it would actu-
ally achieve universal coverage. However, both 
policies share the important feature that they 
would require people who did not actively obtain 
coverage to make a payment. Such payments 
could, in principle, be avoided if subsidies were 
large enough to ensure that a zero-premium plan 
was available at all income levels. Subsidy expan-
sions similar to those discussed above would 
achieve this objective for people at low and mod-
erate income levels. But doing so for people at all 
income levels would require offering higher-
income people subsidies far larger than the 
existing tax subsidy available for employer-

provided coverage. Such subsidies would likely 
be taken up by the large population that current-
ly has employer coverage, which would greatly 
increase federal subsidy costs for this group and 
cause this approach to have a very large fiscal 
cost. 
A decade after the ACA s enactment, the fiscal 

logic that drove the inclusion of an individual 
mandate in the ACA is thus unchanged. Policy 
makers thus face a choice among three paths: 
settle for something short of universal coverage; 
achieve universal coverage through a plan with a 
very large fiscal cost, whether a single-payer plan 
or a multipayer plan with very deep subsidies; 
or require the small fraction of middle- and 
upper-income people who would otherwise be 
uninsured to make some contribution toward 
their insurance coverage. ▪ 

The author thanks Aviva Aron-Dine, 
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anonymous reviewers for helpful 
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$3.6 trillion 

National health 
expenditures 

Sources: see List of Timeline Sources (click on the Details tab of the article online). For a full list of sources, click on the Details tab of the article online. 
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MEDICAID EXPANSION OVER TIME 
PUBLIC OPINION 

FORGONE CARE DUE TO COST 

HEALTH CARE DELIVERY INNOVATIONS 

COVERAGE, SPENDING & EVENTS 

The percentage of Americans who say they went 
without health care due to cost declined for all racial 
and ethnic groups, particularly Hispanics and blacks. 

A majority of states have adopted Medicaid expansion, but many  have 
negotiated waivers with the federal government requiring benefciaries to work. Between ���� and ����, the percentage of people who credit the 

ACA with helping them or their families increased across household 
income groups and political party identifcation. 

The ACA launched the CMS Innovation Center and funded it at 
 �� billion over �� years, with the 
mission of testing new ways of paying for and delivering health care to improve quality, cut costs, 
or both. The center operates dozens of models and initiatives in various categories. 

˜e ACA has increased access to health care for vulnerable 
populations; decreased the percentage of Americans who say they 
went without care due to cost; and spurred America’s insurers, 
hospitals, and clinicians to change how they deliver and pay for 
health care. At the same time, the ACA has been challenged 
in the courts of justice and public opinion. 
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By Deborah Peikes, Erin Fries Taylor, Ann S. OMalley, and Eugene C. Rich 

REVIEW  ARTICLE  

The Changing Landscape Of 
Primary Care: Effects Of The ACA 
And Other Efforts Over The Past 
Decade 

ABSTRACT Providing high-quality primary care is key to improving health 
care in the United States. The Affordable Care Act sharpened the 
emerging focus on primary care as a critical lever to use in improving 
health care delivery, lowering costs, and improving the quality of care. We 
describe primary care delivery system reform models that were developed 
and tested over the past decade by the Center for Medicare and Medicaid 
Innovation—which was created by the Affordable Care Act—and reflect on 
key lessons and remaining challenges. Considerable progress has been 
made in understanding how to implement and support different 
approaches to improving primary care delivery in that decade, though 
evaluations showed little progress in spending or quality outcomes. This 
may be because none of the models was able to test substantial increases 
in primary care payment or strong incentives for other providers to 
coordinate with primary care to reduce costs and improve quality. 

B
y the time the Affordable Care Act 
(ACA) was passed in 2010, primary 
care had endured decades of insuf-
ficient reimbursement and sup-
port, even though extensive re-

search suggested that a strong primary care 
infrastructure was associated with lower per cap-
ita costs, better health outcomes, and lower pre-
mature mortality rates for various conditions.1 3 

Most US payers have reimbursed specialty and 
hospital-based services relatively generously, 
while inadequately supporting accessible, con-
tinuous, comprehensive, and coordinated pri-
mary care. Relatively low payments for primary 
care have stifled investments in technology and 
staff, contributed to primary care physician 
burnout,4 and amplified shortages of primary 
care physicians.5 Bolstering primary care was 
one of the ACA s many policy goals. 
Private and public efforts to strengthen prima-

ry care predated and continued alongside ACA-

sponsored efforts. In 2006 the American Acade-
my of Family Physicians launched the two-year 
TransforMED National Demonstration Project 
to test supports for primary care redesign.6 In 
the same year the Patient-Centered Primary Care 
Collaborative brought together private and pub-
lic stakeholders to promote improved primary 
care. In 2007 the four major primary care physi-
cian associations released the Joint Principles of 
the Patient-Centered Medical Home (PCMH).7 

These principles, along with work by the Agency 
for Healthcare Research and Quality8 on the 
patient-centered medical home, built on the 
conceptualization of Barbara Starfield1 and the 
Institute of Medicine9 that primary care encom-
passes five key elements: access, continuity, 
coordination, comprehensiveness, and whole-
person orientation. To address the growing bur-
den of multiple chronic illnesses, these efforts 
incorporated the Chronic Care Model s focus on 
chronic illness management.10 That same year 
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the National Committee for Quality Assurance 
launched standards for designating primary care 
practices as patient-centered medical homes. 
Public and private tests of primary care trans-

formation models have since burgeoned. The 
number of PCMH pilots in the US more than 
quadrupled from 26 in 2009 to 114 in 2013, 
touching almost twenty-one million patients.11 

Although the Joint Principles highlighted the 
need for payment reform, the dominant payment 
approach in these models remained fee-for-
service, supplemented by relatively small en-
hanced payments (often giving care manage-
ment fees and pay-for-performance bonuses or 
shared savings to participating practices).11 

The ACA’s Tests Of Primary Care 
Against this backdrop, the ACA created the Cen-
ter for Medicare and Medicaid Innovation 
(CMMI) to test new care delivery models and 
payment reforms. The ACA conveyed to CMMI 
far more resources than the Centers for Medicare 
and Medicaid Services (CMS) had previously had 
available for this purpose, increasing the budget 
more than tenfold to $10 billion per decade. 
The ACA also gave the health and human services 
secretary the authority to expand payment and 
delivery models tested by CMMI that reduce 
costs without harming quality, improve quality 
without increasing costs, or both reduce costs 
and improve quality. 
In CMMI s first decade, its primary care mod-

els have tested various care delivery strategies to 
improve cost and quality outcomes. The start of 
the ACA s second decade is an ideal time to reflect 
on the models tested to date, their effects, and 
lessons learned. 
To support this retrospective, we drew on our 

collective experience as evaluators of the Com-
prehensive Primary Care (CPC)12,13 and CPC Plus 
(CPC+)14 initiatives; decades of experience con-
ducting research on primary care; and, for two of 
us, delivering primary care.We also reviewed the 
most recently available CMS-sponsored indepen-
dent evaluation report for each of CMMI s pri-
mary care initiatives in the past decade12,14 20 and 
a CMS-funded meta-analysis.21 We focused on 
examples from our evaluations of two models: 
CPC+ and its predecessor, CPC. These were nat-
ural choices because both served many practices 
and beneficiaries. Moreover, CMMI s reporting 
requirements for practices and the evaluations
survey, claims, and qualitative data provide rich 
insights about implementation. As the last mod-
el launched in CMMI s first decade, CPC+ reflects 
CMMI s learning over time. Finally, we asked the 
evaluators of all models to confirm our depiction 
of the models and results. 

How Did CMMI Attempt To 
Redesign Primary Care? 
In its first decade, CMMI launched eight initia-
tives12,14 20 that focused on primary care delivery 
and payment reforms, with the broad goals of 
improving the quality of care, reducing costs, or 
both (online appendix exhibit 1 describes the 
initiatives).22 While the initiatives differed sub-
stantially, all aimed to improve primary care by 
focusing on strategies such as providing care 
management, coordinating care, increasing ac-
cess, making care more patient centered, and 
improving quality. Five of the eight worked di-
rectly with primary care practices: the Multi-
Payer Advanced Primary Care Practice (MAPCP) 
Demonstration, the Federally Qualified Health 
Center (FQHC) Advanced Primary Care Practice 
Demonstration, the Independence at Home 
(IAH) Demonstration, CPC, and CPC+. These 
models varied in whether and how they required 
practices to change care delivery. MAPCP re-
quirements varied by state and included Nation-
al Committee for Quality Assurance or state 
PCMH recognition by the end of the first year. 
The FQHC demonstration required participants 
to pursue National Committee for Quality Assur-
ance PCMH recognition. IAH asks practices to 
deliver home-based care with limited require-
ments. CPC and CPC+ had many specific care 
delivery requirements. Two other models the 
Health Care Innovation Awards: Primary Care 
Redesign (HCIA-PCR) programs and the State 
Innovation Models (SIM) initiative supported 
diverse types of awardees. HCIA-PCR supported 
awardees that tested similar strategies in a wide 
range of settings (including hospitals, health 
systems, and clinics). SIM supported states that 
pursued various statewide health care transfor-
mation approaches related to patient-centered 
medical homes, health homes, integrated or 
accountable care, and payment reform. The re-
maining model, the Transforming Clinical Prac-
tice Initiative (TCPI), focused on providing tech-
nical assistance to help primary care clinicians 
and specialists adopt quality improvement strat-
egies and develop their workforces. 
CMMI recognized the importance of bringing 

multiple payers together for delivery system 
and payment reform in several models (MAPCP, 
CPC, CPC+, and SIM).23 Multipayer collabora-
tion combines commercial and public payers in 
a region to promote the provision of high-quality 
primary care through aligned incentives. Bene-
fits include collectively covering a sizable pro-
portion of a given practice s patients, helping 
ensure that practices have incentives to pursue 
changes in care delivery, aligning payment ap-
proaches, and providing data-driven feedback 
on provider performance.24 
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The eight initiatives targeted different types of 
patients: chronically ill and functionally limited 
Medicare patients (IAH); primarily low-income 
patients seen in federally qualified health cen-
ters (FQHC); Medicaid, some commercial pa-
tients, and (in some programs) Medicare (SIM); 
children on Medicaid (some HCIA-PCR awar-
dees); or all patients (CPC, CPC+, MAPCP, TCPI, 
and many HCIA-PCR awardees). Almost all in-
volved large numbers of primary care clinicians. 
Several models featured new payment ap-

proaches to address some of the financial chal-
lenges that primary care providers face. These 
models largely provided enhanced payments for 
some new or expanded primary care services, 
such as improved care management and en-
hanced access. None increased payments for ex-
isting services specifically to alter primary care 
clinicians compensation. Any shared savings or 
bonuses were calculated based on patients use of 
services from all providers, not just primary care. 
MAPCP, CPC, CPC+, and FQHC provided 

monthly or quarterly care management fees in 
addition to traditional payments for care deliv-
ery. Typical annual care management fees 
ranged from just over $30,000 per clinic for 
FQHC to almost $200,000 per practice for 
practices in the more advanced track of CPC+.14,16 

CPC supplemented care management fees with 
shared savings to reward practices whose re-
gions generated savings, and IAH exclusively 
uses practice-level incentive payments to reward 
performance, based on how much lower the total 
costs of practices patients are than target expen-
ditures. CPC+ supplements care management 
fees with comparatively small payments for per-
formance, and it provides some practices with 
prospective payments not tied to visits, to en-
courage alternatives to traditional office visits 
(such as telemedicine, e-visits, text messages, 
and group visits). No Medicare payments were 
made directly to HCIA-PCR, SIM, or TCPI pro-
viders. However, in HCIA-PCR and SIM, some 
awardees shared savings with practices or paid 
practices for transforming care. 
Most models offered learning activities or 

technical assistance, with approaches varying 
substantially in type, delivery mode, and quanti-
ty.21 For example, IAH provided no technical as-
sistance but only information on the model s 
administrative requirements. CPC and CPC+ pro-
vided in-person and virtual meetings, webinars, 
individualized coaching, implementation tools 
such as an annual implementation guide, and 
a social networking platform. In the awardee 
models of SIM and HCIA-PCR, learning activities 
varied considerably across awardees. 
Most models also provided practices with 

practice- or provider-level data feedback, often 

compared to others in the region, to guide quali-
ty improvement. The data often consisted of uti-
lization measures (for example, rates of hospital-
izations and emergency department [ED] visits); 
quality measures (such as colorectal cancer 
screening rates for adults ages fifty and older 
and immunizations among children); and costs 
(for example, total, inpatient, and prescription 
costs). Sometimes patient-level data and lists of 
patients who needed specific preventive care 
were included. 
Most commonly, feedback involved quarterly 

claims-based reports (MAPCP, FQHC, and CPC) 
or interactive tools (CPC+). A few models aggre-
gated data across payers (in selected regions of 
MAPCP, CPC, and CPC+) or used sources other 
than claims, such as registries (MAPCP) and 
practice-reported data (TCPI). HCIA-PCR provid-
ed claims extracts if an awardee requested them, 
IAH provided data files, and SIM s feedback var-
ied by state. For TCPI, quarterly reports of Medi-
care claims and practice-reported data went to 
organizations that provided technical assistance 
rather than to practices, and those organizations 
could choose whether to provide feedback to 
practices and what feedback to provide. 

Lessons On Care Delivery Strategies 
And Model Supports 
Evaluations of CMMI s primary care models have 
generated broad and specific lessons about how 
to improve primary care delivery. (See appendix 
exhibits 1 and 2 for information about care 
delivery strategies and supports and lessons 
learned.)22 Below we discuss overarching lessons 
derived mainly from evaluations of CPC and 
CPC+, supplemented by evaluations of other 
models. 
Care Delivery Strategies Practices general-

ly valued the strategies they were required to 
implement and believed that the strategies im-
proved patient care. In particular, CPC and CPC+ 
practices that had embedded care managers to 
enhance the work of primary care physicians 
noted that this new role improved chronic con-
dition management. Practices more systemati-
cally linked patients to a single primary care 
clinician to improve continuity of care and con-
tacted patients after an ED visit or hospital dis-
charge. Practices also increased behavioral 
health integration, which clinicians noted led 
to improved access to care for some previously 
unmet mental health needs and freed primary 
care clinicians to focus on other aspects of clini-
cal and preventive care. Efforts to engage pa-
tients in primary care improvement included pa-
tient and family advisory councils, which gave 
practices more details about patients experienc-
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es with care than surveys provide. Many practic-
es made care delivery improvements based on 
the councils input. 
However, practices often struggled to find suf-

ficient time and resources to fully implement 
changes. Practices reported lacking funds or suf-
ficient numbers of qualified candidates to hire 
enough new staff and, in some cases, lacking 
skills to engage patients, integrate new staff, 
and make many care delivery changes simulta-
neously. Model developers and participating 
practices experiences suggest the following 
ways to improve how practices implement com-
plex, multipronged changes. 
▸ EDUCATE CLINICIANS: Clinicians should be 

educated about what they are expected to imple-
ment, and why. Busy primary care clinicians and 
staff struggled to see the need for some innova-
tive care delivery approaches that the models 
required. For example, some practices that were 
required to enhance care management and use 
care plans did not know how to integrate new 
care managers into their teams or were unsure 
whether care plans could improve patient out-
comes or reduce work for their practice. (Care 
plans set forth the patient s goals, needs, and 
self-management activities and are meant to be 
accessed and used by all team members to guide 
ongoing care for high-risk patients.) Clinicians 
and staff often conflated care plans with after-
visit summaries, progress notes, and condition-
specific action plans for patients. 
▸ MEET PRACTICES WHERE THEY ARE: Prac-

tices have different levels of prior transforma-
tion experience, health information technology 
capability, staff resources, and practice-level au-
tonomy, and these are often related to the prac-
tice s size and ownership. Each of these may 
affect clinicians ability to identify and alter care 
processes. Therefore, practices need flexibility to 
adapt models to their circumstances. This entails 
accepting practices current status and encour-
aging them to advance. Small independent prac-
tices may need creative ideas about pooling 
resources for health information technology, da-
ta analytics, care managers, behavioral health 
providers, and pharmacists. Larger health sys-
tems often need to work more closely with clini-
cians and staff at practice sites to ensure their 
buy-in when the systems introduce changes. 
▸ ENCOURAGE A LEARNING CULTURE: Practic-

es with a culture that embraced change to help 
improve patient care, promoted good working 
relationships among staff and clinicians, and 
enabled team members to speak openly about 
and solve problems seemed to have an easier 
time implementing care delivery changes. En-
couraging this type of learning culture facilitates 
transformation. 

▸ SIMPLIFY REPORTING REQUIREMENTS: 
Most models required participating practices 
to document changes and report on performance 
and quality measures. Unsurprisingly, practices 
felt burdened and wanted to see reporting re-
quirements harmonized across payers and ini-
tiatives. 
▸ RECOGNIZE THAT REDESIGN TAKES TIME: 

Many practices spent the first year trying to un-
derstand the model, before identifying and train-
ing staff and learning how to engage patients in 
behavior change efforts. Given long-standing in-
adequacies in financial support for primary care, 
absent substantial changes in payment, a longer 
time horizon may be required for changes in care 
delivery and chronic condition management to 
translate into lower costs and improved quality. 
▸ INVOLVE OTHER PROVIDERS: Although pri-

mary care is an important driver of patient expe-
rience and costs, it accounts for less than 6 per-
cent of US health care expenditures (far lower 
than in other industrialized countries).25 Prima-
ry care practices could control costs through 
changing their approach to when and to which 
specialized services they refer patients. How-
ever, their control is limited because fee-for-
service Medicare patients can refer themselves 
to specialized services. Additionally, primary 
care practices may lack information on the most 
efficient, highest-quality providers available and 
are generally not incentivized to refer patients 
to them.14 Moreover, practices that are part of 
health systems are encouraged to refer within 
their own systems. 
Supports For Care Models CMMI s primary 

care models have included a range of supports 
such as payment or other financial incentives, 
learning activities, and data feedback (appendix 
exhibit 1 lists the specific types of supports pro-
vided under each model).22 Experiences with 
these supports offer several lessons. 
▸ DEVISE A PAYMENT SYSTEM WITH STRON-

GER INCENTIVES: The models did not fundamen-
tally alter the volume-based incentives of Medi-
care fee-for-service payment. They tested several 
payment approaches, most commonly providing 
care management fees in addition to traditional 
fee-for-service payments. Although some models 
offered substantial payment, all were relatively 
marginal tweaks, and none fundamentally 
changed the volume-based payment system. For 
example, in CPC, where payments were large 
relative to those in other models, the median 
practice received almost $180,000 in total care 
management fees from all payers in the model s 
final year.12 Yet 90 percent of practice revenue 
was still driven by traditional payments. The 
same was true in the first year of CPC+. Other 
models payments were more modest (MAPCP 
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and FQHC), were awarded only if Medicare ex-
penditures for the practice s patients were below 
the practice s target expenditures (IAH), or did 
not directly pay practices (some HCIA-PCR awar-
dees, SIM, and TCPI). Moreover, although CPC+ 
tries to align incentives across primary care and 
other health care providers in some accountable 
care organizations (ACOs) (for the half of CPC+ 
practices that are also in a Medicare ACO),14 

these ACOs are still predominantly paid by fee-
for-service and primarily pay their providers 
based on productivity incentives. The other mod-
els focused exclusively on primary care practices. 

▸ CLARIFY PAYMENT APPROACHES: Payment 
approaches should be clear, transparent, and 
relatively simple. Whatever the payment ap-
proach being used, providers need to under-
stand the incentives to make informed decisions 
about the benefits versus costs of model partici-
pation and investment in care delivery changes. 
For example, practices need to understand the 
revenue opportunities, which patients are cov-
ered, and the standards that need to be met 
for success in shared savings or performance 
bonus calculations. These factors influence the 
practice s assessment of staff, technology, and 
other investments needed for successful perfor-
mance and the likelihood that any rewards would 
cover these investments. 

▸ PURSUE MULTIPAYER COLLABORATION: 
While there is no formal evidence that multi-
payer approaches are more effective, stakehold-
ers from both single-payer and multipayer ini-
tiatives preferred a multipayer approach.21 

Payments from commercial payers were a frac-
tion of those from Medicare, but adding other 
payers still yielded larger enhanced payments 
and better aligned the data, quality improve-
ment, and payment signals for providers.24,26 

CPC, CPC+, and MAPCP proved the value of 
neutral, skilled conveners organizations that 
are independent of participating payers and 
practices that organize payers in multipayer 
models. Organizations that played convener 
roles included those with expertise in practice 
transformation, quality improvement, data ex-
change and aggregation, or state health policy. 
Such conveners can provide active, substantive, 
and strategic leadership in organizing payers. 
They can build trust among payers, establish 
decision-making processes, and work with 
payers individually to identify and then build 
on areas where payers were interested in collab-
orating (such as harmonizing practices partici-
pation requirements or aligning performance 
measure definitions).24,27 

▸ OFFER TAILORED LEARNING SUPPORTS: 
Given that practices needs, contexts, and expe-
riences differ, delivering a coordinated and use-

ful approach to learning supports can be chal-
lenging. What may be too basic for one practice 
(such as closely reviewing detailed data feedback 
and helping the practice identify three action-
able areas for improvement) may be just right, 
or perhaps too advanced, for another.12,13,16,21 

When resources allow, tailoring learning sup-
ports to practices needs and offering one-on-
one assistance are optimal. Moreover, practices 
often find it challenging to find time for learning 
activities, so offering flexible, relevant, and en-
gaging learning opportunities is key. 
▸ PROVIDE DATA FEEDBACK AND TRAINING: 

Data feedback must be salient and actionable 
to practices. Payers or organizations that aggre-
gate data across payers should aim for reports or 
tools that are timely, are easily interpreted, and 
have the right level of detail to guide action. 
Interactive feedback tools can help practices drill 
down to identify specific improvement opportu-
nities. Incorporating admission, discharge, and 
transfer data, which are more timely and action-
able than claims data, can substantially increase 
the value of data feedback to practices. 
Practices also need training and support on 

how to use data feedback effectively.14,16,21,26,28 Of-
ten, practices focused at least initially on fac-
tors that were beyond their control, such as the 
behavior of specialists and hospitals.28 Organi-
zations working with practices need to empha-
size actionable areas for improvement. In addi-
tion, narrowly distributing feedback limits its 
use. For example, some health systems did not 
share data with or encourage the use of data 
at affiliated practices.12,13 A top-down approach 
may shield practices from spending time on this 
work, but it ignores their preferences about 
where to make changes. 
As efforts to improve primary care progress, 

a continued push to improve data feedback is 
key. Data aggregation efforts to date have been 
resource intensive, and their return on invest-
ment is unclear. However, practices, health sys-
tems, and technical assistance providers contin-
ue to tout the usefulness of streamlining data 
sources and distributing aggregated perfor-
mance data to practices, particularly in markets 
with many payers.29 

How Did Initiatives Alter Cost, 
Quality, And Service Use? 
Model results show how hard it is for primary 
care delivery in the context of modestly re-
formed payment that still rests firmly on a fee-
for-service chassis to improve cost and quality 
outcomes. Exhibit 1 summarizes the models ef-
fects on cost, quality, and hospitalizations and 
ED visits (excluding TCPI, whose results are 
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Exhibit 1 

Effects of 7 primary care models of the Center for Medicare and Medicaid Innovation (CMMI), 2011 19 

Model (years) Participants 

Effects on fee-for-service Medicare beneficiaries 

Spendinga Hospitalizations ED visits Quality 

Multi-Payer Advanced 
Primary Care 
Practice (MAPCP) 
Demonstration 
(2011 16b) 

More than 800 
MAPCP 
practices in 8 
states 

No states with 
savings; 2 
states with 
increased 
spending 

Reduced in 1 state; increased in 
2 states 

Increased in 2 
states 

Process-of-care measures: 
unfavorable results in 3 
states, favorable results in 
3 states; preventable 
hospitalizations: increased 
in 2 states 

Federally Qualified 
Health Center 
(FQHC) Advanced 
Primary Care 
Practice 
Demonstration 
(2011 14) 

503 FQHCs 
nationally 

Small 
increasesc 

Small increases Small increase Mixed effects on patient 
experience 

Independence at 
Home (IAH) 
Demonstration 
(2012 20) 

14 practices 
around the 
US providing 
home-based 
primary care 

No effect No effect Reduced 4% 
through fourth 
year 

Preventable hospitalizations 
reduced 6.7%; no effect on 
potentially preventable 
outpatient ED visits or 
hospital readmissions 

Health Care 
Innovation Awards: 
Primary Care 
Redesign (HCIA-
PCR) programs 
(2012 16b) 

14 programs 
around the 
US; 10 were 
evaluated 

One awardee 
(hospital) 
reduced 
Medicare 
spending by 
31 percent 

Evaluation examined 
hospitalizations, ED visits, and 
both combined; 2 awardees 
reduced combined visits by 6 
and 15%, 1 reduced ED visits 
by 5% 

See the cell to the 
left 

4 awardees improved quality-
of-care measures (by 2
10%); 1 increased and 1 
reduced preventable 
hospitalizations 

Comprehensive 
Primary Care (CPC) 
initiative (2012
16) 

502 primary 
care 
practices in 7 
regions 

No effect Reduced 2% Reduced all ED 
visits by 2%; 
likelihood of ED 
revisit within 30 
days decreased 
by 3% 

No appreciable effect 

State Innovation 
Models (SIM) 
initiative, round 1 
(2013 18)b,d 

Of 6 states that 
began round 
1, 3 tested 
PCMHs and 
are included 
here 

Increased in 1 
of 3 states 
by 12.3% 

Inpatient admission rates 
decreased by 34.6% in 1 state 
and increased by 15.5% in 1 
state 

No effect Small improvements in 
quality-of-care measures in 
2 states 

Comprehensive 
Primary Care Plus 
(CPC+) initiative 
(2017 22) 

3,070 primary 
care 
practices 
nationally 

Overall, 2 3% 
increase in 
first year 

No effect Reduced by less 
than 2% 

Small improvements in 
quality-of-care measures 

SOURCES Authors analysis of the following Center for Medicare and Medicaid Innovation (CMMI)-funded evaluation reports: (1) Peikes D, et al. Evaluation of the 
Comprehensive Primary Care initiative (see note 12 in text). (2) Peikes D, et al. Independent evaluation of Comprehensive Primary Care Plus (see note 14 in text). 
(3) RTI International, et al. Evaluation of the Multi-Payer Advanced Primary Care Practice (MAPCP) demonstration (see note 15 in text). (4) Kahn KL, et al.  Evaluation  
of CMS s Federally  Qualified Health Care (FQHC) Advanced Primary  Care Practice (APCP)  demonstration (see note 16 in text). (5)  Kimmey L,  et al.  Evaluation  of  the 
Independence  at  Home  Demonstration  (see note  17 in text). (6)  Peterson  G,  et  al. Evaluation of Health Care  Innovation  Awards  (see note  18  in text). (7)  RTI 
International. State Innovation Models (SIM) initiative evaluation (see note 19 in text). NOTES This exhibit includes models with a major substantive focus on primary 
care. CMMI and the Government Accountability Office may classify models in categories other than primary care transformation. The MAPCP demonstration was planned 
before the ACA but implemented by CMMI. ED is emergency department. PCMH is patient-centered medical home. aIncludes enhanced payments. bSome regions or 
awardees ended earlier, as planned. The final year shown was the final extension date. cWhen underserved populations receive care from settings that are 
participating in a primary care model, increases in utilization and spending may be appropriate and desirable. dFinal dates were Arkansas, 2016; Oregon, 2017; and 
Massachusetts, 2018. 

Affordable Care Act 

426  Health  Affairs  March  2020  39:3  
Downloaded from HealthAffairs.org by Carmen Hiller on March 19, 2020.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.

–

–

–

–

– 

–

–

– 

–

–

–

’ 

’

not yet available). None of the seven initiatives also found little effect on patient outcomes.21 It 
with results appreciably improved these out- found no significant changes in Medicare expen-

12,14–20comes. ditures (without taking initiative-related pay-
A meta-analysis of three-year outcomes from ments into account), outpatient ED visits, hos-

CPC, MAPCP, FQHC, and HCIA-PCR combined pitalizations, or thirty-day readmissions. There 

http:outcomes.21


were some modest positive and negative effects 
when results were disaggregated into the seven 
CPC geographic regions, eight MAPCP states, the 
six HCIA-PCR programs included in the meta-
analysis, or FQHC. For example, four of these 
twenty-two settings had lower hospitalizations, 
while three had higher hospitalizations. 
In many ways, the inability to rapidly reduce 

costs or achieve improvements on the limited set 
of measurable quality outcomes was not surpris-
ing. First, the models paid only small increases to 
primary care practices for their additional efforts 
and generally did not provide financial incen-
tives to other providers, which limited incentives 
and the capacity to improve outcomes. Second, 
implementing change in primary care staffing, 
processes, and work flows is complex and takes 
time to translate into key outcomes such as im-
proving patients health and reducing health 
care use and costs. Finally, these outcomes are 
affected not only by new primary care delivery 
and payment models, but also by how specialists, 
hospitals, and other providers deliver care and 
the payment models they face; the practices
health information technology and information 
exchange capabilities; and broader social deter-
minants of population health. 

Principles For Future Initiatives To 
Bolster Primary Care 
In its second decade, CMMI is rolling out models 
that take bolder approaches to payment. For ex-
ample, the Primary Care First Model Options, 
which begin in 2021, will substantially shift pri-
mary care payment away from fee-for-service 
through population-based payment and perfor-
mance-based adjustments with the potential for 
substantial bonuses and penalties. In Maryland s 
Total Cost of Care Model, Medicare and the other 
payers in Maryland are testing global budgeting 
with an explicit focus on primary care and align-
ment of incentives across diverse providers. 

In addition to building on the lessons above, 
two fundamental principles should guide future 
primary care transformation initiatives. 
Include Changes For Other Providers 

Even with increased payment and support, pri-
mary care practices will struggle to reduce the 
unnecessary use of specialists and hospitals over 
which they have little control but that account 
for approximately 95 percent of Medicare spend-
ing.12,14,30 The rapid rise in hospital systems ac-
quisitions of primary and specialty care practices 
increases prices and pressures to refer patients 
to systems own specialized services and pro-
viders.31 This underscores the need to engage 
other providers alongside CMMI s continuing 
efforts to bolster primary care. Requiring new 
hospital system and specialty-focused payment 
models to coordinate and be integrated with pri-
mary care would facilitate progress toward a 
high-functioning health system. 
Test Increased Funding For Primary Care 

CMMI faces two challenges. First, the share of 
health care spending on primary care in the US 
is less than half that of other countries, which 
reflects the long-standing inadequacy of sup-
port.25 Accordingly, some analyses estimate that 
full transformation of primary care practices will 
require substantially more revenue than has pre-
viously been tested.32 Second, CMMI cannot in-
crease payments to primary care without ex-
pected offsetting reductions in services from 
other providers during a model s testing period. 
Primary care payment could be boosted using 

enhanced payments in new models, combined 
with changes to the Medicare fee-for-service 
schedule that would increase payment for prima-
ry care relative to other services.25 Absent such 
fundamental changes in primary care payment, 
CMMI may find it difficult to test whether sub-
stantially increased spending on primary care 
can achieve the cost and quality benefits ob-
served in other countries health care systems. ▪ 
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not represent the official views of the 
Department of Health and Human 
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By Jonathan Oberlander 

Policy  Insight  

The Ten Years’ War: Politics, 
Partisanship, And The ACA 

ABSTRACT After decades of failed efforts to overhaul American health 
care, the Affordable Care Act’s 2010 enactment was the most important 
health reform achievement since Medicare and Medicaid’s passage. But 
ten years later, ACA politics are more tenuous than triumphal, and the 
ACA has not escaped the controversy that surrounded its enactment. This 
article explores why the ACA has been so divisive despite its considerable 
accomplishments. The ACA contains an array of controversial policies 
that contravene policy principles and political priorities held by the 
contemporary Republican party. It also imposes costs on stakeholder 
groups whose opposition, in many cases, to measures that altered the 
status quo has never ceased. Moreover, ACA benefits often have been 
obscured, partly because of the law’s complex structure and incoherent 
programmatic identity. Additionally, the ACA’s performance on its central 
promise—to make health insurance affordable—has been mixed. The law 
also confers benefits on populations that command less political 
sympathy than those previously favored with public coverage, and it has 
surfaced perennial racial/ethnic tensions related to who receives 
government benefits. I argue that the ACA’s turbulent political journey 
ultimately reflects the larger trends in American politics of growing 
partisanship and polarization that continue to shape US health policy. 

T
he Affordable Care Act (ACA) has 
had a remarkable political journey. 
The ACA barely survived a bruising 
partisan fight, public debate, and 
congressional gauntlet to become 

law in 2010. Its passage was a political triumph, 
breaking a decades-long pattern of incremental-
ism and inaction in the face of a growing un-
insured population and rising health care costs. 
Previous failures had led observers to wonder 
whether the American political system was capa-
ble of delivering meaningful health reform, giv-
en institutional fragmentation, interest-group 
influence, and partisan divisions.1 The ACA s 
passage demonstrated that progress was possi-
ble and the status quo could be changed. 

But a decade later, ACA politics are more tenu-
ous than triumphal. Since its enactment, the ACA 
has been mired in controversy and beset by legal, 
legislative, and administrative challenges. Stun-
ningly, although it is a law of enormous magni-
tude that has been on the books for ten years, the 
political fight that surrounded the ACA s passage 
has not ended.While the ACA has fundamentally 
reshaped US health politics, its future remains 
uncertain. The ACA s political legacy is not what 
its advocates or many analysts envisioned a de-
cade ago. 
This article explores ACA politics past, pres-

ent, and future. Why did the ACA pass? Why 
hasn t it become an accepted part of American 
health policy, with bipartisan incremental fixes 
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to the law rather than partisan fights over its 
existence? And how has the ACA reshaped health 
politics? I argue that the law s turbulent political 
journey reflects the larger trends in American 
politics of growing partisanship and polariza-
tion that continue to shape US health policy. 

The ACA’s Origins 
The ACA grew out of the ashes of the failed 1993
94 health plan of President Bill Clinton and the 
seeds of the successful 2006 Massachusetts re-
form initiative. The Clinton plan came nowhere 
close to passing, although the Democrats held 
the White House and had sizable congressional 
majorities.1 4 Adding electoral insult to legisla-
tive injury, following the Clinton plan s demise, 
in 1994 the Republicans won control of both the 
House and Senate for the first time in four de-
cades. Democrats took a number of lessons away 
from the policy and electoral debacle among 
them, the political dangers of disrupting cover-
age for already insured workers, the challenges 
of fighting a multifront battle against influential 
stakeholders who stood to lose substantial in-
come from cost control measures, the political 
risks of a slow legislative process, and the impor-
tance of securing intraparty agreement on a re-
form model and the president s engaging Con-
gress proactively in devising legislation.4 7 In 
short, the Clinton administration provided re-
formers with painful lessons in what not to do 
to pass a major health care bill. Those lessons 
formed the basis for a new reform playbook that 
Democrats would use during 2009 10. 
Meanwhile, Massachusetts provided a blue-

print for what health reform in the aftermath 
of the Clinton administration s misadventure 
could look like.8,9 The Massachusetts model
endorsed by the state s Republican governor, 
Mitt Romney combined Medicaid expansion, 
subsidized private health insurance, a health in-
surance exchange, insurance market reforms, 
and requirements for individuals and employ-
ers. 10(p444) The law s political appeal was that it 
expanded coverage by building on existing in-
surance arrangements and did not disrupt em-
ployer-sponsored coverage or implement con-
troversial cost controls that would alienate 
stakeholders. 
It also had the imprimatur of bipartisanship. 

Conservatives had supported the core ideas used 
in Massachusetts, including the individual man-
date (which some Republicans had advocated in 
the 1990s as an alternative to the employer man-
date) and an organized marketplace in which 
uninsured people could purchase private plans 
(the Heritage Foundation had proposed such an 
insurance exchange).9 The Massachusetts health 

care bill achieved liberal ends through conserva-
tive means.2 It passed the state legislature by 
a nearly unanimous vote, underscoring the 
broad bipartisan appeal of this approach (which 
proved to be a mirage when health care left the 
temperate political currents of the Bay State for 
Washington, D.C.).8,9 Moreover, the Massachu-
setts reforms quickly and substantially reduced 
the state s uninsured population.10 

In the 2008 Democratic presidential primary, 
the leading contenders all proposed health care 
plans that emulated the Massachusetts model. 
There were differences for example, their pro-
posals called for establishing a new government-
run public insurance program to compete with 
private plans. Yet Democrats had clearly coa-
lesced around the Massachusetts formula of ex-
panding insurance coverage through a combina-
tion of regulation, subsidies, mandates, and 
Medicaid.5 8 

Opening The Window 
The ACA passed in 2010 partly because the ad-
ministration of President Barack Obama and 
congressional Democrats successfully applied 
lessons learned from the Clinton administration 
and Massachusetts in crafting both a health plan 
and a legislative strategy. The ACA s major pro-
visions largely tracked those of the Massachu-
setts law. The ACA embodied the presumptions 
that radically upending the status quo through 
single-payer insurance was not politically feasi-
ble and that the only viable route to passing 
reform was to build on private insurance and 
Medicaid rather than Medicare whose expan-
sion stakeholders saw as a greater threat.5,7 

The goal was to minimize disruption in the 
prevailing arrangements, not to remake private 
insurance or fundamentally alter the circum-
stances of people with employer-sponsored 
coverage. Centralized, controversial cost con-
tainment measures were largely deferred in im-
plementation or omitted altogether from the 
ACA in favor of politically friendlier experiments 
in payment and delivery reform (though the 
law did reduce some Medicare provider pay-
ments).5,6 That made it easier to court support 
from stakeholders who stood to gain financially 
from expanded coverage. The Obama adminis-
tration pursued deals with industry groups, 
and an array of stakeholders including the 
American Medical Association, American Hospi-
tal Association, and PhRMA backed the ACA s 
enactment.5,6 

During 2009 10 Democrats also had high lev-
els of intraparty agreement on both the impor-
tance of not falling short again on major health 
care legislation and the contents of a reform 
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package.5 7 That relative consensus enabled them 
to coordinate a collaborative legislative process 
across usually independently minded congres-
sional committees and survive the loss of a six-
ty-vote, filibuster-proof Democratic majority in 
the Senate following the victory of Republican 
Scott Brown in a Massachusetts special election 
to fill the seat of Sen. Edward Kennedy (D) after 
his death. It also enabled Democrats to enact 
the ACA on a partisan vote, including the use 
of budget reconciliation rules that required only 
a simple majority for passage which proved 
crucial to pushing reform forward after Demo-
crats lost their sixty-vote Senate majority. Con-
sensus made it possible to pass legislation that 
contained compromises and concessions dis-
liked by many Democrats. These included leav-
ing the public option, which had failed to clear 
the Senate, out of the ACA. 
The ACA s enactment was a product of lessons 

well learned, savvy political strategies, pragma-
tism and flexibility, and the commitment of 
Democratic leaders President Obama, Speaker 
of the House Nancy Pelosi, and Senate Majority 
Leader Harry Reid to make health care reform 
a priority and see it through.5 

The ACA also passed because of an extraordi-
nary confluence of circumstances.4 7 The Great 
Recession of 2007 09 unleashed a period of se-
vere economic hardship and distress, creating 
a climate favorable to federal action. As millions 
of Americans lost their jobs and health coverage, 
the vulnerabilities of employer-sponsored insur-
ance were again exposed, which underscored the 
imperatives of reform. Barack Obama s victory 
in the 2008 presidential election, combined 
with the Democrats widening their majority in 
the House and attaining a rare supermajority of 
sixty in the Senate, created a political environ-
ment in which ambitious health reform was pos-
sible. Without the first filibuster-proof Senate 
majority for either party since 1979, which was 
enabled by the decision of Sen. Arlen Specter 
(R-PA) to switch parties, it is unlikely that we 
would be marking the ACA s tenth anniversary. 

Following Medicare’s Path 
The ACA s passage through Congress was con-
troversial (including a furor over the law s al-
leged establishment of mythic death panels ) 
and partisan (not a single Republican lawmaker 
voted for the final bill). Yet the ACA s architects 
could reasonably have expected both the parti-
sanship and the controversy to fade after the 
law s enactment.11,12 The ACA promised to deliver 
important benefits (insurance coverage, subsi-
dies, and consumer protections) to tens of mil-
lions of people. Once Americans experienced 
the ACA as reality rather than myth, presumably 
support for the law which had been under-
whelming before its enactment would grow. 
The ACA would generate a large new political 
constituency of beneficiaries, entrenching the 
law as a popular, central, and permanent fixture 
in American public policy. Not only would the 
ACA s widespread benefits be impossible to take 
away once in place, but reformers would build on 
the starter home to make additions and im-
provements. 11 

Medicare, too, had been enacted following a 
highly controversial debate. Its opponents had 
denounced federal insurance for the elderly as 
socialized medicine and evil. 13(p26 7) However, 
while Democrats led the push for Medicare and 
many Republicans opposed it, the party lines 
were not drawn nearly as sharply in 1965 as they 
would be in 2010.4 After Medicare s enactment 
the controversy abated, as the program became 
extraordinarily popular generating a large, 
politically active constituency of older Ameri-
cans with a strong interest in protecting their 
benefits. Bipartisan coalitions of lawmakers 
came together to reform Medicare, episodically 
overhauling arrangements for paying medical 
providers, shoring up its financing, and liberal-
izing its benefits.13 There were no widespread 
calls to repeal Medicare and no serious legal 
challenges to its existence. Medicare became 
an accepted part of US health care and public 
policy. For the program s first three decades, 
postenactment Medicare politics were largely in-
cremental, with policy makers focused on how to 
reform the program instead of seeking to undo 
or radically restructure it. 

The Partisan Divide 
In 1975 Wilbur Cohen, the former health, educa-
tion, and welfare secretary, declared that Medi-
care was a breakthrough…. In its 10 years, it has 
broken the back of the ideological opposition to 
the public role in health insurance. 14 Ten years 
after the ACA s enactment, it is clear that such 
opposition remains a potent force in American 
politics. Instead of ending the debate over the 

There has been more 
bipartisanship related 
to the ACA at the 
state level than in 
Washington. 
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government s role in health care, the ACA be-
came the object of intense conflict over both 
the boundaries between the market and state 
and tensions between individual and social re-
sponsibility which helped fuel the rise of the 
Tea Party movement and shifted the Republican 
party farther to the right.15,16 

The ACA s political trajectory has had little in 
common with that of Medicare. During its brief 
history the ACA has faced relentless efforts to 
repeal and undermine it.15 18 Conservatives have 
mounted legal challenges to the ACA, question-
ing the constitutionality of the entire law and 
the legality of its major components. The 2012 
Supreme Court decision, National Federation of 
Independent Business v. Sebelius, that effectively 
made Medicaid expansion optional for the states 
dealt a major blow to the law.17,18 Legal challenges 
also have served the political goal of delegitimiz-
ing the ACA. 
In Congress, GOP lawmakers have sought to 

repeal and replace Obamacare, culminating in 
2017 legislation passed by the House that fell just 
short of passage in the Republican-majority 
Senate. GOP lawmakers have reduced funding 
for some ACA programs, let others expire, and 
overturned selected policies.15 And the adminis-
tration of President Donald Trump has pursued 
policies to reduce enrollment in and destabilize 
the ACA s insurance Marketplaces, while solicit-
ing state waivers that through work require-
ments and other mechanisms would reverse 
enrollment increases in Medicaid.15 

Meanwhile, the ACA s reliance on states to 
implement key provisions gave Republicans op-
portunities to obstruct legislation that they were 
not able to stop in Congress, and NFIB v. Sebelius 
increased those opportunities.3,17,18 Many, 
though not all, Republican-governed states have 
boycotted core Obamacare provisions, declining 
to set up their own insurance exchanges (forsak-
ing state governance in favor of ceding control to 
Washington) or to expand Medicaid eligibility 
(forsaking federal money, economic benefits, 
and improved hospital finances in favor of leav-
ing lower-income people uninsured).15,17 

To be sure, there has been more bipartisanship 
related to the ACA at the state level than in 
Washington. Many Republican-led states have 
embraced Medicaid expansion. However, the op-
position to Medicaid expansion is exclusively 
partisan: All fourteen states that have not ex-
panded have either Republican governors or 
legislatures with Republican majorities.15 Conse-
quently, while the ACA aimed to reduce state 
variation in Medicaid eligibility, it has instead 
engendered greater divergence between two 
Americas in health policy, with much lower un-
insurance rates in states that have expanded 

Medicaid than in nonexpansion states. 
The ACA s political history is also striking for 

what has not happened: namely, bipartisan ef-
forts to address its myriad problems, including 
Marketplace instability, inadequate subsidies, 
the affordability of insurance, and the coverage 
gap for lower-income people in states that ha-
ven t expanded Medicaid.15 There has been cross-
party agreement to rescind some ACA policies, 
including the implementation of the Indepen-
dent Payment Advisory Board that was to help 
moderate Medicare spending growth and the 
Cadillac tax on high-cost private insurance 
plans. But there has been no successful biparti-
san effort to pass legislation that would improve 
the ACA. The politics of addition in Obamacare 
have proven much more challenging than those 
of subtraction. 
Despite occasional efforts at collaboration 

across party lines, bipartisan action on the 
ACA in Congress has remained a unicorn more 
the stuff of fantasy than legislative reality. Most 
Republicans have been more interested in dis-
mantling the law than in repairing its shortcom-
ings, which has deprived the ACA of a broad 
bipartisan coalition (though three Republican 
senators joined their Democratic colleagues in 
2017 to save it from repeal).15 The resulting inac-
tion has weakened the ACA by allowing problems 
that could be addressed to fester. 

Puzzling Politics 
Why has the ACA been so controversial, and why 
has fierce opposition to the law persisted? Why 
have ACA politics remained existential rather 
than incremental? Why hasn t the ACA traveled 
the path of Medicare? Why has a law that is mod-
erate in crucial respects, that embodied conser-
vative ideas in both philosophy and key policies, 
that built on private insurance instead of replac-
ing it with a single payer, and that emulated a 
program supported by a Republican governor 
triggered such an immoderate reaction? 
Controversial Policies The ACA contains an 

array of controversial policies. Some policies
higher taxes on the wealthy, the expansion of a 
government insurance program, private insur-
ance regulation, and employer mandates are 
contentious because they contravene core public 
policy principles, political priorities, and health 
reform ideas held by the contemporary Republi-
can party.12,16 In particular, the ACA s progressive 
financing is in tension with the GOP s deep com-
mitment to tax cuts for the wealthy.16 

Another source of controversy is that the ACA 
imposed costs and changes on many groups. The 
cancellation in 2014 of several million individual 
insurance policies belied President Obama s 
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promise that if you like what you have, you can 
keep it. 8(p108) There was a compelling case for 
regulating the individual market and establish-
ing more robust benefits standards that pro-
tected consumers. Even so, the politics of taking 
away insurance policies (even inferior ones) 
from people who already have coverage or mak-
ing changes that compel some people to pay 
more for insurance are very difficult. The indi-
vidual mandate, which triggered libertarian ob-
jections and cast health reform in a punitive 
light, proved highly unpopular. 
The ACA additionally contained myriad poli-

cies that imposed visible costs on concentrated 
interests: penalties on employers for not offering 
adequate coverage; regulations on insurers that 
prohibited discrimination on the basis of pre-
existing conditions and established new benefit 
standards; taxes on medical device manufac-
turers, insurers, pharmaceutical manufacturers, 
high-income people, and high-cost employer 
health plans; reductions in Medicare payments 
to hospitals and Medicare Advantage plans; and 
a board to help restrain Medicare spending. 
Stakeholder groups had strong incentives 

to oppose these policies. A broad array of 
constituencies employers, insurers, medical 
providers, device manufacturers, and unions
found something in the ACA to dislike. Any am-
bitious health care bill will be redistributive, 
compelling changes and imposing costs that 
some groups will resist. The point of reform, 
after all, is to alter the status quo. However, many 
individuals and interests benefited from and 
were satisfied with the arrangements that ex-
isted before the ACA, which made these changes 
controversial and led groups to mobilize after 
enactment to overturn multiple ACA measures. 
Thus, the fight over the ACA did not end in 2010. 

Obscured Benefits Even as some ACA poli-
cies have imposed costs, generated controversy, 
and produced backlash, the law s benefits have 
often been obscured.11,12,18 The ACA has trans-

formed US health insurance, prohibiting insurer 
discrimination on the basis of health status and 
sex, providing subsidies to help make coverage 
affordable, enabling states to expand Medicaid 
eligibility, allowing young adults to stay longer 
on their parents plans, and much more. Those 
policies, which substantially reduced America s 
uninsured population, are highly popular. More-
over, the ACA has been less expensive than pre-
dicted, and national health spending has grown 
at slower rates than anticipated at the law s en-
actment. Nevertheless, for most of its existence 
the popularity of the ACA as a whole rather than 
its component parts was underwhelming, with 
more Americans opposing than favoring the law 
in 2010 16.19 

One reason may have been that the ACA lacked 
a coherent programmatic identity. Unlike Medi-
care and Social Security, the ACA does not have 
an easily discernible set of beneficiaries or 
benefits. It is less a singular program than a 
series of subsidies, regulations, and mandates 
that affect different population groups in differ-
ent ways.11,12,15 That has made it harder for the 
ACA to generate favorable public opinion, over-
come implementation problems, gain credit for 
its achievements, and build a political constitu-
ency (though as I note below, it has done so 
nonetheless). It also helps explain why the 
Obama administration struggled to produce ef-
fective messaging on health reform. If the ACA s 
benefits were more visible and widely under-
stood, the program s opponents would have 
been less likely to attack it. 
‘Undeserving’ Beneficiaries Additionally, 

core ACA policies such as Medicaid expansion 
and insurance subsidies concentrate most of 
their benefits on low-income Americans who 
are not the objects of compassion that policy 
makers had previously favored with public cov-
erage, such as older people, children, and preg-
nant women. If the ACA had been a universal 
program that spanned income classes or focused 
its benefits narrowly on sympathetic popula-
tions perceived as deserving, it might not have 
been under siege to the extent that it has been 
over the past decade, and its politics might have 
looked more like Medicare s. 
Moreover, the ACA has surfaced perennial 

racial/ethnic tensions in the US over who re-
ceives government benefits. In some quarters, 
the opposition to Medicaid expansion and the 
ACA is animated by old anxieties about unde-
serving recipients and the fear that the law is 
unfairly benefiting minority groups and immi-
grants.20 It is as disquieting as it is striking that 
eight of the eleven states of the former Confed-
eracy have not expanded Medicaid. 

The ACA’s performance  
on its central 
promise—to make 
health insurance 
affordable—has been 
mixed. 
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Self-Inflicted Wounds 
There is no question that the ACA s problems are 
partly self-inflicted. The ACA reflects compro-
mises that were made, as well the political cal-
culations and fiscal constraints that prevailed in 
2010. They have contributed to the law s short-
comings. President Obama asked Congress not 
to exceed a total of $900 billion in spending on 
the ACA over its first decade, which led Demo-
cratic lawmakers to reduce the generosity of in-
surance subsidies and coverage.8 A decade later it 
is clear that the law did not contain sufficient 
funds to ensure that insurance would be afford-
able for all people who purchased coverage 
through the Marketplaces, especially for those 
who qualified for no or only limited financial 
assistance. Advocates hoped that the ACA s sub-
sidies could be improved over time. However, 
GOP resistance to repairing Obamacare has 
meant that the original limits of the law s afford-
ability provisions have persisted. 
While people eligible for subsidies have gener-

ally been protected from premium increases in 
ACA plans, those without subsidies have been 
exposed to the full burden of hikes, which ap-
pears to be contributing to declining enrollment 
in the individual insurance market.21 Moreover, 
the ACA did not resolve affordability problems 
for Americans who already had coverage, a fact 
underscored by the substantial increase in de-
ductibles for employer-sponsored insurance 
plans over the past decade (although premium 
growth for such plans has been relatively 
moderate).22 While the ACA has successfully re-
duced the uninsured population, underinsur-
ance is a mounting problem. In short, the ACA s 
performance on its central promise to make 
health insurance affordable has been decidedly 
mixed. That gap between promise and reality has 
likely undermined public support for the law, 
making it a more vulnerable political target. 

Polarized America 
The most powerful explanation for the pro-
tracted controversy that has engulfed the ACA 
has little to do with the law itself. Instead, the 
divisive politics surrounding the ACA reflect 
broader trends of growing partisanship and po-
larization in American politics. After all, Medi-
care has always had serious gaps in its benefits 
that leave many enrollees susceptible to high 
out-of-pocket spending. Medicare also crowded 
out private coverage with government insur-
ance. Moreover, while Medicare s implementa-
tion was both fast and smooth, the program 
initially lacked any cost controls, and its expen-
ditures far surpassed initial projections. 
By 1972 Medicare faced a trust fund shortfall. 

The reaction of policy makers, including Repub-
licans, was not to try to repeal Medicare but to 
stabilize it.13 That response may have been a 
product of the program s sympathetic beneficia-
ries; the advantages of social insurance financ-
ing; and the political strength of a universal, 
cross-class constituency. However, it was also 
attributable to a political environment that was 
relatively more conducive to bipartisanship, 
compared to the current one. 
According to one common measure, Demo-

crats and Republicans in Congress are now far-
ther apart ideologically than at any point in the 
past 160 years.23 The ideological polarization be-
tween the parties has been rising since the 1970s 
and increased substantially during the past two 
decades. It is asymmetric, with most of the grow-
ing gap due to a rightward ideological shift by 
Republicans. The causes of polarization are mul-
tiple and in dispute among political scientists, 
ranging from the impact of civil rights legislation 
and the ensuing realignment of southern politics 
to a fractured media environment and rising 
economic inequality.23 The influence of activist 
groups funded by conservative donors such as 
Charles and David Koch, which have played an 
important role in campaigning against the ACA, 
is another force pushing the GOP farther to the 
right.16,24 

Additionally, electoral incentives may be in-
creasing partisanship. American elections in re-
cent decades have been highly competitive by 
historical standards.25 Competitive elections 
can exacerbate partisanship because if the mi-
nority party believes it has a realistic chance to 
win the next election, then it has incentives to 
pursue obstructionist strategies to deny the ma-
jority party legislative victories.15,25 The result is 
more delays and brinksmanship, and less ability 
for lawmakers to form cross-party coalitions to 
address policy problems.23 

The ACA was born into a fiercely polarized and 
partisan crucible that it has been mostly unable 
to escape. Large Republican gains in federal and 
state elections in 2010, which partly reflected 
a backlash against the ACA, provided the GOP 
with institutional platforms to undermine the 
law and its institutionalization.12 In contrast, 
Medicare did not face Republican majority con-
trol of the House and Senate until thirty years 
into its operation. 
Partisanship has infused every aspect of the 

ACA s political life, from enactment to state im-
plementation, federal administration, and liti-
gation.15 The extraordinary levels of polarization 
and partisanship in US politics help explain 
many things: why Republicans have abandoned 
health policy ideas they once favored, why not a 
single Republican voted for the ACA, why many 
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states have rejected Medicaid expansion, why 
the ACA has been subject to so many legal chal-
lenges and why the courts have become another 
venue of political conflict, why public opinion 
has been divided over the law, why there has 
been no successful bipartisan effort to remedy 
the law s shortcomings, why ACA politics persist 
as existential rather than incremental, and why 
the ACA has engendered so much controversy 
over the past decade despite its moderate roots 
and considerable achievements. The political 
fight over the ACA is a front in a broader partisan 
and ideological struggle that defines contempo-
rary American politics. 

Breakthrough Politics 
Despite the ACA s shortcomings and struggles 
and the deep partisan divisions that have colored 
its brief history, there is no question that it has 
transformed American health care politics. That 
transformation was evident in 2017 when Repub-
licans, with majority control of Congress and 
Donald Trump in the White House, sought to 
make good on the party s long-standing promise 
to repeal and replace Obamacare.12,15 17 The Re-
publican repeal bill passed by the House was 
itself a concession to the ACA s realties. It did 
not strip away all of the ACA, retaining the Mar-
ketplaces, subsidies, and insurance regulation 
(albeit with waivers that allowed states to opt 
out of that regulation and much more limited 
subsidies for lower-income people). 
There were other signs of the changing politics 

of health care. GOP proposals to roll back the 
ACA s Medicaid expansion drew opposition from 
some Republicans, including GOP governors 
whose states had embraced expansion. The Re-
publican repeal plan became the least popular 
major bill in the past thirty years, largely because 
of its proposed cuts to ACA benefits and coverage 
gains, and GOP repeal efforts ended up signifi-
cantly increasing the ACA s popularity.15 17 In-

deed, Republicans failure to devise a viable plan 
to replace the ACA that could come anywhere 
close to replicating its coverage gains and con-
sumer protections has helped sustain the ACA. 
While the ACA did not attract a single Republican 
vote in 2010, in 2017 three Republican senators 
provided the decisive votes to retain it (though a 
bigger Republican Senate majority likely would 
have yielded a different outcome).16 

The 2018 elections provided further evidence 
of the new politics of health care. For the first 
time since 2010, Democrats campaigned on the 
ACA as a central issue, targeting Republicans 
who had voted in Congress to reverse the law s 
consumer protections and coverage gains. The 
GOP s repeal efforts likely contributed to sub-
stantial Republican losses and to the Democrats
regaining a majority in the House. While there 
has been substantial public confusion about the 
ACA, the threat of repeal clarified the ACA s ben-
efits and focused attention on the impact of 
its provisions that protect people with preexist-
ing conditions against discrimination. And in 
Kentucky and Louisiana the electoral prospects 
of Republican gubernatorial candidates in 2019 
may have been damaged by public anxieties over 
their support for reversing Medicaid expansion, 
helping Democrats win both of those elections. 
The political costs of unraveling the ACA and 
its core policies are now visible. The ACA has 
changed health politics by creating a new status 
quo that, despite the law s myriad problems, will 
not easily be changed. 

Conclusion 
As the ACA s tenth anniversary arrives, the law s 
future is uncertain. Another legal challenge, 
which could roll back the entire law or major 
portions of it, casts a shadow over the ACA. A 
federal judge in Texas has invalidated the 
entire ACA, and an appellate court upheld his 
ruling that the law s individual mandate is now 
unconstitutional while returning to the lower 
court the question of how much of the ACA 
should consequently be eliminated.26 This is a 
reminder of the ACA s fragility in the context 
of an increasingly conservative judiciary (the Su-
preme Court could eventually decide the case). 
Meanwhile, the longer-term impacts of the 
Trump administration s executive actions and 
the elimination of the individual mandate on 
insurance coverage are unclear, even as the un-
insured population has started to increase again. 
If President Trump is reelected in 2020 and Re-
publicans win congressional majorities, the GOP 
could launch another repeal drive. In contrast, if 
Democrats win the White House and majority 
control of Congress, they could look to move 

The ACA was born into 
a fiercely polarized 
and partisan crucible  
that it has been 
mostly unable to 
escape. 
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beyond the ACA in pursuit of Medicare for All or a 
Medicare-like public option. 
The ACA s enactment demonstrated that major 

progress is possible in US health policy. The past 
decade has shown just how difficult and divisive 
the politics of progress are. ▪ 

The author gratefully acknowledges the 
helpful and insightful comments of 
three anonymous reviewers whose 
careful reading of the manuscript 
greatly improved the final version. 
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The Department of Homeland Security
Begins Implementing Its Public Charge 
Rule on February 24, 2020 
Allison Orris, Elizabeth Dervan, Alice Lam, and Patricia Boozang, Manatt Health 

The Supreme Court has granted the Administration’s requests to stay preliminary 

injunctions that blocked the Department of Homeland Security (DHS) public charge 
final rule from taking effect in October 2019. As a result of the Supreme Court rulings, 
the government will move forward with its dramatic changes to public charge. 

The new rule was implemented nationwide on February 24, 2020, as announced by 

DHS’s U.S. Citizenship and Immigration Services (USCIS) on January 30, 2020 

(https://www.uscis.gov/news/news-releases/uscis-announces-public-charge-rule-
implementation-following-supreme-court-stay-nationwide-injunctions) and February 

22, 2020 (https://www.uscis.gov/news/news-releases/dhs-implement-inadmissibility-
public-charge-grounds-final-rule-nationwide). This means that for applications for 
admission or lawful permanent residence (a green card) submitted on or after that 
date, DHS public charge determinations will newly consider certain immigrants’ use of 
non-emergency Medicaid (with exceptions for pregnant women and children under 
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21), housing assistance, and Supplemental Nutrition Assistance Program benefits as 
well as an expanded set of factors about an applicant’s circumstances, including credit 
history and English proficiency. Coverage through the Children’s Health Insurance 
Program, the Marketplace, Medicare, and state or local health care programs will not 
be considered. Importantly, the rule will not be enforced retroactively; USCIS clarified 

that it will not consider a person’s receipt of, or applications for, non-cash benefits 
prior to the February 24, 2020 effective date. 

DHS had been blocked from implementing the rule since October as a result of 
preliminary injunctions issued by federal district courts in multiple states. Three 
courts (in New York, Maryland, and Washington) had issued nationwide orders, while 
two others (in California and Illinois) issued injunctions that were more limited in 

scope. Soon thereafter, the federal government asked Courts of Appeals in the 
Second, Fourth, Seventh, and Ninth Circuits to stay the preliminary injunctions while 
the government appealed the lower court decisions. The Fourth and Ninth Circuits 
granted the government’s requests, rolling back nationwide orders from Maryland 

and Washington as well as a limited order from California that applied to 13 states. 
The Seventh Circuit denied the stay request and kept a preliminary injunction in place 
for Illinois. On January 8, the Second Circuit also denied the government’s stay 

request, allowing the New York nationwide preliminary injunction against DHS to 
remain in effect. DHS then appealed the Second Circuit’s decision to the Supreme 
Court. In a January 27 order, the Supreme Court allowed DHS to begin implementing 

the final rule in all states but Illinois, where the statewide preliminary injunction 

remained in effect. DHS also then appealed the Seventh Circuit’s decision to the 
Supreme Court and, on February 21, the Supreme Court granted the Administration’s 
request and lifted the Illinois preliminary injunction, clearing the path for DHS to 
implement the rule nationwide on February 24. 

The status of the DHS rule could change dramatically in the months ahead while 
litigation over the merits of the preliminary injunctions continues in all four circuit 
courts. The circuit courts have each set expedited schedules for the appeals, which 

means briefing will likely be complete by early March and decisions may be issued by 

the end of May. In the Seventh Circuit, arguments have been scheduled for February 

26 and, in the Second Circuit, for March 2. These courts could decide to again enjoin 

the rule (a decision the Administration would likely appeal back to the Supreme Court) 
or could determine that the rule can go into effect. 
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A Mixed Bag for States: The Proposed 2021
Notice of Benefit and Payment 
Parameters 
Sabrina Corlette, Georgetown University’s Center on Health Insurance Reforms 

On February 6, 2020, the U.S. Department of Health & Human Services (HHS) 
published its annual draft rule (https://www.govinfo.gov/content/pkg/FR-2020-02-
06/pdf/2020-02021.pdf) governing core provisions of the Affordable Care Act (ACA), 
including the operation of the marketplaces, standards for individual and small-group 

market health plans, and premium stabilization programs. Referred to as the “Notice 
of Benefit and Payment Parameters” or NBPP, a detailed summary of the proposed 

rule is available through Katie Keith’s three-part blog series for Health Affairs, here 

(https://www.healthaffairs.org/do/10.1377/hblog20200201.499854/full/), here 

(https://www.healthaffairs.org/do/10.1377/hblog20200201.566219/full/), and here 

(https://www.healthaffairs.org/do/10.1377/hblog20200203.306242/full/). This expert 
perspective focuses on several policies that would have implications for state 
insurance regulation and the operation of the state-based marketplaces (SBMs). 
Comments on the rule are due March 2, 2020. 
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Risks for low-income Marketplace
consumers who automatically re-enroll 
In December 2019, Congress enacted legislation prohibiting HHS from taking two 
actions in 2021: banning “silver loading 

(https://www.healthaffairs.org/do/10.1377/hblog20180805.711405/full/)” and ending 

the automatic re-enrollment of qualified enrollees who do not proactively dis-enroll or 
switch plans during open enrollment. In spite of that ban, HHS is seeking comment on 

whether it should adjust the automatic re-enrollment process so that any enrollee 
whose premium tax credit (PTC) would be enough to cover their entire premium 
would be re-enrolled without any PTC unless they returned to the Marketplace for a 
new eligibility determination. In 2019, 1.8 million enrollees in states using 

Healthcare.gov were automatically re-enrolled. Of those, 270,000 received PTCs 
sufficient to cover their entire premium. HHS argues such a change is needed to 
ensure that no one receives PTCs to which they are not entitled, and suggests they 

would conduct outreach to affected enrollees alerting them to the new process and 

the importance of returning to the Marketplace if they want to maintain their eligibility 

for PTCs. 

State Comments Needed? HHS notes that SBMs currently have flexibility to establish 

their own annual redetermination processes (though such alternative processes must 
receive HHS approval), and seeks comment on whether its proposed change to the 
automatic re-enrollment process should apply only to FFM and SBM-FP states, or to all 
Marketplaces. Further, all states may wish to comment that reducing bureaucratic 
hurdles to re-enrollment can help maintain a stable risk pool and thereby lower 
premiums, help reduce administrative costs for insurers, and prevent gaps in 

coverage and care. 

User Fees for the FFM: Staying the Same or 
Going Down? 
HHS is proposing to keep the user fees for operating the FFM at 2020 levels (3.0 

percent for FFM states, 2.5 percent for SBM states using the federal platform (SBM-
FPs)). However, HHS is seeking comment on whether they should lower the user fee 
rate below the current level to reflect their 2021 premium and enrollment projections, 
as well as their lower operational costs due to cuts in marketing, outreach, consumer 
assistance, and plan oversight. 
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State Comments Needed? SBM-FP and FFM states considering a transition to a full 
SBM may wish to comment on the budget impact of a change in the user fee rates. 
FFM states may further wish to comment on the impact of the Administration’s past 
cuts to the marketing and consumer assistance programs. 

New Annual Reporting Obligation on Benefit 
Mandates 
HHS is proposing to require states, beginning July 1, 2021, to report to HHS all state 
benefit mandates and indicate whether any are in addition to the essential health 

benefits (EHB). If a state does not submit such a report, HHS is proposing to conduct 
its own determination of which benefits are in addition to EHB in the state. HHS notes 
that such reporting is a predicate to determining whether any state benefit mandates 
would trigger the ACA’s requirement that states defray the cost. 

State Comments Needed? States may wish to comment on the time and effort that 
would be associated with complying with such a reporting requirement. Further, HHS 

seeks comment on whether the state, the Marketplace, or HHS should be the entity 

responsible for determining whether there will be a defrayal obligation. 

New Flexibility for Insurers on Application of Drug
Manufacturers’ Coupons 
In its 2020 NBPP, HHS allowed insurers to discount an enrollee’s use of drug 

manufacturers’ coupons to defray cost-sharing associated with brand-name drugs 
when determining the enrollee’s annual out-of-pocket spending, so long as an equally 

effective generic is available. HHS is now proposing to enhance this flexibility by 

allowing insurers to exclude those coupon amounts from the calculation of enrollees’ 
annual cost-sharing, regardless of whether a generic equivalent is available. HHS 

further notes they would expect insurers to inform enrollees of their policy with 

respect to the use of drug coupons and enrollees’ out-of-pocket liability under their 
plans. 

State Comments Needed? HHS notes that this flexibility will only be available to 
insurers “to the extent consistent with state law.” States that limit insurers’ ability to 
discount the use of drug coupons in determining enrollees’ annual out-of-pocket 
liability may wish to comment in support of state authority to regulate fully insured 

plans in this context. Further, states may wish to encourage HHS to require, instead of 
encourage, insurers to clearly and prominently disclose to consumers their policies 
with respect to drug coupons. 
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Improving Special Enrollment Period (SEPs) Policies 
HHS is proposing several changes to SEP policy to enhance consumers’ choices and 

improve efficiency. These include: 

• Allowing enrollees who become newly ineligible for cost-sharing reduction (CSR) 
plans to switch from a Silver plan to either a Bronze or a Gold plan. 

• Allowing individuals who are not dependents, but whose dependents are 
enrolled in a Marketplace plan, and who qualify for a SEP, to be added to their 
dependent’s current plan or into a separate Marketplace plan. 

• Allowing individuals who enroll through a SEP after the 15 th of the month to 
effectuate coverage on the 1 st of the following month (i.e., if the individual 
enrolls on May 17, their coverage would be effective on June 1). SBMs would be 
allowed to retain their current coverage effective dates. 

• Allowing individuals who are eligible for retroactive coverage, whether due to a 
SEP, a favorable appeal decision, or a processing delay, the option to pay the 
premiums for all the months of retroactive coverage, or only the premium for 
one month of coverage and receive prospective coverage only. 

State Comments Needed? States may wish to applaud these SEP policy changes for 
improving consumer choices, reducing potential consumer confusion, and lowering 

the risk of gaps in coverage. SBMs may want to comment on any operational issues 
with respect to implementing any of the above proposed policies for plan year 2021. 

Quality Rating: Some (Limited) State Flexibility 
In August 2019, HHS extended its Quality Rating Information pilot to all Marketplaces 
for plan year 2020. Up to that time, SBMs had been permitted to display their own 

quality rating information. The proposed NBPP provides that SBMs have some 
flexibility to customize the display of quality rating information, but they must use the 
quality ratings that have been developed by HHS. 

State Comment Needed? SBMs that have developed state-specific customization of 
their quality rating information to reflect local priorities may wish to comment on the 
importance of ensuring that those local priorities are reflected in plans’ ratings. 

Program Integrity Changes to Improve Efficiency 
HHS is proposing several changes to periodic data matching (PDM) and other 
program integrity processes to improve efficiencies. These include: 

• Giving SBMs greater flexibility to verify applicants’ eligibility for or enrollment in 

employer-sponsored coverage through their own risk assessments. HHS is 
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conducting a study to support its own risk assessment and is encouraging SBMs 
to do the same. 

• Allowing SBMs not to re-determine eligibility for subsidies for enrollees who are 
(1) dually enrolled in Marketplace and Medicare, Medicaid/CHIP or the Basic 
Health Plan, (2) have not responded to update their information within 30 days, 
and (3) consent to the Marketplace terminating their coverage if data show they 

are dually enrolled or eligible. 
• Allowing SBMs, when they identify a deceased enrollee through PDM, to 

terminate coverage retroactively to the date of death, without undertaking a 
redetermination of eligibility. 

HHS also seeks comment from states on whether applicants who request eligibility 

pending an appeal should be limited in their choice of insurer or plan. They also ask 

for comment on whether a timeliness standard should be imposed on such requests, 
and whether SBMs should have flexibility to determine their own timeliness 
standards. 

State Comment Needed? SBMs may wish to comment on the proposed new flexibility 

and program integrity efficiencies. 
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Open Enrollment Recap: States Driving
Progress 
Julie Bataille and Alison Kruzel , GMMB 

Overview 

As we round out the seventh year of ACA open enrollment, State Health and Value 
Strategies (SHVS) is reflecting on the successful steps that states have taken to provide 
quality, affordable health coverage to more residents and draw on lessons learned as 
this work moves forward. States are leaning in to implement new policy solutions to 
reduce premium costs and stabilize their markets, and doubling down on marketing 

and outreach efforts in the face of reduced federal funding. Seven years in, 
marketplaces and markets are stable, consumers have more options, and we 
continue to see a demand for quality, affordable coverage. In fact, early results show 

the number of new consumers enrolled through HealthCare.gov increased during this 
open enrollment period, and several state-based marketplaces saw increases in their 
total enrollment figures.[1] There is certainly more work to be done to increase access 
and improve affordability for all Americans, but the momentum is in the states. As 
such, SHVS is excited to launch a series of posts featuring policy and outreach 
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strategies states are employing to meet the needs of their residents. This Expert 
Perspective highlights some of the key ways in which states are driving efforts to 
increase enrollment this past open enrollment period. Subsequent posts will include 
deep dives into certain specific state policies and outreach strategies, such as plan 

standardization and targeted outreach to address health disparities in coverage. 

Policy and Outreach Lessons from States 

As states seek ways to ensure that consumers have access to options for health 

coverage, many have implemented new policies to foster competition and 

participation in the market, so that they can remain robust and sustainable moving 

forward. Alaska, Colorado, Delaware, Maine, Maryland, Minnesota, Montana, New 

Jersey, North Dakota, Oregon, Rhode Island and Wisconsin have implemented 

reinsurance programs, ensuring carriers are reimbursed for covering the most 
expensive patients and lowering the cost of premiums for consumers by nearly 20 

percent on average.[2] California, D.C., Massachusetts, New Jersey, Rhode Island and 

Vermont have established their own state-level health insurance mandates. Colorado 
saw the formation of a cooperative alliance, Peak Health Alliance, to leverage buying 

power and lower premiums for consumers. And 23 states have imposed limits on 

short-term health plans to ensure comprehensive coverage and protections for 
consumers—something we expect to remain a focus as results of a federal inquiry 

into deceptive marketing practices surrounding theses plans is expected in the 
coming weeks. Furthermore, some states (https://www.shvs.org/standardizing-health-
plan-benefit-design-opportunities-and-implications-for-states/) are considering 

standardizing plans to allow consumers to make “apples- to-apples” comparisons. 
More states are considering similar initiatives as they see the results of these efforts 
taking hold. 

Beyond these significant policy changes, the operational efficiencies and robust 
outreach and education efforts of the state marketplaces continue to be critical to 
their success. We’ve seen increasingly sophisticated customer support tools available 
to help consumers make informed plan selection decisions; improved online 
experiences reflecting user testing and optimizations; online chat features and 

integration of online, in-person and telephone customer support. Combined, these 
factors have eased burdens on call centers, lowering wait times and improving the 
overall consumer experience. 

States have promoted these tools as well as enrollment dates and events via targeted 

integrated marketing campaigns, using research-based messaging that emphasizes 
the availability of financial help, annual changes in plans and prices, and enrollment 

https://www.shvs.org/open-enrollment-recap-states-driving-progress/ 3/24/2020 
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deadlines. States have also employed targeted outreach strategies to improve access 
to coverage for specific populations, such as Hispanics, young adults, and the 
remaining uninsured. 

The outreach happening in states—including in those who still use the HealthCare.gov 

platform—has been crucial in engaging the hard-to-reach populations and 

counteracting reduced federal marketing and outreach funding. By building on 

outreach strategies that have been successful year after year and continuing to 
innovate, states are making progress in reaching and enrolling residents. 

States efforts helped counteract the Congressional Budget Office’s expected loss in 

coverage following the 2017 congressional action mandate repeal. And in part thanks 
to these enhancements, Maryland (https://www.marylandhbe.com/wp-
content/uploads/2019/12/OpenEnrollment2020.pdf)saw their highest enrollment 
numbers in four years, while Massachusetts 

(https://www.bostonglobe.com/2020/01/30/business/health-connector-sign-ups-
reach-new-high-2020/)’ enrollment increased by more than 5 percent compared to the 
previous year. 

Looking Ahead 

Despite the tireless work of state policymakers, health insurance marketplaces, 
outreach workers and others, much work remains to be done to provide consumers 
with affordable health care options. States are constantly facing new challenges as 
federal policies and rulemaking shifts, and as the Texas v. U.S. court case makes its 
way to the Supreme Court—this makes state innovation all the more important. 

As the first state to transition from HealthCare.gov to a fully operational state-based 

marketplace platform, Nevada Health Link has seen promising 2020 enrollment 
numbers that demonstrate consumer demand and pave the way for other states 
positioned to make this move. Doing so allows states more autonomy in decision-
making and complete access to data to drive their enrollment efforts. Other states 
have taken note—New Jersey, Pennsylvania and New Mexico have passed legislation 

authorizing the state to establish a state-based marketplace in the future, while 
others including Oregon, Maine, Virginia and Illinois are in the early stages of 
exploring this possibility. How states operationalize, implement and evolve their 
marketplace is something we will be watching closely. 

It is clear that states are making progress and building on what they have learned in 

their ongoing efforts to make health care more accessible, affordable and equitable 
for their residents. We are looking forward to seeing more state innovations and 

sharing those stories. 

https://www.shvs.org/open-enrollment-recap-states-driving-progress/ 3/24/2020 
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Sources: 

[1] https://www.cms.gov/newsroom/fact-sheets/2020-federal-health-insurance-
exchange-enrollment-period-final-weekly-enrollment-snapshot 
(https://www.cms.gov/newsroom/fact-sheets/2020-federal-health-insurance-
exchange-enrollment-period-final-weekly-enrollment-snapshot) 

[2] https://www.shadac.org/publications/resource-state-based-reinsurance-progr 

(https://www.shadac.org/publications/resource-state-based-reinsurance-programs-
1332-state-innovation-waivers)ams-1332-state-innovation-waivers 

(https://www.shadac.org/publications/resource-state-based-reinsurance-programs-
1332-state-innovation-waivers) 
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KEY TAKEAWAYS 

Although touted as less radical than 
“Medicare for All,” a government health 
plan would still result in government con-
trol of America’s health care system. 

More lawmakers are proposing the 
incremental approach to govern-
ment-controlled health care through a 
public option health insurance plan. 

A public option would impose rules that 
favor the government while reducing per-
sonal choices and costing taxpayers more. 

Whether conceived as an expansion of Medicare or 

the creation of a government health-care plan, the 

public option is a Trojan horse with single-payer hid-

ing inside. 

—Seema Verma, Administrator, 

Centers for Medicare and Medicaid Services, 

The Washington Post, July 24, 2019 

T actical diferences aside, many liberal Dem-
ocrats in Congress are diligently pursuing a 
common strategic goal: a government take-

over of American health care. 
The two leading legislative proposals to achieve 

that goal, the so-called Medicare for All proposals, S. 
1129, sponsored by Senator Bernie Sanders (I–VT),1 

and H.R. 1384, sponsored by Representative Pramila 
Jayapal (D–WA),2 would abolish virtually all existing 
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coverage arrangements, private and public, and replace them with a single, 
national health insurance plan, centrally controlled and directed by federal 
ofcials in Washington, DC. 

Short of such a drastic and direct federal takeover of American health 
care, a number of prominent congressional leaders and presidential 
candidates are proposing a more incremental approach to a govern-
ment-controlled health care system through a “public option.” A public 
option (public = government) is a new government health plan that would 
compete directly against private health plans. Proponents of this approach 
purport that it would enhance competition in the nation’s health insur-
ance markets, expand choice for consumers, and reduce America’s overall 
health care costs. 

Yet, the dynamics inherent in the leading public option proposals would 
guarantee an outcome quite the opposite of the claims. The underlying 
components of these proposals—the power of the government to drive out 
private competition and coverage, compel provider participation in the 
government plan, consolidate enrollment into the government plan, and 
shift costs to taxpayers and providers—are the cornerstones of a single 
payer, government-run health system. Although touted as less radical 
than “Medicare for All,” a government option would ultimately result in 
near-total government control of American health care. 

The Public Option Concept 

The public option and its purpose are not new. Helen Halpin, director 
of the Center for Health and Public Policy Studies at the University of 
California, and public option advocate Peter Harbage traced the origins 
of the public option concept to a 2001 state health care reform project in 
California.3 From there, a national version of the public option concept was 
introduced in 2003 as part of the Covering America Series, funded by the 
Robert Wood Johnson Foundation. At the time Halpin wrote in a piece for 
the series that the public option, then called the CHOICE program, “is a new 
approach to health care reform that very quickly achieves nearly universal 
access to a single-payer health insurance system for all U.S. residents.”4 For 
liberals in Congress, arming the government with strong statutory and regu-
latory advantages to undercut private insurance emerged as the mechanism 
to achieve their long-sought single payer victory. 

A Down Payment for Single Payer. In 2008, Democratic presidential 
candidate Barack Obama incorporated a version of the “public option” as a 
key component of his comprehensive health care reform agenda.5A public 
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option was also a part of the 2009 legislative debate over the Afordable 
Care Act’s (ACA’s) creation. Though this public option was later excluded 
from the final version, during the 2009 congressional debate, then-Repre-
sentative Barney Frank (D–MA) said: “I think that if we get a good public 
option it could lead to single payer and that is the best way to reach single 
payer. Saying you’ll do nothing till you get single payer is a sure way never 
to get it…. [T]he only way, is to have a public option and demonstrate the 
strength of its power.”6 

Fully arming the government with powerful statutory or regulatory 
advantages, the public option would be the mechanism to, over time, under-
cut private insurance, and pave the way for a single payer, government-run 
health care system. 

The Leading Public Option Proposals: 
Single Payer on the Installment Plan 

Short of launching an immediate, full-scale government takeover of 
American health care, as provided under the House and Senate “Medicare 
for All” bills, a number of House and Senate Democrats are sponsoring bills 
that create a “public option.”7 These proposals would grant the government 
the power to drive out private competition and coverage, coerce provider 
participation in the government plans, consolidate enrollment in favor of 
the government option, and shift costs of the government plan to taxpay-
ers and health care providers. While these public options do not explicitly 
outlaw private coverage, all of these proposals put in place the infrastruc-
ture to facilitate a transition to a single payer system of government-run 
health care and an end to private coverage as we know it. 

The Medicare for America Act of 2019 (H.R. 2452). Representative 
Rosa DeLauro (D–CT) is sponsoring H.R. 2452, the Medicare for America 
Act,8 which has 24 Democratic co-sponsors and no Republican co-sponsors.9 

This proposal would establish a temporary public option and transition to 
a more robust government-run health plan, which lays the foundation for 
a potential single payer model in the future. 

A Transitional Public Option. The bill would establish a temporary public 
option that would be ofered through the ACA exchanges for two years, and 
would be made available to those individuals eligible to purchase coverage 
through the exchanges and who are in an area where the Secretary of Health 
and Human Services (HHS) ofers the public option. 10 This temporary 
public option must meet the benefit requirement of a qualified health plan 
as defined under the ACA, including ACA essential benefits.11 
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The HHS Secretary would set premiums for the public option. Premiums 
would be capped so that no individual or household will pay more than 8 percent 
of adjusted gross monthly income toward premiums. Federal subsidies would 
be set so that individuals with household incomes below 200 percent of the 
federal poverty level (FPL) ($24,980 for an individual/$51,500 for a family 
of four) would pay no premium, and those between 200 percent of FPL and 
600 percent of FPL ($74,940 for an individual/$154,500 for a family of four) 
would receive a sliding scale subsidy.12 

Payment rates for reimbursing services would be based on Medicare rates 
and set as necessary to “maintain network adequacy.”13 A health care profes-
sional who is a participating provider in Medicare or Medicaid on the date of 
enactment would be a participating provider for the public option. The HHS 
Secretary would be required to establish a process to allow additional provid-
ers that are not in Medicare or Medicaid to participate in the public option. 14 

The act also states that “health care providers may not be prohibited from 
participating in the public health insurance option for reasons other than 
their ability to provide covered services.” 15 Further, health care providers, 
hospitals or other institutions would be prohibited from denying individuals 
access to any covered benefits or services because of “religious objections.” 

The Medicare for America Act would establish a fund for the admin-
istration of the public option and would appropriate “such sums as may 
be necessary” from funds not otherwise obligated to operate the public 
option.16 It also specifies that there would be no restriction on federal funds 
for the use toward any reproductive health services.17 

The Medicare for America Plan. In 2023, the HHS Secretary would estab-
lish the “Medicare for America” plan, a more robust version of the initial, 
temporary public plan. 

An individual who is a resident of the United States, who is lawfully 
present18 or would be eligible for coverage under immigration exceptions 
described in Medicaid at the time of enactment,19 would be eligible for 
enrollment in the Medicare for America plan. 

Starting in 2023, the Secretary would automatically enroll in the Medi-
care for America government plan those individuals who are eligible at 
the time of birth, those Medicare beneficiaries enrolled in fee-for-service 
Medicare, future Medicare beneficiaries when they turn 65, and those indi-
viduals deemed to not have “qualified” health coverage as defined by the 
act.20 Members of Congress and staf would also be enrolled.21 

Under full implementation, traditional Medicare,22 Medicaid, CHIP, and 
the ACA exchanges would be terminated, and enrollees of those programs 
would be enrolled in the Medicare for America plan.23 

http:enrolled.21
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Individuals enrolled in “qualified” health plans, including newly defined 
qualified employer coverage,24 military/TRICARE coverage, services 
through the Veterans Administration, the Federal Employees Health 
Benefit Program, and the Indian Health Services, would have the option of 
remaining on their existing plan or enrolling in the Medicare for America 
government plan.25 The Secretary would also set up a process for allowing 
employers to enroll their employees into the plan.26 

Moreover, as part of the enrollment process, the Secretary would issue 
Medicare for America identification cards. Participating providers in the 
Medicare for America plan would be required to facilitate enrollment, as 
would state entities responsible for enrolling individuals in Medicaid and 
the Children’s Health Insurance Program (CHIP).27 

The Medicare for America plan would provide all benefits as covered 
under Medicare Parts A and B, Medicaid, and those “as determined to 
be medically necessary,” including an extensive and highly specified list 
of services.28 The Medicare for America Act would also prohibit a private 
insurer from selling coverage that duplicates benefits under the Medicare 
for America plan.29 

Under the Medicare for America plan, individuals would pay a monthly 
community-rated premium set by the HHS Secretary. The premium would 
be based on benefit and administrative costs and family composition. Like 
under the transition, no individual or household would pay more than 8 
percent of monthly income toward a premium, and federal subsidies would 
prevent individuals with household income below 200 percent of the FPL 
from paying a premium, and a sliding scale subsidy would be set for those 
individuals with household incomes between 200 percent and 600 percent 
of the FPL.30 The Medicare for America Act would also set cost-sharing 
subsidies based on ACA gold-level coverage rather than silver-level 
coverage (as under the ACA), and would further reduce cost-sharing 
requirements by income.31 

There would be no deductibles in the Medicare for America plan. The 
maximum out-of-pocket limit would not exceed $3,500 for an individual or 
$5,000 for a household, and there would be no lifetime or annual limits for 
services or benefits that are covered under the Medicare for America plan. 32 

The HHS Secretary would set provider reimbursement rates based on 
Medicare or Medicaid, whichever is higher. If benefits or services are not 
covered under Medicare or Medicaid, the Secretary would set a rate to 
ensure “adequate access” to services. In addition to other payment changes, 
the bill provides exceptions for inpatient and outpatient hospital services, 
where the payment rate would be set at 110 percent of the Medicare or 
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Medicaid rate, whichever is higher. For hospitals serving underserved areas, 
the Secretary would increase the rate as necessary.33 Moreover, providers 
would be prohibited from billing patients above government set payment 
rates, and providers would also be prohibited from entering into private 
contracts with individuals for services covered under the Medicare for 
America plan.34 

As with the temporary public option, a health care provider who is a 
participating provider under Medicare or Medicaid on the date of enact-
ment would remain a provider under Medicare for America. 35 The HHS 
Secretary would also be required to establish a process to allow additional 
providers, who are not in Medicare or Medicaid, to participate in the 
public option. 

The Secretary would “negotiate” rates for prescription drugs under the 
Medicare for America plan. If the Secretary is unable to reach an agree-
ment with a manufacturer, the Secretary is authorized to use any patent, 
clinical trial data, or other exclusivity granted for the purposes of manufac-
turing the drug for sale to Medicare for America.36 The bill also establishes 
a Prescription Drug and Medical Device Board to monitor and enforce a 
“prohibition on excessive drugs prices.”37 

The Medicare for America Act would establish a unified Medicare Trust 
Fund for the administration and operation of the Medicare for America plan. 
Any revenues attributable to Medicare for America and premiums collected 
would be taken from the general fund and deposited into the Trust Fund; as 
well as any amounts that would have been appropriated for Medicare and 
Medicaid38 starting in 2027. Additional appropriations would be authorized 
“as needed to maintain maximum quality, efciency, and access...”39 

The act also stipulates that there would be no restrictions on federal 
funds for any reproductive health service, including abortion. The act also 
states that providers may not be prohibited from participating in Medi-
care for America “for reasons other than their ability to provide covered 
services,” and that providers would be prohibited from “denying covered 
individuals access to covered benefits and services because of their [the 
providers’] religious objections” and would explicitly supersede any con-
science protections.40 

While the Medicare for America plan would not eliminate the Medicare 
Advantage (MA) program, it does set new requirements for MA plans. For 
example, an insurer could only ofer coverage in the individual market if the 
insurer also agrees to sponsor coverage under the new Medicare Advantage 
(MA) for America program. The provider payment rates for MA for America 
would be set at 95 percent of the average Medicare for America cost in each 

http:protections.40
http:America.36
http:necessary.33
http:heritage.org


 

 

 

 
 

 

 

 

 

BACKGROUNDER | No. 3462 FEBRUARY 4, 2020 | 7 
heritage.org 

county, and the payment rate for prescription drugs under MA for America 
would not exceed the amount set for prescription drugs under the Medicare 
for America plan.41 

In addition to a variety of other health-related initiatives,42 the act would 
establish a new services and support program for federal, home, and com-
munity-based, long-term care. Any individual who is eligible for Medicare 
for America and is unable to perform at least one activity as defined under 
IRS rules would be eligible for services and support under this new program. 
State entities responsible for administering such services under Medicaid 
would be legally responsible for administering services under this new 
federal program.43 

New Taxes. Title II of the act outlines a sundry list of new tax increases 
for taxpayers.44 It would sunset the entire Tax Cuts and Jobs Act, add a 
5 percent surtax on incomes that exceed $500,000, revise tax treatment 
related to inheritance property, increase the Medicare payroll tax from 2.9 
percent to 4 percent, increase the net investment tax from 3.8 percent to 6.9 
percent, terminate deduction for contributions to health savings accounts 
(HSAs), increase the excise tax on various tobacco products, increase the 
excise tax on alcohol, add a tax on sugared drinks, and repeal the ACA’s 
excise tax on high-cost employer-sponsored health coverage. 

Choose Medicare Act (S. 1261/H.R. 2463). Senator Jef Merkley 
(D–OR) and Representative Cedric Richmond (D –LA) are sponsoring 
the Choose Medicare Act.45 The bill has 15 Democratic co-sponsors in the 
Senate and seven Democratic co-sponsors in the House of Representatives. 
Neither have Republican co-sponsors.46 The bill would establish a govern-
ment-run plan (Medicare Part E) that would be in the individual, small 
group, and large group markets. Although not explicit, this proposal would 
put in place the regulatory infrastructure from which a single payer model 
could evolve from in the future. 

An individual would be eligible for the new public option if he is a 
resident of the U.S., as defined by the Secretary of HHS, and is not eligi-
ble for, or enrolled in, Medicare; is not eligible for Medicaid; and is not 
enrolled in CHIP.47 

The Part E plans would be required to ofer ACA gold-level coverage and 
meet the requirements of a “qualified” health plan as defined in the ACA, 
including ACA essential benefits, Medicare benefits, and all reproductive 
services, including abortion.48 

The act would extend the ACA health insurance rating rules to the 
large-group market,49 and would permit new federal rules and restrictions 
on insurance rates that the Secretary deems “excessive, unjustified, or 
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unfairly discriminatory.”50 The bill would also pre-empt any state actions 
prohibiting the Part E plan from being ofered in the state or prohibiting 
the outlined benefits.51 

These plans would be available to employers on a voluntary basis one 
year after enactment. An individual who is enrolled in a Part E plan through 
her employer and later separates from her employer would be able to main-
tain her enrollment in the Part E plan, regardless of whether that individual 
has access to new coverage through a new employer. 52 It would also require 
employers who do not provide “qualified” coverage, meaning the employer 
coverage is deemed “unafordable” or does not meet minimum actuarial 
value, to refer employees to an ACA Navigator and authorizes appropri-
ations for “such sums as may be necessary” for the Navigator program to 
carry out related tasks.53 

The Secretary would set premiums for the Part E plans based on its ofer-
ing in the individual, small-group markets, or large-group markets, and 
their rating areas. The plan’s premiums would be required to be sufcient 
to fully finance the benefits and administrative costs of the plans and to 
comply with the requirements under the ACA.54 

The act would change the benchmark for ACA premium tax credits 
from the second-lowest silver-level plan to the second-lowest gold-level 
plan, and would expand eligibility for the subsidy for persons with incomes 
from 400 percent to 600 percent of the FPL. The act would change the ACA 
cost-sharing subsidy from silver-level coverage to gold-level coverage, and 
would further reduce cost sharing by income level.55 

The Secretary would set reimbursement for services at levels that are not 
lower than Medicare rates and not higher that the average rates in the ACA 
exchanges. 56 The bill would also require the Secretary to negotiate rates 
for prescription drugs in Medicare Part D, Medicare Advantage Prescrip-
tion Drug plans, and for the new Medicare Part E plans.57 If the Secretary 
is unable to reach an agreement with a drug manufacturer after one year 
of negotiations, reimbursement rates will be set at the price paid by the 
Veterans Administration or as set by the federal government through the 
Federal Supply Schedule. 

A health professional who is a participating provider under Medicare 
would be assigned as participating provider under the new Medicare Part 
E plan and a process would be established to accept providers who do not 
participate in Medicare.58 The bill would also impose the same Medicare 
balance-billing limitations—the prohibition on medical professionals to 
charge any amount above the Medicare payment—on participating pro-
viders in Part E.59 
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The bill would appropriate $2,000,000,000 out of funds not otherwise 
obligated for fiscal year (FY ) 2020 for purposes of establishing the Part E 
program, and “such sums as may be necessary” for the first year to fund 
initial claims. The bill would establish a reinsurance fund and appropri-
ates $30,000,000,000 out of funds not otherwise obligated for two years 
for the states to provide reinsurance payments to insurers or to provide 
assistance to reduce out-of-pocket costs for individuals enrolled in plans 
through the exchanges.60 

The proposal would remove any federal funding restriction for reproduc-
tive health services, including abortion.61 In a similar vein, the bill includes 
a Sense of Congress supporting open access to reproductive services. 62 

Medicare-X Choice Act of 2019 (S. 981/ H.R. 2000).Senator Michael 
Bennett (D–CO) and Representative Brian Higgins (D–NY) are sponsoring 
the Medicare-X Choice Act.63 The bill has 11 Democratic co-sponsors in the 
Senate and 25 Democratic co-sponsors in the House of Representatives. 
Neither has a Republican co-sponsor.64 Similar to the Choose Medicare Act, 
the bill would establish a new government-run health plan (Medicare-X) 
that would be available in the individual and small group markets. This 
proposal, although not explicit, would put in place a regulatory framework 
for a single payer model to evolve from in the future. 

The Medicare-X Choice Act would ofer a government plan (Medicare-X) 
through the ACA exchange. An individual would be eligible to enroll in the 
Medicare-X plan if the individual is qualified to purchase coverage through 
the ACA exchanges and is not eligible for Medicare.65 

Starting in 2021, the plan would be available in priority areas, as deter-
mined by the Secretary, where no more than one health plan is ofering 
coverage in the ACA exchange or where there is a shortage of health care 
providers or a lack of competition. Availability of the Medicare-X plan would 
increase so that the plan is available to all residents in all rating areas by 
year 2024 and to the entire small-group market by 2025.66 

The Medicare-X plan would have to comply with the same requirements 
as those of the ACA, as well as other federal health insurance requirements.67 

The Medicare-X plan would ofer ACA silver-level and gold-level coverage, 
and may ofer no more than two versions of the plan for each of the four 
ACA coverage levels. After 2021, all enrollees in a state would be in a single 
risk pool, unless the Secretary establishes, or the state has established, a 
separate risk pool for the individual and small-group markets.68 

The Secretary would set premiums to cover the plan’s full actuarial costs 
and administrative costs. The premiums would vary by geographical region 
and between the small-group and individual markets.69 The bill would require 
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that, if premiums collected are in excess of costs, the funds will remain avail-
able to the Secretary for administration in subsequent years. The bill would 
also expand availability of the ACA premium tax credit for those individuals 
earning below 100 percent of the FPL and for those earning above 600 per-
cent of the FPL, and make it more generous for certain groups.70 

The Secretary would set reimbursement for health care providers at 
Medicare fee-for-service rates.71 The Secretary would be able to increase 
reimbursement rates by 25 percent for services in rural areas. The proposal 
would require the Secretary to “negotiate” prescription drug payment rates 
for Medicare-X, and would remove the existing prohibition forbidding gov-
ernment intervention in setting prices for in Medicare Part D.72 

The proposal would set as a requirement that a provider must partic-
ipate in Medicare-X if he is also participating in Medicare or Medicaid.73 

The Secretary would establish a process for providers who wish to opt out 
of Medicare-X, and to accept new providers who are not participating in 
Medicare or Medicaid. 

The Treasury Deparment would establish a Plan Reserve Fund, and the 
Secretary of HHS would administer the fund.74 The bill would appropriate 
$1,000,000,000 out of funds not otherwise obligated for FY 2020. There 
would also be a fund established at the Treasury, also administered by the 
Secretary of HHS, for updating technology and data collection for purposes 
of establishing appropriate premiums. 

The bill would also direct the Secretary to establish a national reinsur-
ance mechanism to pool the cost of the highest-cost patients with individual 
coverage (on and of the ACA exchange). The bill would authorize the appro-
priation of $10,000,000,000 each fiscal year for 2021, 2022, and 2023.75 

Consumer Health Options and Insurance Competition Enhance-

ment (CHOICE) Act (S. 1033/H.R. 2085). Senator Sheldon Whitehouse 
(D–RI) and Representative Jan Schakowsky (D–IL) have sponsored this 
bill.76 It has eight Democratic co-sponsors in the Senate and 20 Democratic 
co-sponsors in the House. Neither has Republican co-sponsors.77 Like 
others, the CHOICE Act would establish a new government-run health 
plan and would put in place the regulatory framework needed for a single 
payer model in the future. 

The CHOICE Act would make a government plan available through the 
ACA exchanges at the silver and gold levels, and may also ofer coverage at 
the bronze level. The government plan would comply with the ACA’s various 
insurance requirements and would be required to ofer “comprehensive” 
benefits, including ACA essential health benefits.78 The bill would pre-empt 
any state laws that would prohibit a public option. 
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The Secretary would establish geographically adjusted premium rates 
for the public option based on ACA premium-rate requirements and other 
data collected, at levels sufcient to fully finance benefit and administrative 
costs.79 A state could establish a state advisory council to provide recom-
mendations to the Secretary on policies to integrate quality improvement 
and cost-containment mechanisms, mechanisms to facilitate public aware-
ness of the public option, and an alternative payment mechanism. The 
Secretary would be able to apply those recommendations to that state, in 
any other state, or all states.80 

The Secretary would negotiate the plan’s payment rates with providers. If 
the Secretary and providers are unable to reach an agreement, the Secretary 
would set provider reimbursement rates at Medicare fee-for-service rates 
and set payment rates for services not covered under Medicare. Similarly, 
the Secretary would negotiate payment rates for prescription drugs as well. 
If the Secretary were unable to reach an agreement, the Secretary would 
use Medicare fee-for-service rates, and would set payment rates for drugs 
not covered under fee for service.81 

An account would be established at the Treasury for the administra-
tion of the public option. The bill authorizes “such sums as necessary” for 
start-up funding with the Secretary required to repay those start-up funds 
over a 10-year period, and authorizes additional appropriations as necessary. 
The bill also states that there would be no prohibitions on federal funding 
for “any reproductive health service,” presumably including abortion.82 

Health care professionals who are participating providers under Medicare 
or Medicaid would automatically be participating providers under the public 
option, unless the medical professional opts out of participating in the public 
option through a process determined by the Secretary. The Secretary would 
also establish a process to allow non-Medicare and non-Medicaid providers 
to participate in the new public plan. Participating providers would have to 
be licensed and certified under state law, and a provider could not be excluded 
for reasons other than his or her ability to provide covered services.83 

Medicare at 50 Act of 2019 (S. 470). Senator Debbie Stabenow (D– 
MI) is sponsoring the Medicare at 50 Act, to expand the Medicare program.84 

The bill has 20 Democratic Senate co-sponsors and no Republican co-spon-
sors.85 This bill would expand the Medicare program to individuals ages 50 
to 64, and, although not explicit, its regulatory design, would put in place 
an infrastructure for a single payer model to emerge from in the future. 

Under the act, individuals who are between 50 and 64 would be eligible 
for the new buy-in program.86 Individuals who are eligible for Medicaid 
would not be eligible for the Medicare buy-in program, and states would 
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be prohibited from buying-in their Medicaid enrollees between 50 and 
64 to Medicare, unless their Medicaid coverage does not meet “minimum 
essential coverage” under government-sponsored-plan requirements.87 

Eligible individuals enrolled in the program would be entitled to the 
same benefits available in Medicare Parts A, B, C, and D. Individuals who 
enroll in the Medicare buy-in program would also be eligible to purchase 
Medigap coverage on a guaranteed-issue basis when they first enroll.88 

The Secretary would determine a monthly premium based on an 
estimated combined per capita average for benefits and administrative 
expenses. Nothing would preclude an individual from choosing a Medicare 
Advantage or Part D plan that requires a higher premium, understanding 
the individual would be responsible for the premium diference.89 

Medicare buy-in enrollees would not be eligible for traditional Medicare 
cost-sharing assistance, but enrollees would be eligible to receive assis-
tance that is “substantially similar to the assistance the individual would 
have received” if obtaining coverage through the exchange.90 The Secretary, 
with certification from Centers for Medicare and Medicaid Services (CMS) 
Actuaries and in consultation with the Department of the Treasury, would 
determine amounts that would be transferred from what otherwise would 
have been allocated to individuals in the exchange. 

While not explicit in the text, the bill would presumably depend on par-
ticipating Medicare providers and reimbursement rates for new enrollees. 
Section 3 of the bill would strike the current legal prohibition that forbids 
the Secretary to intervene in setting prices for Medicare prescription 
drugs.91 In short, the bill would eliminate existing private market negotia-
tions between health insurers and drug manufacturers. 

The Secretary would award grants to entities, either states or nonprofit 
community-based organizations,92 to carry out outreach, public educa-
tion, and enrollment activities “to raise awareness of the availability of, 
and encourage enrollment” in this program, as well as the availability of 
premium assistance and cost-sharing reductions.93 The bill would appro-
priate $500,000,000 out of funds not otherwise obligated for each year and 
prioritizes grants to those geographic areas with no qualified health plans 
available in the individual market. 

Finally, the bill would establish a Medicare Buy In Oversight Board to 
oversee implementation and make periodic recommendations,94 as well as 
a Medicare Buy In Trust Fund that would collect premiums and follow the 
same rules as applied to Medicare Part B.95 

State Public Option Act of 2019 (S. 489/H.R. 1277). Senator Brian 
Schatz (D –HI) and Representative Ben Ray Lujan (D –NM) re-introduced 
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the State Public Option Act.96 The bill has 22 Democratic co-sponsors in 
the Senate and 51 Democratic co-sponsors in the House of Representatives. 
Neither has Republican co-sponsors.97 This proposal would allow states to 
open the Medicaid program as a government-run option for those individu-
als not currently eligible for Medicaid. Here, too, the regulatory design sets 
in place a framework for a single payer model in the future. 

The bill would create, at state option, a new category of individuals eligible 
for Medicaid benefits who are residents of the state and who are not enrolled 
in another health plan.98 It would require states to provide coverage that meets 
minimum “benchmark” coverage as defined in Medicaid,99 and would require 
coverage of comprehensive reproductive health care services, including abortion 
services, as a condition of state Medicaid plan approval.100 A state could also 
require an individual who obtains coverage through the Medicaid buy-in program 
to enroll in a managed care plan as a condition of receiving such services.101 

A state would be able to impose premiums, deductibles, cost sharing, 
and other charges, but may only vary the premium based on those factors 
described in the ACA.102 Premiums would not exceed 9.5 percent of house-
hold income, and cost-sharing requirements would be limited as set in the 
ACA.103 An individual who qualifies for a premium tax credit and cost-shar-
ing reductions under the ACA would also be eligible for a premium tax credit 
under the Medicaid buy-in program.104 

With regard to reimbursement rates, while not explicit in the text, 
presumably state Medicaid payment rates would generally apply, with 
certain exceptions. For example, Section 4 of the act would set a federal 
floor for primary care services at the 100 percent of Medicare, and not 
less than the rate that was set in Medicaid for 2013 and 2014 or on the 
first day after enactment of this proposal.105 Section 5 of the act would 
allow states that adopt the ACA Medicaid expansion to receive the full, 
enhanced match rate.106 Additionally, it would extend an enhanced federal 
match rate of 90 percent for expenses related to the administration of 
the Medicaid buy-in program.107 Finally, the bill would direct the Agency 
for Healthcare Research and Quality to develop standardized, state-level 
metrics on Medicaid enrollee access and satisfaction.108 

How Public Option Schemes Expand Government 
Control and Weaken Access to Care 

Though seemingly less radical than the leading House and Senate 
“Medicare for All” bills, the public option proposals nonetheless lay a firm 
foundation for a single payer, government-run health care system to take 
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hold in the future. All these proposals—whether they create a new govern-
ment plan or broaden the scope of existing government programs (Medicare 
and Medicaid)—would erode and eventually eliminate private alternatives 
to the government health plan, compel provider participation, consolidate 
enrollment in the government plan, and shift costs to taxpayers and health 
care providers. 

These public option schemes would: 

1. Drive Out Private Competition and Coverage. According to the 
U.S. Census, approximately 213 million Americans have private health 
insurance, primarily through their place of work.109 These public 
option proposals would undermine and erode private coverage in 
favor of government-run heath care. 

All the public option proposals either create or expand a govern-
ment-run health program. The Medicare for America Act extends a 
public option as a transition to a robust government-run model. The 
Choose Medicare Act, the Medicare-X Act, and the CHOICE Act create 
a new government plan to be available in the private market. The 
Medicare at 50 Act and the State Public Option Act expand existing 
government programs—Medicare and Medicaid—as the base for the 
public option. 

An analysis of a plan broadly similar to the Medicare for America 
proposal found that job-based coverage would drop by 33 mil-
lion, and that coverage in the individual market would drop by 12 
million.110 Similarly, analysis of the Medicare-X proposal found 
that job-based coverage would drop by 22.6 million persons and 
coverage in the individual market would drop by 12.6 million.111 An 
Urban Institute analysis of various public option concepts found 
similar outcomes, with the number of persons enrolled in employer 
coverage dropping between 3 million and 16 million, depending on 
the scenario.112 

As Hoover Institute economist Scott Atlas points out, “[G]overnment 
insurance options erode, or ‘crowd out,’ private insurance, rather than 
provide coverage to the uninsured.”113 He also points out that Jonathan 
Gruber, a key architect of the ACA, found that public insurance expan-
sions “clearly show that crowd-out is significant,” with a crowd-out 
rate of about 60 percent.114 
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Reducing the un-insurance gap is important. However, the magnitude 
of the problem is less dramatic than proponents claim. The reason: 
Many of the uninsured are, in fact, eligible for coverage either with 
generous federal subsidies or coverage under other government health 
programs, such as Medicaid.115 And yet, these public option proposals 
would undermine the existing coverage arrangements that the major-
ity of Americans have today. 

2. Compel Provider Participation in the Government Plan. In an 
attempt to prevent an exodus of health care providers unwilling to 
accept government payment rates, all the public option proposals, 
either explicitly or implicitly, would compel providers in existing 
government programs to also participate in the new government plan. 

The Medicare for America Act,116 the Medicare-X Act,117 and the 
CHOICE Act118 would compel existing providers in Medicare and Med-
icaid to participate in the new government health plan. The Choose 
Medicare Act (Part E)119 and the Medicare at 50 Act120 would depend on 
existing Medicare providers, and the State Public Option Act121 would 
depend on existing Medicaid providers. 

While the Medicare X Act122 and CHOICE Act123 would theoretically 
provide an opt-out for providers, the HHS Secretary would be in 
charge of establishing such an opt-out process for physicians who 
might prefer to not participate.124 The Secretary, in other words, 
would be given the legal right to act like judge in his or her own cause, 
whether or not a physician or class of physicians can opt out of the 
Secretary’s administered program. 

Armed with the power to determine conditions of participation, the 
federal government would obviously not be operating on anything 
resembling a level playing field. By force of law, the public option 
would have an inherent and unfair competitive advantage in securing 
provider participation and undermining private provider alternatives 
for consumers. 

3. Consolidate Enrollment in the Government Plan. Despite what 
supporters purport, the public option would not expand choice. By 
design, the public option would drive out private competition and 
provide government privileges to the public option over private plans. 
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There are a variety of ways public option proposals would accomplish 
this objective. As directed under the Medicare for America Act, the 
government would simply auto-enroll groups into the government 
plan over time.125 Other proposals would boost taxpayer-financed 
organizations. The Choose Medicare Act would use ACA’s Navigators 
to expand enrollment in the public option,126 while the Medicare at 
50 Act would use “outreach” entities to promote the public option.127 

This, of course, is intended to drive consumers away from private 
alternatives and toward the public option; in short, deploy additional 
government resources to tilt the playing field in favor of the govern-
ment plan. As explicitly noted in the Medicare at 50 Act, these entities 
are directed “to carry out outreach, public education activities, and 
enrollment activities to raise awareness of the availability of, and 
encourage, enrollment” related to this program.128 

Other proposals would expand the availability of the government 
option through the exchanges.129 Others, as outlined in the Medicare 
for America Act130 and the Choose Medicare Act,131 would expand 
availability of the public option to employers outside the exchanges. 
The Medicare at 50 Act and the State Public Options Act would ofer 
new groups access through existing government programs. 

Fueled by its unfair advantages, the public option will not increase 
competition nor increase choice. As private alternatives are driven 
out by the appearance of lower premiums and generous benefits in the 
government plan, those left in a rapidly shrinking individual private 
health insurance market are likely to experience even higher premi-
ums and even fewer health plan choices.132 Ultimately, it will drive 
competitors out of the market and enrollees into the government plan. 

4. Shift New Costs to the Federal Taxpayers. There are a variety of ways 
the public option proposals would shift costs on to the federal taxpayer. 
While many of the proposals assume  that the government premiums 
would cover benefits and administrative costs, it is unclear exactly how 
these proposals would be financially sustained over the long term. 

All the bills foresee new federal spending for the public option. For 
example, the Medicare for America plan would allocate “such sums 
as may be necessary” from Treasury funds not otherwise obligated 
to operate the temporary public option and would authorize future 
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appropriations “as needed to maintain maximum quality, efciency 
and access.”133 The Medicare for America A ct would also create an 
assortment of tax increases borne by federal taxpayers.134 

The Choose Medicare Act would appropriate $2 million out of 
Treasury funds not otherwise obligated for initial operations and 
$30,000,000,000 for its reinsurance program, and would authorize 
“such sums as may be necessary” for its Navigator program.135 The Medi-
care-X Act would appropriate $1,000,000,000 out of funds not otherwise 
obligated and authorize funding for its reinsurance program.136 The 
CHOICE Act would authorize “such sums as may be necessary” for 
start-up funding, which in theory would be repaid by the Secretary, as 
well as other funds as may be necessary.137 The Medicare at 50 Act would 
appropriate $500,000,000 in grants for outreach entities. The State 
Public Option Act would have the federal government assume a larger 
share of the cost to administer the Medicaid program.138 

In the end, the political dynamics of such an arrangement are pre-
dictable: As private competitors leave the market, the public option 
absorbs more enrollees. Then, the resources to provide the promised 
benefits become scarce, and demand for more taxpayer dollars will 
intensify likely through the proverbial back door to keep the govern-
ment plan afloat.139 

5. Shift Other Costs to Providers of Care and Treatments. These 
public option proposals create the illusion that the government plan 
ofers a lower cost option. In reality, the true costs are shifted not 
only to taxpayer but also to providers. All the public option proposals 
impose non-market, government payment rates as a way to shift costs 
to providers; and they put patient access to private care and medical 
treatments at risk. 

Some of the public option proposals would rely exclusively on 
Medicare payment rates to pay providers or reduce costs. This is the 
case with the Medicare-X Choice Act,140 the CHOICE Act,141 and the 
Medicare at 50 Act.142 The Medicare for America Act143 and the Choose 
Medicare Act144 would use a hybrid system based on Medicare, Med-
icaid, or commercial plans in the ACA exchanges. The State Public 
Option Act assumes Medicaid payment rates, which are historically 
even lower than the relatively low Medicare payment rates.145 In some 
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cases, the negative impact of these artificial government payment 
rates would be compounded by the prohibition of private contracting 
between patients and their physicians, outside of the government pro-
gram. This restriction on personal freedom and privacy is an explicit 
feature of the Medicare for America Act146 and the Choose Medicare 
Act,147 and in the Medicare at 50 Act and State Public Option Act. 

These public option proposals would also impose non-market, government 
pricing for prescription drugs. Virtually all of these bills would authorize 
the Secretary to “negotiate” directly with drug manufacturers and establish 
a government payment rate for prescription drugs. Some of the proposals 
go even further by creating a government fallback rate, as outlined in the 
Medicare for America Act, the Choose Medicare Act, and the CHOICE Act. 
Such triggers only make the “negotiations” even more one-sided, with the 
government threatening the power of a fallback payment. 

Government “negotiation” over payment rates or prices does not 
normally resemble the kind of “give and take” negotiations that reg-
ularly take place between buyers and sellers within the private sector. 
Indeed, such government “negotiations” mean little when the main, or 
sole, purchaser of medical benefits and services is the government. 

Government payment setting or price fixing, moreover, can also 
weaken patient access to care. The Veterans Administration’s gov-
ernment pricing model for pharmaceuticals ofers an example of 
how government rate setting afects patient access. A recent report 
by Avalere, a national research firm, found that “24 of the top 50 
non-vaccine [Medicare] Part B drugs are not on the U.S. Department of 
Veterans Afairs’ National Formulary.”148 

The government payment setting in Medicare also raises access concerns. 
The CMS Ofce of the Actuary and Medicare Trustees have repeatedly 
stressed that keeping even the current Medicare payment rates is on 
track to undermine access to care and the quality of care that would be 
available to senior citizens. As the 2019 Medicare Trustees report states: 

By 2040, simulations suggest approximately 40 percent of hospitals, 

roughly two thirds of skilled nursing facilities, and nearly 80 percent of 

home health agencies would have negative total facility margins, raising the 

possibility of access and quality of care issues for Medicare beneficiaries.149 

http:heritage.org


 

 
 
 

BACKGROUNDER | No. 3462 FEBRUARY 4, 2020 | 19 
heritage.org 

Government-set payment rates have also led to access issues for 
patients in the Medicaid program. A 2019 study by MACPAC found 
that health care providers were less likely to accept new Medicaid 
patients than those privately insured.150 Specifically, only 68 percent 
of general practice physicians accept new Medicaid patients, while 91 
percent of general practice physicians accept new privately insured 
patients; only 37 percent of psychiatrists accept new Medicaid 
patients, while 62 percent accept new, privately insured patients; and 
78 percent of pediatricians accept new Medicaid patients compared to 
91 percent who accept new, privately insured patients. 

Adopting a universal government price-setting model might make the 
public option plans appear less costly than private plans, but similar 
experience shows that it would undoubtedly have a negative efect on 
patient access to, and quality of, care. 

The End Game: Government-Controlled Health Care for All 

The original architects of the “public option” were clear in their objective: 
to deploy a government health plan in competition with private health plans 
in order to ultimately secure a single payer system of government-con-
trolled health care.151 

These proposals use measures that would drive out private competition, 
reduce choice, and increase costs for taxpayers. 

As the government plan, with its statutory and regulatory advantages, 
consolidates enrollment and pushes out private competitors, the demand 
to keep the public option afloat will intensify. Rather than recognizing the 
failure of the public option to increase choice and competition, champions 
of more government control would likely pursue an even more robust, gov-
ernment-run a single payer model. 

Public option proposals are gaining interest in Congress, and they are often 
presented as a less radical approach to single payer. While these proposals are 
sold as merely a government “option,” in reality, these public option proposals 
lay the groundwork for a single payer system on the installment plan. 
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By Kevin N. Griffith, David K. Jones, Jacob H. Bor, and Benjamin D. Sommers 

Changes In Health Insurance 
Coverage, Access To Care, And 
Income-Based Disparities Among 
US Adults, 2011–17 

ABSTRACT The Affordable Care Act increased insurance coverage and 
access to care, according to numerous national studies. However, the 
administration of President Donald Trump implemented several policies 
that may have affected the act’s effectiveness. It is unknown what effect 
these changes had on access to care. We used survey data for 2011–17 from 
the Behavioral Risk Factor Surveillance System to assess changes access to 
care among nonelderly adults from before to after the change in 
administration in 2017. We found that the proportion of adults who were 
uninsured or avoided care because of cost increased by 1.2 percentage 
points and 1.0 percentage points, respectively, during 2017. These changes 
were greater among respondents who had household incomes below 
138 percent of the federal poverty level, resided in states that did not 
expand eligibility for Medicaid, or both. At the population level, our 
findings imply that approximately two million additional US adults 
experienced these outcomes at the end of 2017, compared to the end of 
2016. 

T
he year 2017 marked an important 
transition period for the Affordable 
Care Act (ACA). Republicans con-
trolled both houses of Congress 
and the White House for the first 

time in more than a decade, and they ushered 
in several policy changes that affected key fea-
tures of the ACA. These included, in 2017, the 
cancellation of cost-sharing reduction payments 
to insurers1 and reduced outreach and a shorter 
enrollment period for most ACA Marketplaces 
and, in 2018, greater access to short-term insur-
ance options that are not required to include 
many of the ACA s consumer protections.2 Con-
gress also repealed the individual insurance 
mandate penalty (effective in 2019) and came 
within one vote of full ACA repeal, which led 
many voters to believe that the law was no longer 
in effect.3,4 At the same time, insurer competition 
within the ACA Marketplaces declined, and in-
surance premiums continued to rise.5,6 Uncer-

tainty over the ACA s future was implicated in 
some of these insurer exits.7 

The first three years following implementation 
of the ACA s major provisions such as Medicaid 
expansion and the creation of individual insur-
ance Marketplaces (2014 16) resulted in large 
improvements in health care access and reduc-
tions in racial, socioeconomic, and urban-rural 
disparities in access.8 10 For instance, the unin-
surance rate for households earning less than 
$25,000 per year fell by 15.0 percentage points 
from 2013 to 2015 in states that expanded 
eligibility for Medicaid under the ACA and by 
5.3 percentage points in nonexpansion states.11 

Some early reports have suggested potential 
declines in health care coverage under the ad-
ministration of President Donald Trump,12,13 al-
though these studies relied on nongovernmental 
surveys with low response rates. Meanwhile, 
2017 coverage estimates from the Census 
Bureau14 and the National Center for Health Sta-
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tistics15 showed a nonsignificant increase in un-
insurance. However, Census Bureau reports do 
not include trends by month or quarter. Using 
high-quality survey data from the nationally rep-
resentative Behavioral Risk Factor Surveillance 
System (BRFSS), we examined trends in access 
to care and insurance coverage disparities dur-
ing 2017. BRFSS surveys are conducted as a con-
tinuous random sample, and survey dates are 
published in the public-use data which allowed 
us to study changes on a quarterly basis. We as-
sessed changes in health care access outcomes in 
the overall nonelderly US adult population and 
stratified by state Medicaid expansion status and 
household income. Because of the observational 
nature of our study design, our results should be 
considered descriptive; they do not enable us 
to make any direct connection between specific 
policy interventions and the study outcomes. 

Study Data And Methods 
Data Data for this study are from the 2011 17 
BRFSS. The BRFSS is a nationwide, repeated 
cross-sectional telephone survey that has includ-
ed both land-line and mobile phones since 2011; 
its sampling methodology and respondent char-
acteristics have been described elsewhere.16,17 

Our sample included adults up until the age of 
Medicare eligibility that is, ages 18 64 who 
resided in the US (not including its territories). 
Measures Our outcome variables included 

three self-reported measures of health care 
access: whether respondents had any kind of 
health care coverage, whether they had one per-
son they thought of as their personal doctor or 
health care provider, and whether there was a 
time in the past twelve months when they had 
needed to see a doctor but could not because 
of cost. These measures have been validated in 
several previous works.18 For instance, Lorelei 
Mucci and coauthors interviewed BRFSS respon-
dents to validate their health insurance status 
and found that 93 percent of the respondents 
who reported that they had insurance were able 
to produce their insurance cards.19 We also ex-
tracted data on a variety of demographic charac-
teristics: race, household income, sex, home 
ownership, educational attainment, age, veteran 
status, rurality (using BRFSS metropolitan sta-
tus codes), household size, and whether children 
were present in the household. We calculated an 
imputed percentage of the federal poverty level, 
which was then used to categorize respondents 
by household income: less than 138 percent of 
poverty (the income eligibility threshold under 
the Medicaid expansion), 138 400 percent of 
poverty (corresponding to subsidy eligibility 
limits in the ACA Marketplaces), and more than 

400 percent of poverty (eligible for neither Med-
icaid nor Marketplace subsidies). For a summary 
of this process, see the online appendix20 or 
an earlier article by Benjamin Sommers and 
coauthors.21 We used hot-deck imputation to re-
place the small number of missing answers to 
specific survey questions (less than 1 percent), 
which reduced the potential for nonresponse 
bias in our models.22 

Analytic Approach We first assessed quarter-
ly trends in the three measures of health care 
access in the period 2011 17, stratified by house-
hold income and state Medicaid expansion sta-
tus. Since our study focused on changes in 2017, 
states were treated as having expanded Medicaid 
if they had implemented the Medicaid expansion 
by the end of 2016. We then used an interrupted 
time-series approach to estimate the adjusted 
changes in access for each quarter in the period 
2014 17, relative to what would have been ex-
pected had trends at baseline (2011 13) for each 
state continued. Wald tests were used to check 
whether the regression coefficients for each 
quarter of 2017 were significantly different from 
those of the fourth quarter of 2016. In sensitivity 
analyses we examined annual instead of quarter-
ly changes in access. All regressions were esti-
mated as linear probability models using BRFSS 
sampling weights. The results were highly com-
parable when we used logistic models and 
changes in average predicted probabilities. Mod-
els were adjusted for the demographic covariates 
listed earlier, survey quarter, and state-specific 
pre-ACA time trends. 
Lastly, we assessed changes in absolute in-

come-based disparities in avoided care because 
of cost from 2013 16 to 2016 17, again stratified 
by state expansion status. Absolute disparities 
were calculated as the adjusted differences in 
average regression predictions for households 
with incomes less than 138 percent or more than 
400 percent of poverty, with covariates standard-
ized to the final quarter of 2013. The study meth-
odology is discussed in more detail in the appen-
dix.20 Analyses were conducted using Microsoft 
R Open, version 3.5.1. 
Limitations Our study had several limita-

tions. First, it had many of the standard limita-
tions of survey-based designs, such as the poten-
tial for nonresponse bias and the reliance on 
self-reported outcomes. However, the BRFSS 
generally has a high response rate for telephone 
surveys (nearly 50 percent each year),17 re-
sponses were reweighted to reflect state-level 
demographics, and hot-deck imputation was 
used to replace missing answers to specific ques-
tions.22 In previous work, the measures of health 
care access that we examined have been found to 
have high levels of validity and reliability.18 
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Second, income measurement in the BRFSS is 
quite imprecise, and our imputed household 
income measure was only a rough proxy for the 
family income measure used to determine eligi-
bility for Medicaid and Marketplace subsidies. 
Third, the BRFSS does not include an assess-

ment of different coverage types in its core 
survey, which meant that we could not directly 
assess whether the coverage losses in 2017 re-
flected changes in Medicaid, Marketplace insur-
ance, or some other type of coverage. However, 
the Centers for Medicare and Medicaid Services 
(CMS) reported that enrollment in the individu-
al Marketplaces fell by 10 percent from 2016 to 
2017 and continued to decline in 2018.23 These 
declines have been strongly concentrated among 
people ineligible for premium subsidies. Total 
nonsubsidized enrollment fell from approxi-
mately 6.27 million in 2016 to 3.77 million in 
2018, a decline of 40 percent. It s unclear how 
much of the enrollment decline reflected a net 
loss of coverage versus substitution for non-
Marketplace plans. Meanwhile, total subsidized 
enrollment among eligible people showed a 
modest increase of 1.3 percent, from 8.25 million 
to 8.36 million.24 

Fourth, the BRFSS does not include questions 
about citizenship status. This precluded analyses 
of changes in access for immigrant populations, 
whose members may be disproportionately af-
fected by recent policy changes. 
Finally, because of the observational nature of 

our study design, our estimates should be inter-
preted only as associations. We were unable to 
directly attribute changes in access from 2016 
to 2017 to specific changes in the policy envi-
ronment. 

Study Results 
Our final sample included nearly 2.2 million 
respondents (sample characteristics are in ap-
pendix exhibit A1).20 Respondents in states that 
chose to expand Medicaid were less likely to be 
black, and they had higher household incomes 
and a higher rate of college graduation, but they 
were similar in terms of employment and other 
covariates compared to respondents in states 
that did not expand Medicaid. 
The uninsurance rate for low-income respon-

dents fell to 23.2 percent in the first quarter of 
2017 (exhibit 1). However, it rose to 27.5 percent 
by the end of the year, its highest point since the 
third quarter of 2015. The proportion of respon-
dents who reported having no personal doctor 
reached its nadir during the first quarter of 2017 
(32.5 percent), when the proportion who re-
ported having avoided care fell to 23.1 percent. 
However, both measures also rose during 2017. 
These data are available for other income groups 
and for the entire sample in appendix exhib-
it A2.20 In the subsequent sections of this article, 
we focus on results from adjusted models (unad-
justed results are in appendix exhibit A3).20 

Exhibit 1 

Percent of low-income households that were uninsured, had no personal doctor, or avoided care because of cost, 2011 17 

SOURCE Authors analysis of data for 2011 17 from the Behavioral Risk Factor Surveillance System (BRFSS). NOTES All lines show 
unadjusted proportions of those households with incomes of less than 138 percent of federal poverty level, accounting for BRFSS 
sampling weights. In each year, respondents were asked whether they had experienced these outcomes in the past twelve months. 
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Changes In Access, Overall And By House-
hold Income From the end of 2013 through the 
end of 2016, uninsurance rates declined by 7.1 
percentage points (exhibit 2) (95% confidence 
interval: 6.6, 7.7), the proportion of respondents 
without a personal doctor declined by 6.3 per-
centage points (95% CI: −6.9, −5.7), and the 
proportion that avoided care because of cost de-
clined by 4.0 percentage points (95% CI: −4.5, 
−3.4). Starting in the second quarter of 2017, all 
of these coverage gains were partially reversed. 
From the end of 2016 through the end of 2017, 
the overall proportion of adults without health 
insurance rose 1.2 percentage points (95% CI: 
0.7, 1.5), and this increase was concentrated 
among respondents with household incomes 
below 138 percent of poverty (1.6 percentage 
points; 95% CI: 0.7, 2.5). In contrast, the pro-
portion without a personal doctor decreased 
slightly (−0.8 percentage points; 95% CI: −1.3, 
−0.5), led by changes in middle-income house-
holds (−1.2 percentage points; 95% CI: −1.9, 
−0.5). The rate of avoiding care because of cost 
worsened (1.0 percentage points; 95% CI: 0.6, 
1.4), with the greatest increases seen in the 
lowest-income group (1.3 percentage points; 
95% CI: 0.4, 2.2). 
The 2017 declines in insurance coverage and 

affordability were concentrated in nonexpan-
sion states (exhibit 3). Uninsurance increased 
by 2.1 percentage points overall in nonexpansion 
states from the fourth quarter of 2016 through 
the fourth quarter of 2017 (95% CI: 1.4, 2.8), 
primarily as a result of changes in the group 
with incomes below 138 percent of poverty (3.4 
percentage points; 95% CI: 1.8, 5.0). Smaller 
increases in uninsurance rates were observed 
during this period in Medicaid expansion states 
(0.6 percentage points; 95% CI: 0.1, 1.1). Overall 
changes from the fourth quarter of 2016 to the 
fourth quarter of 2017 in the proportion of 
respondents without a personal doctor were sim-
ilar in expansion and nonexpansion states, but 
there was significant variation by subgroup. In 
expansion states there was a decrease in the pro-
portion of respondents in the lowest income 
group who had no personal doctor (−1.7 percent-
age points; 95% CI: −2.9, −0.5). In nonexpan-
sion states there was an increase instead (2.0 
percentage points; 95% CI: 0.4, 3.6), but this 
was offset by declines in the other income 
groups. Rates of avoiding care because of cost 
increased by 2.1 percentage points in nonexpan-
sion states (95% CI: 1.4, 2.8), and estimates for 
subgroups were roughly similar. Increases in the 
rates were smaller in magnitude for expansion 
states and were significant only for the highest 
income group (0.8 percentage points; 95% CI: 
0.2, 1.4). 
Annualized Changes In Health Care Access 

As a robustness check, we repeated our analyses, 
looking at annual instead of quarterly changes in 
access from 2013 to 2017. The annual estimates 
of changes in access from 2016 to 2017 were 
generally similar to our quarterly estimates 
and also highly significant, although slightly at-
tenuated. For instance, the overall change in the 
proportion of adults without health insurance 
from 2016 to 2017 was 0.9 percentage points 
(95% CI: 0.6, 1.2), and the proportion who 
avoided care because of cost rose by 0.8 percent-
age points (95% CI: 0.6, 1.0). These results are 
in appendix exhibits A4 and A5.20 

Changes In Coverage Disparities  Income-
based disparities in avoided care because of cost 
decreased from the end of 2013 to the end of 2016 
in both expansion and nonexpansion states. 
For instance, the disparity in rates of avoided 
care between the high- and low-income groups 
declined by 8.5 percentage points (95% CI: 7.2, 
9.7) in expansion states (exhibit 4). However, 
disparities began to rise in 2017 for respondents 
in nonexpansion states. From the fourth quarter 
of 2016 to the fourth quarter of 2017, the abso-
lute disparity in avoided care between rich and 
poor increased from 23.4 percentage points to 
26.0 percentage points in nonexpansion states 

Exhibit 2 

Adjusted percentage-point changes from 2013 to 2017 in households that were uninsured, 
had no personal doctor, or avoided care because of cost, by household income group 

Compared to 2016 Q4a 

Household income (% FPL) 2016 Q4b 2017 Q1 2017 Q2 2017 Q3 2017 Q4 

Uninsured 

Less than 138% −10.9**** −0.8 0.3 0.3 1.6**** 
138 400% −4.3**** −0.2 0.7** 0.8*** 1.0**** 
More than 400% −0.9** 0.5 0.7** 1.2**** 1.1**** 
All −7.1**** 0.0 0.5** 0.8**** 1.2**** 

Had no personal doctor 

Less than 138% −6.6**** −1.6*** −2.5**** −1.2** −0.4 
138 400% −6.6**** 0.6 0.5 0.1 −1.2**** 
More than 400% −1.9**** −0.3 −0.1 0.0 −0.5 
All −6.3**** −0.2 −0.7*** −0.3 −0.8**** 
Avoided care because of cost 

Less than 138% −6.8**** −0.4 1.2** 1.6*** 1.3*** 
138 400% −1.0*** 0.3 0.9*** 0.9*** 1.1**** 
More than 400% −0.3 1.2**** 1.6**** 1.9**** 1.1**** 
All −4.0**** 0.4* 1.1**** 1.4**** 1.0**** 

SOURCE Authors analysis of data for 2011 17 from the Behavioral Risk Factor Surveillance System 
(BRFSS). NOTES Models are adjusted for state-level time trends; survey quarter; and respondent 
demographic characteristics, including race, household income, sex, home ownership, educational 
attainment, age, veteran status, rurality, household size, and whether children were present in 
the household. In each year, respondents were asked whether they had experienced these outcomes 
in the past twelve months. For additional details on our regression specifications, see the appendix 
(note 20 in text). FPL is federal poverty level. aWald test for the difference between two regression 
coefficients. bCounterfactual estimates of changes from the fourth quarter of 2013. *p < 0:10 
**p < 0:05 ***p < 0:01 ****p < 0:001 
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(a relative increase of 11 percent), while falling 
from 14.3 percentage points to 13.3 percentage 
points in expansion states (a relative decrease of 
nearly 7 percent). 

Discussion 
Consistent with a large body of evidence on the 
ACA s impacts,9,11,25 we observed substantial im-
provements in health care access from 2013 
through 2016. These gains were concentrated 
among respondents who had household in-
comes under 400 percent of poverty, resided 
in states that chose to expand Medicaid, or both. 
These trends reversed in 2017, and gains in 
health care access began to erode. We also ob-
served sizable reductions in income-based dis-

parities in avoided care because of cost from 
2013 through 2016, although these disparities 
increased in 2017 for Medicaid nonexpansion 
states. 
Nationally, we estimated that uninsurance 

rates fell by 7.1 percentage points from 2013 to 
2016 but rose by 1.2 points during 2017. Thus, 
roughly 17 percent of the adjusted change in 
coverage from the ACA s early years had been 
reversed by the end of 2017. On the population 
level, our findings of an increase of approximate-
ly 1 percentage point in the rates of uninsurance 
and avoided care because of cost imply that near-
ly two million additional US adults ages 18 64 
experienced each of these outcomes at the end of 
2017, compared to the end of 2016. These recent 
declines were primarily concentrated among 

Exhibit 3 

Adjusted percentage-point changes from 2013 to 2017 in households that were uninsured, had no personal doctor, or 
avoided care because of cost, by household income group and whether or not states expanded eligibility for Medicaid 

Compared to 2016 Q4a 

Household income (% FPL) 2016 Q4b 2017 Q1 2017 Q2 2017 Q3 2017 Q4 

Nonexpansion states 

Uninsured 
Less than 138% −6.1**** 0.7 1.8** −0.3 3.4**** 
138 400% −4.2**** −1.0* 1.6*** 1.9**** 1.3*** 
More than 400% −0.5 0.5 1.1* 2.6**** 0.9* 
All −5.7**** 0.4 1.7**** 1.5**** 2.1**** 

Had no personal doctor 
Less than 138% −6.1**** 0.2 0.1 −0.2 2.0** 
138 400% −5.7**** 1.0 −0.2 −0.1 −2.3**** 
More than 400% −1.5 −1.4* −1.7** −1.4* −2.5**** 
All −5.8**** 0.5 −0.3 −0.3 −0.7* 

Avoided care because of cost 
Less than 138% −3.2*** 1.1 2.9**** 1.7* 2.3*** 
138 400% −1.0 1.2** 1.7*** 2.0**** 2.0**** 
More than 400% −2.0*** 1.7*** 2.3**** 2.6**** 1.7*** 
All −3.3**** 1.7**** 2.5**** 2.1**** 2.1**** 

Expansion states 

Uninsured 
Less than 138% −13.8**** −2.0*** −0.8 0.6 0.4 
138 400% −4.4**** 0.1 −0.1 0.1 0.8** 
More than 400% −1.1** 0.4 0.3 0.4 1.3**** 
All −7.8**** −0.5* −0.4 0.3 0.6** 

Had no personal doctor 
Less than 138% −6.8**** −2.7**** −4.3**** −1.8*** −1.7*** 
138 400% −7.0**** 0.1 0.7 0.0 −0.7* 
More than 400% −1.9*** 0.1 0.5 0.5 0.5 
All −6.4**** −0.8** −1.1**** −0.4 −0.9*** 

Avoided care because of cost 
Less than 138% −9.0**** −1.5** −0.1 1.5** 0.7 
138 400% −1.1** −0.2 0.4 0.4 0.6 
More than 400% 0.7 0.9** 1.2*** 1.5**** 0.8** 
All −4.3**** −0.4 0.2 1.0**** 0.4* 

SOURCE Authors analysis of data for 2011 17 from the Behavioral Risk Factor Surveillance System. NOTES Models are adjusted for 
the factors listed in the notes to exhibit 2. In each year, respondents were asked whether they had experienced these outcomes in the 
past twelve months. For additional details on our regression specifications, see the appendix (note 20 in text). FPL is federal poverty 
level. aWald test for the difference between two regression coefficients. bCounterfactual estimate of changes from the final quarter of 
2013. *p < 0:10 **p < 0:05 ***p < 0:01 ****p < 0:001 
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people who were poor, resided in nonexpansion 
states, or both. As a result, income-based dispar-
ities in avoided care because of cost began to 
increase in nonexpansion states during 2017. 
The nature of our study design did not allow us 

to causally link changes in health care access 
with specific policy interventions. For instance, 
it is unclear whether the observed protective ef-
fects of Medicaid expansion are due to expansion 
per se or to other related state policies and activ-
ities. Expansion states were more likely to estab-
lish and operate state-based Marketplaces, pro-
vide more generous funding for Marketplace 
navigators, and have a greater volume of adver-
tising promoting ACA open enrollment peri-
ods.5,26,27 Notwithstanding this limitation, the 
observed changes were concurrent with impor-
tant policy developments under the Trump ad-
ministration, which took office in January 2017. 
The declines in coverage coincided with the im-
plementation of federal policies that shortened 
enrollment periods and reduced advertising and 
outreach, as well as with general confusion about 
the ACA s status after the repeal debate.5,13,28,29 

Given that these changes also occurred during 
a time of low unemployment and that our model 
directly adjusted for demographic factors such as 
employment and income, it is less likely that the 
economy or population changes accounted for 
these results. The observed changes in health 

care access may in fact understate the effects 
of the above-mentioned policy changes. Further-
more, the fact that the negative impacts in 2017 
were concentrated in nonexpansion states sug-
gests that state policies are important drivers of 
coverage and access. Misinformation may also 
have played a role; a 2017 Morning Consult/Po-
litico survey found that nearly one in four Amer-
icans incorrectly believed that the ACA had been 
partially repealed, while 15 percent believed that 
it had been totally repealed.4 Our results on 
insurance coverage are largely consistent with 
findings from the Gallup Well-Being Index.13 

To our knowledge, however, ours is the first 
study to use a validated government data source 
to document significant changes in coverage, as 
well as the first to show an associated change in 
access to care. 
It is unclear whether these trends continued 

into 2018 and 2019, and the conflicting results 
from alternative data sources add more uncer-
tainty to the implications of these findings. 
For instance, the uninsurance rate for adults 
ages 18 64 increased from 11.9 percent in 
2016 to 12.1 percent in 2017, according to the 
Current Population Survey,14 and from 12.4 per-
cent to 12.8 percent, according to the National 
Health Interview Survey.15 The Commonwealth 
Fund s Biennial Health Insurance Survey 
showed no change in the uninsurance rate from 

Exhibit 4 

Differences between rich and poor households in rates of avoided care because of cost in the fourth quarters of 2013, 
2016, and 2017, by whether or not states expanded eligibility for Medicaid 

SOURCE Authors analysis of data for 2013 17 from the Behavioral Risk Factor Surveillance System. NOTE Absolute disparities are 
calculated as the percentage-point differences in average regression predictions for poor households (those with incomes below 
138 percent of the federal poverty level) and rich households (those with incomes above 400 percent of poverty), with covariates 
standardized to the fourth quarter of 2013. 
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2016 to 2018 (it remained 12 percent), although 
these estimates were rounded to the nearest in-
teger.30 Meanwhile, Gallup recently reported a 
large uptick in the uninsurance rate in 2018,31 

though given a large-scale redesign in that data 
source at the end of 2017, it is unclear whether 
the revised survey provides valid estimates of 
coverage trends over time.32 Lastly, recent results 
from the Current Population Survey showed a 
slight uptick in the uninsurance rate from 
2017 (7.9 percent) to 2018 (8.5 percent).33 It is 
possible that our results are early indicators of 
concerning trends that may become more appar-
ent over time and across other data sources. It is 
also possible that idiosyncrasies in the BRFSS 
(and Gallup data) may be responsible for our 
findings. Future research with multiple data 
sources will be critical to evaluating these points. 

Ongoing policy changes such as the elimina-
tion of the individual insurance mandate penalty 
in 2019, reductions in CMS s budget for ACA 
marketing and navigator programs,28 temporar-
ily halting risk-adjustment payments to insur-
ers,34 and shortening the open enrollment peri-
od on the ACA s insurance Marketplaces may 
further erode access gains.29 On the other hand, 
Virginia s and Maine s Medicaid expansions be-
came effective in January 2019, and expansions 
were approved by voters in Idaho, Nebraska, and 
Utah in 2018 but have not yet been imple-
mented.35,36 As we approach the ten-year anniver-
sary of the passage of the ACA, further monitor-
ing of these national trends with high-quality 
data will be critical to informing policy discus-
sions regarding the act s future. ▪ 
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I. Introduction 

The Centers for Medicare & Medicaid Services (CMS) issued a 
long-anticipated State Medicaid Director Letter (SMDL)1 on January 
30, 2020 inviting states to apply for Section 1115 demonstration 
projects that would impose caps on federal Medicaid funding for 
the adult expansion and some other adult populations in exchange 
for new programmatic fexibility. Referred to as “Healthy Adult 
Opportunity” by CMS, these demonstrations would allow states 
to choose between two types of capped funding arrangements: a 
per capita cap or an aggregate cap (i.e., a block grant). CMS also 
released with the SMDL an application template2 for use by states 
interested in requesting a capped funding demonstration. 

The SMDL is a major shift from Medicaid’s current structure as a 
statutory entitlement, in which the federal government matches all 
eligible state expenditures without any cap. Previous proposals to 
shift Medicaid federal funding models to a cap were included in 
the repeal and replace legislation of 2017, which were not passed 
by Congress. Those bills would have replaced traditional Medicaid 
spending for all states with a per capita cap, and some would have 
imposed a block grant for Affordable Care Act (ACA) expansion 
groups. Under CMS’ new guidance, each state may decide for itself 
whether to apply for a Section 1115 demonstration that would cap 
federal fnancial participation (FFP) for certain Medicaid populations, 
subject to the parameters set out in the guidance. 

As explained in the SMDL and application template, CMS uses 
“expenditure” authority under Section 1115(a)(2) to allow coverage 
that can be designed without regard to key provisions in the 
Medicaid statute, including certain standard benefciary protections 
that today apply to all Section 1115 Medicaid demonstrations.3 

The capped funding model thus offers states new programmatic 
fexibility with respect to enrollment procedures, covered benefts, 
and federal oversight in exchange for reduced federal funding and 
substantial fnancial risk. Given the extent and nature of the fnancial 
and programmatic changes that would be permitted pursuant to 

Key Considerations for States 
As states weigh whether to pursue a capped 
funding demonstration, they will want to 
consider key features and implications of 
the guidance, as described in more detail 
throughout this issue brief: 

› Loss of Federal Funds. Caps on federal 
funding shift fnancial risk to the states. 
That risk is particularly great under the 
model described in the SMDL, given that 
the caps are designed to constrain the 
growth in Medicaid spending. 

› Limited New Flexibilities. The SMDL 
describes various forms of program 
fexibility that states may request, 
many of which are already available to 
states outside the context of a capped 
demonstration. Notable policy options 
that have not previously been approved 
include: access to “shared savings,” 
some of which may be spent on services 
outside of Medicaid; eliminating hospital 
presumptive eligibility; implementing a 
closed prescription drug formulary for 
populations beyond the ACA expansion 
group; proposing alternative approaches 
to complying with federal standards for 
access and managed care oversight; 
and modifying certain program elements 
during the demonstration without the 
need for federal approval. 

Continued on page 2 

1 Centers for Medicare & Medicaid Services. State Medicaid Director Letter, Healthy Adult Opportunity (SMDL # 20-001). Washington: Centers for Medicare & Medicaid 
Services; 2020. https://www.medicaid.gov/sites/default/fles/Federal-Policy-Guidance/Downloads/smd20001.pdf. Accessed January 30, 2020. 

2 Centers for Medicare & Medicaid Services. Healthy Adult Opportunity (HAO) Section 1115 Demonstration Application Guidance & Template. Washington: Centers for 
Medicare & Medicaid Services; 2020. https://www.medicaid.gov/medicaid/section-1115-demo/downloads/how-states-apply/hao-application-template.docx. Accessed 
January 30, 2020. 

3 Rather than using its traditional 1115(a)(1) “waiver” authority to construct capped funding allotments, CMS’ new guidance relies heavily on 1115(a)(2) of the Social Security Act 
to grant expenditure authority for costs that are not otherwise matchable. By relying on this 1115(a)(2) authority, CMS asserts that otherwise applicable Medicaid requirements 
need not apply to the demonstration population. 

1 

https://www.medicaid.gov/sites/default/files/Federal-Policy-Guidance/Downloads/smd20001.pdf
https://www.medicaid.gov/medicaid/section-1115-demo/downloads/how-states-apply/hao-application-template.docx
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the SMDL, demonstrations approved under the guidance are also 
at high risk of litigation. 

This issue brief describes key features of the CMS guidance and 
provides an overview of potential implications for states that pursue 
these capped funding demonstrations. As discussed in greater 
detail below, CMS is open to approving certain new program 
fexibilities for states that accept a cap on their federal Medicaid 
funding. These capped funding arrangements will be designed 
to constrain federal Medicaid spending; states that adopt them 
will be subject to new pressure (in addition to the fscal imperative 
to constrain Medicaid costs that states always face) to reduce 
Medicaid expenditures in order to keep spending below the self-
imposed caps. Manatt Health is continuing to review the guidance, 
and an analysis of its fscal impact on states is forthcoming. This 
analysis focuses on considerations for states rather than the 
potential implications for benefciaries, Medicaid providers, and 
health plans that could result from these demonstrations. 

II. Key Features of Capped Funding Demonstrations 

This section describes CMS’ vision for capped funding 
demonstrations, as laid out in the SMDL. The demonstration’s core 
features including the following: 

› Populations that may be covered under the funding cap include 
the ACA adult expansion group as well as “optional” non-
elderly, non-disabled adults, including groups that have not 
previously been covered in the state.4 

› Federal funding caps may be imposed on either a per capita or 
an aggregate basis and will grow more slowly than projected 
Medicaid spending. States will continue to receive federal 
funding to match state spending but only up to the cap, leaving 
the state responsible for costs above the cap. 

› Shared savings may be available under the aggregate cap 

Key Considerations for States 
Continued from page 1 

› Risks for Medicaid Benefciaries 
and Other Stakeholders. States 
that experiment with altering Medicaid 
program standards may end up reducing 
benefciaries’ access to care, constricting 
provider reimbursement to unsustainable 
levels, or squeezing managed care 
capitation rates to an extent that makes 
it unfeasible for plans to meet their 
obligations. 

› Quality and Monitoring Obligations. 
A capped funding demonstration comes 
with monitoring and reporting obligations 
that go beyond the typical 1115 
demonstration requirements. 

› Administrative Challenges. A capped 
funding demonstration that departs 
substantially from the state’s existing 
Medicaid coverage model will mean that 
the state is essentially running a new, 
separate program alongside existing 
coverage for other populations (such as 
children and disabled or elderly adults). 

› Litigation Risk. States can expect 
legal challenges to any approved 
demonstration that includes capped 
federal funding. 

model to a state that spends less than the annual cap and 
meets certain performance benchmarks. States that qualify can divert some of the unspent federal Medicaid funds 
to health-related initiatives outside the Medicaid program. 

› Program fexibility articulated in the guidance includes changes that CMS has already permitted in demonstrations 
without funding caps as well as policies that CMS has not previously approved. The guidance does not, however, 
permit partial expansions [e.g., up to 100% of the Federal Poverty Level (FPL)] or enrollment caps for the expansion 
population. 

› Federal oversight for capped demonstrations includes monitoring and reporting obligations beyond those typically 
required under an 1115 demonstration. Although CMS indicates it will loosen other forms of oversight (i.e., forgoing 

4 The ACA required all states to expand their Medicaid programs to include all adults up to 133 percent of the FPL. The Supreme Court made this voluntary for states, however, 
with its 2012 decision in National Federation of Independent Business v. Sebelius. 
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prospective managed care contract review), CMS also acknowledges that it could require retrospective adjustments 
if it later deems a state to have been out of compliance. 

A. Covered Populations 

The SMDL states that the capped funding model is focused on “optional” nonelderly, nondisabled adults. States that 
apply for a capped funding demonstration may request to cover new populations for the frst time, and also to transfer 
in some of their existing Medicaid populations, including adults currently covered as part of the Medicaid expansion, an 
“optional” state plan group, or an existing 1115 demonstration. At this time, states will not be permitted to pursue block 
grant demonstrations for children, the elderly, and people eligible based on a disability, nor for the lowest-income (i.e., 
“mandatory”) parents and pregnant women. Note that many states have expanded coverage for low-income parents 
and pregnant women above the mandatory income levels and could apply for capped funding demonstrations that 
would cover optional parents and pregnant women, with or without adding the ACA expansion adult population. 

B. Capped Funding Financing Models: Per Capita Cap and Aggregate Cap 

The SMDL leaves Medicaid’s federal matching structure in place; congressional action would be needed to convert 
Medicaid to a block grant model that provides lump-sum federal payments without a state match or state spending 
requirement, as exist in some block grant programs. Under a capped funding demonstration, the federal government 
would contribute FFP at the usual matching rate given the population and services covered until the cap is reached; at 
that point, the federal government would stop contributing a federal match, leaving the state solely responsible for all 
remaining program costs that year. 

The guidance generally allows states to elect to cap their federal funding on either a per capita or an aggregate basis. 
If, however, a state uses a capped demonstration to extend coverage to a new population, the state must use a per 
capita cap until suffcient data is available to calculate an aggregate cap, as explained below. Under a per capita cap, 
the federal government will spend up to a certain amount per enrolled benefciary each year. Under an aggregate cap, 
by contrast, the amount of the cap is fxed, meaning it is not adjusted to account for any changes in actual enrollment 
during the demonstration. Both types of caps shift fnancial risk to the states for unexpected increases in the cost per 
enrollee (due to, for example, an expensive new drug). The aggregate cap—but not the per capita cap—also shifts risk 
to the state for increased enrollment (due to, for example, an economic downturn).5 

Calculating the Cap Amounts 

For both the aggregate cap and the per capita cap models, CMS will calculate “base year” expenditures using 
the most recent two years of expenditures (state and federal) for the populations and services that will be covered 
under the demonstration.6 If a proposed capped funding demonstration will extend coverage to new populations 
for the frst time, the SMDL requires that the state start the demonstration period with a per capita cap for those 
populations,7 with a base amount calculated using the best available state and national data. After two years—or 
once suffcient baseline data is available—states may transition to a rebased aggregate cap. 

To determine the cap amount for each year of the demonstration, CMS will trend the base amount forward. For a 
state with a per capita cap, the trend factor will be the lower of the medical care component of the Consumer Price 

5 CMS has previously approved two demonstrations with aggregate caps, one in Vermont in 2005 and a second in Rhode Island in 2009. In contrast to the approach taken 
in the SMDL, both Vermont and Rhode Island secured generous federal caps and, so, received more federal dollars than their projected federal contributions without the 
demonstration. For more information on these waivers, see Jocelyn Guyer, Vermont’s Global Commitment Waiver: Implications for the Medicaid Program, Kaiser Family 
Foundation (April 2006), https://www.kff.org/medicaid/issue-brief/vermonts-global-commitment-waiver-implications-for-the/, and Edward Alan Miller et al., Medicaid Block 
Grants: Lessons from Rhode Island’s Global Waiver, State Health Access Reform Evaluation, Robert Wood Johnson Foundation (June 2013), https://www.shadac.org/sites/ 
default/fles/publications/RI_Global_Waiver_Brief_FINAL.pdf. 

6 If the state’s quarterly CMS-64 expenditure reports do not permit CMS to separate out the specifc populations and services that will be covered under the demonstration, the 
state will need to submit two years’ worth of auditable expenditure data that ties to the expenditures reported on the CMS-64. 

7 The guidance is unclear about whether a state could request a demonstration that applies a per capita cap for newly covered populations while simultaneously applying a block 
grant for other populations that were already covered. 

https://www.kff.org/medicaid/issue-brief/vermonts-global-commitment-waiver-implications-for-the/
https://www.shadac.org/sites/default/files/publications/RI_Global_Waiver_Brief_FINAL.pdf
https://www.shadac.org/sites/default/files/publications/RI_Global_Waiver_Brief_FINAL.pdf
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Index (CPI) or the state’s historical spending growth rate over the past fve years.8 For aggregate caps, CMS will use 
the lower of the medical CPI plus half a percentage point or the average state growth rate.9 Anchoring the trend rate 
in the medical CPI is designed to constrain state spending relative to current levels: A recent publication from the 
CMS Offce of the Actuary estimated that average annual Medicaid spending growth for the period 2017 to 2026 
will consistently exceed the medical CPI.10 

The annual cap amounts will be set at the time the demonstration is approved (using projections of the medical 
CPI available at that time); however, certain circumstances may prompt CMS to adjust the cap amounts during the 
demonstration period. States may request to renegotiate the demonstration’s terms and conditions to account for 
unforeseen circumstances outside the state’s control, such as public health emergencies or major economic events. 
Meanwhile, CMS may adjust the cap if a state requests a policy change that “has the potential to substantially 
impact enrollment” (p.36). The SMDL does not defne “substantial impact” or offer specifc examples, but potentially 
applicable policies might include, for example, community engagement requirements (commonly referred to as work 
requirements). 

If a state seeks to renew a capped funding demonstration at the end of the fve-year demonstration period, CMS 
will rebase the caps using the same procedures outlined above.11 

Included and Excluded Spending Under the Cap 

The federal funding cap will apply to almost all of a state’s Medicaid spending on covered populations. The SMDL 
defnes a limited set of exclusions for administrative expenditures, spending on public health emergencies, spending 
on services received through the Indian Health Service, and spending that is not readily attributable to individual 
enrollees, such as Disproportionate Share Hospital (DSH) payments and certain temporary supplemental and pool 
payments made under 1115 authority.12 The cap will, however, include standard fee-for-service (FFS) supplemental 
payments and managed care pass-through payments; these supplemental payments would be allocated to the 
demonstration population based on the population’s share of non-supplemental payments.13 

Consequences of Exceeding the Cap 

As the capped funding methodology is designed to constrain spending, and given the projected growth rate in 
Medicaid costs, states may fnd it challenging to stay within their spending limits, and if a state spends above the 
cap in a given year, the excess payments are ineligible for FFP. Any FFP provided to a state based on spending 
above the cap will be disallowed using standard procedures. 

8 Note that, although the per capita cap amount is calculated on a per-enrollee basis, CMS will not assess state spending at the enrollee level. Rather, after each year of the 
demonstration, CMS will calculate an overall spending cap by multiplying the predetermined per enrollee cap amount by the number of enrolled benefciaries. 

9 Basing the trend factor on the medical CPI raises a question about timing: The SMDL states that the cap amounts “will be determined prior to approval of the demonstration” 
(p.16), but the Bureau of Labor Statistics publishes CPI fgures each month based on actual data and does not forecast the medical CPI for future years. CMS may thus intend 
to rely on the medical CPI projections issued by the CMS Offce of the Actuary. Alternatively, CMS may intend to apply the current medical CPI at the time of demonstration 
approval, locking in that rate for the demonstration’s entire fve-year period. 

10 CMS Offce of the Actuary. 2017 Actuarial Report on the Financial Outlook for Medicaid. Washington: CMS Offce of the Actuary; 2017, https://www.cms.gov/Research-
Statistics-Data-and-Systems/Research/ActuarialStudies/Downloads/MedicaidReport2017.pdf. Accessed January 30, 2020. 

11 This approach is consistent with 2018 guidance preventing states from “rolling over” unlimited savings from one demonstration project to the next. Centers for Medicare & 
Medicaid Services. State Medicaid Director Letter, Budget Neutrality Policies for Section 1115(a) Medicaid Demonstration Projects (SMDL # 18-009). Washington: Centers 
for Medicare & Medicaid Services; 2018. https://www.medicaid.gov/federal-policy-guidance/downloads/smd18009.pdf. Accessed January 30, 2020. Under CMS’ current 
approach to budget neutrality, states are permitted to roll over accumulated budget neutrality savings only from the most recently approved fve-year demonstration period. 

12 The SMDL lists examples of excluded payments including Designated State Health Program (DSHP) payments, Delivery System Reform Incentive Payments (DSRIP), and 
Uncompensated Care Cost (UCC) payments. 

13 To allocate inpatient hospital supplemental payments, for example, CMS will examine the state’s base payments for inpatient services and determine what percentage of those 
payments were attributable to services for the demonstration population. 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Research/ActuarialStudies/Downloads/MedicaidReport2017.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Research/ActuarialStudies/Downloads/MedicaidReport2017.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/smd18009.pdf
http:payments.13
http:authority.12
http:above.11
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Capped Funding Models Are More Restrictive than Standard 1115 Demonstration Budget Neutrality 
CMS requires that all 1115 demonstrations be “budget neutral” to the federal government, meaning that federal spending 
under the demonstration must be no greater than what the federal government would have spent in the absence of the 
demonstration. As with a cap under the SMDL, CMS determines the budget neutrality limit by calculating the state’s base 
year expenditures and trending that amount forward over the life of the demonstration. However, the SMDL takes a stricter 
approach to limiting federal spending. 

› Annual Spending Limits. In a standard 1115 demonstration, the budget neutrality limit applies over the life of the 
entire demonstration. States can thus balance a budget overrun in one year against a surplus in the next, which allows 
for policy changes that may take upfront investment before generating longer-term savings. In a capped funding 
demonstration, by contrast, the caps apply on an annual basis. A state that exceeds its cap in any given year must 
repay the “excess” FFP the following quarter. (As discussed below, under an aggregate cap—but not a per capita cap— 
states may apply “unused” spending under the cap in one year against excess spending in future years; unlike budget 
neutrality, this rebalancing is limited to a prospective three-year period, so spending reductions late in the demonstration 
cannot make up for excess spending in the early years.) 

› Less Flexible Trend Factor. When selecting a trend factor for budget neutrality in other Section 1115 
demonstrations, CMS uses the lower of historical state spending or the President’s Budget trend rate projections for 
Medicaid cost growth. Both fgures are specifc to Medicaid spending on populations covered by the demonstration. In 
a capped demonstration, by contrast, CMS will compare historical state spending against the medical CPI, a general 
infation fgure for people with all types of health coverage. 

Provisions Specifc to the Aggregate Cap: Retaining Unused Funding and Shared Savings 

Certain additional fnancing features apply specifcally to the aggregate cap model. The SMDL explains that these 
features, like the 0.5 percent boost to the trend rate, refect the “added risk states will assume under an aggregate 
cap model” as compared with the per capita cap (p.18). 

The aggregate cap itself creates strong pressure on states to keep total spending from exceeding the cap, but the 
SMDL goes a step further by defning two policies that could further drive states to reduce spending below the cap. 
First, a state that underspends in a given year may hold the “unused” spending for up to three years. If the state 
exceeds its cap during that three-year period, the state may offset the overspending in an amount equal to the 
unused funds. 

Alternatively, a state may request to convert a portion of its unused spending into a “shared savings” payment. 
CMS will calculate the amount of potential FFP associated with the unused spending and will designate 25 to 50 
percent of that unused FFP as shared savings that may be used by the state, contingent on the state maintaining or 
improving its performance on certain quality benchmarks.14 

The shared savings are not returned to the state as a simple cash grant. Rather, shared savings payments operate 
as a form of fexible FFP, which the state may access by spending state funds, then drawing down the shared 
savings FFP at the state’s usual federal match rate.15 These shared savings may, at CMS’ discretion, be spent on 
health-related state programs that are not otherwise FFP eligible but that promote Medicaid objectives. The SMDL 
lists potentially eligible initiatives such as prevocational services for Medicaid benefciaries, a tobacco cessation 
program that serves (but is not limited to) Medicaid benefciaries, or providing Medicaid services for populations 
not currently covered by the state’s Medicaid program. The state spending required as a match does not have to 

14 CMS will calculate shared savings as follows: First, a state must establish a comprehensive set of baseline quality metrics (tied to the CMS Adult Core Set metrics listed in SMDL 
Appendix D) for the demonstration population; thereafter, if the state maintains access and quality metrics at baseline levels, the state qualifes for shared savings consisting 
of 25 percent of unused FFP. The state may increase its shared savings percentage to 37.5 percent by showing either a 3 percent improvement or performance at the 75th 
percentile with respect to at least seven of the 25 Adult Core Set performance benchmarks. If the state can make that showing for 13 or more benchmarks, the savings 
percentage increases to 50 percent. 

15 The match rate for these shared savings funds is likely to be lower than the block grant demonstration population match rate assuming the demonstration population includes 
the ACA expansion group. 

http:benchmarks.14
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be new state spending in all cases: up to 30 percent of a state’s federal shared savings dollars may be spent on 
existing state programs, and although these dollars may not be used to supplant existing federal funding, they can 
replace existing state spending on health programs (as long as the match requirement is met), thereby freeing state 
dollars for other uses. 

The SMDL combines these opportunities with a “maintenance of effort.” Each year, states with an aggregate cap 
must spend at least 80 percent of their cap amount (combined state and federal shares) on Medicaid expenditures 
for the block grant population or CMS will reduce their cap amount going forward. 

Limitations on Shared Savings 
Although proponents of block grant models tout shared savings as a main selling point, a number of factors in the 
capped funding guidance may stand in the way of states qualifying for, or benefting from, shared savings. 

› Data Limitations. To qualify for shared savings, states must establish a comprehensive set of baseline 
quality metrics for the demonstration population. States in the early phases of implementing data collection 
infrastructure may face challenges in establishing a quality baseline or demonstrating improvement. The 
variability in Medicaid data may complicate comparisons across state lines, which may hamper CMS’ efforts to 
apply percentile-based performance benchmarks. 

› Timing Limitations. States may be categorically ineligible in the early years of their demonstration, whether 
because of insuffcient fnancial baseline data, as described above, or because they used the demonstration to 
cover a new population and were thus required to implement a per capita cap demonstration for at least two 
years before transitioning to a block grant. Moreover, states are not eligible for shared savings in the fnal year of 
a demonstration unless CMS approves a demonstration renewal.16 Thus, some states may be eligible for shared 
savings in only two of the fve demonstration years. 

› The Federal Government Will Retain the Majority of Shared Savings. If a state qualifes for a portion 
of the shared savings, the state must spend its own funds to “draw down” the federal shared savings dollars. 
Even if a state uses a capped funding demonstration to cover the ACA expansion population, which carries an 
enhanced match rate of 90%, shared savings must be drawn down at the state’s regular match rate; those rates 
currently range from 50% to 77%. 

C. States Entering Capped Funding Demonstrations Will Trade Funding Reductions for Program Flexibility 

The guidance proposes a trade-off for states: accept a cap on federal funding in exchange for fexibility in program 
design and administration. The per capita cap—unlike the aggregate cap—offers no opportunity for shared savings, 
such that program fexibility would be the primary beneft to states entering these arrangements. The SMDL 
“encourages states to apply for all fexibilities that have been previously approved in other demonstrations” with respect 
to program features such as eligibility, enrollment, covered benefts, and health system delivery reform (p.2). In addition, 
the SMDL expressly authorizes certain policy options that have not previously been approved and invites states to 
“request additional fexibilities” beyond those addressed in CMS’ guidance (p.15). And as discussed in later sections 
of this issue brief, states may exercise these fexibilities in an environment of relaxed federal oversight. Consistent 
with current Section 1115 demonstration policy, states will have to develop, and submit for CMS approval, an 
implementation plan to provide “detailed information” about the state’s approach to implementation; CMS will provide a 
template for the implementation plan, as the agency did for work requirement demonstrations (p.35). 

16 As noted above, CMS intends to rebase the caps upon capped funding demonstration renewal. While the guidance is not clear about how spending reductions would factor into 
the baseline, a state that substantially reduces spending and qualifes for shared savings during an initial demonstration may, upon renewal, receive a reduced baseline cap for 
the new demonstration period. 

http:renewal.16
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Eligibility and Enrollment 

As under existing Medicaid Section 1115 demonstrations, states may impose various restrictions on the 
demonstration population as well as on when and how they may enroll in Medicaid, including by: 

› Imposing additional conditions on eligibility, such as work requirements or health assessments. 

› Restricting the duration of effective Medicaid coverage by: 

• Eliminating retroactive eligibility; or 

• Imposing a waiting period (or payment of a premium) before enrollment becomes effective. 

› Imposing coverage lockout periods for benefciaries who fail to satisfy program requirements (such as work 
requirements or premiums). 

The guidance also indicates openness to eliminating hospital presumptive eligibility (which CMS has not approved 
to date) as well as the prohibition on asset tests (subject to certain limitations with respect to the ACA expansion 
population).17 

The SMDL specifes that the annual spending cap will take into account program features that “signifcantly affect 
enrollment” so that “states do not achieve savings from disenrolling individuals” (p.24). And the guidance notes 
that certain federal requirements for enrollment procedures will continue to apply, including rules regarding timely 
eligibility determinations, electronic verifcation, streamlined renewal, and coordination of eligibility determinations 
with the Marketplaces. 

Covered Services 

The SMDL explains that states will not be subject to the Alternative Beneft Plan (ABP) coverage requirements 
with respect to these demonstration populations. Rather, states will generally be expected to align capped 
funding demonstration coverage with the essential health benefts (EHB) available under private health plans in the 
Marketplace.18 In this way, states will be able to opt out of otherwise mandatory Medicaid benefts such as: 

› Nonemergency medical transportation (NEMT) 

› Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) for individuals aged 19 or 20 

› Medicaid’s enhanced reimbursement rate and other provisions regarding Federally Qualifed Health Centers 
(FQHCs) if in the context of a value-based payment arrangement19 

In addition, states may request to add benefts under a capped funding demonstration, consistent with CMS’ 
existing guidance and prior demonstration approvals. The SMDL lists examples including services to address social 
determinants of health, such as enhanced case management, and services provided at Institutions for Mental 
Diseases (IMDs) for substance use disorders or serious mental illness. Under a cap, however, new services may 
displace funding for traditional health care services. For example, if a state applies for a demonstration that adds 
housing supports not otherwise eligible for FFP, the state’s historical expenditure data—and therefore the state’s 
annual cap amount—would not refect those services. 

17 Federal law generally prohibits states from applying asset tests to populations that qualify for Medicaid eligibility based on modifed adjusted gross income. This prohibition is 
not waivable under Section 1115(a)(1), but the SMDL indicates that CMS may use its 1115(a)(2) expenditure authority to permit otherwise unallowable asset tests. The SMDL 
cautions, however, that the enhanced federal match rate for the expansion population is available only if the state expands coverage all the way to 133 percent of the FPL 
without imposing an asset test. 

18 Marketplace plans must cover services in each of the 10 categories of EHB: ambulatory patient services, emergency services, hospitalization, maternity and newborn care, 
behavioral health and substance use disorder services, prescription drugs, rehabilitative and habilitative services, laboratory services, preventive and wellness services and 
chronic disease management, and pediatric services. 

19 If a state elects to cover FQHC services as part of a value-based payment reform, the state may opt out of the Medicaid requirements for FQHC prospective payment or 
alternative payment methodologies, and may instead comply with the “Essential Community Provider” requirements at 45 C.F.R. § 156.235. This authority is precedent-setting 
as CMS has generally declined to waive FQHC requirements. 

http:Marketplace.18
http:population).17
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Implications of Importing the Essential Health Benefts (EHB) Standard into Medicaid 

› The ability to align Medicaid benefts with EHB coverage magnifes the impact of recent federal efforts 
to relax the EHB standard by, for example, allowing states to incorporate elements of other states’ EHB 
standards or limiting states’ ability to supplement the EHB standards with benefts that were not already 
included as of the 2017 plan year.20 In some states, these dynamics may contribute to a more limited 
beneft for Medicaid benefciaries covered under capped funding demonstrations. 

› The SMDL does not discuss “medically frail” individuals, who are currently exempt from being placed in 
the ABP applicable to the adult exchange group. Unlike Medicaid, the EHB standard does not require 
coverage of nursing homes and certain other options for long-term care. It thus appears that states may 
require medically frail individuals to enroll in the ABP with no right to opt in to comprehensive Medicaid 
coverage. A decision along these lines may drive an increase in the number of medically frail individuals 
who seek a disability determination,21 which would likely remove them from the population targeted by 
the SMDL (in addition to qualifying them for other benefts and safeguards). 

Prescription Drugs 

The SMDL authorizes states to implement a closed prescription drug formulary without sacrifcing manufacturer 
rebates under the Medicaid Drug Rebate Program (MDRP). Although CMS frames this policy as a major new 
fexibility, states have had similar authority to limit covered prescription drugs (while retaining MDRP rebates) for 
the ACA expansion population under the ABP. Relatively few states have pursued this approach. The key change, 
then, seems to be for medically frail individuals in the expansion population (who currently have a right to opt out of  
ABP coverage, as explained in the text box), as well as optional, nondisabled adult populations (who are currently 
covered under the state plan). For their state plan populations, states may already implement preferred drug lists 
that trigger a prior approval process for drugs not on the list, but CMS has been unwilling to approve a true closed 
formulary unless a state agreed to give up MDRP rebates. 

Under a capped funding demonstration, however, a state may implement a closed formulary (in accordance with 
the EHB requirements that already apply to the ACA expansion population), retain MDRP rebates, and negotiate 
supplemental rebates with manufacturers as long as the state: 

› Covers substantially all antiretroviral drugs and drugs for mental health, consistent with Medicare Part D 
coverage. 

› Covers all FDA-approved drugs to treat opioid use disorders for which there are MDRP rebate agreements in 
place. 

› Adheres to requirements for drug utilization review, state reporting, and program integrity “generally consistent” 
with Section 1927 of the Social Security Act (p.9). 

Because these protections apply over and above EHB prescription drug requirements, states designing a closed 
formulary under a capped funding demonstration may need to cover more drugs than would otherwise be required 
under ABP rules for the expansion population. 

20 These and other EHB details are discussed in SMDL Appendix C, and also in 2019 guidance from CMS that discusses the relationship between the ABP and EHB standards. 
Centers for Medicare & Medicaid Services. New State Flexibilities and Requirements regarding Alternative Beneft Plans (ABP) and Essential Health Benefts (EHB), CMCS Info. 
Bulletin. Washington: Centers for Medicare & Medicaid Services; 2019. https://www.medicaid.gov/sites/default/fles/Federal-Policy-Guidance/Downloads/cib080819-1.pdf. 
Accessed January 30, 2020. 

21 Following passage of the ACA, studies have observed a decline, in expansion states, in the number of low-income non-elderly adults seeking disability determinations through 
the Supplemental Security Income (SSI) program. See, e.g., A. Soni, et al., Medicaid Expansion and State Trends in Supplemental Security Income Program Participation, Health 
Affairs 36, No. 8 (2017): 1485-1488. https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2016.1632. Accessed January 30, 2020. 

https://www.medicaid.gov/sites/default/files/Federal-Policy-Guidance/Downloads/cib080819-1.pdf
https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2016.1632
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Premiums and Cost Sharing 

States will be able to increase premiums and cost-sharing fees under a capped funding demonstration, subject 
to certain limitations. The authority relating to copayments is new; CMS is offering this option notwithstanding a 
provision in federal law that constrains CMS’ waiver authority relating to copayments.22 States must continue to limit 
benefciaries’ aggregate out-of-pocket costs to 5 percent of the benefciary’s household income, and must retain 
current protections for benefciaries who qualify for services through the Indian Health Service, or who are receiving 
treatment for mental health conditions, substance use disorders, or HIV. Although not specifcally noted, CMS’ 
broad statement (p.10) that current regulatory and statutory restrictions on premiums and cost sharing need not 
apply suggests that CMS would entertain states’ requests to deny services to individuals below 100 percent of the 
FPL who cannot pay required copayments. 

Delivery System and Managed Care 

Under a capped funding demonstration, states would continue to have the fexibility they do today to deploy a 
combination of FFS and managed care delivery system structures. They may also use Medicaid dollars to assist 
benefciaries in securing private coverage or propose other coverage arrangements in connection with a State 
Innovation Waiver under Section 1332 of the ACA. 

Although states with capped funding demonstrations will be required to monitor and report on benefciaries’ access 
to care, CMS will allow states to opt out of the current federal access standards in both FFS and managed care; 
states may propose alternative approaches to defning and measuring access to care and other standards for 
managed care contracts.23 With respect to the requirement that managed care capitation rates be actuarially sound, 
for example, the guidance notes that states may forgo CMS review and instead submit their own independent 
actuarial certifcations. In addition, although states must continue to submit managed care contracts for CMS 
review and approval, a state need not seek CMS approval for contract amendments that are consistent with the 
demonstration special terms and conditions (STCs).24 The guidance cautions that if a state forgoes prior review and 
approval for amendments or rates, the state might be at risk if CMS later determines it is out of compliance. 

D. CMS Oversight of Capped Funding Demonstrations 

The guidance imposes a number of monitoring and reporting obligations for capped funding demonstrations that are 
over and above the standard monitoring, evaluation, and oversight requirements for 1115 demonstrations. 

Preapproval for Mid-Demonstration Policy Changes 

States that apply for a capped funding demonstration can seek approval of potential policy changes that may then 
be adopted at a later time during the course of the demonstration. States may propose, for example, a range of 
potential cost-sharing levels or a list of optional benefts that the state may or may not cover. CMS will incorporate 
all approved options into the STCs, allowing states to exercise those policy options as they see ft to manage costs 
during the demonstration period, with minimal CMS oversight. 

During the demonstration period, the state would need to provide CMS with at least 60 days’ advance notice 
before implementing a preapproved policy, but need not submit a formal demonstration amendment or wait for 

22 Section 1916(f) of the Social Security Act establishes that the Secretary of Health and Human Services cannot waive cost-sharing requirements otherwise established by federal 
law unless multiple criteria are met, including that the waiver will test a unique and previously untested use of copayments; is limited to a period of not more than two years; will 
provide benefts to recipients of medical assistance that can reasonably be expected to be equivalent to the risks to the recipients; is based on a reasonable hypothesis that the 
demonstration is designed to test in a methodologically sound manner, including the use of control groups of similar recipients of medical assistance in the area; and is voluntary 
or makes provision for assumption of liability for preventable damage to the health of recipients of medical assistance resulting from involuntary participation. States have not 
typically pursued cost-sharing waivers and CMS has granted only one such waiver, which the state opted not to renew. 

23 States remain obligated to meet the statutory requirements in sections 1903(m) and 1932 of the Social Security Act, but may propose alternatives to CMS’ more detailed 
regulatory standards at 42 C.F.R. Part 438. 

24 The SMDL does not address a scenario in which a state hopes to rely on managed care models for both demonstration and non-demonstration populations. It is not clear, for 
example, whether a state would need to execute separate contracts with separate managed care entities or whether the state could have a single managed care contract that 
defnes separate rates and standards for each population, and where the amendment process would perhaps vary depending on which populations would be affected by the 
amendment. 

http:STCs).24
http:contracts.23
http:copayments.22
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federal approval. The state would need to refect any such changes in the state’s implementation plan. The state 
would, in addition, need to comply with procedures for public notice and comment and for tribal consultation, 
except with respect to administrative changes with only a minimal impact on Medicaid benefciaries, providers, and 
plans. If a state opts to adopt a preapproved policy change that is likely to substantially impact enrollment, CMS 
would reexamine, and might adjust, the annual caps. 

Additional Reporting Obligations 

As compared with other 1115 demonstrations, these new capped funding demonstrations would require states to 
monitor and report on a greater array of quality and spending metrics, as described in SMDL Appendices D through 
H. The state must implement a demonstration-specifc quality strategy and submit quarterly and annual reports 
addressing, among other things, 13 sets of continuous performance indicators regarding access, enrollment, 
appeals, and fnancing elements; 25 quality and access measures drawn from the Adult Core Set; fnancial reporting 
to assess whether spending has reached the annual cap; and the state’s progress against the demonstration 
implementation plan. 

These additional monitoring and reporting obligations suggest CMS’ awareness that the capped funding model, 
with its incentives to reduce spending, may have an adverse effect on benefciaries’ access to high-quality care. 
The SMDL cautions that a change in the reported metrics “signals the need for CMS to engage with the state to 
determine the cause(s) of the change and whether corrective action is needed” (p.32). These reporting requirements 
are likely to prove signifcantly more burdensome for states as compared with existing procedures. 

III. Conclusion: Key Considerations for States 

The new capped funding model may hold interest for states that seek particular types of program fexibility that have not 
previously been approved, notably including the ability to: 

› Qualify for shared savings if the state underspends its block grant while maintaining or improving quality. These 
shared savings payments can potentially be spent on services outside the capped funding demonstration or 
outside the Medicaid program (subject to a state match requirement). 

› Eliminate hospital presumptive eligibility. 

› Implement a closed prescription drug formulary even for optional non-expansion populations previously covered 
under the Medicaid state plan. 

› Propose alternative approaches to complying with federal standards for access and managed care oversight. 

› Modify certain program elements during the demonstration without the need for federal approval. 

At the same time, the capped funding demonstration model also presents a number of potential drawbacks for states, 
including the following: 

› Loss of Federal Funds. Caps on federal funding shift fnancial risk to the states. That risk is particularly great 
under the model described in the SMDL, given that the caps are designed to constrain the growth in Medicaid 
spending. 

• States would face diffcult choices if capped funding falls short of actual need: either further curtail 
demonstration spending or use state dollars to replace FFP for all spending above the cap, thereby 
displacing other state spending (potentially including spending on Medicaid populations outside the 
demonstration). 

• Because the penalty for exceeding the cap means a loss of FFP, the consequences for exceeding the cap 
are most acute for states with high federal match rates. As compared with a state with a 50 percent match 
rate, a state with a 75 percent rate will lose an extra 25 cents of FFP on each dollar above the cap. The ACA 
expansion population, moreover, receives a 90 percent federal match rate (as long as the state covers the 
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entire expansion population up to 133 percent of the FPL). A state that exceeds its spending cap for this 
population could suddenly face a tenfold increase in its fnancial liability for each dollar spent.25 

• Although the guidance offers the opportunity for shared savings under the aggregate cap model, this 
opportunity may not be meaningful in practice, given the various limitations in terms of timing, data, and 
program quality. 

› Risks for Medicaid Benefciaries and Other Stakeholders. CMS’ guidance indicates that it will generally 
allow states that adopt a capped funding demonstration to remove or reduce current federal protections. States 
that experiment with altering Medicaid program standards may end up reducing benefciaries’ access to care, 
constricting provider reimbursement to unsustainable levels, or squeezing managed care capitation rates to an 
extent that makes it unfeasible for plans to meet their obligations. 

› Quality and Monitoring Obligations. A capped funding demonstration comes with monitoring and 
reporting obligations that go beyond the typical 1115 demonstration requirements. States that pursue these 
demonstrations may need to invest considerable resources in implementing their quality strategies and 
satisfying reporting requirements. 

› Administrative Challenges. In addition to the administrative burden associated with monitoring and reporting, 
as discussed above, states that implement a capped funding demonstration with signifcant new program 
fexibility will essentially be running a separate program alongside existing coverage for other populations such 
as children and disabled or elderly adults. States will need to remain cognizant of differing substantive standards 
and procedural requirements with respect to, for example, managed care contracting or benefciary cost 
sharing. It remains to be seen how much of a lure the promise of somewhat reduced oversight will be, given 
that states will still be subject to standard Medicaid rules for the bulk of their Medicaid population and enhanced 
reporting requirements for their capped funding demonstration population. The fnancial risk of assuming a cap 
on federal Medicaid funding thus may not be outweighed by promised fexibilities. 

› Litigation Risk. States can expect legal challenges to any approved demonstration that includes capped 
federal funding. The recent litigation around work requirements has shown that these types of legal challenges 
can be costly and time consuming, and can introduce uncertainty into states’ implementation efforts. Legal 
challenges may take several forms, potentially including arguments such as: 

• The Secretary of Health and Human Services lacks the authority to alter Medicaid’s fnancing structure in 
this way, either under Social Security Act Section 1115(a)(1) (because the fnancing provisions are not listed 
among the provisions that may be “waived” in a demonstration project) or under Section 1115(a)(2) (because 
the Secretary’s so-called expenditure authority does not permit changes in the fnancing structure itself). 

• Particular changes that disregard fundamental Medicaid protections—such as cost sharing or drug 
formularies—may be found to exceed statutory authority under 1115(a)(2). 

• A demonstration that restricts enrollment or benefts may not meet the requirement that demonstration 
projects be “likely to assist in promoting the objectives” of the Medicaid program. 

• A change of this magnitude should be effectuated through formal rulemaking—which affords opportunities 
for public comment—rather than through guidance documents or ad hoc demonstration approvals. 

25 The guidance does not explain how CMS will assess excess spending in a demonstration that covers multiple populations subject to different matching rates—for example, 
covering the expansion population at a 90 percent match rate as well as certain optional populations at the state’s standard rate. The SMDL suggests that CMS will apply 
a single overall cap by blending weighted spending projections for all covered groups, and so CMS will perhaps take a similar approach with respect to allocating excess 
spending above the cap (based on, for example, each population’s share of overall spending that year). Alternatively, CMS could attempt to allocate spending chronologically by 
determining the point in time at which spending hit the cap amount and disallowing FFP for all expenditures after that date. 

http:spent.25
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Despite Gains From ACA, Lower Rates 
of Health Insurance Coverage Persist 
Among Those Lacking Housing Basics 
Deborah Freund, Chengcheng Zhang, Petra W. Rasmussen, Safa Hassan, and Gerald Kominski 

This study was conducted jointly 
by the UCLA Center for Health 

Policy Research and the Claremont 
Graduate University with support 

from the A-Mark Foundation. 

Since the passage in 2010 of the Patient 
Protection and Affordable Care Act 

(PPACA, most commonly called the ACA), a 
great deal of literature has emerged showing 
that states that have embraced the law’s 
Medicaid expansion have seen signifcant 
reductions in the number of uninsured, 
though disparities in coverage persist by race/ 
ethnicity, employment, and other factors.1-3 

Similarly, in recent years, other research has 
shown that there is an important relationship 
between housing and health outcomes,4 

and that improving housing quality and 
safety improves overall health. Individuals 
experiencing unstable housing and poor 
housing safety, defned in a variety of ways— 
including instability, an unsafe environment, 
water leaks, poor ventilation, and pest 
infestation—have poorer health.4 However, 
there is virtually no literature that focuses on 
the question of whether having stable and 
safe housing is related to the likelihood of 
having health insurance coverage. A study 
by Carroll et al. in 2017 assessed the extent 
to which housing instability is linked to 
insurance status in a preschool population. 
The study found that preschool-age children 
residing in unstable housing were 27% more 
likely than stably housed preschool-age 
children to have gaps in health insurance.5 

Using data from the American Community 
Survey for 2013 and 2018, with responses from 
almost 3 million individuals, we compared 

those ages 0-64 who had complete housing 
amenities with those whose housing lacked 
one basic necessity. Basic necessities are 
defned as these: 

• bathtub or shower 

• sink with a faucet 

• stove or range 

• refrigerator 

We stratifed the data based on the 
following income categories: up to 100% 
of the federal poverty level (FPL), 100– 
399% FPL, and 400% FPL or greater. 
For 2018, 100% FPL was $12,060 for 
an individual and $24,600 for a family 
of four; 400% FPL was $48,240 for an 
individual and $98,400 for a family 
of four. 

Our fndings suggest that having housing 
that lacks at least one basic necessity is 
associated with being uninsured. Prior to the 
implementation of the ACA’s main coverage 
provisions, individuals whose housing lacked 
at least one basic necessity had higher rates 
of being uninsured than individuals with 
complete housing. While this disparity still 
exists after implementation of the ACA, 
rates of uninsurance have decreased for 
those whose incomes would qualify them 
for Medicaid coverage under Medicaid 
expansion or for individual market subsidies, 
both for those with complete housing and 
those whose housing lacks a basic necessity. 
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Exhibit 1 Uninsured Rate by Housing Index, Ages 0-64, 2013 and 2018 
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But more importantly, large disparities in 
coverage persist. 

Overall, in a comparison of the pre-ACA 
implementation (2013) with the most 
recently available post-ACA implementation 
year (2018), the reduction in the uninsured 
rate was dramatic. However, individuals with 
homes that had all the basic necessities had 
lower uninsured rates and higher rates of decline 
in their uninsured rates in comparison to those 
lacking at least one basic necessity (Exhibit 1). 
Those having all the basic necessities had much 
lower rates of being uninsured than those whose 

20% 25% 30% 35% 40% 

Home has all basic necessities 

housing lacked at least one basic necessity, 
regardless of income. 

Among those living in homes absent one 
basic necessity, the rate of uninsurance 
declined from 33.5% to 23% for individuals 
with incomes below 100% FPL, and 
from 28.8% to 19.3% among those with 
incomes of 100–399% FPL. In comparison, 
those living in homes with all the basic 
necessities had better coverage rates 
in 2013, and their coverage rates as a 
percentage change declined more than 
the rates for those living without one 
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basic necessity. Between 2013 and 2018, the 
insured rate for this group declined from 27.4% 
to 17% for those with incomes below 100% 
FPL, and from 20.6% to 13.5% among 
those with incomes of 100–399% FPL. 

Individuals with incomes of 400% FPL or 
greater started out with much lower rates of 
being uninsured than the other two income 
groups, regardless of their housing status. 
However, among this population, there was not 
a signifcant decrease in the uninsured rate: The 
rate declined only from 5.8% to 4.2 % for those 
with all the basic necessities, and from 10.2% 
to 9% for those without at least one basic 
necessity. Thus, disparities still exist, as not all 
groups shared equally in the decline, and those 
that had full housing had lower uninsured rates 
than those that had a missing basic necessity. 

We also compared the rates of being uninsured 
for each income group in states that expanded 
Medicaid in 2014 versus states that did not 
expand. Whether or not the individual or 
family had all the basic necessities, there was 
a larger percentage of decline in uninsured 
rates for all income groups in those states that 
expanded than in those states that did not take 
part in the Medicaid expansion. 

Housing has been a relatively unexplored topic 
since the passage of the ACA. Though many 
health organizations — whether in the private, 
nonproft, or government sectors — have begun 
to discuss and create interventions to tackle 
the social determinants of health, the role of 
housing as a variable that puts individuals at 
greater risk of being uninsured has never been 
highlighted. Our analyses demonstrate that 
individuals with housing issues, as measured by 
the lack of a basic necessity, are more likely to 
be uninsured than those without housing issues. 
The reasons why are not clear, though the 
fnding may refect a higher budgetary priority 
on housing and food than on health insurance. 
Further investigation is necessary to determine 
why individuals whose housing lacked at least 

one basic necessity and whose income was 
less than 100% FPL did not see a larger 
increase in their uninsured rate, as they 
would be eligible for Medicaid in expansion 
states. More research will be needed in the 
future to assess the relationship between 
insurance and housing. 

Data 
Data for this fact sheet are from the 2013 and 
2018 American Community Survey. 
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Introduction 
State Medicaid programs are increasingly seeking to understand and address social factors that contribute to poor 
health—such as food insecurity, unstable housing, and a lack of access to social supports—in order to lower costs, 
improve outcomes for their members, and advance health equity.1 Health equity can be defined as when “everyone 
has a fair and just opportunity to be as healthy as possible. This requires removing obstacles to health such as 
poverty, discrimination, and their consequences, including powerlessness and lack of access to good jobs with fair 
pay, quality education and housing, safe environments, and health care.”2 To inform this work of addressing the social 
determinants of health (SDOH) and advancing health equity, states and Medicaid officials need data in order to identify 
priority areas of unmet social and economic needs, execute SDOH initiatives, and monitor and evaluate the impacts 
of these programs. 

Increasingly, states are leveraging a broad array of data sources to support efforts to address health equity (see 
Table 1). While those sources closest to the Medicaid program are the most widely used, each has advantages and 
disadvantages. Data from providers are extremely rich but can be challenging to collect and extract information in a 
uniform way. Similarly, while data from other state agencies have great depth (e.g., incarceration history, housing history, 
information on food security), using them may require lengthy data use agreement (DUA) negotiations, and matching 
individuals across agencies can be complex. Commercial data can provide insights on comparison populations (e.g., 
those with employer-sponsored insurance) or fill other data gaps (e.g., information on patient or consumer preferences), 
but it can be expensive to obtain and analyze. 

Federal survey data also have important advantages and disadvantages. For example, survey data cannot provide 
direct information about the service use of people enrolled in Medicaid; however, the data are broad in scope, easy 
to access, and able to support population-level analysis. In addition, while obtaining complete information on race, 
ethnicity, and language (also known as “REL” data) continues to be challenging for providers and insurers, federal 
surveys have adapted a variety of techniques (such as detailed probes and imputations) to improve the reliability and 
consistency of this information.3 This makes federal survey data particularly valuable for understanding and developing 
strategies that address health equity. When used as part of a broader data strategy, federal survey data can be a 
powerful additional tool for Medicaid programs seeking to measure social determinants of health in ways that can 
guide efforts to address health equity. 

Table 1. Data Sources and Types 

Medicaid Providers/MCOs Other State Agencies Commercial Data Population-Based
Surveys 

› Administrative/ 
enrollment/ 
financials 

› Claims/encounters 

› EHR/clinical data 

› Patient satisfaction 
surveys 

› Targeted screening tools 

› Use/access to housing support 

› Use/access to food supports 

› Incarceration/justice system 
involvement 

› Claims for non-Medicaid 
populations 

› Consumer preference 
data 

› Federal surveys (ACS, 
CPS, NHIS) 

› State-administered 
surveys 

In this brief, we focus on how Medicaid programs can use data from one federal survey, the American Community 
Survey (ACS), to inform and target interventions that seek to address social determinants of health and advance health 
equity. We focus on the ACS because it contains content relevant to a range of social determinants of health, such as 
housing, income, and food supports, and has a large sample size that supports estimates for smaller subpopulations 

1 
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and geographic areas. This brief also highlights relevant examples from states that use SDOH and health equity 
measures from the ACS, including which measures and what they are used for. 

ACS Content Relevant to SDOH and Health Equity 
The ACS contains a broad range of content relevant to 
social determinants of health and health equity. Relevant 
topic areas are laid out in Table 2. The rich demographic 
data (such as income, race/ethnicity, and age) available 
in the ACS also supports stratifying results for key 
subpopulations, which is crucial for understanding and 
monitoring efforts to address health equity. 

The ACS also provides considerable depth and flexibility 
for users to select, refine, and combine multiple variables 
to best meet their analytic purposes. Table 3 provides 
information about the variables, definitions, and detailed 
response categories related to race/ethnicity. As the table 
demonstrates, users can choose between variable coding 
that is “rolled up” to reflect the most commonly reported 
responses and much more detailed codes that allow for 
drilling down to very specific groups. A data dictionary 
containing similar information for all relevant variables is 
available in the Excel toolkit. 

One way that states can consider using the ACS data is 
to better understand issues related to health equity and 
social determinants of health for key subpopulations. 
For example: 

› How do issues of housing stability vary by time in 
the U.S. for immigrant populations? How could this 
information be used to better target information and 
resources about housing supports? 

› Do rates of participation in food and income supports 
differ for populations that are linguistically isolated? 
What information about primary language is available to 
better target outreach information for these programs? 

› What variation exists on key outcomes by country of 
origin within a state’s Hispanic/Latino population? How 
could this be used to better target and partner with 
relevant community resources? 

This type of population-level analysis can be 
operationalized with the ACS microdata, which are data 
files that contain individual-level information for each 
survey respondent (see more about accessing and using 
ACS microdata in the sidebar). 

ABOUT THE AMERICAN COMMUNITY SURVEY 

The American Community Survey (ACS) is a general 
household survey conducted by the U.S. Census 
Bureau. It includes data on income, poverty, disability, 
marital status, education, employment, travel to 
work, health insurance coverage, housing, and other 
factors. ACS data are collected on an ongoing basis 
using monthly mailings to a sample of approximately 
3.5 million U.S. households, yielding about 3.2 million 
individuals. The ACS collects sample data in all 3,141 
counties (or county equivalents) in the United States 
every year. Participation in the survey is required, and 
the response rate is high—93.7 percent in 2017.10 

ACCESSING AND USING ACS MICRODATA 

Users can download ACS microdata directly from 
the Census Bureau, along with code to process the 
data. Data are updated annually between September 
and December; the most recent data available now 
are for 2018. 

IPUMS at the University of Minnesota makes 
harmonized versions of the ACS files, along with 
enhanced documentation, available to users at no 
cost. Users can generate extracts for specific years 
and variables of interest, which, along with the 
detailed documentation and harmonized variables, 
can save considerable time in processing and 
managing the data. IPUMS releases harmonized 
versions of the ACS after the data are available from 
the Census Bureau; the most recent data available 
now are for 2017. 

The data dictionary available in the Excel toolkit is 
based on documentation from the 2017 ACS file 
available through IPUMS. 

Researchers at SHADAC are also available to provide 
tailored, one-on-one technical assistance to state 
analysts working with the ACS microdata. 

https://www.shvs.org/wp-content/uploads/2020/01/SHADAC-Companion-Toolkit_Final.xlsx
https://www.census.gov/programs-surveys/acs/data/pums.html 
https://usa.ipums.org/usa/index.shtml
https://www.census.gov/programs-surveys/acs/data/pums.html 
https://www.shvs.org/wp-content/uploads/2020/01/SHADAC-Companion-Toolkit_Final.xlsx
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Table 2. ACS Content Relevant to SDOH and Health Equity 
Demographic Social Economic Housing 
Race/Ethnicity 
Age 
Citizenship
› Place of Birth 
› Ancestry 
› Year of Entry 

Language
› Spoken at home 
› English proficiency 

› Linguistic isolation 

Migration
› Moved within same state, from 

another state, or abroad in 
past year 

Household makeup
› Single-parent families 
› Multifamily households 

Disability
› VA-related 
› Type (cognitive, vision, hearing, 

other physical self-care) 

Educational Attainment 
Health Insurance 

Income/Poverty Status
› Family level 
› Health insurance unit (to 

determine eligibility for Medicaid 
and subsidies) 

Employment
› Status 
› Labor force participation 

Other public programs
› Income support 
› Supplemental Nutrition Assistance 

Program (SNAP) 

Transportation
› Vehicles available 
› Commuting to work 

Type and occupancy
› Type (multi-unit, mobile home, 

group quarters) 
› Owner/renter 
› Time at address 

Housing Costs
› Monthly rent 
› Monthly ownership costs 
› Annual heating costs 
› Annual water costs 

Technology/Communication
› Phone 
› Computers/other devices 
› Internet connectivity 

Housing conditions
› Kitchen facilities 
› Refrigerator 
› Plumbing facilities 
› Bathtub or shower 
› Piped water 
› Rooms per person (crowding) 

Table 3. ACS Variables Related to Race/Ethnicity 
Variable(s) Definition Response Categories Notes 

Self-reported race RACE 

Bivariate indicator of whetherRACAMIND 
person reported a specific race RACASIAN 

RACOTHER 
RACBLK 
RACWHT 
RACPACIS 

Total number of major race groups 
reported 

RACNUM 

Identifies persons of Hispanic/HISPAN 
Spanish/Latino(a) origin and
classifies based on country of
origin when possible 

› White 
› Black/African American 
› American Indian or Alaska Native 
› Chinese 
› Japanese 
› Other Asian or Pacific Islander 
› Other race 
› Two major races 
› Three or more major races 

› No 
› Yes 

› One to six 

› Not Hispanic 
› Mexican 
› Puerto Rican 

› Cuban 
› Other 
› Not Reported 

Analysts frequently collapse categories and combine 
with ethnicity (HISPAN) to create race/ethnicity 
variables with fewer categories and/or categories that
are mutually exclusive. 

Users can also choose to view the detailed codes, 
which include up to 252 categories depending on
the year. 

These variables can be used in combination with 
RACNUM to identify specific race combinations. 

Major race groups include: 

American Indian, Asian, black, Native Hawaiian or other 
Pacific Islander, white, and some other race. 

Users can also choose to view the detailed codes, 
which include up to 59 categories depending on the 
year. 

Source: SHADAC review and compilation of IPUMS documentation of the 2017 ACS data file.4 

https://www.census.gov/programs-surveys/acs/data/pums.html 
https://www.census.gov/programs-surveys/acs/data/pums.html 
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Strategies and Tools for Examining Smaller 
Geographies with the ACS 
As we discussed above, one of the key advantages of the 
ACS is its large sample size that supports analysis by key 
subpopulations such as age, race/ethnicity, income, and 
educational attainment. ACS microdata can be used to 
examine estimates for these populations at the state level. 
However, there may be instances where states would 
prefer to have information for smaller geographic areas 
such as counties, ZIP codes, or block groups. Examples 
of questions and related interventions that may benefit 
from more granular geographic estimates of content 
related to SDOH include: 

› Housing: Which geographic areas contain higher 
concentrations of populations that spend more than 
30 percent of income on rent/housing costs; have 
high percentages of renters or individuals with short 
housing tenures; and/or live in housing with incomplete 
plumbing or in crowded conditions? This information 
could be used to target outreach efforts about available 
housing support and to target resources for more 
intensive provider screening related to housing. 

STATE HEALTH COMPARE 

SHADAC’s online data tool, State Health Compare, 
allows users to generate state-level estimates of 
select SDOH-related factors from the ACS, including: 

› The share of children living in poverty 

› The percent of rental households that spend 
more than 30 percent of their income on rent 
(unaffordable rents)  

The child poverty measure can be stratified 
by detailed race/ethnicity categories, and the 
unaffordable rents measure can be stratified by 
income, disability status, metropolitan status, 
and whether anyone in the household is enrolled 
in Medicaid. 

SHADAC is continuing to add measures to State 
Health Compare that relate to SDOH and health 
equity, and researchers are available to provide one-
on-one technical assistance to state analysts who 
wish to use the ACS to produce additional measures 
or breakdowns. 

› Transportation: Which geographic areas contain 
higher concentrations of individuals that report not owning vehicles? This information could be used to communicate 
about Medicaid non-emergency medical transportation benefits and other transportation programs and to target 
resources for more intensive provider screening related to transportation needs. 

› Nutrition: Which geographic areas contain higher concentrations of people who report using food stamps/SNAP, 
appear to be eligible for SNAP but not receiving it, and/or report incomplete or a lack of kitchen facilities in their 
housing? This information could be used to communicate about SNAP and community-based organizations such as 
food pantries and to target resources for more intensive provider screening related to food insecurity. 

› Communication needs: Which geographic areas contain higher concentrations of people who report limited access 
to computers, internet, and/or phone services (which are essential tools for accessing information about health care 
and communicating with providers)? This information could be used to target access to key information in other ways 
(e.g., in person or by phone) and/or to provide patients and their families information about accessing public spaces 
with computer resources, such as libraries. 

In these cases, analysts can leverage pre-tabulated estimates produced by the Census, also known as “summary 
data.” The Census produces summary tables using both single-year and five-year data files. The five-year files are 
updated annually, with the most recent available file containing data from 2014 to 2018. Certain smaller geographic 
estimates (such as ZIP codes, census tracts, and block groups) are only available from tables based on five years 
of data. Table 4 below provides an overview of the substate geographic estimates available from both one- and five-
year tables. 

http://statehealthcompare.shadac.org/
http://statehealthcompare.shadac.org/
http://statehealthcompare.shadac.org/
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Table 4. Substate Geographic Areas Available in ACS One-Year and Five-Year Summary Tables 
Geography Total One-year Five-year 

435 All AllCongressional Districts 

929 56% AllMetro & Micro Statistical Areas 

Counties 3,220 26% All 

13,642 7% AllSchool Districts 

33,120 None AllZip Code Tabulation Areas 

Census Tracts 74,001 None All 

220,333 None AllBlock Groups 

Source: U.S. Census Bureau. (2018). Understanding and Using American Community Survey Data: What All Data Users Need to Know. Retrieved on 
November 1, 2019 from https://www.census.gov/content/dam/Census/library/publications/2018/acs/acs_general_handbook_2018.pdf. 

There are some important pros and cons to consider 
when using geographic estimates based on five years 
of data. For example, users may want to weigh how the 
need for more granular data compares to the potential for 
changes to be masked when combining multiple years 
of data. Pooled year estimates may be better suited to 
questions that address characteristics that are relatively 
stable—such as poverty—than issues that are likely to 
shift more quickly, such as computer and internet access. 
Estimates at lower levels of geography will also often be 
less precise, so we recommend that analysts apply some 
criterion for when to suppress estimates; for example, if 
the relative standard of error exceeds 30 percent or if the 
denominator is fewer than 50 cases. 

Some online tools provide interactive access to the five-
year ACS estimates related to SDOH and health equity. 
These types of tools can be particularly helpful when doing 

ACCESSING AND USING ACS SUMMARY DATA 

Users can download ACS tabular data directly 
from the U.S. Census Bureau using their new tool 
at data.census.gov. 

Users can select tables by topics, change 
geographies, and download data in PDF or CSV 
file formats. The most recent tabulations available 
are for 2018. 

Researchers at SHADAC are also available to provide 
tailored, one-on-one technical assistance to state 
analysts working with the summary data. We can 
help identify tables and advise on strategies to pull 
down tabular data and manipulate it in statistical 
programs such as STATA. 

exploratory research about where to target a particular intervention or to provide preliminary framing for more in-depth 
analysis. The Vulnerable Populations Footprint, made available by the Center for Applied Research and Data Systems, 
includes a comprehensive set of indicators from the five-year ACS summary tables. Users can generate interactive 
maps of single metrics or use the tool to set thresholds for multiple metrics (e.g., percent living in poverty and percent 
with a high school education or less) to see relevant “hot spots” in a state or region. A list of the indicators available 
on the site, along with information about the most granular geographic data available (e.g., county, census tract) 
is available here. 

In some cases, users may prefer to access the summary data tables directly from the Census. This may be helpful 
if analysts want to pull down data from multiple tables, do additional analysis (such as aggregating across categories 
or performing tests), or include data as inputs to statistical modeling (see sidebar for information about accessing 
data directly from data.census.gov). A list of tables with information about the relevant universes and availability of 
one- and five-year estimates is also included as a separate tab in the Excel toolkit here. 

https://www.census.gov/content/dam/Census/library/publications/2018/acs/acs_general_handbook_2018.pdf
https://engagementnetwork.org/map-room/?action=tool_map&tool=footprint
https://engagementnetwork.org/data-indicator-list/
https://www.shvs.org/wp-content/uploads/2020/01/SHADAC-Companion-Toolkit_Final.xlsx
https://data.census.gov/cedsci/
http:data.census.gov
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ACS Data in Action: State Examples 
Some states are already using ACS data to inform population-level approaches to addressing SDOH and health 
equity. For example, both New Hampshire5 and Vermont6 are using the Social Vulnerability Index (SVI) to identify areas 
in need of additional assistance in the event of a disease outbreak or other emergency. The SVI measures poverty, 
unemployment, income, education, and uninsurance at the census tract level.7 

Massachusetts also leverages ACS data to calculate a “Neighborhood Stress Score,” which is used in its model to 
risk-adjust payments to Medicaid managed care organizations and accountable care organizations.8 In Washington, 
ACS data are used in an online dashboard to compare characteristics across the geographic areas associated with 
each of the state’s Accountable Communities for Health (ACH). The ACHs bring together health sectors across the 
state to engage in transformation projects to promote health equity.9 

Table 5 below crosswalks specific measures used in each of these initiatives. There is quite a bit of overlap in the 
ACS measures in use across these examples, and consistency in how certain concepts—such as educational 
attainment and unemployment—are classified. However, there is more variation in the type and granularity of data 
used for other factors, such as poverty, relevant housing characteristics, and classification of race/ethnicity. As these 
examples illustrate, the ACS provides states with considerable flexibility to tailor analyses to meet specific policy and 
operational goals. 

Table 5. State Examples: Use of SDOH and Health Equity Measures from the ACS 

Measure Social Vulnerability Index
(VT & NH) 

MA Risk Adjustment
Neighborhood
Stress Scoree 

WA Accountable 
Communities for Health 

Used to stratify results. 
Percent minority Shows seven single raceRace/ethnicity (all except white non-Hispanic) categories, Hispanic, other race,

and multiple race. 

Below povertyPoverty Below poverty Below 125% povertyBelow 200% poverty 

Per capita median income X 

Unemployed (age 16+) X X X 

Uninsured X 

Receiving public assistance X 

Civilian with a disability X 

No high school diploma X X 

Single-parent households X X 

Speaks English “less than well” (age 5+) X X 

No vehicle available in the household X X 

Crowding (>1 person per room) X 

Living in multiunit structures X 

Living in institutionalized group quarters X 

Living in mobile homes X 

Source: SHADAC review and compilation of measure documentation from sources cited above. 

https://www.doh.wa.gov/DataandStatisticalReports/HealthDataVisualization/DemographicDashboards/AccountableCommunitiesofHealthDashboard
https://svi.cdc.gov/Documents/Data/2016_SVI_Data/SVI2016Documentation.pdf
https://www.mass.gov/lists/masshealth-risk-adjustment-methodology
https://www.mass.gov/lists/masshealth-risk-adjustment-methodology
https://www.mass.gov/lists/masshealth-risk-adjustment-methodology
https://www.doh.wa.gov/DataandStatisticalReports/HealthDataVisualization/SocialDeterminantsofHealthDashboards/ACHSocialDeterminantsofHealth
https://www.doh.wa.gov/DataandStatisticalReports/HealthDataVisualization/SocialDeterminantsofHealthDashboards/ACHSocialDeterminantsofHealth
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Conclusion 
The American Community Survey (ACS) contains content relevant to a range of social determinants of health, and the 
large sample size, particularly when pooling years, can be leveraged to produce estimates for key subpopulations and 
geographic areas. When used as part of a broader data strategy, data from the ACS can be a powerful additional tool 
for Medicaid programs seeking to measure social determinants of health in ways that can guide efforts to address 
health equity. SHADAC researchers are available to provide tailored, one-on-one technical assistance to states seeking 
to leverage ACS data for these purposes. 

Support for this brief 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. 

STATE HEALTH ACCESS DATA ASSISTANCE CENTER 
This brief was prepared by Lacey Hartman, Elizabeth Lukanen, and Colin Planalp. SHADAC produces rigorous, policy-driven
analyses focused on translating complex research findings into actionable information. SHADAC’s multidisciplinary team is
comprised of nationally recognized experts in collecting and applying data to inform or evaluate health policy decisions and have 
expertise in both federal and state data sources. SHADAC is based at the University of Minnesota. For more information visit:
www.shadac.org. 

http://www.rwjf.org
http://www.rwjf.org/twitter
http://www.rwjf.org/facebook
http://www.shvs.org
http://www.shadac.org
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ABSTRACT The past decade has seen a growing recognition of the 
importance of social determinants of health for health outcomes. 
However, the degree to which US health systems are directly investing in 
community programs to address social determinants of health as opposed 
to screening and referral is uncertain. We searched for all public 
announcements of new programs involving direct financial investments 
in social determinants of health by US health systems from January 1, 
2017, to November 30, 2019. We identified seventy-eight unique programs 
involving fifty-seven health systems that collectively included 917 
hospitals. The programs involved at least $2.5 billion of health system 
funds, of which $1.6 billion in fifty-two programs was specifically 
committed to housing-focused interventions. Additional focus areas were 
employment (twenty-eight programs, $1.1 billion), education (fourteen 
programs, $476.4 million), food security (twenty-five programs, 
$294.2 million), social and community context (thirteen programs, 
$253.1 million), and transportation (six programs, $32 million). Health 
systems are making sizable investments in social determinants of health. 

T
he World Health Organization de-
fines social determinants of health as 
the conditions in which people are 
born, grow, work, live, and age, and 
the wider set of forces and systems 

shaping the conditions of daily life. 1 Social de-
terminants account for substantially more of the 
variation in health outcomes than medical care 
does.2,3 Interest in addressing social determi-
nants of health has increased markedly in recent 
years, as exemplified by new attention from pol-
icy makers and researchers.4 The Department of 
Health and Human Services (HHS) included 
creat[ing] social and physical environments 
that promote good health for all as one of only 
four overarching goals in Healthy People 2020, a 
set of objectives identified once a decade to im-
prove the health of all Americans.5 In 2010 the 
Affordable Care Act (ACA) mandated that tax-
exempt hospitals conduct community needs as-

sessments every three years and participate in 
community-level planning to improve communi-
ty health. In 2014 the National Library of Medi-
cine added Social Determinants of Health as 
a Medical Subject Headings term to enable 
searches on this topic, in recognition of the bur-
geoning literature in the field. 
In 2018 Alex Azar, the HHS secretary, stated 

that HHS is deeply interested in addressing 
social determinants of health.6 The Centers for 
Medicare and Medicaid Services recently issued 
new Medicaid waivers to cover social determi-
nants of health needs.7 The Center for Medicare 
and Medicaid Innovation is funding a number of 
programs targeted at social determinants, such 
as the 2018 Accountable Health Communities 
Model; the Integrated Care for Kids Model, 
which focuses on linking behavioral and physical 
health care; and the Maternal Opioid Misuse 
model, which encourages state Medicaid agen-
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cies to help pregnant women with opioid use 
disorder obtain services such as supportive hous-
ing. Health systems are beginning to appoint 
directors of social determinants, health equity, 
and population health8 and are increasingly 
adopting patient-level screening for social deter-
minants.9 11 Evidence is accumulating that in-
vestments in this area can have positive effects 
on morbidity and mortality.12 

Nonetheless, hospitals have historically in-
vested little in addressing social determinants.13 

One potential investment avenue is community 
benefit spending. However, only about 5 percent 
of this money is spent on community-based ac-
tivities, most of which are focused on health but 
not necessarily on social determinants.13,14 More-
over, the proportion of hospitals community 
benefit spending allotted to community-based 
activities had not increased as of 2014 despite 
the new requirements of the ACA.15 Therefore, in 
the wake of increasing interest and new policy 
requirements, we investigated how many health 
systems are making major new investments that 
directly address social determinants, and how 
these investments are being allocated across so-
cial sectors. 

Study Data And Methods 
There is no single, universally accepted defini-
tion of social determinants of health. We followed 
the definitions laid out in Healthy People 2020, 
which defines five areas: economic stability (em-
ployment, poverty, housing instability, food in-
security), education (early childhood education 
and development, high school graduation, en-
rollment in higher education, language, litera-
cy), social and community context (civic partici-
pation, discrimination, incarceration, social 
cohesion), health and health care (access to 
health care, access to primary care, health litera-
cy), and neighborhood and built environment 
(access to foods that support healthy eating pat-
terns, crime and violence, environmental condi-
tions, quality of housing).16 

We found early on that health systems engag-
ing in community-based work invariably de-
scribed their programs as addressing social de-
terminants of health. Accordingly, instead of 
attempting to search for every type of social de-
terminant that could be targeted by health sys-
tems for intervention, we searched more broadly 
for interventions described as being targeted at 
social determinants or community health. To 
identify announcements by hospitals or health 
systems of investments in community health or 
social determinants of health, we searched 
LexisNexis and Google for news articles and 
press releases that included the terms health sys-

tem or hospital and investment and social determi-
nant of health or community health in the two-year 
period January 1, 2017 November 30, 2019, with 
the US as the location. We read each identified 
article and followed up with searches using 
Google if needed to identify additional informa-
tion about each investment. Where available, 
we reviewed relevant health system or hospital 
and collaborating agency web pages and posted 
documents. We considered any type of funding 
commitment to be an investment in social 
determinants from direct grants by health sys-
tems to community agencies without expecta-
tion of direct return or repayment to investments 
that were expected to generate a return. However, 
we had insufficient data on the degree to which 
a return was expected to be able to separate out 
the two types of community investments. 
We excluded programs in which health sys-

tems were using only funds granted by other 
organizations; programs that provided direct 
medical care, subsidized unfunded care, or 
funded medical education; those focused only 
on the health care social determinant domain, 
except the ones that focused on providing trans-
portation to improve health care access; those 
focused only on creating or implementing social 
determinants screening or referral tools; hospi-
tal renovation programs; programs that in-
creased the minimum wage; and those that 
involved community investments only by financ-
ing agencies or insurance payers. 
We categorized each initiative by target area, 

adapted from the Healthy People 2020 domains. 
Because of the large number of programs that 
focused on the economic stability domain, we 
divided it into its component parts.We also com-
bined housing instability (in the economic sta-
bility domain) and quality of housing (in the 
neighborhood and built environment domain) 
into a single housing category, since in practice 
these foci were often present in the same hous-
ing-focused programs. As noted above, we ex-
cluded programs that were solely in the health 
domain. We therefore included six categories: 
employment (local hiring and purchasing, work-
force development, investments in local busi-
nesses, economic opportunity programs), food 
security (meal programs for patients, food 
banks, produce stands, grocery stores, food de-
livery, farms, nutrition programs), housing 
(housing quality and stability), education (early 
childhood education, language and literacy, 
high school graduation, higher education), so-
cial and community context (community well-
being or cohesion, civic participation, incarcer-
ation), and transportation (transportation for 
medical care, improved community transporta-
tion infrastructure). 

February  2020  39:2  Health  Affairs  193  
Downloaded from HealthAffairs.org by Carmen Hiller on March 19, 2020.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.

–

–

—

’ 



We also recorded information on scale (total 
dollars committed overall and per year), health 
system characteristics (location; ownership; 
acute care beds; participation of any member 
hospital as of the fourth quarter of 2016 in the 
voluntary Medicare Bundled Payments for Care 
Improvement [BPCI] Initiative or the mandatory 
Comprehensive Care for Joint Replacement 
(CJR) model; and participation as of 2016 in 
any commercial, Medicare, or Medicaid account-
able care organization [ACO] contract), and 
funding partners. To identify health system char-
acteristics, we linked each health system or hos-
pital to the 2016 Compendium of U.S. Health 
Systems of the Agency for Healthcare Research 
and Quality (AHRQ). The compendium includes 
information on all 626 US health systems (de-
fined by AHRQ as at least one hospital and at 
least one group of physicians jointly providing 
comprehensive care and connected through 
common ownership or joint management).17 

These health systems include 3,513 of the 
4,749 nonfederal acute care hospitals in the 
US. We were able to match every participating 
hospital to an associated AHRQ health system. 
Analysis We calculated descriptive statistics 

on the characteristics of our selected health sys-
tems and on the scope, scale, and focus of funded 
programs. We then analyzed whether the char-
acteristics of health systems investing in social 
determinants (teaching status, BPCI Initiative 
participation, ACO participation, and bed size) 
were different from those of systems not inves-
ting. We used chi-square tests for categorial var-
iables and t-tests for continuous variables. 
All statistical analyses were conducted with 

SAS, version 9.4, with a two-tailed significance 
threshold of p ¼ 0:05. 
Limitations Our results quantified the scope 

and scale of investments in upstream social de-
terminants by health systems at a substantially 
more granular level than has previously been 
available. However, there were some limita-
tions. First, health systems may have made in-
vestments without publicly announcing them, 
though we suspect that any such investments 
would likely have been small since investment 
leads to public relations benefits. 
Second, we could have missed some an-

nouncements if they were not captured by our 
search strategy, although we confirmed the ac-
curacy of that strategy by doing other, more spe-
cific searches such as for the terms housing and 
hospital and program. Some investments may 
have been made in kind and would therefore 
not be quantifiable. We could not always disen-
tangle how much was committed by health sys-
tems in particular, as many programs were col-
laborative investments by a variety of community 

groups. Where we could not be sure, we omitted 
the investment from our calculations of total 
investment. Not all announcements listed the 
monetary commitment specifically. Accordingly, 
our estimates likely represent a lower bound of 
the total dollars committed to investments in 
social determinants of health. 
Third, there may also be areas in which our 

results overstated investments. In most cases, we 
identified commitments but not actual expendi-
tures. It is possible that not all health system 
commitments will result in actual investments. 
Moreover, commitments were often projected to 
extend over several years. Therefore, we could 
not reliably estimate yearly commitments. And it 
is possible that health systems freed up money 
for publicly announced investments by shifting 
funds that had previously been used for similar 
or other work focused on social determinants or 
by soliciting funds from donors which would 
make the net impact smaller than we supposed. 
Finally, it was sometimes difficult to tell how 

many hospitals within each health system were 
participating in the work. Thus, our results could 
not be shown at the level of individual hospitals. 

Study Results 
We identified 57 (9.1 percent) of the 626 health 
systems as having made specific commitments 
to 78 distinct programs (see online appendix 
exhibit A1 for details of each).18 These programs 
involved 917 hospitals. 
Characteristics Of Investing Systems For-

ty-one of these fifty-seven health systems were 
secular nonprofit organizations, fourteen were 
nonprofit sectarian health systems (largely Cath-
olic), and two were public health systems. None 
were for profit. Compared with noninvesting sys-
tems, systems making investments were signifi-
cantly larger (mean beds: 2,626 versus 799) and 
had more member hospitals (mean hospitals: 
14.28 versus 4.75) (exhibit 1). Investing systems 
were also significantly more likely to include at 
least one major teaching hospital (86 percent 
versus 32 percent), participate in an ACO 
(86 percent versus 52 percent), and participate 
in the BPCI Initiative or the CJR model (65 per-
cent versus 44 percent). 
Characteristics Of Funded Programs Pro-

grams were taking place in thirty states, with the 
largest numbers in California (fifteen), Ohio 
(nine), Maryland (eight), Illinois (eight), and 
Massachusetts (six) (exhibit 2). Twenty-nine 
programs did not disclose the total dollars com-
mitted to them. Among the remaining forty-nine 
programs, the total funds committed specifically 
from health systems or hospitals were approxi-
mately $2.5 billion, with a median investment 
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per program of $2 million and a mean of 
$31.5 million. Most programs did not specify a 
commitment duration: The thirty-one that did 
averaged 5.4 years. Two programs involved 
health system commitments of annual expendi-
tures for the foreseeable future. 
Among the investments that denoted a partic-

ular social determinant, the dominant choice 
was housing, to which at least $1.6 billion was 
specifically committed via fifty-two programs 
(exhibit 2). The additional focus areas in order 
of frequency were employment (twenty-eight 
programs), food security (twenty-five), educa-
tion (fourteen), social and community context 
(thirteen), and transportation (six). 
Housing-related programs included strategies 

such as the direct building of affordable housing, 
often with a fraction set aside for homeless pa-
tients or those with high use of health care; fund-
ing for health system employees to purchase 
local homes to revitalize neighborhoods; and 
eviction prevention and housing stabilization 
programs. Nearly all of these programs, which 
are complex and costly, were conducted in part-
nership with state or local agencies, community 
development financial institutions, or local com-
munity groups. By contrast, simpler interven-
tions such as investments in access to transpor-
tation were often conducted by health systems 
alone or in partnership with a single commercial 
entity, such as Uber or Lyft rideshare companies. 
Of note, these investments were typically pilot 
programs that were initially offered to few pa-
tients. For example, the Henry Ford Health Sys-

tem in Detroit launched a partnership with Lyft 
(which provides the rides) and a start-up named 
SPLT (which organizes scheduling) to offer rides 
to twenty-five patients who had a history of miss-
ing dialysis center appointments.19 

The second most common category of invest-
ment was in employment-related programs. 
Some of these were in the form of direct hiring 
or purchasing from the community as part of 
anchor institution commitments. Other types 
of employment-related investments included de-
veloping relationships with local schools in the 
form of training programs, mentorship arrange-
ments, or apprenticeships; providing job coach-
ing assistance; and providing seed funding for 
locally owned small businesses and entrepre-
neurs or creating small-business accelerators. 
Spending types included outright grants to 

community agencies working on social determi-
nants of health, the reallocation of existing 
spending to additionally serve social determi-
nants goals (such as local hiring and contracting 
programs), and investments that were expected 
to generate some return (such as the building of 
affordable housing units). 
The three largest commitments were made by 

Kaiser Permanente ($760 million through eight 
distinct programs); the Johns Hopkins Health 
System ($162 million through four programs); 
and MetroHealth in Cleveland ($160 million 
through two programs). Exhibit 3 presents ex-
amples of investments in each sphere. 

Exhibit 1 

Characteristics of health systems that did and did not announce investments in social determinants of health, January 1, 
2017 November 30, 2019 

Systems that announced 
investments (n 57) 

Systems that did not announce 
investments (n 568) 

System characteristics No. % No. % 

Average no. of beds**** 2,626 a 799 a 

Average no. of acute hospitals*** 14.3 a 4.8 a 

Teaching status**** 
Nonteaching 1 2 174 31 
Minor teaching 27 47 258 45 
Major teaching 29 51 133 23 
Includes any major teaching hospital**** 49 86 184 32 

Pediatric care status** 
No pediatric hospital 47 83 525 92 
Pediatric hospital but not majority pediatric 6 11 15 3 
Predominantly dedicated to pediatric care 4 7 27 5 

Participates in BPCI Initiative or CJR model** 37 65 249 44 

Participates in an ACO**** 49 86 298 52 

SOURCE Authors analysis of data from the Agency for Healthcare Research and Quality Compendium of U.S. Health Systems, 2016. 
NOTES BPCI is Bundled Payments for Care Improvement. CJR is Comprehensive Care for Joint Replacement. ACO is accountable care 
organization. aNot applicable. **p < 0:05 ***p < 0:01 ****p < 0:001 
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Exhibit 2 

Characteristics of social determinants programs funded by health systems, January 1, 2017
November 30, 2019 

Characteristics 
No. of 
programs 

Funds committed by hospitals 
or health systems (millions) 

All programs 78 $2,485.2 

In Medicaid expansion statea 

Yes 62 1,984.2 
No 10 79.5 
Both (programs in multiple states) 6 421.4 

Focus area 
Housing 52 1,616.6 
Employment 28 1,056.5 
Food security 25 294.2 
Education 14 476.4 
Social and community context 13 253.1 
Transportation 6 32.0 

Region and state 
Midwest 23 358.3 
IL 7 10.1 
IN 1 100.0 
MI 4 b 

MN 1 9.0 
OH 9 239.2 

Northeast 18 185.0 
MA 6 24.5 
ME 1 b 

NJ 5 3.0 
NY 2 157.4 
PA 4 500.2 

South 12 232.0 
MD 5 164.5 
NC 2 12.0 
SC 1 b 

TX 2 b 

VA 2 55.5 
West 17 768.4 
CA 11 746.7 
CO 2 10.0 
NM 1 0.7 
OR 2 19.0 
UT 1 12.0 

Multiple statesc 7 441.4 

SOURCE Authors analysis of information from public announcements and news articles. NOTE The 
total number of programs is larger than the total number of health systems because some health 
systems engage in multiple programs. aUnder the Affordable Care Act. bNot available. cIncludes 
programs  in  AK, CA (4),  CO (2),  DC, FL, GA,  HI,  IL, KY, MD (3), MT, NM, NY,  OR  (2), SC, TX, VA  (3),  
WA, and WI. 
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Discussion 
We found that in the past two years, health sys-
tems in the US have publicly committed approx-
imately $2.5 billion toward directly addressing 
social determinants of health such as housing, 
food security, and job training. This figure is 
dwarfed by health systems’ overall community 
benefit spending, which is estimated to be over 
$60 billion per year.13 Nonetheless, it represents 
a substantial investment. 
Historically, hospitals have tended to provide 

community benefit through uncompensated or 

subsidized care rather than through investment 
in activities not directly related to health. In one 
analysis of the $2.6 billion spent by all fifty-three 
North Carolina tax-exempt hospitals on commu-
nity benefit, only 0.7 percent ($18.2 million) 
was spent on community investments such as 
affordable housing, economic development, and 
environmental improvements.20 Nationally, 
spending on all kinds of community health im-
provement activities (most of which are directly 
related to health) is 5 percent or less of total 
community benefit spending.13,14 Yet spending 
on community activities may be effective. For in-
stance, although a recent study found no associ-
ation between overall community benefit spend-
ing and readmission rates, hospitals in the top 
quintile of spending that was directed toward the 
community had significantly lower readmission 
rates than those in the bottom quintile.21 

We found significant differences in character-
istics between health systems that publicly an-
nounced making investments focused on social 
determinants and those that did not. The clear 
predominance of sectarian and other nonprofit 
institutions in making these investments and the 
absence of for-profit institutions suggest that 
health systems may be driven to invest in social 
determinants more by mission and values than 
by the potential for direct financial returns. How-
ever, the fact that investments are disproportion-
ately being made by systems that are in Medicaid 
expansion states, in the BPCI Initiative, or in an 
ACO suggests that business-case considerations 
may also be playing a role. The complexity of 
making tangible commitments to improving so-
cial determinants of health is reflected in the fact 
that investing systems tend to be substantially 
larger and therefore potentially have more capac-
ity than noninvesting systems. 
Our results are consistent with national survey 

data, such as the data from a 2017 survey by the 
Deloitte Center for Health Solutions. In this sur-
vey of 300 hospitals and health systems, 88 per-
cent reported screening patients for social needs 
(62 percent screened them systematically), but 
only 30 percent reported having a formal rela-
tionship with community-based providers for 
their entire target population.22 The survey did 
not explore the extent to which health systems 
directly funded community programs. Com-
pared to smaller hospitals and those that were 
for profit or independent, respectively, larger 
hospitals and those that were public or not for 
profit were more likely to screen patients for 
social needs—which is consistent with our find-
ing that those are the hospitals that are also most 
likely to engage in direct community investment. 
A key feature of this study was our ability to 

identify the specific social determinants that 
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Exhibit 3 

Examples of health systems investments in specific social determinants 

Social 
determinant Program name Health system(s) Description 

Housing Clark-Fulton 
neighborhood 
apartments 

MetroHealth, Cleveland, OH $60 million investment to build 250 affordable housing units 
with expanded green space and community programs such as 
an economic opportunity center 

Transportation Various Nemours Childrens Health System, DE; 
Boston Childrens Hospital, Boston, MA; 
Mercy Health System, PA 

Partnerships with Uber for subsidized or free transportation to 
doctor appointments 

Food security Food Farmacy Lyndon B. Johnson Hospital (Harris Health 
System), Houston, TX 

Aims to provide fruit and vegetables to patients and community 
members with limited access to grocery stores that stock 
fresh produce 

Employment HopkinsLocal and 
BLocal 

Johns Hopkins, Baltimore, MD $54 million spent on buying locally generated products; 1,017 
city residents hired; $48.5 million spent on contracts with 
local, women-owned, or minority-owned design and 
construction firms 

Education Various youth 
social 
determinants 
programs 

Kaiser Permanente, WA and CA $20 million in funding for youth workforce development 
(apprenticeships) in Seattle, WA; community schools model 
and African American Male Achievement Program in Oakland, 
CA, schools; Youth of Color Workforce Development Pipeline 
for students in South Los Angeles, CA 

Social and 
community 
context 

Ebeid 
Neighborhood 
Promise (ENP) 

Promedica, Toledo, OH $50 million investment (approximately $11 million from 
Promedica) with focus on health, education, jobs, family 
stability, and social and educational services 

SOURCE Authors analysis of information from public announcements and news articles. 
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each program focused on. Prior studies have 
been able to quantify only overall community 
investment. By far the most popular focus area 
of the programs we identified was housing, 
which accounted for two-thirds of total invest-
ment. Housing is one social determinant in 
which investing has the most immediately appar-
ent potential return, even though it is one of the 
determinants in which interventions are espe-
cially complex and costly. Housing investment 
also has face validity, and housing is a common 
pain point for health care professionals, who 
struggle with housing-insecure patients. These 
findings are consistent with those in the general 
literature.12 In one systematic review of thirty-
nine studies up to 2014 that addressed social 
determinants and measured health outcomes, 
the largest number of the studies (twelve) fo-
cused on housing, and ten of them reported ben-
efits to health outcomes, costs, or both.12 Several 
subsequent publications have also shown bene-
fits from housing-focused interventions.23–25 

In general, however, the evidence for health 
outcome improvements from interventions fo-
cused on social determinants is thin. A different 
systematic review of interventions related to so-
cial determinants that included sixty-seven ar-
ticles published up to 2017 found that only 
30 percent (twenty articles) reported health out-

comes and 27 percent (eighteen) reported health 
care costs.26 Furthermore, only 22 percent (fif-
teen) showed any benefit to health outcomes, 
10 percent (seven) showed a reduction in emer-
gency department visits or hospitalizations, and 
7 percent (five) showed any benefit to health care 
costs. In fact, programs focused on multiple so-
cial determinants, food security, and legal inter-
ventions all had more articles showing positive 
impacts on outcomes, compared to those fo-
cused on housing. However, the quality of stud-
ies in most of the articles reviewed was poor. This 
is very little evidence on which to base billions in 
investment and may partially explain why invest-
ments to date have lagged. In the Deloitte survey, 
48 percent of respondents reported that evi-
dence for improved outcomes would increase 
their investments in social needs activities.22 

Overall, we found that the increasing public 
interest in social determinants of health has 
been accompanied by health system investments 
in social determinants of at least $2.5 billion in 
the past two years, largely in housing. However, 
these investments still represent a small fraction 
of overall spending by health systems, which at 
present are much more likely to be developing 
screening and referral programs than directly 
investing in social determinants of health. ▪ 
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COMMENTARY Health Care Reform 
On Surprise Medical Bills, Congress Should Side With Consumers, Not Special Interests 
Jan 31st, 2020 4 min read 
Doug Badger 
Visiting Fellow, Domestic Policy Studies 
Doug Badger is a Visiting Fellow in Domestic Policy Studies at the Heritage 
Foundation. 
KEY TAKEAWAYS 
Patients who try to follow insurance company rules sometimes can be hit with 
surprise bills through no fault of their own. 
The solution to this problem is obvious: truth-in-advertising. 
In seeking to ban surprise bills, Congress shouldn’t takes sides between insurers and 
providers. Nor should it seek to split the difference between them. 

If you’re wondering why Congress still hasn’t protected consumers from surprise 
medical bills, ask Rep. Lloyd Doggett, D-Texas. 

“It’s troubling that it’s taking this long,” Doggett, a senior member of the powerful 
House Ways and Means Committee, recently told Politico. 

“But this can’t be something that is 100 percent for the provider or 100 percent for 
the insurer. There has to be some middle ground found here.” 

Congress’s failure to protect patients against a manifestly unfair practice has nothing 
to do with a partisan environment consumed by efforts to remove President Donald 
Trump from office. 



 

 

Instead, as Doggett observed, it has to do with Congress’ inability to appease rival 
interest groups—insurance companies  and medical providers—who share blame for 
creating the problem. 

To break the logjam, Congress should pursue a third way, one that would eliminate 
surprise bills by giving patients honest information before they receive care. 

Patients who try to follow insurance company  rules sometimes can be hit with 
surprise bills through no fault of their own. Insurers tell their customers that if they 
get care from a network doctor at a network hospital, their cost-sharing will be 
limited. Their insurance policies prevent network doctors and hospitals from 
charging them more than the rate their insurer allows. If they go out of network, 
they’re out of luck. That’s why most consumers seek out a network doctor to provide 
services at a network hospital or other facility. 

What neither insurers nor hospitals tell patients is that they might also receive 
services from another doctor at that “network” hospital—a radiologist or 
anesthesiologist, for example—who is not part of their insurance company’s 
network. 

In other words, even if someone goes to the emergency room at a hospital in their 
insurance network, if the doctor on duty that night happens to be out-of-network, the 
patient could suddenly be faced with a bill that is thousands of dollars—and not 
covered by their insurance. 

Weeks or months later, they will get a bill for the difference between what the non-
network doctor charges and what their insurance company pays, a practice known as 
“balance billing.” 

Network doctors cannot balance bill patients. Non-network doctors can. And do. 
Balance bills can run into the tens of thousands, and even hundreds of thousands, of 
dollars. 



 

 

 

The solution to this problem is obvious: truth-in-advertising. Congress should 
impose penalties on insurers that represent medical facilities—and medical facilities 
that represent themselves—as being in-network if doctors balance bill patients for 
services they provide at that facility. 

Patients treated at network hospitals never should be balance billed, whether for 
scheduled or emergency care. 

In other words, a hospital that advertises itself as being in network for insurer A, 
cannot allow a doctor who provides services there to balance bill a patient covered 
by insurer A. Ditto for insurer A. It cannot advertise a hospital as being in network if 
the hospital allows insurer A’s customers to be balanced billed. Neither hospitals nor 
insurers should be permitted to give patients false and misleading information.. 

Unfortunately, this is not the approach Congress is considering. 

Instead, it is pursuing a flawed and unsustainable search for an elusive “middle 
ground” between two powerful interest groups that offer competing and faulty 
solutions to the surprise billing problem. 

Insurers and providers agree patients should not be balance-billed. But each interest 
group wants the federal government to impose a regime that best serves its financial 
interests. 

Insurance companies want the government to force non-network doctors to accept 
network rates. Doctors want the government to appoint arbiters to decide how much 
insurers should pay non-network doctors. 

Both approaches involve government rate-setting, a wrong-headed idea  that would 
invite further government intervention in the private practice of medicine. 

Insurers want the government to require doctors with whom the insurer does not 
have a contract to accept the rates that it pays doctors with whom it does have a 
contract. Government should not impose contract rates on non-contracting parties. 



 

 

 

Doctors want to outsource rate-setting to government-certified arbiters. 
Arbitration—including baseball arbitration, to which this approach is falsely 
compared—is a process in which contracting parties agree to submit disputes to an 
arbiter and to bind themselves to the arbiter’s ruling. The arbitration proposal on 
surprise billing is entirely different, because there is no contract between the doctor 
and the insurer. 

Instead, government would bind non-contracting parties to a process to which 
neither has agreed, essentially franchising the rate-setting process to arbiters, who 
would set medical prices on an ad hoc basis. 

Doctors support government-forced arbitration because they believe they will be 
paid more money. Insurers want government to compel non-network doctors to 
accept network rates because they believe they will pay doctors less. 

Congress remains caught in the interest group crossfire, even as both sides continue 
to benefit from surprise bills at the expense of patients. 

Instead of choosing between these bad ideas or, worse, finding some way to combine 
them, Congress should require hospitals and insurance companies to deal honestly 
with consumers. A hospital that grants privileges to doctors who balance bill patients 
cannot represent itself as a network hospital. Nor can an insurance company tell its 
customers that such a hospital is in-network. 

That leaves the special case of emergency care at non-network hospitals—another 
circumstance in which patients can get hit with surprise bills. A patient with severe 
chest pains or one riding in the back of an ambulance can’t shop for a network 
hospital. Congress can protect such patients by banning non-network hospitals from 
balance billing for emergency care. Federal regulations currently stipulate that 
insurers must pay such hospitals the greatest of the Medicare rate, the network rate 
or the out-of-network rate. 



These changes, combined with greater price transparency, will both eliminate 
surprise bills and empower consumers to make better decisions about their medical 
care. 

In seeking to ban surprise bills, Congress shouldn’t takes sides between insurers and 
providers. Nor should it seek to split the difference between them. 

Congress should take the side of consumers. 

This piece originally appeared in The Daily Signal 
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KEY TAKEAWAYS 

Some House Democrats are co-sponsoring legislation to outlaw virtually all Americans’ 
public and private health insurance and replace it with a new government plan. 
Americans must fully grasp the necessary trade-offs—the sacrifices—they would have to 

make if Congress were to create and run such a massive program. 
Congress can—and should—take a different approach 

Amajority of House Democrats are co-sponsoring legislation (H.R.1384) to outlaw virtually 

all Americans’ public and private health insurance and replace their coverage with a new 

government plan. In the Senate, Sen. Bernie Sanders’s "Medicare for All” bill (S. 1129) 
would accomplish the same objective. 

Americans must fully grasp the necessary trade-offs—the sacrifices—they would have to 

make if Congress were to create and run such a massive program. 

Medicare for All poses a very big question: Is the promise of universal health insurance under 
a new government health program worth the deliberate destruction of all other public, private 

and employer-based coverage? 
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In today’s churning insurance markets, about 30 million American residents are uninsured. 
Examining the data, American Enterprise Institute analysts note that about 15 million 

Americans are already eligible for coverage under Medicaid, the Children’s Health Insurance 

Program and the Affordable Care Act of 2010 (ACA, or Obamacare). Mysteriously, they do 

not enroll. 

Almost 4 million are eligible for employer-sponsored insurance, but do not enroll. Several 
million (at least 4 million) are here illegally and thus ineligible for taxpayer-financed 

coverage. Another 2 million have annual incomes that exceed 400 percent of the federal 
poverty level ($103,000 for a family of four) and are ineligible for ACA insurance subsidies. 

Finally, there are about 2.5 million uninsured who are poor Americans who live in states that 
didn’t expand Medicaid. This is a problem that can be solved through targeted measures— 

without destroying all existing health coverage. 

Then there’s the cost. In the initial 10 years of implementing a Medicare for All program, the 

aggregate price tag could range between $54.6 trillion and $60.7 trillion, according to Charles 

Blahous, a former Medicare Trustee. Comprehensive econometric analyses, ranging from the 

Urban Institute to the Rand Corporation, also show that such a program would substantially 

increase total costs over current law. 

Most Americans would also pay more for their health care than they do today. According to a 

recent Heritage Foundation analysis, financing such a program would require broad-based 

taxation equal to 21.2 percent of all wage and salary income, and reduce the disposable 

income of nearly two-thirds of American households (65.5 percent), making them financially 

worse off than they are today. 

Another big trade-off would be a decline in the timely access to quality care. For example, the 

Sanders Medicare for All plan would cut medical provider rates by an estimated 40 percent 
below projected private reimbursement. Such a sharp reduction would inevitably mean 

increased waiting times, longer delays and denials of care. 

Medicare today sets prices for more than 8,000 physicians’ services and hundreds of hospital 
procedures in more than 3,000 U.S. counties. Government price fixing often results in 

medical goods or services being reimbursed at levels that are often too high or too low. In 

short, either beneficiaries or taxpayers are routinely shortchanged. 
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Congressional champions of Medicare for All legislation often insist that a new universal 
Medicare-like entitlement, compared to multi-payer private insurance, would centralize all 
provider payment and secure significant administrative cost savings. 

Comparisons between Medicare and private insurance are often apples to oranges 

comparisons. For example, private firms tend to concentrate more heavily (and successfully) 
on such items as utilization review, quality measurement and fraud detection.Medicare does 

not concentrate as effectively in these areas, and though it records lower administrative costs, 
it also loses tens of billions of dollars annually (roughly 10 percent) in waste, fraud, abuse or 
“improper” payments. 

These are real costs, but they are rarely counted as part of Medicare’s administrative costs. 
The Government Accountability Office (GAO) has recorded more than $50 billion annually 

in waste, fraud or abuse. If today’s Medicare is the model, taxpayers can expect those large 

annual losses to increase to scale with a universal program. 

Public policy is not simply a matter of setting goals; it is also a process of making trade-offs, 
and Medicare for All has some very serious ones: The destruction of existing health insurance 

coverage, regardless of personal preferences; the abolition of alternatives to government care; 
higher personal and public health care costs; longer wait times and delays and denials of care; 
and, of course, a more thorough politicization of health care decision-making, courtesy of 
Congress and whatever presidential administration controls the levers of bureaucratic power. 

Congress can—and should—take a different approach. It should enact policies that will give 

individuals and families much greater control over their health care dollars and decisions, and 

compel health insurers and medical professionals to compete and deliver high quality care at 
competitive prices. 

This piece originally appeared in The Washington Times 
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Health insurance can be expensive, and is therefore often out of reach for lower and 
moderate income families, particularly if they are not offered health benefits at work. 
To make coverage obtainable for families that otherwise could not afford it and to 
encourage broad participation in health insurance, the Affordable Care Act (ACA) 
includes provisions to lower premiums and out-of-pocket costs for people with low 
and modest incomes. 

This brief provides an overview of the financial assistance provided under the ACA for 
people purchasing coverage on their own through health insurance Marketplaces 
(also called exchanges). 

Health Insurance Marketplace Subsidies 

The ACA offers subsidies to reduce monthly premiums and out-of-pocket costs in an 
effort to expand access to affordable health insurance for moderate and low-income 
people – particularly those without access to affordable coverage through their 
employer, Medicaid, or Medicare.  There are two types of subsidies available to 
marketplace enrollees. The first type of assistance, called the premium tax credit, 
works to reduce enrollees’ monthly payments for insurance coverage. The second 
type of financial assistance, the cost-sharing subsidy, is designed to minimize 
enrollees’ out-of-pocket costs when they go to the doctor or have a hospital stay. In 
order to receive either type of financial assistance, qualifying individuals and families 
must enroll in a plan offered through a health insurance Marketplace 
(https://www.healthcare.gov/health-plan-information/). 

PREMIUM TAX CREDIT 

https://www.kff.org/health-reform/issue-brief/explaining-health-care-reform-questions-abo... 3/17/2020 
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The premium tax credit reduces marketplace enrollees’ monthly payments for 
insurance plans purchased through the Marketplace. Health insurance plans offered 
through the Marketplace are standardized into four “metal” levels of coverage: 
bronze, silver, gold, and platinum. Bronze plans tend to have the lowest premiums 
but leave the enrollee subject to higher out-of-pocket costs when they receive health 
care services, while platinum plans tend to have the highest premiums but have very 
low out-of-pocket costs. The premium tax credit can be applied to any of these metal 
levels, but cannot be applied toward the purchase of catastrophic coverage. 
Catastrophic health plans (https://www.healthcare.gov/choose-a-plan/plans-
categories/#catastrophic) typically have a lower monthly premium than other Qualified 
Health Plans in the Marketplace, but generally require beneficiaries to pay all of their 
medical costs until the deductible is met. To qualify for a catastrophic plan, an 
individual must either be under 30 years of age or eligible for a “hardship exemption.” 

Who is eligible for the premium tax credit? 

In order to receive the premium tax credit for coverage starting in 2020, a 
marketplace enrollee must meet the following criteria: 

• Have a household income from one to four times the Federal Poverty Level (FPL), 
which for the 2020 benefit year will be determined based on 2019 poverty 
guidelines (In 2020, the subsidy range in the continental U.S. is from $12,490 for an 
individual and $25,750 for a family of four at 100% FPL, to $49,960 for an individual 
and $103,000 for a family of four at 400% FPL.) 

• Not have access to affordable coverage through an employer (including a family 
member’s employer) 

• Not eligible for coverage through Medicare, Medicaid, the Children’s Health 
Insurance Program (CHIP), or other forms of public assistance 

• Have U.S. citizenship or proof of legal residency (Lawfully present immigrants 
whose household income is below 100% FPL and are not otherwise eligible for 
Medicaid are eligible for tax subsidies through the Marketplace if they meet all 
other eligibility requirements.) 

• If married, must file taxes jointly in order to qualify 

For the purposes of the premium tax credit, household income is defined as the 
Modified Adjusted Gross Income (MAGI) of the taxpayer, spouse, and dependents. 
The MAGI calculation (http://laborcenter.berkeley.edu/modified-adjusted-gross-income-under-the-
affordable-care-act/) includes income sources such as wages, salary, foreign income, 
interest, dividends, and Social Security. 
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Table 1: Premium Subsidy Ranges, by Income in 2019 and 2020 

Income % 
Poverty 

Income Range in Dollars for the 2019 
benefit year 

Income Range in Dollars for the 2020 
benefit year 

Single Individual Family of Four Single Individual Family of Four 

Under 100% Less than $12,140 Less than $25,100 Less than $12,490 Less than $25,750 

100% – 133% $12,140 – $16,146 $25,100 – $33,383 $12,490 – $16,612 $25,750 – $34,248 

133% – 150% $16,146 – $18,210 $33,383 – $37,650 $16,612 – $18,735 $34,248 – $38,625 

150% – 200% $18,210 – $24,280 $37,650 – $50,200 $18,735 – $24,980 $38,625 – $51,500 

200% – 250% $24,280 – $30,350 $50,200 – $62,750 $24,980 – $31,225 $51,500 – $64,375 

250% – 300% $30,350 – $36,420 $62,750 – $75,300 $31,225 – $37,470 $64,375 – $77,250 

300% – 400% $36,420 – $48,560 $75,300 – $100,400 $37,470 – $49,960 $77,250 – $103,000 

Over 400% More than $48,560 More than $100,400 More than $49,960 More than $103,000 

NOTES:  Alaska and Hawaii have different poverty guidelines. Note that tax credits for the 2020 benefit year are 
calculated using 2019 federal poverty guidelines, while tax credits for the 2019 benefit year are calculated using 
2018 federal poverty guidelines. 
SOURCE: KFF 

Employer coverage is considered affordable if the employee’s contribution is less 
than 9.78 percent (https://www.irs.gov/pub/irs-drop/rp-19-29.pdf) of his or her household 
income (for the employee’s coverage only, not including the cost of adding family 
members). The employer’s coverage must also meet the “minimum value” standard, 
meaning that the plan has an actuarial value of at least 60 percent (equivalent to a 
bronze plan). In situations in which the employer’s plan fails to meet one or both of 
these requirements, the employee and their family may be eligible for subsidized 
coverage through the Marketplace if they meet the other criteria listed above. 

In states that decide to expand Medicaid (http://kff.org/health-reform/state-indicator/state-
activity-around-expanding-medicaid-under-the-affordable-care-act/), tax credit eligibility 
effectively ranges from 138% to 400% of the poverty level (because almost all people 
with incomes below 138% of poverty are eligible for Medicaid and therefore are not 
eligible for subsidized Marketplace coverage).  In states that do not decide to expand 
Medicaid (http://kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-
under-the-affordable-care-act/), tax credit eligibility ranges from 100% to 400% of poverty. 
Residents of these states who have incomes below 100% of poverty and who do not 
qualify for Medicaid under their state’s eligibility criteria (https://www.kff.org/state-
category/medicaid-chip/medicaidchip-eligibility-limits/) are not eligible for the premium tax 
credit.  The Kaiser Family Foundation estimates that 2.3 million Americans 

https://www.kff.org/health-reform/issue-brief/explaining-health-care-reform-questions-abo... 3/17/2020 
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(https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-
not-expand-medicaid/) living in states that did not decide to expand Medicaid fall into this 
coverage gap. 

Table 2: Premium Cap, by Income in 2019 and 2020 

Income % Poverty 
Premium Cap Max % of income for 2nd lowest silver plan 

2019 2020 

Under 100% No Cap No Cap 

100% – 133% 2.08% 2.06% 

133% – 150% 3.11% – 4.15% 3.09% – 4.12% 

150% – 200% 4.15% – 6.54% 4.12% – 6.49% 

200% – 250% 6.54% – 8.36% 6.49% – 8.29% 

250% – 300% 8.36% – 9.86% 8.29% – 9.78% 

300% – 400% 9.86% 9.78% 

Over 400% No Cap No Cap 

NOTES:  Alaska and Hawaii have different poverty guidelines. Note that tax credits for the 2020 benefit year are 
calculated using 2019 federal poverty guidelines, while tax credits for the 2019 benefit year are calculated using 
2018 federal poverty guidelines. 
SOURCE: KFF 

The ACA includes stipulations to offer tax credits and Medicaid coverage to eligible 
lawfully present immigrants.  Like U.S. citizens, lawfully present immigrants are 
eligible for subsidized coverage in the marketplaces if they meet their state’s income 
eligibility rules. Lawfully present immigrants who meet the income eligibility rules for 
Medicaid in their state may be eligible for Medicaid, but, with the exception of 
pregnant women in certain states, are generally subject to a five-year waiting period 
before they can apply. Immigrants who would otherwise be eligible for Medicaid but 
have not yet completed their five-year waiting period may instead qualify for tax 
credits through the Marketplace. If an individual in this circumstance has an income 
below 100 percent of poverty, for the purposes of tax credit eligibility, his or her 
income will be treated as though it is equal to poverty (meaning that the enrollee 
would pay no more than 2.06% of income for a benchmark silver plan in 2020). 
Immigrants who are not lawfully present are ineligible to enroll in health insurance 
through the marketplace, receive tax credits through the marketplaces, or enroll in 
non-emergency Medicaid and CHIP. 

What amount of premium tax credit is available to people? 

https://www.kff.org/health-reform/issue-brief/explaining-health-care-reform-questions-abo... 3/17/2020 
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The premium tax credit works by setting a cap on the amount an individual or family 
must spend on their monthly payments for health insurance if they enroll in a 
“benchmark” plan.  The cap depends on the family’s income, with lower-income 
families having a lower cap and higher income families having a higher cap (Table 2). 

The “benchmark” for determining the amount of the subsidy is the second-lowest 
cost silver plan available to the individual or family through their state’s Marketplace. 
If the cost of the enrollee’s benchmark silver plan exceeds their premium cap, then 
the federal government will pay any amount over the cap.  The amount of the tax 
credit, therefore, is equal to the difference between the individual or family’s 
premium cap and the cost of the benchmark silver plan. 

As noted above, the premium tax credit can then be applied toward any other plan 
sold through the Marketplace (with the exception of catastrophic coverage).  The 
amount of the tax credit remains the same, so a person who chooses to purchase a 
plan that is more expensive than the benchmark plan will have to pay the difference 
in cost. Conversely, a person who chooses a less expensive plan, such as a bronze 
plan, may end up paying as little as zero dollars per month for the premium. An 
example shows how the premium tax credits would work for an individual during the 
2020 benefit year. 

Premium tax credits at 250% FPL in 2020 

• Pat is 30 years old and estimates her 2020 income will be 250% of poverty 
(about $31,225 per year) 

• Suppose the second-lowest cost silver plan available to Pat in the Marketplace 
is $500 per month 

• Under the ACA, with an income of $31,225 per year, Pat would have a cap of 
8.29% of income for the second-lowest cost silver plan 

• This means that Pat would have to pay no more than $216 per month (8.29% 
of $31,225, divided by 12 months) to enroll in the second-lowest cost silver 
plan 

• The tax credit available to Pat would therefore be $284 per month ($500 
premium minus $216 cap) 

• Pat can then apply this $284 per month discount toward the purchase of any 
bronze, silver, gold, or platinum Marketplace plan available 

https://www.kff.org/health-reform/issue-brief/explaining-health-care-reform-questions-abo... 3/17/2020 
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The premium tax credit cannot be applied to the portion of a person’s premium that 
is for non-essential health benefits. For example, a plan may offer a dental or vision 
benefit that is not considered to be “essential” by the state or federal definition. In 
that case, the person would have to pay for a small portion of the premium without 
financial assistance. Similarly, if the person smokes cigarettes and is charged a higher 
premium for smoking, the premium tax credit is not applied to the portion of the 
premium that is the tobacco surcharge. 

How will premium tax credit be provided? 

To receive the premium tax credit, an individual or family must purchase insurance 
coverage through the Marketplace. When they apply for Marketplace coverage, 
enrollees will receive a subsidy determination, letting them know whether they are 
eligible for a premium tax credit and the amount they may receive.  The person or 
family then has the option to receive the tax credit in advance, claim it later when 
they file their tax return, or some combination of the two options. 

The advanced payment option allows consumers to receive their tax credit at the 
time of purchase and choose how much advance credit payments to apply toward 
their premiums each month.  If the enrollee chooses the advanced payment option, 
then the IRS will pay insurers directly such that the cost of the premium is reduced 
upfront.  With this option, the enrollee would need to reconcile their premium tax 
credit at tax time the following year. (For people receiving an advanced payment of 
the premium tax credit in 2020, the reconciliation would occur when they file their 
2020 tax return in 2021). If the individual or family had a significant change in their 
income from the time they first applied for Marketplace coverage, they may be asked 
to repay some or all of the tax credit; or conversely, they may be owed an additional 
amount when they do their taxes. The table below indicates the maximum 
repayment limits for an individual and family, which varies depending on income 
level. 

Table 3: Repayment Amounts under Current Law by Income Level for 2020 

Income (% Federal Poverty Level) 
Maximum repayment amount for 

a single individual 
Maximum repayment amount for 

couples and families 

Less than 200% FPL $300 $600 

200% – less than 300% FPL $775 $1,550 

300% – less than 400% FPL $1,300 $2,600 

400% FPL or greater Full Amount Full Amount 

SOURCE: Internal Revenue Service 
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Alternatively, an individual or family can opt to pay their entire premium costs each 
month and wait to receive their tax credit until they file their annual income tax 
return the following year. The premium tax credit is available to qualifying enrollees 
regardless of whether they have federal income tax liability, although an individual is 
required to file a tax return for a given benefit year in order to receive financial 
assistance. 

Cost-Sharing Subsidies 

In addition to the premium tax credit, the second form of financial assistance 
available to Marketplace enrollees is a cost-sharing subsidy. Cost-sharing subsidies 
work by reducing a person or family’s out-of-pocket cost when they use health care 
services, such as deductibles, copayments, and coinsurance. 

Unlike the premium tax credit (which can be applied toward any metal level of 
coverage), cost-sharing subsidies can only be applied toward a silver plan.  In 
essence, the cost-sharing subsidy increases the actuarial value (protectiveness) of a 
silver plan, in some cases making it similar to a gold or platinum plan. 

Are cost-sharing subsidies still available for 2020? 

Yes. Cost-sharing subsidies are still available for eligible Marketplace enrollees. 
Although the federal government will no longer be reimbursing insurers for these 
subsidies, insurers are required by law to provide reduced cost sharing for lower-
income enrollees. 

Who is eligible for the cost-sharing subsidy? 

People who are eligible to receive a premium tax credit and have household incomes 
from 100% to 250% of poverty are eligible for cost-sharing subsidies. (The cost-
sharing subsidies are available only to the lowest-income Marketplace enrollees who 
meet all of the other criteria for receiving the premium tax credit).  Again, the eligible 
individual or family must purchase a silver level plan in order to receive the cost-
sharing subsidy. 

What amount of cost-sharing subsidies are available to people? 

The ACA sets maximum out-of-pocket (OOP) spending limits, but otherwise does not 
specify the combination of deductibles, copayments, and coinsurance that plans 
must use to meet the actuarial value requirements. For example, one insurer may 
choose to have a relatively high deductible but low copayments for office visits and 
other services, while another may choose a lower deductible but higher copayments 
or coinsurance for each service. 
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Without the cost-sharing subsidy, the out-of-pocket maximum may be no more than 
$8,150 for an individual and $16,300 for two or more people in 2020. (This is the 
highest a plan may set the OOP max, but plans frequently come with a lower OOP 
max). With the cost-sharing reduction, the out-of-pocket maximum can be no higher 
than $2,700 to $6,500 for an individual, or $5,400 to $13,000 for a family in 2020, 
depending on income. The table below presents the reduced out-of-pocket 
maximums and increased actuarial values after cost-sharing subsidies are applied, 
within each income range. 

Table 4: Maximum Annual Limitation on Cost-Sharing 

Income (% Federal Poverty 
Level) 

Actuarial Value of a silver 
plan 

OOP Max for Individual/Family 

2019 2020 

Under 100% 70% $7,900 / $15,800 $8,150 / $16,300 

100% –150% 94% $2,600 / $5,200 $2,700 / $5,400 

150% – 200% 87% $2,600 / $5,200 $2,700 / $5,400 

200% – 250% 73% $6,300 / $12,600 $6,500 / $13,000 

Over 250% 70% $7,900 / $15,800 $8,150 / $16,300 

SOURCE: “Patient Protection and Affordable Care Act; HHS Notice of Benefit and Payment Parameters for 2020,” 
Federal Register 83 FR 16930. 

Typically, silver plans have an actuarial value of 70%, meaning that on average the 
plan pays 70% of the cost of covered benefits for a standard population of enrollees, 
with the remaining 30% of total costs being covered by the enrollees in the form of 
deductibles, copayments, and coinsurance. By lowering an individual or family’s out-
of-pocket costs, the cost-sharing subsidies increase the actuarial value of the silver 
plan (to 73, 87, or 94 percent depending on the enrollee’s income). 

How will cost-sharing subsidies be provided? 

When enrolling in a silver plan, an eligible enrollee is placed into a plan that has the 
cost-sharing subsidy automatically applied. This means that the silver plan they 
choose will already have a lowered out-of-pocket maximum than the same plan 
would in the absence of a cost-sharing subsidy. Unlike the premium tax credit, there 
is no option for cost-sharing subsidies to be paid to the enrollee. 

Conclusion 

https://www.kff.org/health-reform/issue-brief/explaining-health-care-reform-questions-abo... 3/17/2020 

https://www.kff.org/health-reform/issue-brief/explaining-health-care-reform-questions-abo


 
   

  

  

     
  

       
   

 
     

    
    

      
   

   

 

 Explaining Health Care Reform: Questions About Health Insurance Subsidies | The Henr... Page 9 of 10 

In combination, the premium tax credit and cost-sharing reductions require health 
plans offering coverage to lower-income people in the exchange to increase the 
actuarial value of the coverage of the plans that they receive, and to do so in a way 
that caps enrollee out-of-pocket liability within the specified levels. 

Subsidies to make insurance more affordable and increase insurance coverage are a 
key element of the Affordable Care Act. Premium and cost-sharing subsidies of 
varying levels are available to individuals and families with low to moderate incomes, 
making coverage and care more affordable.  These subsidies – which represent a 
substantial share of the federal cost of the ACA – provide assistance for low to 
moderate income families, enabling them to purchase coverage and gain better 
access to care. 
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The insurance coverage expansion ushered in by the Afordable Care Act (ACA) has 
signifcantly increased Americans’ ability to get the health care they need since the law’s 
main provisions went into efect in 2014. Research also indicates that the ACA narrowed 
racial and ethnic disparities in insurance coverage1 — a key objective of the law, and one 
that enjoys substantial public support.2 

In this brief, we examine how much the ACA also has reduced disparities in access to 
health care among black, Hispanic, and white adults. Using data from the federal American 
Community Survey (ACS) and the Behavioral Risk Factor Surveillance System (BRFSS) for 
the years 2013 to 2018, we review: 

• diferences in the share of black, Hispanic, and white adults who are uninsured 
(ages 19 to 64) 

• diferences in the share who went without care because of cost in the past 12 months 
(ages 18 to 64) 

• diferences in the share with a usual source of care (ages 18 to 64). 

We examine the degree to which racial and ethnic diferences have narrowed since the 
ACA went into efect, what diferences exist between states that have expanded Medicaid 
and those that have not, and which policy options might further reduce disparities. 

We hope these fndings will help guide policymakers as they consider options for moving 
the nation closer to a more equitable, higher-performing health care system. 

KEY HIGHLIGHTS 

The ACA’s coverage expansions have led to historic reductions in racial disparities in 
access to health care since 2013, but progress has stalled and, in some cases, eroded 
since 2016. 

The gap between black and white adult uninsured rates dropped by 4.1 percentage 
points, while the diference between Hispanic and white 
uninsured rates fell 9.4 points. 
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2 How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

Disparities narrowed in both states that expanded Medicaid 
eligibility and in those that did not. In expansion states, all 
three groups had better overall access to care than they did in 
nonexpansion states, and there were generally smaller diferences 
between whites and the two minority groups. 

HOW WE CONDUCTED THIS STUDY 

Indicators and Data Sources 
• Percent of uninsured adults ages 19–64: U.S. Census Bureau, American 

Community Survey Public Use Microdata Sample (ACS PUMS), 2013– 
2018. 

• Percent of adults ages 18–64 who went without care because of cost 
during past year and Percent of adults ages 18–64 who had a usual 
source of care: Centers for Disease Control and Prevention, Behavioral 
Risk Factor Surveillance System (BRFSS), 2013–2018. 

• Demographics, adults ages 19–64: American Community Survey Public 
Use Microdata Sample (ACS PUMS), 2018. 

The ACS PUMS and BRFSS are large federal surveys used to track 
demographic and health characteristics of the U.S. population. The ACS 
samples approximately 3.5 million individuals each year, with annual 
response rates over 90 percent.3 The Census Bureau makes approximately 
two-thirds of ACS response records available to researchers in the Public 
Use Microdata Sample. The Centers for Disease Control and Prevention 
conduct the BRFSS each year in partnership with implementing agencies in 
each state. The 2018 BRFSS had a response rate just under 50 percent, with 
approximately 437,500 completed responses; similar response rates were 
seen in previous years.4 

Five years afer the ACA’s implementation, black adults living in 
states that expanded Medicaid report coverage rates and access 
to care measures as good as or better than what white adults in 
nonexpansion states report. 

While black working-age adults have benefted signifcantly from 
Medicaid expansion, they disproportionately (46%) reside in the 15 
states that haven’t yet expanded their programs. 

Analytical Approach 

We stratified survey respondents by their self-reported race or ethnicity: 

white (non-Hispanic), black (non-Hispanic), or Hispanic (any race). We 

calculated national annual averages from 2013 to 2018 for each of the 

indicators listed above, stratified by race/ethnicity. We also calculated the 

average annual rate for white, black, and Hispanic individuals from 2013 to 

2018 across two categories of states: the Medicaid expansion group included 

the 31 states that, along with the District of Columbia, had expanded their 

Medicaid programs under the ACA as of January 1, 2018; the nonexpansion 

group comprised the 19 states that had not expanded Medicaid as of that 

time (Maine and Virginia are considered nonexpansion states in this analysis 

because they both implemented their Medicaid expansions in 2019). 

Reported values for expansion/nonexpansion categories are averages across 

survey respondents, not averages of state rates. 

In addition, for certain subpopulations in Louisiana and Georgia we 

calculated average annual state-specific uninsured rates from 2013 to 2018. 

Subpopulation rates based on small samples were suppressed. Estimates 

derived from ACS PUMS were suppressed if unweighted cell counts were less 

than 50; estimates derived from BRFSS were suppressed if the measures’ 

unweighted cell count was less than 50 or the relative standard error 

(standard error divided by the estimate) was under 30 percent. 
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3 How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

Adult uninsured rates have decreased for all groups since 2013, and disparities have 
narrowed significantly among whites, blacks, and Hispanics. 

Percentage of uninsured adults ages 19 to 64, by race and ethnicity 

50 All Black Hispanic White 

40.2 
40 

33.0 

30 
25.5 24.924.4 

19.2
20 

20.4 
14.413.7 

16.3 
14.5 

10 12.412.111.4 

8.68.2 

0 
2013 2014 2015 2016 2017 2018 

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018. 

FINDINGS 
Black, Hispanic, and white adults have all made 
historic insurance coverage gains under the 
ACA (Table 2).5 According to the U.S. Census 
Bureau’s American Community Survey, the 
U.S. working-age adult uninsured rate fell from 
20.4 percent in 2013, just before the law’s main 
provisions took efect, to 12.4 percent in 2018.6 

This improvement occurred between 2013 and 
2016; since then, the rate has risen slightly. 

Blacks and Hispanics had the highest uninsured 
rates prior to the law’s passage and have made 
the largest gains. The uninsured rate for black 
adults dropped from 24.4 percent in 2013 to 14.4 
percent in 2018, while the rate for Hispanic adults 
decreased from 40.2 percent to 24.9 percent. 

This progress reduced the diference between 
the two groups and white adults (Table 3). The 
black–white disparity in coverage dropped 
from 9.9 percentage points in 2013 to 5.8 points 
in 2018. The gap between uninsured Hispanics 
and whites, meanwhile, declined from 25.7 
points to 16.3 points. 

But the insurance gains made by blacks and 
Hispanics have stalled, and even eroded, since 
2016 — much as they have for the overall 
population. Black adults have seen their 
uninsured rate tick up by 0.7 percentage points 
since 2016, while white adults have seen a 
half-percentage-point increase. This has largely 
halted the improvement in coverage disparities. 
Hispanic adults continue to report signifcantly 
higher uninsured rates than either white or 
black adults. 
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How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

All groups are experiencing fewer financial barriers to accessing care, with black and 
Hispanic adults showing the largest reduction. 

Percentage of adults ages 18 to 64 who avoided care because of cost in the past 12 months, by race and ethnicity 

All Black Hispanic White 
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24.9 
23.2 

21.9 21.220.9 
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16.6 
15.1 15.1 

15.1 
13.7

10 12.7 12.9 
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The coverage gains under the ACA made it 
easier for people to get health care.7 Adults 
with low income have benefted the most from 
the law’s insurance subsidies, out-of-pocket 
cost protections, and expansion in Medicaid 
eligibility.8 

Black and Hispanic adults are almost twice 
as likely as white adults to have low income 
(less than 200% of the federal poverty level, or 
FPL) (Table 1) and, prior to 2013, they reported 
signifcantly higher rates of cost-related 
problems getting care. Afer the ACA’s major 
coverage expansions in 2014, they experienced 
the largest overall improvements in access 
(Table 4). Twenty-three percent of black adults 
reported avoiding care because of cost in 2013, 
compared to 17.6 percent in 2018. Cost-related 
access problems among Hispanic adults fell 
from 27.8 percent to 21.2 percent, while those 
reported by whites dropped from 15.1 percent 
to 12.9 percent. 

As a result, diferences narrowed between 
white adults and black and Hispanic adults 
in cost-related access problems. The black– 
white disparity shrank from 8.1 percentage 
points in 2013 to 4.7 points in 2018, while the 
Hispanic–white diference fell from 12.7 points 
to 8.3 points (Table 3). Again, most of that 
improvement occurred between 2013 and 2016. 

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018. 
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How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

Adults with a usual source of care have modestly increased for black and Hispanic 
groups since 2013. 

Percentage of adults ages 18 to 64 who reported a usual source of care, by race and ethnicity 

All Black Hispanic White 

78.680 78.177.6 77.0 
74.7 74.173.472.0 
73.873.070 72.6 

71.1 

60 

58.2 58.2 
56.255.3 

50 

2013 2014 2015 2016 2017 2018 

Having a usual source of care — defned as a 
personal doctor or other health care provider 
like a health clinic where someone would 
usually go if they were sick — is generally seen 
as a strong indicator of health care access.9 

The share of black and Hispanic adults with 
a usual source of care climbed by about three 
percentage points between 2013 and 2018 
(Table 4). This modestly reduced disparities 
with white adults, who continue to be the most 
likely to have a usual source of care among the 
three groups (Table 3). 

The black–white disparity for reporting a usual 
source of care decreased from 6.5 percentage 
points in 2013 to 2.8 points in 2018, and the 
diference between Hispanics and whites 
dropped from 22.4 points to 18.7 points. The 
improvement on this measure stalled for blacks 
and Hispanics afer 2015. 

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018. 
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How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

Black adults living in expansion states are now less likely to be uninsured than white 
adults in nonexpansion states. 

Percentage of uninsured adults ages 19 to 64, race and ethnicity by Medicaid expansion status 

50 Black (expansion) Black (nonexpansion) 

White (expansion) White (nonexpansion) 
40 
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Although Hispanic adults in both groups of states reported lower uninsured rates and 
reduced disparities, the gains were larger in Medicaid expansion states. 

21.5 

15.8 
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14.4 11.6 12.3 

Percentage of uninsured adults ages 19 to 64, race and ethnicity by Medicaid expansion status 
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Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. 
Maine and Virginia implemented Medicaid expansion in 2019 and are considered nonexpansion for this analysis. 

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018. 

36.3 

40.6 

34.7 34.3 

14.4 
11.6 12.3 

White (expansion) White (nonexpansion) 

The ACA ofered states the opportunity to expand 
eligibility for Medicaid, with the federal government 
picking up most of the additional cost. We examined 
all three of our health insurance and access measures 
for individuals across two categories of states — those 
that had expanded their Medicaid program under the 
ACA as of January 1, 2018, and those that had not. The 
31 states that, along with the District of Columbia, 
had expanded their programs typically started from 
a stronger baseline and had smaller initial racial and 
ethnic disparities. This was likely because of state-
specifc factors, such as more generous pre-ACA 
Medicaid eligibility standards.10 

Uninsured rates for blacks, Hispanics, and whites 
declined in both expansion and nonexpansion states 
between 2013 and 2018. In addition, disparities in 
coverage between whites and blacks and Hispanics 
also narrowed over that time period in both sets 
of states. But progress has stalled and even slightly 
eroded (Table 2, Table 3). 

People living in Medicaid expansion states benefted 
the most in terms of coverage gains. All three groups 
reported lower uninsured rates in expansion states 
compared to nonexpansion states, and larger 
coverage improvements between 2013 and 2018. 

Coverage disparities in expansion states narrowed the 
most over the period, even though the disparities were 
smaller to begin with. The black–white coverage gap in 
those states dropped from 8.4 percentage points to 3.7 
points, while the diference between Hispanic and white 
uninsured rates fell from 23.2 points to 12.7 points. 

Because of this progress, blacks in expansion states 
are now more likely to be insured than whites in 
nonexpansion states. 
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7 How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

Black–white differences in cost-related access problems have narrowed in both 
expansion and nonexpansion states. 

Percentage of adults ages 18 to 64 who avoided care because of cost in the past 12 months, race and ethnicity by 
Medicaid expansion status 

50 Black (expansion) Black (nonexpansion) 
White (expansion) White (nonexpansion) 
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The Hispanic–white disparity for avoiding care because of cost has dropped 
significantly in both expansion and nonexpansion states. 
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Percentage of adults ages 18 to 64 who avoided care because of cost in the past 12 months, race and ethnicity by 
Medicaid expansion status 

Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. 
Maine and Virginia implemented Medicaid expansion in 2019 and are considered nonexpansion for this analysis. 

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018. 

Since 2013, Hispanics, blacks, and whites in 
both expansion and nonexpansion states have 
become increasingly less likely to report that 
they went without health care because of cost 
in the past 12 months (Table 4). Disparities also 
have narrowed, resulting in more equitable 
access to care (Table 3). 

Black adults in Medicaid expansion states 
experienced a larger reduction in cost-related 
access problems (6.6 percentage points) than 
those in nonexpansion states (4.7 points). Blacks 
in expansion states now report cost-related 
access problems at about the same rates as 
whites in nonexpansion states (Table 4).11 

The gap between Hispanic and white adults 
reporting cost-related access problems 
narrowed in both expansion states (from 
12.1 percentage points to 8.3 points) and 
nonexpansion states (from 13.8 points to 8.3 
points). The larger decline in disparities in 
nonexpansion states was mainly because of a 
smaller improvement for whites in those states. 
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How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

Black adults in expansion states are now almost as likely as white adults in those 
same states to have a usual source of care. 

Percentage of adults ages 18 to 64 who reported a usual source of care, race and ethnicity by Medicaid expansion status 

Black (expansion) Black (nonexpansion) 
White (expansion) White (nonexpansion) 
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Hispanics in both expansion and nonexpansion states reported modestly higher rates 
for a usual source of care, while white adults largely maintained their higher rates. 

Percentage of adults ages 18 to 64 who reported a usual source of care, race and ethnicity by Medicaid expansion status 

90 Hispanic (expansion) Hispanic (nonexpansion) 
White (expansion) White (nonexpansion) 

80.679.879.1 79.1
80 

75.0 75.3 75.4
70 73.4 
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61.360.1 

58.260 

50 53.2 
50.2 49.7 50.6 

40 
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Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. 
Maine and Virginia implemented Medicaid expansion in 2019 and are considered nonexpansion for this analysis. 

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018. 

Regardless of whether they lived in a Medicaid 
expansion state or not, white adults did not 
report improvement in having a usual source of 
care between 2013 and 2018. Whites began the 
period at a comparatively higher baseline than 
blacks and Hispanics. 

In contrast, blacks and Hispanics reported 
modest improvement in having a usual source 
of care, in both expansion and nonexpansion 
states (Table 4).12 Black adults in expansion 
states improved the most, with 73.5 percent 
reporting a usual care provider in 2013 versus 
77.2 percent in 2018. They are now more likely 
than white adults in nonexpansion states to 
have a usual source of care, and almost as likely 
as white adults in expansion states. 

The gap between blacks and whites in having 
a usual source of care decreased in Medicaid 
expansion states (to 1.9 percentage points) 
and nonexpansion states (to 2.3 points). The 
diference between Hispanics and whites in 
expansion states dropped to 17.8 points, while 
in nonexpansion states it decreased to 20.2 
points. Disparities actually decreased more in 
nonexpansion states, mainly because white 
adults in those states became slightly less 
likely to have a usual source of care during the 
2013–2018 period (Table 3). 
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9 How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care 

After expanding Medicaid, Louisiana’s black–white insurance coverage disparity 
dropped rapidly in comparison to Georgia — driven largely by lower-income adults. 

Percentage of uninsured adults ages 19 to 64, Louisiana and Georgia, 0–199% FPL, by race and ethnicity 

50 Black (Louisiana) Black (Georgia) 

White (Louisiana) White (Georgia) 
42.0 

41.440 
40.9 
37.7 

30 
29.4 30.4 

28.7 24.3 

20 22.8 
16.5 

30.1 

31.833.2 32.3 33.1 

14.0 
10 

0 
2013 2014 2015 2016 2017 2018 

Note: FPL = federal poverty level. 

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018. 

Expanded Medicaid eligibility has been an 
important tool for improving racial equity in 
coverage and access to care. This is because blacks 
and Hispanics are disproportionately lower 
income.13 But an estimated 46 percent of black 
working-age adults live in the 15 states that have 
not expanded Medicaid — a much larger share of 
people than the national average — along with 36 
percent of Hispanics.14 The majority of Medicaid 
nonexpansion states are in the South. 

To illustrate the potential efects of further 
Medicaid expansion, we analyzed two Southern 
states with large black adult populations. 
Louisiana chose to expand Medicaid in 2016, while 
Georgia has yet to do so. As the exhibit shows, 
white and black adults with incomes under 200 
percent of the federal poverty level (which is 
$24,980 for an individual and $51,500 for a family 
of four in 2020) experienced coverage gains from 
2013 to 2015 in both states. But afer Louisiana 
expanded Medicaid in July 2016, uninsured 
rates for both groups dropped an additional 12.2 
points to 16.0 points. Georgia’s uninsured rates, 
meanwhile, did not improve afer 2016 (Table 5). 

Because an estimated 54 percent of black 
working-age adults in Louisiana have low 
incomes (Table 1), Medicaid expansion helped 
drive the state’s overall black adult uninsured 
rate down to 11.3 percent in 2018 (Table 5). This 
was lower than the rate for black adults (19.2%) 
and white adults (14.9%) in Georgia. 
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CONCLUSION 

The ACA’s coverage expansions have led to nationwide improvements 
in coverage and access to care. As our analysis and other recent studies 
show, the law also has led to historic reductions in racial disparities 
in coverage and access since 2014. This is true across most states, and 
especially those that have expanded Medicaid. 

Still, nearly 10 years afer the law’s passage, notable gaps between 
people of color and whites remain across all regions and income levels. 

Progress has also stalled for all three groups since 2016, and insurance 
coverage has slightly eroded for both black and white adults. That can 
be linked in part to congressional inaction: there has been no federal 
legislation since 2010 to enhance or reinforce the ACA. At the same 
time, recent legislation and executive actions have negatively afected 
Americans’ coverage and access to care, including: the repeal of the 
individual mandate penalty for not having health insurance; substantial 
reductions in funding for outreach and enrollment assistance for people 
who may be eligible for marketplace or Medicaid coverage; and the 
loosening of restrictions on health plans that don’t comply with the 
ACA’s rules. 

Hispanic adults also experience much larger disparities, in part because 
undocumented immigrants can’t qualify for marketplace coverage, 
receive subsidies, or enroll in Medicaid.15 These disparities could be 
exacerbated by the Trump administration’s new “public charge” rule.16 

Nevertheless, state and federal policymakers can take actions in the 
near term to further reduce the racial diferences in health care access 
that persist: 

• Expand Medicaid without restriction in the remaining 15 states. 
Medicaid expansion is a proven tool for reducing racial disparities, 
one that our data show benefts blacks and Hispanics the most. Yet 

expanded Medicaid eligibility is not available to nearly half of black 
adults and more than a third of Hispanics, causing an inordinately 
negative impact on these communities of color. If more states don’t 
choose to expand Medicaid, further reductions in racial disparities 
may be difcult to attain. 

Our fndings on the positive efects of expanding Medicaid also 
ofer a window into the potential impact that current congressional 
reform bills and proposals could have on disparities. That includes 
not only “Medicare for all” approaches, but also reforms that seek to 
eliminate the Medicaid expansion gap and realize the ACA’s original 
intent.17 Alternatively, Republican proposals to end Medicaid 
expansion altogether would likely reverse the ACA’s historic 
improvements in racial disparities in health care access.18 

• Make marketplace subsidies available to people with incomes 
under 100 percent of the poverty level or otherwise fll the 
Medicaid coverage gap. With signifcantly lower incomes, black and 
Hispanic adults in nonexpansion states are at high risk of falling 
into a coverage gap in which their income is too high for existing 
Medicaid but not high enough to qualify for marketplace premium 
subsidies (100%–400% of poverty).19 

• Remove the income cap on marketplace subsidy eligibility. 
Premium contributions for marketplace plans are capped at a 
certain percentage of income for people between 100 percent and 
400 percent of poverty, with a maximum of 9.78 percent of income. 
Removing the upper income limit would provide relief to people 
who are currently spending more than this maximum share of their 
earnings on health insurance.20 

• Enact targeted, state-specifc Medicaid expansions beyond the 
ACA. For example, California recently expanded its Medicaid 
program to cover undocumented young adults.21 
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• Allow undocumented immigrants to shop for coverage in the 
marketplaces. This group is currently ineligible for coverage 
through the ACA insurance exchanges. 

All the policies presented here can help make the U.S. health care 
system more equitable. But they will need to be accompanied by eforts 
to address drivers of racial inequities in health that extend beyond 
access to health insurance. Those include inequities in educational 
opportunity and income22 and the fact that people of color are ofen 
perceived and treated diferently by health care providers.23 A recent 
survey of Americans’ values with regard to health care shows that 
a majority do not believe that everyone in the U.S. receives equal 
treatment within the health system.24 And an overwhelming majority 
believe that everyone should. 
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Table 1. U.S. Demographic Estimates, 2018 (base: adults ages 19–64) 

United States Expansion states Nonexpansion states Louisiana Georgia 

Total Total Total Total Total % % % % %(millions) (millions) (millions) (thousands) (thousands) 

Total 193 100.0% 119 100.0% 74 100.0% 2,695 100.0% 6,245 100.0% 

Race/Ethnicity 

White 

Black 

Hispanic 

116 

24 

35 

60.1% 

12.5% 

18.1% 

72 

12 

22 

60.6% 

10.1% 

18.2% 

44 

12 

13 

59.1% 

16.3% 

18.0% 

1,599 

854 

134 

59.3% 

31.7% 

5.0% 

3,257 

1,993 

573 

52.2% 

31.9% 

9.2% 

Income 

0–199% FPL 

200%–399% FPL 

400%+ FPL 

53 

56 

83 

27.5% 

29.2% 

43.3% 

31 

33 

54 

26.2% 

27.9% 

45.9% 

22 

23 

29 

29.6% 

31.2% 

39.2% 

981 

737 

959 

36.6% 

27.5% 

35.8% 

1,823 

1,855 

2,498 

29.5% 

30.0% 

40.4% 

Race/Ethnicity, by income 

White 

0–199% FPL 25 21.7% 15 20.8% 10 23.3% 423 26.6% 743 23.0% 

200%–399% FPL 32 27.5% 19 26.2% 13 29.7% 445 28.0% 903 28.0% 

400%+ FPL 58 50.8% 38 53.1% 20 47.0% 721 45.4% 1,581 49.0% 

Black 

0–199% FPL 

200%–399% FPL 

400%+ FPL 

Hispanic 

0–199% FPL 

9 

8 

7 

14 

39.5% 

31.6% 

28.9% 

38.9% 

5 

4 

4 

8 

38.7% 

29.7% 

31.6% 

37.8% 

5 

4 

3 

5 

40.3% 

33.5% 

26.1% 

40.6% 

454 

223 

170 

61 

53.6% 

26.4% 

20.1% 

46.3% 

716 

644 

607 

249 

36.4% 

32.8% 

30.9% 

43.8% 

NOTES 

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis. 

200%–399% FPL 12 34.7% 7 34.5% 5 35.0% 38 28.4% 194 34.2% FPL = federal poverty level. 

400%+ FPL 9 26.4% 6 27.7% 3 24.4% 33 25.2% 125 22.1% DATA 

American Community Survey 
Public Use Microdata Sample 
(ACS PUMS), 2018. 
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Table 2. Uninsured Rates by Demographics, 2013–2018 (base: adults ages 19–64) 

United States Expansion states Nonexpansion states 

Net change Net change Net change2013 2016 2017 2018 2013 2016 2017 2018 2013 2016 2017 2018(% points) (% points) (% points) 

Total 20.4 12.1 12.2 12.4 –8.0 18.4 9.2 9.1 9.2 –9.1 23.9 16.8 17.3 17.6 –6.3 

Race/Ethnicity 

White 14.5 8.2 8.4 8.6 –5.9 13.1 6.1 6.2 6.4 –6.7 16.9 11.6 12.1 12.3 –4.5 

Black 24.4 13.7 13.9 14.4 –9.9 21.5 9.9 9.5 10.1 –11.4 27.3 17.5 18.3 18.7 –8.6 

Hispanic 40.2 25.5 25.1 24.9 –15.3 36.3 20.0 19.3 19.1 –17.2 46.9 34.7 34.5 34.3 –12.6 

Income 

0–199% FPL 37.9 23.1 23.1 23.2 –14.7 34.6 17.1 16.6 16.6 –18.0 42.8 31.8 32.2 32.4 –10.4 

200%–399% FPL 20.0 12.9 13.4 13.9 –6.1 18.9 10.8 10.9 11.3 –7.7 21.7 15.9 16.9 17.7 –4.0 

400%+ FPL 6.7 4.1 4.5 4.8 –1.9 6.3 3.4 3.6 3.9 –2.4 7.7 5.4 6.1 6.6 –1.1 

Race/Ethnicity, by income 

0–199% FPL 

White 31.2 17.5 17.8 18.0 –13.2 28.7 12.4 12.3 12.5 –16.1 35.0 25.1 25.8 25.9 –9.0 

Black 34.4 20.3 20.5 20.8 –13.6 30.1 13.7 13.1 13.6 –16.5 38.5 26.7 27.5 27.7 –10.8 NOTES 

Hispanic 

200%–399% FPL 

White 

Black 

Hispanic 

54.0 

15.3 

20.5 

35.5 

36.7 

9.6 

11.9 

23.2 

36.1 

10.2 

12.3 

23.1 

36.0 

10.6 

13.3 

23.7 

–18.0 

–4.7 

–7.2 

–11.8 

48.5 

14.5 

19.3 

32.7 

28.1 

8.0 

10.0 

19.1 

27.3 

8.3 

9.6 

18.6 

26.9 

8.5 

10.3 

19.1 

–21.6 

–6.0 

–9.0 

–13.6 

63.0 

16.5 

21.6 

40.4 

50.2 

12.0 

13.7 

30.0 

49.6 

12.9 

14.7 

30.5 

49.6 

13.5 

15.9 

31.0 

–13.4 

–3.0 

–5.7 

–9.3 

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis. 

400%+ FPL 

White 5.2 3.1 3.4 3.7 –1.5 4.8 2.6 2.8 3.0 –1.9 6.0 4.2 4.6 5.0 –1.0 

Net change is percentage-
point change between 2013 
and 2018. 

Black 10.2 5.6 6.1 7.1 –3.2 9.8 4.7 4.9 5.6 –4.2 10.8 6.8 7.6 8.9 –2.0 FPL = federal poverty level. 

Hispanic 15.0 9.5 10.4 10.7 –4.3 13.9 8.0 8.4 8.7 –5.1 17.0 12.1 14.1 14.1 –2.9 DATA 

American Community Survey 
Public Use Microdata Sample 
(ACS PUMS), 2013–2018. 
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Table 3. Trends in Black–White and Hispanic–White Disparities in Insurance Coverage and Access, 2013–2018 

Black–White disparity Hispanic–White disparity 
(percentage points) (percentage points) 

Net change Net change2013 2018 2013 2018(% points) (% points) 

Uninsured rates (base: adults ages 19–64)* 

U.S. average 9.9 5.8 –4.1 25.7 16.3 –9.4 

Expansion states 8.4 3.7 –4.7 23.2 12.7 –10.5 

Nonexpansion states 10.4 6.4 –4.0 30.0 22.0 –8.0 

Care avoided because of cost (base: adults ages 18–64)** 

U.S. average 8.1 4.7 –3.4 12.7 8.3 –4.4 

Expansion states 6.8 3.1 –3.7 12.1 8.3 –3.8 

Nonexpansion states 8.6 5.2 –3.5 13.8 8.3 –5.5 

Usual source of care (base: adults ages 18–64)** 

U.S. average 6.5 2.8 –3.7 22.4 18.7 –3.6 

Expansion states 5.6 1.9 –3.7 20.9 17.8 –3.1 

Nonexpansion states 6.3 2.3 –4.1 24.8 20.2 –4.6 

NOTES 

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis. 

DATA 

* American Community 
Survey Public Use Microdata 
Sample (ACS PUMS), 
2013–2018. 

** Behavioral Risk Factor 
Surveillance System (BRFSS), 
2013–2018. 
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Table 4. Rates for Access Indicators by Race/Ethnicity, 2013–2018 (base: adults ages 18–64) 

United States Expansion states 

Net change Net change2013 2016 2017 2018 2013 2016 2017 2018(% points) (% points) 2013 

Nonexpansion states 

Net change2016 2017 2018 (% points) 

Care Avoided Because of Cost in Previous 12 Months 

Total 18.5 15.1 15.7 15.1 –3.4 17.0 13.3 13.7 13.2 –3.9 21.0 18.1 18.9 18.2 –2.8 

Race/Ethnicity 

White 15.1 12.7 13.3 12.9 –2.2 14.0 11.2 11.6 11.1 –2.9 16.9 15.1 16.0 15.7 –1.3 

Black 23.2 17.9 18.8 17.6 –5.6 20.8 14.8 15.9 14.3 –6.6 25.5 21.0 21.7 20.8 –4.7 

Hispanic 27.8 21.9 21.9 21.2 –6.7 26.2 19.6 19.7 19.5 –6.7 30.7 25.7 25.3 23.9 –6.7 

Usual Source of Care 

Total 72.0 73.8 73.1 72.6 0.6 73.9 76.4 75.7 75.0 1.0 68.9 69.6 68.9 68.8 0.0 

Race/Ethnicity 

White 77.6 78.6 77.5 77.0 –0.6 79.1 80.6 79.6 79.1 0.0 75.0 75.4 74.1 73.4 –1.6 

Black 71.1 74.7 74.4 74.1 3.0 73.5 78.1 78.6 77.2 3.7 68.7 71.4 70.3 71.2 2.5 

Hispanic 55.3 58.2 58.1 58.2 3.0 58.2 63.0 62.4 61.3 3.1 50.2 50.6 51.3 53.2 3.0 

NOTES 

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis. 

Net change is percentage-
point change between 2013 
and 2018. 

DATA 

Behavioral Risk Factor 
Surveillance System (BRFSS), 
2013–2018. 
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Table 5. Louisiana/Georgia Uninsured Rates by Demographics, 2013–2018 (base: adults ages 19–64) 

Louisiana Georgia 

Net change Net change2013 2016 2017 2018 2013 2016 2017 2018(% points) (% points) 

Total 24.7 15.4 12.5 11.8 –12.9 26.0 18.1 18.7 19.1 –6.9 

Race/Ethnicity 

White 

Black 

Hispanic 

18.9 

31.3 

52.7 

11.8 

17.3 

43.8 

9.7 

13.0 

38.0 

9.5 

11.3 

39.6 

–9.4 

–19.9 

–13.2 

19.1 

28.4 

60.1 

13.9 

18.0 

46.8 

14.1 

19.0 

45.3 

14.9 

19.2 

45.5 

–4.2 

–9.2 

–14.6 

Income 

0–199% FPL 

200%–399% FPL 

400%+ FPL 

41.8 

21.3 

9.7 

25.9 

14.4 

5.5 

19.7 

11.9 

5.5 

17.8 

11.6 

5.9 

–24.0 

–9.7 

–3.8 

46.3 

21.9 

8.1 

35.0 

16.4 

5.6 

35.5 

17.6 

6.5 

35.9 

18.8 

7.3 

–10.4 

–3.1 

–0.8 

Race/Ethnicity, by income 

0–199% FPL 

White 37.7 24.3 18.0 16.5 –21.2 40.9 32.3 32.2 33.1 –7.9 

Black 42.0 22.8 16.6 14.0 –27.9 41.4 29.4 30.1 30.4 –11.0 

Hispanic 70.7 58.5 51.8 54.0 –16.7 75.5 62.6 62.7 63.4 –12.1 

200%–399% FPL 

White 19.0 12.0 10.6 10.9 –8.1 17.9 13.7 14.9 16.4 –1.5 

Black 22.5 14.3 10.3 8.7 –13.8 21.0 14.1 14.9 16.4 –4.6 

Hispanic 45.3 38.4 33.6 34.8 –10.5 50.0 40.4 38.9 40.7 –9.3 NOTES 

400%+ FPL Net change is percentage-
point change between 2013 

White 7.4 4.5 4.2 4.6 –2.7 5.9 4.5 5.1 5.7 –0.3 and 2018. 

Black 14.6 6.4 7.5 8.0 –6.6 12.4 6.5 7.9 9.3 –3.0 FPL = federal poverty level. 

Hispanic 31.4 20.0 20.3 20.4 –11.0 21.3 16.2 17.1 18.6 –2.6 DATA 

American Community Survey 
Public Use Microdata Sample 
(ACS PUMS), 2013–2018. 
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With support from the Robert Wood Johnson Foundation (RWJF), the Urban Institute 
is undertaking a comprehensive monitoring and tracking project to examine the 
implementation and efects of health reform. Te project began in May 2011 and will take 
place over several years. Te 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 
In 2018 and 2019, the Afordable Care Act’s (ACA) 
marketplaces experienced considerable turmoil that resulted 
in huge swings in premiums. The frst major change resulted 
from the administration’s decision (announced October 
2017) to stop directly reimbursing insurers for cost-sharing 
reductions. Because the ACA requires marketplace insurers 
to reduce out-of-pocket costs for people with incomes below 
250 percent of the federal poverty level, insurers increased 
premiums (typically silver marketplace premiums1) to cover 
these costs beginning in the 2018 plan year. In addition, 
beginning in early 2017, there was widespread fear that the 
administration would not enforce the individual mandate, 
thus threatening the risk pool and forcing insurers to 
increase premiums to cover the additional risk. This turmoil 
led to concerns about the marketplaces’ stability and long-
term viability. Congress endeavored to pass various pieces 
of legislation that would repeal the ACA and replace it 
with alternatives that would reduce and alter insurance 
market regulation. Though none of these bills were passed, 
they created immense uncertainty for insurers while they 
determined and fled premiums for the 2018 plan year. 

For these reasons, the lowest silver marketplace premium 
ofered in each rating region increased sharply in 2018, by 
29.7 percent on average.2 Twenty-eight states had average 
lowest silver premium increases that exceeded 29 percent. 
By the end of 2017, Congress passed, and the president 
signed into law, tax legislation that eliminated the individual 
mandate penalties beginning in 2019.3 However, when 
insurers set their nongroup market premiums for the 2019 
plan year, it became clear that many of them had overreacted 
to the tumult and uncertainty surrounding the 2018 plan 
year. Consequently, increases for the lowest silver premiums 

in 2019 averaged -0.4 percent nationwide, and in many 
states premiums decreased. This year, as a sign of continuing 
stability, premiums have fallen across all states by an average 
of 3.5 percent, with 31 states having lower premiums today 
than in 2019. 

In this paper, we show the changes in average lowest silver 
premiums from 2017 to 2020 by state and in the lowest silver 
premiums ofered by each insurer in selected markets (Figure 
ES.1). As in previous years, premium changes across states 
varied considerably in all plan years. The markets we examine 
also saw considerable insurer entries and exits. In 2018, many 
more insurers exited than entered the marketplaces, but this 
reversed in 2019. Even with increased insurer participation, by 
2019, most markets had fewer marketplace insurers than they 
had a few years prior; in 2017, the national average number 
of insurers per region was 3.7, compared with 3.3 in 2019. 
During this period, the large national commercial insurers 
(e.g., Humana, Cigna, and Anthem) continued to leave the 
markets they had been in since the early years of the ACA. 
UnitedHealthcare and Aetna had left most markets before 
our study period. Medicaid managed care organizations (that 
had ofered coverage through Medicaid programs before 
2014 but had not sold insurance on the private markets until 
then) frequently ofered the lowest-premium plans, and they 
have begun entering markets with a sole dominant insurer, 
often a Blue Cross Blue Shield afliate. The trend of increased 
participation has continued in 2020, with insurers, particularly 
Bright Health and Oscar, entering new markets; the average 
number of insurers participating per rating region is now 
3.9. The 2019 and 2020 increase in insurer participation 
suggests many insurers now believe these markets are stable, 
functional, and potentially proftable. 

http://www.rwjf.org
http://www.healthpolicycenter.org
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Figure ES.1. Average Annual Change in Lowest-Cost Silver Plan Premium, 2017–20 
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Source: Healthcare.gov and relevant state-based marketplace websites. 

Note: Changes are calculated based on premiums for 40-year-old non-smokers. 
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Premium levels still vary considerably across states. The 
national average lowest silver marketplace premium for single 
coverage is currently $426 per month (Figure ES.2). Still, six 
states (Alaska, Iowa, Nebraska, South Dakota, West Virginia, 
and Wyoming) had average lowest silver premiums exceeding 
$550 per month, and eight states (Arkansas, Massachusetts, 
Michigan, Minnesota, New Mexico, North Dakota, Ohio, and 
Rhode Island) had average lowest-cost premiums below $360 

per month. In states with higher silver premiums, one insurer 
typically dominates the marketplace, preventing competition; 
New York and Vermont had average lowest silver premiums 
exceeding $550, but this was because of community rating, 
meaning its premiums for a 40-year-old are not comparable 
with those of other states.4 States with lower silver premiums 
generally have robust competition among several insurers, 
including a competing Medicaid insurer. 

Figure ES.2. State Average Lowest-Cost Silver Plan Premium, 2020 
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Note: Premiums displayed are for 40-year-old non-smokers. 
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INTRODUCTION 
Following uncertainty and regulatory changes in 2017, 
Afordable Care Act (ACA) marketplace premiums jumped in 
2018, accompanied by a net exit of insurers. Some observers 
expressed concern that 2018 premium increases would begin 
a slow decline of the marketplace because large premium 
increases would lower enrollment and increase the potential 
for adverse selection, leading to further premium increases 
and insurer exits. In this paper, we analyze the changes and 
the lowest silver marketplace premiums for a 40-year-old 

non-smoker in 2017, 2018, and the two subsequent years, 
2019 and 2020. We fnd that in most rating regions, premiums 
increased considerably between 2017 and 2018 and stabilized 
in 2019 and 2020. We also examine insurer entrances and exits 
in 39 selected markets and fnd increased insurer participation 
in 2019 and 2020, which suggests that many insurers now 
believe these markets are stable, functional, and potentially 
proftable. Finally, we show how premiums across markets are 
associated with insurer competition. 

BACKGROUND: CHANGES IN THE POLICY 
ENVIRONMENT FROM 2017 TO 2020 
Substantial policy uncertainty, and ultimately changes in 
policy, characterized the 2017 marketplace plan year. Just 
after the November 2016 election, Congress began discussing 
strategies to repeal the ACA through the budget reconciliation 
process after President Trump’s January 2017 inauguration.5 

That discussion led to a prolonged legislative efort to repeal 
the ACA and replace it with other reforms that would reduce 
insurance market regulations and fundamentally alter the 
federal approach to subsidizing private health insurance in 
the nongroup markets.6,7,8,9 The legislative activity around 
these varied eforts continued into early fall 2017, creating 
challenges for insurers that were required to fle premiums 
for the 2018 plan year without knowing how those markets 
might function. In addition, media reports relayed consumer 
confusion as to whether the ACA had already been repealed, 
calling enrollment levels for the next year into question.10 

The consumer confusion increased insurers’ difculty setting 
premiums, because low enrollment rates could translate 
into adverse selection (i.e., enrollment being skewed toward 
people with high medical need), which would lead to 
higher average claims costs and higher premiums. Insurer 
participation fell from an average of 3.7 per region in 2017 
to an average of 3.0 in 2018. 

Though eforts to repeal and replace the ACA ultimately failed, 
in October 2017, just before the start of the marketplace’s 
annual open enrollment period, the U.S. Department of 
Health and Human Services announced that it would stop 
directly reimbursing insurers for the cost-sharing reductions 
that marketplace insurers must provide to eligible enrollees 
with incomes below 250 percent of the federal poverty level.11 

Given the uncertainty about whether the administration 
would take such action, some states instructed their insurers 
to fle 2018 plan year premiums in two ways: assuming cost-
sharing reductions would be reimbursed and assuming they 

would not be. In other states, insurers could make last-minute 
changes to the premium levels they had already submitted to 
accommodate the change. 

To pay for the claims associated with these cost-sharing 
reductions, insurers increased premiums. How insurers 
responded varied by state, because the federal government 
permitted state governments to instruct insurers how 
to recoup their costs, and states made diferent choices, 
sometimes ofering no guidance to insurers at all.1 State 
instructions ranged from the most narrow— loading these 
costs exclusively in silver marketplace premiums—to the 
most broad—spreading the costs across all plans sold both 
on and of the marketplace in all metal tiers. Corlette, Lucia, 
and Kona (2017) fnds that for the 2018 plan year, 26 states 
had insurers allocate the cost-sharing reduction costs to 
silver marketplace premiums alone, 8 states had the costs 
allocated to silver plans on and of the marketplaces, 3 states 
had insurers spread the costs across all metal tiers in the 
marketplace, 3 had insurers spread the costs across all metal 
tiers on and of the marketplace, and in 3 states approaches 
varied across insurers.1 Information on the remaining states 
was not available. 

Premiums increased in 2018 for other reasons, beyond 
accounting for elimination of federal reimbursement for 
cost-sharing reductions. Throughout 2017, the administration 
indicated it might not enforce the individual mandate 
penalties,12 and the Tax Cuts and Jobs Act of 2017, passed in 
December 2017, explicitly set the penalties to zero beginning 
in plan year 2019.4 The threat of nonenforcement played 
the largest role in premium increases for the 2018 plan year 
because premiums were fled before the Tax Cuts and Jobs 
Act passed. The virtual elimination of federal advertising 
funds, the large reduction in federal enrollment assistance 
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funds, the shortened open enrollment period in federally 
facilitated and some state-based marketplaces, and reduced 
hours of access to the Healthcare.gov enrollment platform 
further increased uncertainty in these markets. Insurers feared 
that these changes would reduce enrollment, leave a less 
healthy risk pool, and increase enrollees’ average claims. These 
potential changes gave insurers strong reasons for requesting 
large premium increases across all plans, both on and of the 
marketplace. Therefore, such incentives afected premiums 
both on and of the marketplaces, because insurers must pool 
risk across all their individual market products. 

Finally, the 2018 premium increases refect insurers’ 
calculations of the adequacy of their 2017 premiums, 
their expectations about market competition in 2018, and 
assumptions about changes in underlying costs of care. 
First, mispriced 2017 premiums likely afected insurers’ 2018 
premium decisions. Second, lower premiums are associated 
with greater market competition, which implies that higher 
premiums may result from reduced competition when 
insurers exit the markets.11 The ACA’s medical-loss-ratio rules 
limit the share of premiums attributable to administrative 
costs, meaning insurers who set higher-than-necessary 
premiums must provide rebates to comply with these rules, 

which most insurers wish to avoid.13 If an insurer faces little 
or reduced competition (e.g., because of persistently low 
insurer competition or other insurers having exited the 
market), premium increases will tend to be higher, because 
the insurers have little incentive to keep administrative costs 
below the maximum or negotiate lower provider payment 
rates. Third, premiums are adjusted based on medical infation 
or expected changes in health care use. 

Likewise, changes to premiums in 2019 refect insurers’ 
perceptions of the adequacy of 2018 premiums, as well as 
perceptions about future competition and the costs of care. 
If insurers’ 2018 premiums were more than adequate, or if the 
premiums placed the insurer at a competitive disadvantage, 
then premium increases for 2019 were likely modest. Similar 
considerations apply for 2020; if 2019 premiums were more 
than adequate, premium increases for 2019 were low, if not 
negative, despite increases in medical infation. If insurers 
perceive marketplaces to be stabilizing, they are more likely 
to enter new markets and remain in those they are in. Overall, 
insurer participation in the marketplaces reversed its 2018 
decline, increasing to an average of 3.3 per region in 2019. It 
climbed further to an average of 3.9 per region in 2020. 

DATA/METHODS 
In this paper, we analyze marketplace silver premium data 
and insurer marketplace participation data from 2017 through 
2020. We present this data in two forms; frst, in Table 1, we 
present state averages of the lowest silver premium available 
in every rating region in the country for each of our study 
years. These averages are weighted using the rating region 
population taken from the U.S. Census Bureau’s county 
population estimates and aggregated to the rating region 
level. Figures 1 and 2, U.S. rating region maps, also show 
the changes in the lowest silver premium during our study 

period. We also analyze insurer participation in 39 rating 
regions in 18 states, selecting a mix of federally facilitated 
and state-based marketplaces in varying locations to get 
a representative sample. We present each participating 
insurer’s lowest silver ofering across the four study years. 
When possible, we select both rural and urban regions within 
a state to examine how participation and pricing vary within 
states. The premium and insurer participation data were taken 
from Healthcare.gov landscape fles and relevant state-based 
marketplace websites. 
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Table 1. State Average Lowest Silver Premium for a 40-Year-Old Non-smoker and Percent 
Change, 2017–20 

 Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual Change, 

2017–20 

US average $342 $443 $442 $426 29.7% -0.4% -3.5% 7.6% 

Alabama $435 $515 $504 $521 18.5% -2.2% 3.3% 6.2% 

Alaska $901 $698 $704 $687 -22.5% 0.8% -2.4% -8.7% 

Arizona $497 $487 $448 $431 -2.0% -8.0% -3.8% -4.6% 

Arkansas $281 $341 $362 $358 21.2% 6.1% -1.1% 8.3% 

California $317 $394 $413 $396 24.1% 5.0% -4.2% 7.7% 

Colorado $317 $420 $487 $371 32.4% 16.0% -23.9% 5.3% 

Connecticut $433 $539 $444 $543 24.7% -17.6% 22.2% 7.9% 

DC $275 $317 $380 $404 15.0% 19.9% 6.4% 13.7% 

Delaware $414 $573 $660 $521 38.3% 15.2% -21.0% 8.0% 

Florida $323 $458 $467 $458 41.8% 2.1% -2.1% 12.3% 

Georgia $312 $482 $434 $419 54.7% -10.0% -3.5% 10.3% 

Hawaii $325 $437 $480 $460 34.4% 9.8% -4.1% 12.3% 

Idaho $344 $328 $474 $514 -4.8% 44.7% 8.3% 14.3% 

Illinois $350 $468 $446 $431 33.6% -4.7% -3.4% 7.2% 

Indiana $261 $332 $333 $379 26.9% 0.3% 13.8% 13.1% 

Iowa $320 $681 $606 $585 113.0% -10.9% -3.5% 22.4% 

Kansas $362 $481 $516 $479 32.8% 7.2% -7.2% 9.7% 

Kentucky $253 $378 $413 $442 49.5% 9.3% 7.1% 20.5% 

Louisiana $403 $455 $419 $461 12.9% -7.8% 9.9% 4.6% 

Maine $371 $551 $512 $495 48.6% -7.1% -3.4% 10.1% 

Maryland $296 $436 $404 $388 47.3% -7.4% -3.9% 9.4% 

Massachusetts $241 $306 $321 $334 26.8% 5.0% 3.9% 11.4% 

Michigan $260 $347 $358 $342 33.2% 3.3% -4.6% 9.5% 

Minnesota $429 $363 $313 $298 -15.5% -13.6% -5.0% -11.5% 

Mississippi $327 $478 $457 $450 46.5% -4.5% -1.6% 11.2% 

Missouri $365 $487 $475 $466 33.5% -2.5% -1.9% 8.5% 

Montana $418 $494 $522 $498 18.2% 5.6% -4.7% 6.0% 

Nebraska $464 $689 $706 $610 48.6% 2.4% -13.6% 9.5% 

Nevada $306 $445 $398 $377 45.6% -10.5% -5.4% 7.2% 

New Hampshire $266 $457 $373 $390 71.9% -18.4% 4.8% 13.7% 

New Jersey $338 $399 $342 $379 18.1% -14.3% 10.8% 3.9% 

New Mexico $239 $414 $348 $326 73.4% -16.1% -6.3% 10.9% 

New York $439 $486 $559 $589 10.9% 15.0% 5.2% 10.3% 

North Carolina $517 $601 $563 $507 16.3% -6.3% -10.1% -0.7% 
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 Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual Change, 

2017–20 

North Dakota $325 $293 $376 $327 -9.8% 28.1% -12.9% 0.2% 

Ohio $251 $347 $359 $353 38.2% 3.3% -1.4% 12.1% 

Oklahoma $495 $520 $514 $515 5.1% -1.3% 0.3% 1.3% 

Oregon $311 $388 $424 $424 24.8% 9.1% 0.1% 10.9% 

Pennsylvania $347 $453 $446 $432 30.6% -1.7% -3.0% 7.6% 

Rhode Island $243 $287 $315 $316 18.4% 9.7% 0.3% 9.2% 

South Carolina $389 $524 $554 $501 34.4% 5.8% -9.6% 8.8% 

South Dakota $430 $467 $511 $557 8.6% 9.4% 9.0% 9.0% 

Tennessee $433 $597 $507 $484 37.9% -15.1% -4.4% 3.8% 

Texas $279 $394 $403 $406 41.3% 2.5% 0.6% 13.4% 

Utah $308 $528 $508 $475 71.3% -3.8% -6.6% 15.5% 

Vermont $470 $474 $493 $645 0.8% 4.1% 30.7% 11.1% 

Virginia $309 $506 $526 $504 64.0% 3.9% -4.2% 17.8% 

Washington $238 $326 $368 $379 37.0% 13.2% 3.0% 16.9% 

West Virginia $440 $514 $562 $601 16.9% 9.3% 6.9% 11.0% 

Wisconsin $350 $502 $483 $458 43.5% -3.7% -5.2% 9.4% 

Wyoming $494 $860 $854 $871 74.0% -0.7% 2.0% 20.8% 

CHANGES IN THE LOWEST SILVER PREMIUMS 
Tables 1 and 2 provide an overview of changes in the lowest 
silver premiums in 2018, 2019, and 2020. Table 1 shows that 
the national average increase in lowest silver premiums in 
2018 was 29.7 percent, followed by an average 0.4 percent 
decrease in 2019 and another 3.5 percent reduction in 2020. 
However, these national averages mask considerable variation 
across states. Average premium increases exceeded 29.7 
percent in 28 states in 2018. Most of the large increases in 
the average lowest silver premiums in 2018 were in smaller 
states that lacked competitive markets, including Iowa (113.0 
percent), Maine (48.6 percent), Mississippi (46.5 percent), 
Nebraska (48.6 percent), New Mexico (73.4 percent), Utah 
(71.3 percent), and Wyoming (74.0 percent). However, average 
lowest silver premium increases were substantial even in some 
states with several insurers, like Georgia (54.7 percent), Ohio 
(38.2 percent), and Virginia (64.0 percent). Average lowest 
silver premiums in these nine states increased or decreased by 
15.0 percent or less: Arizona (2.0 percent decrease), Idaho (4.8 
percent decrease), Louisiana (12.9 percent increase), New York 
(10.9 percent increase), North Dakota (9.8 percent decrease), 
Oklahoma (5.1 percent increase), South Dakota (8.6 percent 

increase), Vermont (0.8 percent increase), and Washington, 
D.C. (15.0 percent increase). The largest average decrease 
in the lowest silver plan was 22.5 percent in Alaska, which 
enacted a reinsurance program in the nongroup market in 
2017 but has seen continued decreases in premiums since. 

Contrary to 2018 trends and beliefs that the 2018 premium 
increases would unravel the nongroup market, large premium 
increases were rare in 2019, and premiums decreased in 23 
states. Average lowest silver premiums increased by 15.0 
percent or more in only six states: Colorado (16.0 percent), 
Delaware (15.2 percent), Idaho (44.7 percent), New York (15.0 
percent), and Washington, D.C. (19.9 percent). The typically 
much lower premium increases and frequent decreases 
in 2019 appear to refect corrections for some insurers’ 
overreactions to the policy changes and uncertainty when 
2018 premiums were set. Consequently, 2017 through 2019 
saw considerable disequilibrium in marketplace premiums; 
2018 premiums refected policy changes and fears over 
the future of the risk pool, and 2019 premiums refected 
corrections to 2018 premiums based on recent experience. 
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Many observers were surprised that enrollment did not drop 
as much as feared in the wake of the 2018 premium increases 
and other changes.14  Most marketplace enrollees are shielded 
from the full weight of premium increases because their 
premium costs are limited to a percentage of family income. 
This suggests that the marketplace may be stable given the 
structure of the subsidies. 

Insurers’ awareness of and confdence in the stability of the 
market seems to have continued this year. In 2020, lowest 
silver premiums fell by an average of 3.5 percent across the 
United States, with lowest silver premiums decreasing in 
32 states. Additionally, by 2020, 12 states (Alaska, Colorado, 
Delaware, Maine, Maryland, Minnesota, Montana, New Jersey, 
North Dakota, Oregon, Rhode Island, and Wisconsin) enacted 
reinsurance programs, contributing to reductions in the 
lowest silver premiums.15 

Table 1 also shows the continued variation in the levels of 
premiums as of this year. The national average lowest silver 
premium for a 40-year-old non-smoker is currently $426 
per month. States with the highest average silver premiums 
(above $550) tend to be smaller and/or have less competitive 
insurance markets and include Alaska ($687), Iowa ($585), 

Nebraska ($610), South Dakota ($557), West Virginia ($601), 
and Wyoming ($871). Other states had substantially 
lower premiums (below $360), including Arkansas ($358), 
Massachusetts ($334), Michigan ($342), Minnesota ($298), 
New Mexico ($326), North Dakota ($327), Ohio ($353), and 
Rhode Island ($316). Most of the lower-cost states had at 
least one participating Medicaid insurer, a large number of 
competing insurers, or both. As we have shown elsewhere, 
lowest silver premiums in a rating region are associated 
with a large number of participating insurers, a participating 
Medicaid insurer, and urban areas.14 Medicaid insurers tend to 
have narrower networks and contract with providers willing to 
accept lower payment rates. 

Figure 1 displays three maps of annual changes in the lowest 
silver plan available across the United States at the rating 
region level. It shows that most of the increases in the lowest 
silver premiums occurred for the 2018 plan year, mostly 
because of the various administrative changes discussed 
above. Figure 2 is a map of the average annual percent 
change in the lowest-cost silver plans available from 2017 to 
2020 and shows large increases in almost every state, despite 
reduced premiums in 2019 and 2020. 
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Figure 1. Annual Percent Change in Lowest-Cost Silver Plan at Rating Region Level, 2017–20 

2017–18 

2018–19 

2019–20 

56–31% (Decrease) 

31–0% (Decrease) 

0–19% 

19–44% 

44–69% 

69–94% 

94–119% 

119–144% 

Source: Healthcare.gov and relevant state-based marketplace websites. 

Note: For 2017 through 2019, Idaho and Washington are excluded because they redrew their rating regions. 
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Figure 2. Average Percent Change in Lowest-Cost Silver Plan at Rating Region Level, 2017–20 

Source: Healthcare.gov and relevant state-based marketplace websites. 

Note: Idaho and Washington are excluded because they redrew their rating regions in 2019. 

18–11% (Decrease) 

11–0% (Decrease) 

0–6% 

6–12% 

12–19% 

19–27% 

SELECT SUBSTATE FINDINGS 
Table 2 presents information on premiums in specifc than in urban areas in Arizona, California, North Carolina, 
substate rating areas (geographic regions within which a Ohio, and Oregon. In Arizona, the lowest silver premium in the 
plan’s premiums cannot vary) for selected states. In general, selected rural area is $656 per month, compared with $394 
we selected a major urban area and, when possible, another in Phoenix. In Ohio, the lowest silver premium in the selected 
region with mostly rural counties. Table 2 shows the lowest rural area is $386, compared with $366 in Columbus and 
silver premium available for a 40-year-old single adult across $322 in Cleveland. In Oregon, the lowest premium in the rural 
all participating insurers in each rating region and the percent region is $438, compared with $397 in Portland. However, 
change in the lowest premium available in 2018, 2019, and there are exceptions; rural premiums are somewhat lower 
2020. Currently, premiums tend to be higher in rural areas than urban premiums in Alabama, Georgia, and Indiana. 

Table 2. State Average Lowest Silver Premium and Percent Change from 2017 to 2020, 
by Select Rating Regions in Study States 

State Rating Area 

State Average Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017-20 

Alabama 

State Average $435 $515 $504 $521 18.5% -2.2% 3.3% 6.2% 

Birmingham $457 $544 $512 $525 18.9% -5.8% 2.6% 4.7% 

Rural $416 $493 $494 $507 18.5% 0.2% 2.7% 6.8% 

Arizona 

State Average $497 $487 $448 $431 -2.0% -8.0% -3.8% -4.6% 

Phoenix $475 $471 $415 $394 -0.9% -11.8% -5.0% -6.0% 

Rural $638 $618 $648 $656 -3.1% 4.9% 1.1% 0.9% 
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State Rating Area 

State Average Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017-20 

Arkansas 

State Average $281 $341 $362 $358 21.2% 6.1% -1.1% 8.3% 

Little Rock $292 $353 $363 $358 21.0% 2.7% -1.4% 7.0% 

Rural $295 $356 $378 $358 21.0% 6.0% -5.3% 6.7% 

California 

State Average $317 $394 $413 $396 24.1% 5.0% -4.2% 7.7% 

Northern Counties $402 $478 $494 $468 19.1% 3.4% -5.4% 5.2% 

Sacramento $402 $446 $474 $468 11.0% 6.3% -1.3% 5.2% 

East Los Angeles $251 $316 $337 $327 26.2% 6.5% -3.0% 9.3% 

San Diego $297 $392 $391 $359 32.1% -0.1% -8.2% 6.6% 

Florida 

State Average $323 $458 $467 $458 41.8% 2.1% -2.1% 12.3% 

Tampa $305 $428 $467 $432 40.3% 9.2% -7.5% 12.4% 

Miami $296 $435 $440 $445 46.7% 1.2% 1.1% 14.5% 

Georgia 

State Average $312 $482 $434 $419 54.7% -10.0% -3.5% 10.3% 

Atlanta $264 $417 $438 $419 57.8% 5.1% -4.5% 16.6% 

Augusta $322 $464 $490 $401 44.3% 5.5% -18.2% 7.6% 

Rural $430 $629 $324 $367 46.1% -48.5% 13.3% -5.2% 

Indiana 

State Average $261 $332 $333 $379 26.9% 0.3% 13.8% 13.1% 

Indianapolis $284 $364 $372 $421 28.2% 2.0% 13.3% 14.0% 

Rural $201 $268 $257 $330 33.1% -4.0% 28.4% 17.9% 

Maryland 

State Average $296 $436 $404 $388 47.3% -7.4% -3.9% 9.4% 

Baltimore $309 $436 $404 $388 41.1% -7.4% -3.9% 7.9% 

Washington, D.C., Suburbs $309 $436 $404 $388 41.1% -7.4% -3.9% 7.9% 

Minnesota 
State Average $429 $363 $313 $298 -15.5% -13.6% -5.0% -11.5% 

Minneapolis $363 $315 $282 $261 -13.2% -10.4% -7.6% -10.4% 

New York 

State Average $439 $486 $559 $589 10.9% 15.0% 5.2% 10.3% 

New York City $454 $504 $581 $619 11.2% 15.3% 6.5% 11.0% 

Long Island $446 $480 $562 $585 7.5% 17.2% 4.0% 9.4% 

North Carolina 

State Average $517 $601 $563 $507 16.3% -6.3% -10.1% -0.7% 

Charlotte $565 $659 $503 $405 16.7% -23.7% -19.4% -10.5% 

Raleigh $468 $556 $487 $410 18.7% -12.3% -15.8% -2.8% 

Rural $537 $610 $664 $661 13.5% 9.0% -0.5% 7.2% 

Ohio 

State Average $251 $347 $359 $353 38.2% 3.3% -1.4% 12.1% 

Columbus $284 $385 $382 $366 35.4% -0.8% -4.1% 8.8% 

Cleveland $224 $307 $323 $322 36.8% 5.1% -0.1% 12.8% 

Rural $290 $415 $469 $386 43.2% 12.8% -17.6% 10.0% 

Oregon 

State Average $311 $388 $424 $424 24.8% 9.1% 0.1% 10.9% 

Portland $302 $375 $408 $397 24.2% 8.8% -2.7% 9.5% 

Rural $302 $375 $408 $438 24.2% 8.8% 7.4% 13.2% 
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State Rating Area 

State Average Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017-20 

Rhode Island State Average $243 $287 $315 $316 18.4% 9.7% 0.3% 9.2% 

Texas 

State Average $279 $394 $403 $406 41.3% 2.5% 0.6% 13.4% 

Dallas $277 $411 $410 $408 48.4% -0.2% -0.7% 13.7% 

Houston $283 $390 $385 $381 37.9% -1.1% -1.1% 10.5% 

Virginia 

State Average $309 $506 $526 $504 64.0% 3.9% -4.2% 17.8% 

Richmond $289 $439 $490 $489 51.6% 11.7% -0.3% 19.1% 

Virginia Beach/Norfolk $350 $641 $572 $478 83.1% -10.7% -16.5% 12.5% 

Washington, D.C., Suburbs $319 $472 $566 $514 48.2% 19.9% -9.2% 20.3% 

Washington 
State Average $238 $326 $368 $379 37.0% 13.2% 3.0% 16.9% 

Seattle $235 $328 $368 $379 39.6% 12.3% 2.9% 17.3% 

West Virginia 

State Average $440 $514 $562 $601 16.9% 9.3% 6.9% 11.0% 

Charleston $505 $555 $611 $653 9.8% 10.2% 6.8% 8.9% 

Rural $485 $555 $614 $656 14.5% 10.7% 6.8% 10.6% 

Source: Urban Institute analysis of data from Healthcare.gov and relevant state-based marketplace websites. 

Note: State average is the population-weighted average of lowest silver premium ofered in each rating region. 

As we have done in previous studies, we also describe the entries and exits. We provide additional data on selected 
competition within these substate areas, identifying the states in at least one major metropolitan area and one rural 
pricing dynamics over the period for each participating region where applicable. 
insurer’s lowest silver premium ofering, as well as insurer 
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ALABAMA 
Alabama has little competition in its marketplace. At $521 increased by 18.5 percent in 2018, fell by 2.2 percent in 2019, 
per month, the state’s average lowest silver premium for a and increased by 3.3 percent in 2020. Table 3 provides insurer-
40-year-old non-smoker is currently well above the national specifc data for Birmingham and a rural rating region. 
average ($426 per month). The lowest-cost silver premiums 

Table 3. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Alabama Markets 

Blue Cross and Blue Shield of Alabama $457 $542 $525 $539 18.5% -3.0% 2.7% 5.7% 

Bright Health N/A $546 $499 $525 N/A -8.6% 5.4% N/A 

Percent Change in Lowest Option Available 18.5% -8.0% 5.4% 4.7% 

Selected Rural Region 

Blue Cross and Blue Shield of Alabama $416 $493 $494 $507 18.5% 0.2% 2.7% 6.8% 

Percent Change in Lowest Option Available 18.5% 0.2% 2.7% 6.8% 

State Average (All Regions) $435 $515 $504 $521 18.5% -2.2% 3.3% 6.2% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18  2018–19  2019–20 
Average Annual 

Change, 2017–20 

Birmingham 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: N/A: Insurer was not participating in the marketplace this year 

In Birmingham, the lowest silver premium between the two 
participating insurers increased by 18.5 percent in 2018, fell by 
8.0 percent in 2019, and increased by 5.4 percent in 2020. The 
entry of a new insurer into a previously monopolistic market 
appears to have catalyzed competition there. Blue Cross and 
Blue Shield of Alabama has dominated the state’s individual 
market for many years; it was the only marketplace insurer in 
Birmingham in 2017, and it remained the lowest-cost insurer 
in 2018 by a small margin ($4 per month), despite Bright 
Health’s entry into the market with competitive premiums. 
However, Bright Health became the lowest-priced insurer in 

the rating region in 2019 when it reduced its lowest silver 
ofering by almost 9 percent, while Blue Cross and Blue Shield 
only lowered its ofering by 3.0 percent. Bright Health remains 
the lowest-cost insurer in this market despite a small premium 
increase (5.4 percent). 

Blue Cross and Blue Shield remains the only insurer in 
Alabama’s rural rating region, and its lowest premium there 
remained essentially fat following an 18.5 percent increase in 
2018. Blue Cross and Blue Shield of Alabama raised its lowest-
cost silver premium by only 2.7 percent this year. 
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ARIZONA 
Arizona had few competing insurers in 2017, and its lowest market. Consequently, Arizona’s lowest silver premiums are 
silver marketplace premiums were higher than the national currently just barely above the national average. Table 4 shows 
average (Table 4). However, its average lowest silver premiums insurer-specifc data for Phoenix and a rural rating region. 
fell in all three study years as more insurers entered the 

Table 4. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2016 
to 2020, by Insurer in Selected Arizona Markets 

Blue Cross Blue Shield of Arizona N/A N/A N/A $423 N/A N/A N/A N/A 

Bright Health N/A N/A $427 $394 N/A N/A -7.5% N/A 

Cigna N/A N/A $426 $423 N/A N/A -0.8% N/A 

Health Net $475 $471 $415 $411 -0.9% -11.8% -1.1% -4.7% 

Oscar N/A N/A $479 $426 N/A N/A -10.9% N/A 

Percent Change in Lowest Option Available -0.9% -11.8% -5.0% -6.0% 

Selected Rural Region 

Blue Cross and Blue Shield of Arizona $638 $618 $648 $656 -3.1% 4.9% 1.1% 0.9% 

Percent Change in Lowest Option Available -3.1% 4.9% 1.1% 0.9% 

State Average (All Regions) $497 $487 $448 $431 -2.0% -8.0% -3.8% -4.6% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020  2017–18 2018–19  2019–20 
Average Annual 

Change, 2017–20 

Phoenix 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: N/A: Insurer was not participating in the marketplace this year 

In 2017 and 2018, only one insurer, Health Net, a former 
Medicaid-only insurer, participated in the Phoenix 
marketplace. Health Net reduced its lowest silver premium 
by 0.9 percent in 2018, perhaps because it paid enrollees 
rebates for the 2017 plan year.16 Oscar, Bright Health, and 
Cigna joined Health Net in this market beginning in the 
2019 plan year. Blue Cross Blue Shield of Arizona entered the 
Phoenix marketplace this year. Perhaps because of the added 
competition, Health Net lowered its 2019 silver premium by 
11.8 percent, giving it the lowest silver premium in the state 
in 2019. Bright Health became the lowest-cost insurer this 
year, despite Health Net reducing its premiums by another 
1.1 percent. All fve insurers’ silver premiums are similar. 

Blue Cross Blue Shield of Arizona has been the only insurer 
ofering marketplace coverage in rural northern Arizona since 
2017. The lowest silver premium in this region has remained 
relatively constant for the past three years, decreasing by 3.1 
percent in 2018 and increasing by 4.9 and 1.1 percent in 2019 
and 2020. However, premiums are signifcantly higher in this 
rural region than in Phoenix; the lowest silver premium for a 
40-year-old in 2019 was $656 per month, compared with $394 
in Phoenix. 
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ARKANSAS 
Arkansas has few participating insurers, but two of them are insurers have entered or exited the markets since 2017 (Table 
Medicaid only. Average lowest silver marketplace premiums 5). Three insurers participate in both rating regions: Ambetter 
in Arkansas have been well below the national average in the (a subsidiary of the Centene Corporation), QualChoice Health 
last four years ($358 versus $426 in 2020). The state’s average Insurance, and USAble Mutual Insurance (Blue Cross Blue 
lowest silver premiums increased by 21.2 and 6.1 percent in Shield of Arkansas). However, Centene purchased QualChoice 
2018 and 2019, before falling by 1.1 percent in 2020 (Table Health Insurance in January 2019, reducing the number of 
5). In Little Rock and the rural southwestern rating region, no competing insurers in the state.17 

Table 5. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Arkansas Markets 

Ambetter $292 $353 $363 $358 21.0% 2.7% -1.4% 7.0% 

QualChoice Health Insurance (also Ambetter)1 $359 $429 $423 $414 19.4% -1.4% -2.1% 4.9% 

USAble Mutual Insurance $330 $392 $381 $390 19.0% -2.9% 2.3% 5.7% 

Percent Change in Lowest Option Available 21.0% 2.7% -1.4% 7.0% 

Selected Rural Region 

Ambetter $295 $356 $378 $358 21.0% 6.0% -5.3% 6.7% 

QualChoice Health Insurance (also Ambetter)1 $379 $476 $447 $414 25.4% -6.1% -7.3% 3.0% 

USAble Mutual Insurance $323 $384 $381 $390 18.7% -0.8% 2.3% 6.4% 

Percent Change in Lowest Option Available 21.0% 6.0% -5.3% 6.7% 

State Average (All Regions) $281 $341 $362 $358 21.2% 6.1% -1.1% 8.3% 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020  2017–18  2018–19  2019–20 
Average Annual 

Change, 2017–20 

Little Rock 

In Little Rock, the average lowest silver premiums across all increasing by 21.0 percent on average in 2018 and 6.0 percent 
three insurers increased by 21.0 and 2.7 percent in 2018 and in 2019, before falling by 5.3 percent in 2020. Each insurer’s 
2019. The lowest silver premium available fell by 1.4 percent premium changes varied slightly from those in Little Rock. 
this year. Ambetter has had the lowest silver premium in Little As in Little Rock, Ambetter ofered the lowest silver premium 
Rock in all four years. All three insurers increased their lowest plan in the rural region. USAble Mutual Insurance was very 
silver premium oferings by at least 19.0 percent in 2018. competitive, particularly in 2019, following a small reduction 

in its lowest silver premium. Currently, premiums in the rural 
From 2017 to 2019, the lowest silver premiums across insurers area and Little Rock for all three insurers are the same. 
in the rural rating region were similar to those in Little Rock, 

16 



U.S. Health Reform—Monitoring and Impact

 

CALIFORNIA 
California’s marketplaces tend to have several participating In the four study years, insurer participation in each of these 
insurers, including commercial and former Medicaid-only areas remained steady. In each area, the average increase in 
insurers. The average lowest silver premium in California has the lowest silver premiums in 2018 was large (ranging from 
been consistently below the national average ($396 versus 11.0 percent in Sacramento to 32.1 percent in San Diego). 
$426). Premiums increased by 24.1 and 5.0 percent in 2018 These were followed by moderate single-digit increases for 
and 2019 but declined by 4.2 percent in 2020. Table 6 provides 2019 (ranging from virtually no change in San Diego to 6.5 
insurer-level data for four California rating regions, three in percent in East Los Angeles). Each region has seen single-digit 
major metropolitan areas (East Los Angeles, Sacramento, reductions in the lowest silver premiums this year. 
and San Diego) and one in a rural area (northern counties). 

Table 6. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected California Markets 

Anthem $287 N/A N/A $380 N/A N/A N/A N/A 

Blue Shield of California $284 $325 $346 $352 14.6% 6.3% 1.7% 7.4% 

Health Net $269 $325 $337 $327 20.8% 3.7% -3.0% 6.7% 

Kaiser Permanente $320 $391 $404 $390 22.1% 3.4% -3.6% 6.8% 

L.A. Care Health Plan $258 $316 $338 $342 22.5% 6.8% 1.3% 9.9% 

Molina Healthcare $251 $406 $391 $377 62.1% -3.7% -3.6% 14.6% 

Oscar N/A $408 $443 $357 N/A 8.5% -19.4% N/A 

Percent Change in Lowest Option Available 26.2% 6.5% -3.0% 9.3% 

San Diego 

Anthem $444 N/A N/A N/A N/A N/A N/A N/A 

Blue Shield of California $406 $394 $419 $427 -2.9% 6.3% 1.7% 1.7% 

Health Net $307 $392 $395 $359 27.6% 0.8% -9.0% 5.4% 

Kaiser Permanente $354 $432 $447 $431 22.1% 3.4% -3.6% 6.8% 

Molina Healthcare $297 $418 $391 $370 41.1% -6.4% -5.5% 7.6% 

Sharp Health Plan $356 $479 $457 $385 34.8% -4.7% -15.6% 2.7% 

Percent Change in Lowest Option Available 32.1% -0.1% -8.2% 6.6% 

Sacramento 

Blue Shield of California $479 $446 $474 $482 -6.9% 6.3% 1.7% 0.2% 

Health Net $501 $584 $620 $648 16.5% 6.1% 4.5% 8.9% 

Kaiser Permanente $402 $478 $494 $468 19.1% 3.4% -5.4% 5.2% 

Western Health Advantage $426 $557 $596 $573 30.7% 7.0% -3.8% 10.4% 

Percent Change in Lowest Option Available 11.0% 6.3% -1.3% 5.2% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020  2017–18  2018–19  2019–20 
Average Annual 

Change, 2017–20 

East Los Angeles (Rating Region 15) 
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Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020  2017–18  2018–19  2019–20 
Average Annual 

Change, 2017–20 

Northern Counties, Rural 

Anthem $408 $602 $623 $542 47.5% 3.6% -13.1% 9.9% 

Blue Shield of California $450 $578 $644 $633 28.4% 11.3% -1.7% 12.0% 

Health Net $519 N/A N/A N/A N/A N/A N/A N/A 

Kaiser Permanente $402 $478 $494 $468 19.1% 3.4% -5.4% 5.2% 

Percent Change in Lowest Option Available 19.1% 3.4% -5.4% 5.2% 

State Average (All Regions) $317 $394 $413 $396 24.1% 5.0% -4.2% 7.7% 

Source: CoveredCalifornia, https://www.coveredca.com/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: N/A: Insurer was not participating in the marketplace this year 

In East Los Angeles, the lowest silver premiums across the 
participating insurers increased by 26.2 and 6.5 percent in 2018 
and 2019, before falling by 3.0 percent in 2020. Six insurers 
participated in the marketplace for each of the frst three study 
years; Anthem left the market in 2018 but returned this year, 
and Oscar entered the market in the 2018 plan year and has 
remained. East Los Angeles has three Medicaid insurers ofering 
plans in the marketplace, including L.A. Care Health Plan and 
Health Net, which have been among the three lowest-premium 
insurers for all four years. Molina Healthcare, the third Medicaid 
insurer, ofered the plan with the lowest silver premium in 2017, 
but it had the largest premium increase in 2018, and its modest 
premium decrease in 2019 was too small for Molina to regain 
its previous lowest-cost position. With only small premium 
increases since 2017, Blue Shield of California has become more 
price competitive, possibly indicating success in negotiating 
provider rates within its network. The lowest silver premium 
ofered by Oscar, the newest entrant, was higher than all of 
its competitors’ premiums in both 2018 and 2019; however, it 
reduced its premiums by 19.4 percent this year, bringing Oscar’s 
lowest silver premium closer to those of lower-cost plans. 

The lowest silver marketplace premiums in San Diego stayed 
nearly constant in 2019, following a large increase in 2018, 
and fell by 8.2 percent this year. Two Medicaid insurers 
compete in the San Diego marketplace (Molina and Health 
Net), along with two provider-sponsored insurers (Kaiser 
Permanente and Sharp Health Plan) and a Blue Cross–afliated 
insurer (Blue Shield of California). Anthem left the market in 
2018. Our previous work has shown that competition from 
Medicaid insurers tends to be associated with lower premiums 
and smaller premium increases.14 Health Net was the lowest 
cost insurer in 2018 and 2020, while Molina was the lowest 
cost insurer in 2019. Molina priced aggressively, lowering its 
lowest silver premium by 6.4 percent in 2019 and by another 
5.5 percent this year; it currently ofers the second-lowest 
silver premium, behind Health Net. 

The Sacramento market insurers’ lowest silver premiums 
increased by an average of 11.0 percent in 2018, the smallest 
average increase in all the California markets we studied. 
In 2019, the average premium increase was 6.3 percent, 
followed by a 1.3 percent decline this year. The same four 
insurers, Health Net, Kaiser Permanente, Western Health 
Advantage, and Blue Shield of California, have competed in 
the Sacramento marketplace for all four years. Competition 
from two provider-sponsored insurers (Kaiser Permanente 
and Western Health Advantage) seems to have motivated 
Blue Shield to price competitively, keeping the area’s 2018 
premium increases relatively low in a year characterized by 
large, double-digit increases in many other areas. In 2018, Blue 
Shield decreased its lowest silver premium by 6.9 percent, 
while its competitors in the area increased their premiums by 
16.5 to 30.7 percent. (This was the year in which insurers were 
frst instructed to load the costs associated with cost-sharing 
subsidies into the silver premiums.) Kaiser Permanente and 
Blue Shield now have the lowest premiums in this market. 
Surprisingly, Health Net, often one of the lower-priced insurers 
in other urban areas of the state, had the highest premiums in 
each of the four years. 

In the Northern California region composed of rural counties, 
each insurers’ lowest silver premiums increased greatly in 
2018. The lowest silver premium increased by 19.1 and 3.4 
percent in 2018 and 2019, before falling by 5.4 percent in 
2020. In 2019, only three insurers participated in this region; 
Health Net, the highest-premium insurer, left after the 2017 
plan year. This is the smallest number of participating insurers 
among the California markets we examined, but it is still more 
than most rural regions in our other study states. Following 
Health Net’s exit, no Medicaid insurers participate in Northern 
California’s marketplace. Kaiser Permanente currently ofers 
the lowest silver premium in this market ($468). 
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FLORIDA 
Several insurers, including two national Medicaid insurers, state average increase in lowest silver premiums. Currently, 
participate in the marketplaces we studied in Florida. The the average of the lowest silver premiums in the state is $458, 
average lowest silver premium was below the national compared with $426 nationally. Following the large increase 
average in 2017. In 2018, premiums were about 5 percent in 2018, premiums remained fairly fat in 2019 and 2020. Table 
higher than the national average, owing to a 41.8 percent 7 shows data on the Miami and Tampa rating regions. 

Table 7. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Florida Markets 

Ambetter $296 $435 $440 $452 46.7% 1.2% 2.7% 15.1% 

Florida Blue (Blue Cross Blue Shield of Florida) $422 $583 $543 $524 37.9% -6.9% -3.4% 7.5% 

Health Options $318 $442 $458 $450 39.0% 3.5% -1.6% 12.3% 

Humana $477 N/A N/A N/A N/A N/A N/A N/A 

Molina Healthcare $320 $567 $568 $551 77.5% 0.1% -2.9% 19.9% 

Oscar N/A N/A N/A $445 N/A N/A N/A N/A 

Percent Change in Lowest Option Available 46.7% 1.2% 1.1% 14.5% 

Tampa 

Ambetter $305 $428 $467 $437 40.3% 9.2% -6.4% 12.8% 

Florida Blue (Blue Cross Blue Shield of Florida) $341 $496 $489 $475 45.5% -1.4% -2.7% 11.7% 

Bright Health N/A N/A N/A $432 N/A N/A N/A N/A 

Health Options $325 $481 $491 $446 48.1% 2.1% -9.2% 11.1% 

Humana $428 N/A N/A N/A N/A N/A N/A N/A 

Molina Healthcare $339 $567 $585 $552 67.3% 3.1% -5.6% 17.6% 

Oscar N/A N/A N/A $447 N/A N/A N/A N/A 

Percent Change in Lowest Option Available 40.3% 9.2% -7.5% 12.4% 

State Average (All Regions) $323 $458 $467 $458 41.8% 2.1% -2.1% 12.3% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020  2017–18  2018–19  2019–20 
Average Annual 

Change, 2017–20 

Miami 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: N/A: Insurer was not participating in the marketplace this year 

In 2018, the lowest silver premium in Miami increased by before being slightly undercut by Oscar this year. Unlike in 
46.7 percent and was followed by small increases in 2019 (1.2 many states where it participates, Molina was the highest-
percent) and 2020 (1.1 percent). Miami had fve participating priced silver insurer in Miami (and Tampa) in 2019 and remains 
insurers in 2017: Ambetter, Health Options, Molina, Florida so today. The lowest silver premium in Miami stayed almost 
Blue, and Humana. Humana exited the marketplace before the constant in 2019 and 2020 (increasing by 1.2 and 1.1 percent) 
2018 plan year and has not returned. Oscar entered the Miami suggests that insurers participating in this market overpriced 
market this year with the lowest silver premium. Ambetter their 2018 premiums at least somewhat relative to increasing 
was the lowest-priced insurer in Miami from 2017 to 2019, medical costs. 
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Tampa’s lowest premium increased by 40.3 and 9.2 percent 
in 2018 and 2019 and fell by 7.5 percent in 2020. The same 
insurers participated in the Tampa and Miami marketplaces 
in 2017. As in Miami, Humana exited the Tampa marketplace 
before the 2018 plan year. Before its exit, Humana was the 
highest-priced insurer. Oscar and Bright Health both entered 

the Tampa market this year. In 2019 and 2020, Florida Blue 
was far more competitively priced in Tampa than in Miami. 
Ambetter has been the lowest-premium insurer in Tampa until 
this year, when it was slightly underbid by Bright Health. As 
in Miami, Oscar entered this market very competitively, and is 
one of the lower cost competitors in this market. 
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GEORGIA 
In Georgia, the Atlanta market had several insurers, and the 
other two regions we examined had two insurers, one of 
which was a Medicaid insurer. Georgia’s average lowest silver 
premiums are slightly lower than the national average for 
2020 ($419 versus $426), following a 54.7 percent increase in 
2018 and 10.0 and 3.5 percent decreases in 2019 and 2020. 
Table 8 provides data for three rating regions in Georgia: 
Atlanta, Augusta, and a rural region in the southeastern 
portion of the state. As noted, Atlanta has the most insurer 
participation of our selected regions in the state; three 
insurers (Anthem, Ambetter, and Kaiser Permanente) ofered 
coverage in 2019 and fve ofer coverage today, because 
Oscar and CareSource, a former Medicaid-only insurer from 
the Midwest, entered the marketplace this year. Humana 
participated in the Atlanta marketplace in 2017 but exited 

before 2018, like it did in the Florida markets we studied. 
Ambetter was the lowest-priced insurer in Atlanta for 2017 
and 2018, before being displaced in 2019 by Anthem, who 
severely decreased its lowest silver premium for 2019. The 
year before that, Anthem had increased its lowest silver 
premium by 79.2 percent, making them the most expensive 
insurer by a large margin. However, as noted, Anthem greatly 
reduced its premiums for 2019, by 24.5 percent, bringing their 
least expensive option just slightly below Ambetter’s lowest 
premium. Ambetter increased its lowest silver ofering by 57.8 
and 5.4 percent in 2018 and 2019. After being undercut by 
Anthem in 2019, Ambetter reduced its lowest silver ofering 
by 4.8 percent, making it the lowest-priced silver insurer in 
Atlanta again. 

Table 8. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Georgia Markets 

Ambetter $264 $417 $440 $419 57.8% 5.4% -4.8% 16.6% 

Anthem (Blue Cross Blue Shield of Georgia) $324 $581 $438 $440 79.2% -24.5% 0.4% 10.7% 

CareSource N/A N/A N/A $473 N/A N/A N/A N/A 

Humana $538 N/A N/A N/A N/A N/A N/A N/A 

Kaiser Permanente $372 $421 $529 $545 13.3% 25.5% 3.1% 13.6% 

Oscar N/A N/A N/A $557 N/A N/A N/A N/A 

Percent Change in Lowest Option Available 57.8% 5.1% -4.5% 16.6% 

Augusta 

Ambetter N/A N/A N/A $401 N/A N/A N/A N/A 

Anthem (Blue Cross Blue Shield of Georgia) $322 $464 $490 $473 44.3% 5.5% -3.5% 13.7% 

Percent Change in Lowest Option Available 44.3% 5.5% -18.2% 7.6% 

Selected Rural Region 

Ambetter N/A N/A $324 $367 N/A N/A 13.3% N/A 

Anthem (Blue Cross Blue Shield of Georgia) $430 $629 $666 $684 46.1% 6.0% 2.7% 16.7% 

Percent Change in Lowest Option Available 46.1% -48.5% 13.3% -5.2% 

State Average (All Regions) $312 $482 $434 $419 54.7% -10.0% -3.5% 10.3% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020  2017–18  2018–19  2019–20 
Average Annual 

Change, 2017–20 

Atlanta 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into all silver plans, both on marketplace and of. 

Note: N/A: Insurer was not participating in the marketplace this year 
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Anthem was the only insurer ofering coverage in the Augusta 
marketplace until this year. It increased its lowest silver 
premiums in the rating region dramatically from 2017 to 2019; 
most of the increase occurred in the 2018 plan year, when 
Anthem increased its lowest silver premium by 44.3 percent. 
In 2019, Anthem increased its lowest premium again, by 5.5 
percent, but then reduced its lowest premiums by 3.5 percent 
this year. Ambetter entered the Augusta market this year 
with premiums well below Anthem’s (by $72 per month for a 
40-year-old), making it the lowest-cost insurer in the region, 
despite Anthem’s 3.5 percent reduction. 

Anthem was the only insurer in the southeastern rural rating 
region in 2017 and 2018, and the insurer raised its lowest 
silver premium by 46.1 percent in 2018, leaving the area’s 
lowest-priced option well above the state average ($629 
compared with $482 per month for a 40-year-old). However, 
Ambetter entered this market to compete with Anthem in the 
2019 plan year. Entering with extremely aggressive pricing, 
Ambetter ofered its lowest silver option for under half of 
Anthem’s price ($324 compared with $666 for a 40-year-old). 
Currently, Ambetter’s lowest premium is still well below 
Anthem’s ($367 versus $684), even with a relatively large 
increase of 13.3 percent. 
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INDIANA 
Several insurers participated in Indiana’s market before 2017, 
but the state now has only two insurers, both of which are 
Medicaid insurers. Indiana’s lowest-priced silver premiums 
have been consistently below the national average ($379 
versus $426 in 2020), even after 28.2 and 13.8 percent 
statewide average increases in 2018 and 2020. Table 9 shows 
data specifc to Indianapolis and a rural region in the southern 
portion of the state. As noted, insurer participation decreased 
in Indianapolis after 2017, when Anthem and MDwise exited. 
Only the two Medicaid plans, Ambetter and CareSource, 
remain. The region’s lowest silver premium increased by 28.2 

percent in 2018, 2.0 percent in 2019, and 13.3 percent in 2020. 
Both Ambetter and CareSource increased their premiums 
by about 28 percent in 2018. In 2019, Ambetter increased its 
lowest silver premium by another 2 percent, while CareSource 
increased its lowest-priced option by 7.9 percent. This allowed 
Ambetter to increase the small price advantage it had over 
CareSource in the preceding years. However, this reversed this 
year, because Ambetter increased its lowest silver premium 
by 18.6 percent and CareSource increased its lowest silver 
premium by 6.5 percent, making CareSource the lowest-cost 
insurer in the region. 

Table 9. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Indiana Markets 

Ambetter $284 $364 $372 $441 28.2% 2.0% 18.6% 15.8% 

Anthem $414 N/A N/A N/A N/A N/A N/A N/A 

CareSource $286 $366 $396 $421 28.1% 7.9% 6.5% 13.8% 

MDwise $317 N/A N/A N/A N/A N/A N/A N/A 

Percent Change in Lowest Option Available 28.2% 2.0% 13.3% 14.0% 

Selected Rural Region 

Ambetter $201 $268 $257 $330 33.1% -4.0% 28.4% 17.9% 

CareSource $258 $295 $312 $332 14.2% 5.9% 6.5% 8.8% 

Percent Change in Lowest Option Available 33.1% -4.0% 28.4% 17.9% 

State Average (All Regions) $261 $332 $333 $379 26.9% 0.3% 13.8% 13.1% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18  2018–19  2019–20 
Average Annual 

Change, 2017–20 

Indianapolis 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into all marketplace metal tiers. 

Note: N/A: Insurer was not participating in the marketplace this year 

Ambetter and CareSource have been the only insurers of the large 2017 pricing diferential. In addition, Ambetter 
ofering coverage in the rural area in southern Indiana since cut its lowest silver premium by 4.0 percent in 2019, while 
2017. The lowest silver premium increased by 33.1 percent CareSource increased its premiums by 5.9 percent, setting its 
in 2018 but fell by 4.0 percent in 2019. Ambetter has ofered pricing further beyond that of Ambetter. However, Ambetter 
the lowest silver premium in the region across all four years. increased its premiums by 28.4 percent this year, compared 
CareSource had a much smaller relative premium increase with Caresource’s 6.5 percent increase. The two insurers’ 
in 2018 (14.2 percent versus Ambetter’s 33.1 percent), but it lowest silver premiums are now virtually identical, with only 
was not low enough to undercut Ambetter’s pricing because $2 per month (for a 40-year-old) separating the two. 
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MARYLAND 
Maryland has only two marketplace insurers but adopted a 
reinsurance program, which signifcantly afected its lowest 
silver premiums. The state’s average lowest silver premiums 
are below the national average ($388 versus $426 in 2020). 
Maryland’s average lowest silver premiums increased by 47.3 
percent in 2018 but fell by 7.4 and 3.9 percent in 2019 and 
2020 (Table 10). Cigna left the market in 2017, and no new 
insurers have entered since, leaving only CareFirst and Kaiser 
Permanente. Maryland introduced a reinsurance program in 
2018 (for the 2019 plan year), and, consequently, insurers were 
able to lower their silver premiums in 2019. Each insurers’ 
lowest silver premiums are the same in both the Baltimore 
and Washington, D.C., suburbs. CareFirst had the largest 
increase in 2018 and then the largest reductions in 2019 and 

2020, at 12.5 and 18.0 percent. Throughout the period, Kaiser 
Permanente had lower premiums than CareFirst in both 
markets. Because of the substantial reduction in CareFirst’s 
lowest silver premiums in 2019 and 2020, the diference 
between Kaiser Permanente’s and CareFirst’s premiums is now 
relatively small ($388 versus $401) in both markets. Following 
the creation of the reinsurance program, Kaiser Permanente’s 
premiums fell from $436 in 2018 to $388 today and CareFirst’s 
fell from $559 in 2018 to $401 today. The state also has a 
hospital rate-setting system, in which insurers cannot beneft 
from negotiating better rates than a competitor. The rate-
setting system may also be helping keep premiums low 
relative to national standards. 

Table 10. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Maryland-Area Markets 

CareFirst $355 $559 $489 $401 57.5% -12.5% -18.0% 4.2% 

Cigna $415 N/A N/A N/A N/A N/A N/A N/A 

Kaiser Permanente $309 $436 $404 $388 41.1% -7.4% -3.9% 7.9% 

Percent Change in Lowest Option Available 41.1% -7.4% -3.9% 7.9% 

Rating Region 3: Washington, D.C., Suburbs 

CareFirst $355 $559 $489 $401 57.5% -12.5% -18.0% 4.2% 

Cigna $409 N/A N/A N/A N/A N/A N/A N/A 

Kaiser Permanente $309 $436 $404 $388 41.1% -7.4% -3.9% 7.9% 

Percent Change in Lowest Option Available 41.1% -7.4% -3.9% 7.9% 

State Average (All Regions) $296 $436 $404 $388 47.3% -7.4% -3.9% 9.4% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Rating Region 1: Baltimore 

Source: Maryland Health Connection. 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: N/A: Insurer was not participating in the marketplace this year 
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MINNESOTA 
Several insurers participate in Minneapolis’ marketplace, and, 
like Maryland, Minnesota created a statewide reinsurance 
program. Minnesota’s lowest silver premiums fell further 
below the national average this year because of three 
consecutive years of reduced average premiums. Table 11 
only includes substate data for the Minneapolis region, 
because we do not have data on any of the state’s rural areas 
for prior years. As noted, Minnesota instituted a statewide 
reinsurance program for its nongroup market in 2017, 
lowering premiums signifcantly. Between 2017 and 2018, 

the lowest silver premium in Minneapolis fell by 13.2 percent. 
In the next two years, the lowest silver premium fell by 10.4 
and 7.6 percent. Additionally, four insurers have consistently 
ofered coverage in Minneapolis for the past four years: 
Blue Plus, HealthPartners, Medica, and Ucare. Ucare, a local 
Medicaid insurer, has consistently been among the lowest-
priced insurers over these four years, and it again ofers the 
lowest premium today. However, as of now, the competition 
and reinsurance program have driven all four participating 
insurers’ lowest silver premiums fairly close together. 

Table 11. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Minneapolis, Minnesota 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Minneapolis 

Blue Plus $419 $425 $309 $294 1.7% -27.5% -4.7% -11.1% 

HealthPartners $363 $327 $304 $295 -9.9% -7.1% -2.9% -6.7% 

Medica $395 $352 $300 $306 -10.9% -14.7% 2.1% -8.1% 

UCare $366 $315 $282 $261 -13.8% -10.4% -7.6% -10.6% 

Percent Change in Lowest Option Available -13.2% -10.4% -7.6% -10.4% 

State Average (All Regions) $429 $363 $313 $298 -15.5% -13.6% -5.0% -11.5% 

Sources: 2017 data taken from the Robert Wood Johnson Foundation’s HIX Compare dataset. 2018, 2019, and 2020 data were gathered from MNsure. 

25 



U.S. Health Reform—Monitoring and Impact

       

NEW YORK 
The regions we examined in New York had several Island, which both saw exits from North Shore LIJ (now known 
participating insurers, both Medicaid and commercial. as Northwell Health) and Afnity Health Plan. North Shore LIJ 
Because of community rating, New York’s premiums are not is a provider-sponsored insurer that had a very competitive 
directly comparable with the U.S. average. New York’s lowest- lowest-cost silver premium in 2017. Afnity is a Medicaid 
cost silver premiums saw average increases of 10.9 percent in insurer that had higher silver premiums than competing 
2018, 15.0 percent in 2019, and 5.2 percent in 2020 (Table 12). Medicaid insurers and left the market in 2018. In both 
The two regions we examined were New York City and Long markets, three Medicaid insurers have the lowest premiums. 

Table 12. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected New York Markets 

Afnity Health Plan $483 N/A N/A N/A N/A N/A N/A N/A 

EmblemHealth $518 $652 $791 $898 25.7% 21.4% 13.5% 20.1% 

Empire Blue Cross Blue Shield $575 $883 $905 $874 53.5% 2.6% -3.5% 15.0% 

Fidelis Care $456 $510 $598 $622 11.7% 17.2% 4.0% 10.9% 

Healthfrst $454 $531 $581 $623 17.1% 9.5% 7.1% 11.2% 

MetroPlus $468 $504 $591 $619 7.7% 17.2% 4.8% 9.8% 

NorthShore LIJ $487 N/A N/A N/A N/A N/A N/A N/A 

Oscar $483 $538 $590 $657 11.3% 9.7% 11.3% 10.8% 

UnitedHealthcare $714 $825 $803 $888 15.5% -2.7% 10.5% 7.5% 

Percent Change in Lowest Option Available 11.2% 15.3% 6.5% 11.0% 

Long Island 

Afnity $494 N/A N/A N/A N/A N/A N/A N/A 

EmblemHealth $590 $741 $900 $1,021 25.7% 21.4% 13.5% 20.1% 

Empire Blue Cross Blue Shield $510 $783 $725 $769 53.4% -7.5% 6.1% 14.6% 

Fidelis Care $446 $480 $562 $585 7.5% 17.2% 4.0% 9.4% 

Healthfrst $454 $564 $617 $642 24.4% 9.5% 3.9% 12.3% 

NorthShore LIJ $487 N/A N/A N/A N/A N/A N/A N/A 

Oscar $483 $538 $590 $646 11.3% 9.7% 9.5% 10.2% 

UnitedHealthcare $714 $825 $803 $888 15.5% -2.7% 10.5% 7.5% 

Percent Change in Lowest Option Available 7.5% 17.2% 4.0% 9.4% 

State Average (All Regions) $439 $486 $559 $589 10.9% 15.0% 5.2% 10.3% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

New York City 

Source: New York State of Health 

Note: N/A: Insurer was not participating in the marketplace this year 
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In New York City, Oscar has lowest silver premiums somewhat 
above the Medicaid insurers’ premiums ($657 per month 
compared with $619 for the lowest-cost Medicaid insurer 
ofering). The two commercial insurers, EmblemHealth and 
Empire Blue Cross Blue Shield and one of the state’s Blue Cross 
Blue Shield insurers, United Healthcare, have substantially 
higher premiums. Currently, their premiums are $898, $874, 
and $888, compared with Medicaid insurers’ premiums that 
range from $619 to $623. It seems that these commercial 
insurance plans do not attempt to compete with the Medicaid 
insurers on price but rather on access to broader networks. 

The Long Island marketplace is very similar to that of New 
York City; the lowest silver premium increased by 7.5 percent 
in 2018, 17.2 percent in 2019, and 4.0 percent in 2020. The 
lowest silver premiums were ofered by the two Medicaid 
insurers, Fidelis Care and Healthfrst, followed closely by Oscar. 
Like in New York City, the three traditionally broad network 
plans, EmblemHealth, Empire Blue Cross Blue Shield, and 
United Healthcare, have far higher premiums (e.g., Emblem’s 
lowest premium is currently $1,021). 
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NORTH CAROLINA 
One insurer dominated the North Carolina rating regions 
we studied. However, two additional insurers have recently 
started participating in two of the urban markets we studied. 
Since 2017, the state’s average lowest silver premiums 
have been much higher than the national average, though 
premium reductions for this year bring the state closer to 
the national average (Table 13). Today the average lowest 
silver premium is $507, versus $426 per month nationally 
for a 40-year-old. The North Carolina average lowest silver 
premium increased by 16.3 percent in 2018 but decreased by 

6.3 and 10.1 percent in 2019 and 2020. Blue Cross Blue Shield 
of North Carolina has a major presence in the state; it was the 
only insurer in Charlotte until this year (when Bright Health 
entered the market), is one of three insurers in the Raleigh-
Durham market, and is the only insurer in the rural western 
region we examined. In Charlotte, the lowest silver premium 
increased by 16.7 percent in 2018 and fell by 23.7 percent in 
2019. Because Bright Health entered the market with a very 
competitive price, the lowest silver premium declined by 
19.4 percent this year. 

Table 13. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected North Carolina Markets 

Blue Cross Blue Shield of North Carolina $565 $659 $503 $428 16.7% -23.7% -15.0% -8.9% 

Bright Health N/A N/A N/A $405 N/A N/A N/A N/A 

Percent Change in Lowest Option Available 16.7% -23.7% -19.4% -10.5% 

Raleigh-Durham 

Ambetter N/A N/A $470 $410 N/A N/A -12.6% N/A 

Blue Cross Blue Shield of North Carolina $489 $571 $452 $437 16.7% -20.9% -3.2% -3.7% 

Cigna $447 $541 $541 $522 20.8% 0.0% -3.5% 5.3% 

Percent Change in Lowest Option Available 20.8% -16.5% -9.1% -2.8% 

Selected Rural Region 

Blue Cross Blue Shield of North Carolina $537 $610 $664 $661 13.5% 9.0% -0.5% 7.2% 

Percent Change in Lowest Option Available 13.5% 9.0% -0.5% 7.2% 

State Average (All Regions) $517 $601 $563 $507 16.3% -6.3% -10.1% -0.7% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Charlotte 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: N/A: Insurer was not participating in the marketplace this year 

In Raleigh-Durham, Blue Cross Blue Shield of North Carolina 
competed with Cigna in 2017 and 2018, and Ambetter 
entered the market in 2019. Cigna had lower silver premiums 
than Blue Cross Blue Shield in 2018 and 2019, but Blue Cross 
Blue Shield reduced its lowest silver premium by 20.9 percent 
in 2019, becoming the lowest-priced insurer, despite Cigna 
having kept its 2018 pricing for 2019. Ambetter entered the 
Raleigh-Durham market competitively, with premiums close 
to Blue Cross Blue Shield’s lowest silver premium that year. 
Both Blue Cross Blue Shield and Cigna decreased their lowest 

silver premiums for 2020 but not as much as Ambetter, which 
became the lowest-cost insurer. 

In the rural region, where Blue Cross Blue Shield monopolizes 
the market, lowest silver premiums increased by 13.5 and 
9.0 percent in 2018 and 2019. Premiums fell by 0.5 percent 
this year. The 2018 and 2019 lowest silver premium increases 
in this area led to a lowest premium of $661 in 2020, well 
above the silver premiums in the urban markets and the 
national average. 
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OHIO 
The rating regions we examined in Ohio have had several southeast. Historically, the metropolitan markets in Ohio 
insurers, including three large national or multistate have had signifcant insurer participation. From 2017 to 
Medicaid insurers. Ohio’s average lowest silver premiums 2019, Columbus and Cleveland each had between four and 
remain well below the national average ($353 versus $426 fve competing marketplace insurers. Anthem left both 
in 2020), despite 38.2 and 3.3 percent increases in 2018 and metropolitan markets in 2018. Ambetter from Buckeye 
2019. Table 14 provides data for three Ohio rating regions: Health Plan entered Columbus  in 2018, and Oscar entered 
Columbus, Cleveland, and a rural rating region in the state’s Cleveland’s marketplace in 2018 and Columbus’ in 2019. 

Table 14. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Ohio Markets 

Ambetter from Buckeye Health Plan N/A $417 $401 $366 N/A -3.7% -8.8% -6.3% 

Anthem $342 N/A N/A N/A N/A N/A N/A N/A 

CareSource $284 $385 $474 $460 35.4% 23.3% -3.0% 17.4% 

Medical Mutual of Ohio $326 $423 $437 $493 29.9% 3.4% 12.7% 14.8% 

Molina Healthcare $301 $461 $444 $391 53.5% -3.7% -12.1% 9.1% 

Oscar N/A N/A $382 $407 N/A N/A 6.7% N/A 

Percent Change in Lowest Option Available 35.4% -0.8% -4.1% 8.8% 

Cleveland 

Ambetter from Buckeye Health Plan $224 $307 $323 $322 36.8% 5.1% -0.1% 12.8% 

Anthem $363 N/A N/A N/A N/A N/A N/A N/A 

CareSource $253 $319 $371 $360 26.2% 16.1% -2.9% 12.5% 

Medical Mutual of Ohio $376 $364 $360 $407 -3.1% -1.2% 13.2% 2.7% 

Molina Healthcare $252 $346 $366 $330 37.2% 5.7% -9.8% 9.3% 

Oscar N/A $434 $466 $453 N/A 7.4% -2.6% N/A 

Percent Change in Lowest Option Available 36.8% 5.1% -0.1% 12.8% 

Selected Rural Region 

Anthem $413 N/A $555 $619 N/A N/A 11.7% N/A 

CareSource $347 $579 $708 $618 66.8% 22.2% -12.7% 21.2% 

Medical Mutual of Ohio N/A N/A N/A $579 N/A N/A N/A N/A 

Molina Healthcare $290 $415 $469 $386 43.2% 12.8% -17.6% 10.0% 

Percent Change in Lowest Option Available 43.2% 12.8% -17.6% 10.0% 

State Average (All Regions) $251 $347 $359 $353 38.2% 3.3% -1.4% 12.1% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Columbus 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: N/A: Insurer was not participating in the marketplace this year 
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The lowest silver premium in Columbus, like much of the 
United States, increased signifcantly in the 2018 plan 
year, by 35.4 percent. However, the lowest silver premium 
decreased by 0.8 percent in 2019 and by another 4.1 percent 
this year. CareSource has ofered marketplace coverage in 
all four years and ofered the lowest-priced option in 2017 
and 2018. However, inconsistent with the market in 2019 
generally, CareSource increased its lowest-priced silver option 
considerably, by 23.3 percent, thus becoming the highest-
priced insurer in this market. Among other insurers in the 
Columbus marketplace, changes to lowest silver premiums 
ranged from a 3.7 percent decrease to a 23.3 percent increase. 
In Columbus, Oscar ofered the lowest premium silver option 
for 2019, lower than the that for the three Medicaid insurers 
and Medical Mutual of Ohio. Both Ambetter and Molina 
currently have the two lowest premiums. 

The lowest silver premium in Cleveland increased by 36.8 and 
5.1 percent in 2018 and 2019. The Cleveland rating region’s 
marketplace has had three Medicaid plans throughout the 
study period. Ambetter has ofered the lowest silver premium 
plan since 2018, despite the aforementioned 36.8 and 5.1 

percent increases in 2018 and 2019. Molina and CareSource 
also increased their lowest premium oferings considerably 
in 2018 (by 37.2 and 26.2 percent). Their increases continued 
in 2019, but CareSource increased its lowest premium by 
16.1 percent, making it the only insurer in that market with a 
double-digit percent increase that year. Unlike in Columbus, 
Oscar was the highest-priced insurer in Cleveland in 2018 
and 2019 and remains so today. Ambetter still has the lowest 
silver premiums. 

The lowest silver premiums in our selected rural region 
increased by 43.2 and 12.8 percent in 2018 and 2019, 
considerably larger increases than those in Cleveland and 
Columbus. Three insurers participated in this area in 2019, 
up from two in 2018. Anthem participated in 2017, left the 
market for the 2018 plan year, and returned for 2019. Medical 
Mutual of Ohio entered this year. Molina has been the lowest 
premium insurer in this region across the four study years; its 
lowest premium for a 40-year-old is currently $386 per month. 
Between 2017 and 2019, CareSource more than doubled its 
lowest-priced silver premiums. Though Anthem returned to 
this market in 2019, it still has relatively high premiums. 
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OREGON 
Several insurers participated in both the rural and urban 
markets in the Oregon rating regions we analyzed. Oregon’s 
lowest silver premiums are about the same as the national 
average ($424 versus $426 in 2020), following 24.8 and 9.1 
percent increases in 2018 and 2019. Table 15 provides data 
on marketplace-participating insurers in Portland and a 
rural region in eastern Oregon. The lowest silver premium in 
Portland increased by 24.2 and 8.8 percent in 2018 and 2019, 
before falling by 2.7 percent in 2020. Insurer participation 
has been consistently high in Portland throughout the 
study period, with the same fve insurers competing. Kaiser 

Permanente ofered the lowest silver premium option in 
the region through 2019. Currently, four competitors have 
lower silver premiums than Kaiser, though the premiums 
are all similar. There are no Medicaid insurers in the 
Portland marketplace, but the high and consistent insurer 
participation has helped hold premium levels down. Several 
provider-sponsored insurers (Providence Health Plan, Kaiser) 
participate in Portland’s marketplace, and these insurers 
tend to have narrow networks that give their own providers 
preferential pricing. 

Table 15. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Oregon Markets 

BridgeSpan Health Company $361 $391 $420 $421 8.2% 7.3% 0.3% 5.2% 

Kaiser Permanente $302 $375 $408 $438 24.2% 8.8% 7.4% 13.2% 

Moda Health $386 $405 $433 $414 4.9% 6.9% -4.4% 2.4% 

PacifcSource Health Plans $442 $484 $425 $436 9.5% -12.2% 2.6% -0.5% 

Providence Health Plan $326 $380 $414 $397 16.6% 8.9% -4.1% 6.8% 

Percent Change in Lowest Option Available 24.2% 8.8% -2.7% 9.5% 

Selected Rural Region 

Kaiser Permanente $302 $375 $408 $438 24.2% 8.8% 7.4% 13.2% 

Moda Health $397 $436 $478 $455 9.8% 9.6% -4.8% 4.7% 

PacifcSource Health Plans $446 $488 $445 $455 9.4% -8.8% 2.2% 0.7% 

Providence Health Plan $490 $456 $517 $496 -6.9% 13.4% -4.1% 0.4% 

Percent Change in Lowest Option Available 24.2% 8.8% 7.4% 13.2% 

State Average (All Regions) $311 $388 $424 $424 24.8% 9.1% 0.1% 10.9% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020  2017–18  2018–19 2019–20 
Average Annual 

Change, 2017–20 

Portland 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver plans, both on and of marketplace. 

Note: N/A: Insurer was not participating in the marketplace this year 

Premiums increased at about the same rates in the rural years and ofered the same premiums available in Portland. 
Oregon region and Portland. In the rural region, the lowest Though Kaiser’s premiums increased faster than other insurers’ 
silver premiums increased by 24.2 percent for the 2018 plan premiums, Kaiser remained the lowest-priced insurer in 2020 
year, 8.8 percent for 2019, and 7.4 percent for 2020. Again, because it priced well below the other insurers in 2017. 
Kaiser Permanente was the lowest-priced insurer in all four 
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RHODE ISLAND 
Only two insurers participated in Rhode Island’s marketplace 
during the study period, but one was a Medicaid insurer. 
Rhode Island’s lowest silver premiums were quite low 
compared with national standards, and the entire state 
comprises only one rating region (Table 16). The state’s 
participating insurers were Neighborhood Health Plan and 
Blue Cross Blue Shield of Rhode Island. Neighborhood Health 
Plan is a local Medicaid insurer that has successfully kept 
its premium increases low, going up 18.4 percent in 2018, 
9.7 percent in 2019, and 0.3 percent in 2020. The pricing 

gap between Blue Cross Blue Shield and Neighborhood has 
grown in recent years, with a large diference remaining 
($316 versus $372). Blue Cross Blue Shield increased its lowest 
silver premium by 45.2 percent in 2018, lowering it by only 
1.0 percent in 2019 and 2.4 percent in 2020. In addition to 
the competition between these two insurers, the state’s 
Division of Insurance regulation reviews insurer contracts with 
hospitals; this process helps keep hospital costs low, which 
helps keep premiums lower than they otherwise would be. 

Table 16. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Rhode Island 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Entire State 

Blue Cross Blue Shield of Rhode Island $265 $385 $381 $372 45.2% -1.0% -2.4% 12.0% 

Neighborhood Health Plan of Rhode Island $243 $287 $315 $316 18.4% 9.7% 0.3% 9.2% 

State Average Change in Lowest 
Option Available $243 $287 $315 $316 18.4% 9.7% 0.3% 9.2% 

Source: Healthsource RI. 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: N/A: Insurer was not participating in the marketplace this year 

32 



U.S. Health Reform—Monitoring and Impact

 

       

TEXAS 
Several insurers, including two national Medicaid insurers, 
participated in the urban Texas markets we studied. Texas’ 
lowest silver premiums have consistently been below the 
national average, though the state average lowest silver 
premiums increased by 41.3 percent in 2018, 2.5 percent in 
2019, and 0.6 percent in 2020. Table 17 provides data on two 
major Texas metropolitan regions, Dallas and Houston. We 
did not study a rural area because the state grouped nearly 
every rural county into a single rating region, resulting in 
diferent insurers participating in diferent counties with 
diferent lowest silver premiums. The lowest silver premiums 

in the Dallas market increased by 48.4 percent in 2018 and 
fell by 0.2 and 0.7 percent in 2019 and 2020. The same three 
insurers have participated in this market since the 2017 plan 
year: Molina, Ambetter, and Blue Cross and Blue Shield of 
Texas. Oscar entered the Dallas market this year. Ambetter 
and Molina have been in tight competition over this period, 
particularly in 2018 and 2019. Currently, all four insurers have 
similar premiums, and Blue Cross Blue Shield continues to be 
the most expensive insurer in the region despite ofering an 
HMO product. 

Table 17. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Texas Markets 

Ambetter $322 $415 $410 $410 29.0% -1.1% -0.2% 8.4% 

Blue Cross and Blue Shield of Texas $449 $570 $555 $428 27.0% -2.6% -23.0% -1.6% 

Molina Healthcare $277 $411 $431 $408 48.4% 4.7% -5.3% 13.7% 

Oscar N/A N/A N/A $411 N/A N/A N/A N/A 

Percent Change in Lowest Option Available 48.4% -0.2% -0.7% 13.7% 

Houston 

Ambetter NA $390 $385 $381 NA -1.1% -1.1% -1.1% 

Blue Cross and Blue Shield of Texas $431 $545 $508 $422 26.5% -6.8% -16.9% -0.7% 

Community Health Choice $311 $460 $464 $464 48.0% 1.0% 0.0% 14.3% 

Molina Healthcare $283 $399 $418 $395 41.3% 4.6% -5.4% 11.9% 

Oscar N/A N/A N/A $416 N/A N/A N/A N/A 

Percent Change in Lowest Option Available 37.9% -1.1% -1.1% 10.5% 

State Average (All Regions) $279 $394 $403 $406 41.3% 2.5% 0.6% 13.4% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Dallas/Fort Worth 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: N/A: Insurer was not participating in the marketplace this year 

The lowest silver premiums in Houston increased by 37.9 the lowest-cost silver insurer when it entered the market. Like 
percent in 2018 but fell by 1.1 percent in both 2019 and in Dallas, Blue Cross Blue Shield was the highest-priced insurer 
2020. Molina, Community Health Choice (a local Medicaid from 2017 to 2019, despite a lower-than-average premium 
insurer), and Blue Cross Blue Shield of Texas ofered coverage increase in 2018 and a 6.8 percent decrease to the lowest 
throughout the study period in Houston. They were joined silver premium in 2019. With another 16.9 percent premium 
by Ambetter in 2018 and Oscar this year. Molina ofered the reduction this year, Blue Cross Blue Shield’s silver premiums 
lowest silver premium option in 2017, but Ambetter became are no longer the highest. 
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VIRGINIA 
Several insurers have participated in the Virginia markets we 
studied, and the number varies by rating region. Additionally, 
several insurers entered and exited the market during the 
study period. Virginia’s average lowest silver premium was 
below the national average in 2017, but 64.0 and 3.9 percent 
increases in 2018 and 2019 have driven current premiums 
well above the national average ($504 versus $426). Table 
18 shows data on three markets in Virginia: Richmond, 
Virginia Beach/Norfolk, and the Washington, D.C., suburbs. 
Several insurers have entered and exited the Richmond 
market since 2017. Aetna and United Healthcare both left 
before the 2018 plan year, and Optima Health, a provider-
sponsored insurer, entered in 2018. Virginia Premier Health 
Plan, a local Medicaid insurer, entered for the 2019 plan year. 
Three insurers participated in all four years: Cigna, Anthem 
HealthKeepers, and Kaiser Permanente. In 2018, Cigna, 

Anthem HealthKeepers, and Kaiser Permanente increased 
their lowest silver premiums considerably, with a 51.6 percent 
increase in the lowest-cost ofering. Aetna ofered the lowest 
silver premium in 2017 but left most of the ACA marketplaces 
after that plan year. Following Aetna’s exit, Cigna became the 
lowest silver premium insurer in 2018 and remained so for the 
2019 plan year. Virginia Premier entered the market in 2019 
and was one of the lowest-priced silver insurers then and 
remains so today. Optima Health entered the marketplace 
in 2018 with extraordinarily higher premiums than those of 
other participating insurers, and even an 11 percent premium 
decrease in their lowest silver ofering in 2019 could not 
bring their premiums close to those of other insurers in the 
Richmond area. However, Optima became one of the lowest-
priced insurers this year. Anthem HealthKeepers, an HMO 
product, is currently the lowest-cost silver plan. 

Table 18. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected Virginia Markets 

Aetna $289 N/A N/A N/A N/A N/A N/A N/A 

Anthem HealthKeepers $303 $497 $531 $489 64.2% 6.7% -8.0% 17.3% 

Cigna $296 $439 $490 $502 48.0% 11.7% 2.5% 19.3% 

Kaiser Permanente $329 $447 $638 $592 36.0% 42.7% -7.3% 21.6% 

Piedmont Community Health Plan $357 $572 $674 N/A 60.0% 17.9% N/A N/A 

Optima Health N/A $900 $801 $528 N/A -11.0% -34.1% N/A 

Oscar N/A N/A N/A $520 N/A N/A N/A N/A 

UnitedHealthcare $333 N/A N/A N/A N/A N/A N/A N/A 

Virginia Premier Health Plan N/A N/A $504 $514 N/A N/A 2.1% N/A 

Percent Change in Lowest Option Available 51.6% 11.7% -0.3% 19.1% 

Virginia Beach/Norfolk 

Aetna $336 N/A N/A N/A N/A N/A N/A N/A 

Anthem HealthKeepers $338 N/A $542 $515 N/A N/A -5.0% N/A 

Optima Health $376 $641 $602 $478 70.5% -6.1% -20.6% 8.3% 

Percent Change in Lowest Option Available 90.8% -15.4% -11.9% 12.5% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Richmond 
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Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Washington D.C. Suburbs 1 

Anthem HealthKeepers $336 $511 $552 $514 52.3% 8.0% -6.9% 15.3% 

Cigna $313 $458 $508 $527 46.1% 11.0% 3.8% 18.9% 

Innovation Health $296 N/A N/A N/A N/A N/A N/A N/A 

Kaiser Permanente $329 $447 $638 $592 36.0% 42.7% -7.3% 21.6% 

UnitedHealthcare $319 N/A N/A N/A N/A N/A N/A N/A 

Percent Change in Lowest Option Available 51.4% 13.5% 1.2% 20.3% 

State Average (All Regions) $309 $506 $526 $504 64.0% 3.9% -4.2% 17.8% 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Notes: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

1. We exclude CareFirst from this analysis since it only serves a small portion of the entire region. 

Note: N/A: Insurer was not participating in the marketplace this year 

The lowest silver premiums in Virginia Beach/Norfolk 
increased by 90.8 percent in 2018 but fell by 15.4 and 11.9 
percent in 2019 and 2020. Optima Health, linked to their 
own hospital system in Virginia Beach and Norfolk, is the 
only insurer participating in this market in all four years. 
Aetna left the marketplace after 2017, like they did in 
many marketplaces around the country. Similarly, Anthem 
HealthKeepers left the marketplace in 2018 but returned in 
2019, as it did elsewhere in the state. Optima increased its 
lowest silver premium by 70.5 percent after 2017, making it 
an extremely high–priced insurer in 2018. Optima reduced 
its premiums by 6.1 and 20.6 percent in 2019 and 2020 to 
become the lowest-cost insurer this year. Anthem reentered 
the marketplace in 2019 with a lowest silver premium 
considerably below that ofered by Optima Health in 2019 but 
not in 2020. 

The lowest silver premiums in the Washington, D.C., suburbs 
increased by 51.4 and 13.5 percent in 2018 and 2019, and 
only slightly increased by 1.2 percent in 2020. Five insurers 

competed in this market in 2017, but this number dropped 
to three for 2018, 2019, and 2020. Carefrst, another licensee 
of the Blue Cross Blue Shield Association, ofers marketplace 
coverage only in the area of this rating region where Anthem 
does not participate. (For comparison, we concentrate our 
analysis only on the part of the D.C. suburbs not served by 
CareFirst.) Innovation Health, a provider-sponsored insurer 
linked to the dominant hospital system in Northern Virginia, 
left the marketplace after the 2017 plan year despite being 
the lowest-priced insurer. Innovation was a collaboration 
between the Inova health system and Aetna. However, when 
Aetna left the marketplaces nationwide, this product was no 
longer ofered in the Virginia marketplace. United Healthcare 
left that year as well. Cigna was the lowest-priced insurer in 
2019, and it was the second-lowest-priced insurer in 2017 
and 2018. Anthem’s HMO product, HealthKeepers, was the 
second-lowest-priced insurer in this market by 2019 and is the 
lowest-priced insurer today. Kaiser ofered the lowest silver 
premium in 2018, but its 42.7 percent increase for 2019 made 
it the highest-priced insurer in both 2019 and 2020. 
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WASHINGTON 
Several insurers participate in Washington’s marketplace, 
including two national Medicaid insurers. Washington’s 
average lowest silver premiums have been consistently 
below the national average over this period; currently, their 
state average lowest silver premium for a 40-year-old is 
$379, compared with $426 nationally. The average premiums 
increased by 37.0 percent in 2018, 13.2 percent in 2019, and 
3.0 percent in 2020. Table 19 provides data for the Seattle 
rating region. In response to insurers’ requests, Washington 
redrew its premium rating regions beginning in the 2019 plan 
year, but the Seattle rating region remained the same. The 
state’s marketplace insurers wanted to expand the number 
of regions to more easily comply with regulations limiting 
the premium diference between the cheapest and most 
expensive rating regions. 18 Seven insurers sold coverage in 
Seattle through the marketplace in 2017, including several 
Medicaid, Blue Cross–afliated, and regional insurers. After 

2017, however, three insurers (BridgeSpan Health Company, 
LifeWise, and Regence) left the marketplace. Both BridgeSpan 
and LifeWise returned this year. LifeWise is owned by Premera 
Blue Cross, and both ofer two of the three most expensive 
lowest silver premiums in this region this year. Premera has 
maintained a presence in this market during all four years. 
Despite Bridgespan’s exit and reentry, this marketplace has 
remained relatively competitive, with fairly low premiums 
among the Medicaid insurers and Kaiser Permanente. 
Coordinated Care, a subsidiary of the Centene Corporation, 
ofered the lowest-premium silver option from 2017 to 2019. 
Molina, another national Medicaid insurer, had the second 
lowest silver premiums from 2017 to 2019, and ofered the 
lowest-premium silver option in 2020. Kaiser Permanente 
(formerly Group Health) remains in the market as well, and 
its lowest silver option continues to be priced reasonably 
competitively with those of the Medicaid insurers.  

Table 19. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Seattle, Washington 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change 2017–20 

Seattle 

BridgeSpan Health Company $315 N/A N/A $447 N/A N/A N/A N/A 

Coordinated Care $235 $328 $368 $380 39.6% 12.3% 3.2% 17.4% 

Group Health (Kaiser Permanente) $280 $404 $439 $405 44.2% 8.7% -7.7% 13.1% 

LifeWise $324 N/A N/A $419 N/A N/A N/A N/A 

Molina HealthCare $257 $385 $412 $379 49.7% 6.9% -8.1% 13.7% 

Premera Blue Cross $404 $517 $520 $515 27.9% 0.7% -0.9% 8.5% 

Regence $326 N/A N/A N/A N/A N/A N/A N/A 

Percent Change in Lowest Option Available 39.6% 12.3% 2.9% 17.3% 

State Average (All Regions) $238 $326 $368 $379 37.0% 13.2% 3.0% 16.9% 

Source: Washington Healthplan Finder. 

Note: Insurers instructed to load the cost of cost-sharing reductions into silver marketplace premiums only. 

Note: Group Health is now owned by Kaiser Permanente. It is now marketed as Kaiser Permanente but was marketed as Group Health during this time period. 

Note: N/A: Insurer was not participating in the marketplace this year 
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WEST VIRGINIA 
West Virginia has had little marketplace competition, though 
a Medicaid insurer now participates in each of our study 
regions. Currently, West Virginia’s average lowest silver 
premiums remain well above the 2020 national average ($601 
versus $426 for a 40-year-old). Table 20 provides data for two 
rating regions: Charleston and a rural region in northeastern 
West Virginia. The same two insurers have participated in both 
regions in all four study years: CareSource, a regional Medicaid 
insurer, and Highmark Blue Cross Blue Shield. Highmark is a 
Blue Cross afliate and has historically dominated the West 
Virginia nongroup insurance market. CareSource began 
ofering nongroup marketplace coverage in the state in 
2017 and has ofered the lowest-priced silver plans in both 

regions in each of the four years. The average increase in the 
lowest silver premiums in these markets was well below the 
national average in 2018, likely because the state instructed 
insurers to load the cost of the cost-sharing reductions into 
the premiums of all metal tiers both on and of marketplace, 
instead of in the silver premiums alone. However, the 2019 
lowest silver premium increases were well above the national 
average, keeping the state’s silver premiums high during 
our study period. Still, CareSource provides a lower-priced 
silver option for consumers in the state, with the diferential 
between its most afordable plan and that of Highmark being 
particularly signifcant in the Charleston area. 

Table 20. Lowest Silver Monthly Premiums for a 40-Year-Old and Percent Change from 2017 
to 2020, by Insurer in Selected West Virginia Markets 

CareSource $505 $555 $611 $653 9.8% 10.2% 6.8% 8.9% 

Highmark Blue Cross Blue Shield $541 $653 $713 $747 20.7% 9.1% 4.8% 11.3% 

Percent Change in Lowest Option Available 9.8% 10.2% 6.8% 8.9% 

Selected Rural Region 

CareSource $485 $555 $614 $656 14.5% 10.7% 6.8% 10.6% 

Highmark Blue Cross Blue Shield $493 $595 $649 $680 20.7% 9.1% 4.8% 11.3% 

Percent Change in Lowest Option Available 14.5% 10.7% 6.8% 10.6% 

State Average (All Regions) $440 $514 $562 $601 16.9% 9.3% 6.9% 11.0% 

Insurer 

Lowest Silver Premium Percent Change 

2017 2018 2019 2020 2017–18 2018–19 2019–20 
Average Annual 

Change, 2017–20 

Charleston 

Source: Healthcare.gov, https://www.healthcare.gov/health-and-dental-plan-datasets-for-researchers-and-issuers/ 

Note: Insurers instructed to load the cost of cost-sharing reductions into all metal tiers, both on marketplace and of. 
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CONCLUSION 
The ACA’s nongroup insurance marketplaces experienced 
considerable turmoil between 2017 and 2019. Threats to the 
ACA, from the elimination of direct funding of cost-sharing 
reductions to not enforcing the individual mandate, along 
with an array of other regulatory changes caused insurers to 
increase premiums dramatically in 2018; the national average 
increase in insurers’ lowest silver premium in 2018 was 29.7 
percent, and twenty-eight states had average increases 
that exceeded that level. In 2019, national average lowest 
silver premiums were stable; many states’ average premiums 
fell while most others’ premiums increased only modestly. 
Lowest silver premiums have fallen by 3.5 percent this year, 
suggesting that the market is stabilizing following the shocks 
of 2017 and 2018. In addition, states took action to stabilize 
their marketplaces with reinsurance programs, which are 
clearly associated with lower reported premiums.19 

The specifc markets we examined experienced a considerable 
number of insurer entries and exits. In 2018, far more 
insurers left marketplaces than entered them, and insurers 
and policymakers shared skepticism about the stability of 
the marketplaces. In 2019, the reverse was true, suggesting 
that insurers came to see the marketplaces as more stable, 
even with the repeal of the individual mandate penalty 
starting in 2019. In several instances, insurers that exited 
the marketplaces after 2017 reentered for the 2019 plan 
year. Many more insurers, like Bright Health and Oscar, have 
entered than exited markets in 2020. In fact, more insurers 
participate per region now than in 2017 (3.9 compared 
with 3.8). 

Continued variation in premiums across states, within states, 
and across metropolitan and rural areas is associated with 
market competition and other factors (Figure 1). Currently, 
the national average lowest silver premium for a 40-year-old 
is $426, but six states have average lowest silver premiums 
exceeding $550 per month. In each of these states, one 
insurer dominated, leaving little market competition. 
Additionally, all these states maintain relatively lax regulatory 
environments, permitting grandmothered plans; allowing the 
sale of full-year, short-term limited duration plans; and not 
regulating health care–sharing ministries. At the other end 
of the spectrum, eight states currently have average lowest 
silver premiums below $360 per month. Each of these states’ 
marketplaces include multiple competing insurers and at least 
one participating Medicaid insurer. 

Marketplaces continued to evolve from 2017 to 2019; much 
of the change appears attributable to the policy upheaval 

and uncertainty beginning in early 2017, with some of the 
change owed to other factors. Comparing Figures 1 and 2 
reinforces this, as shown by the large increases in premiums 
in 2018, the two subsequent years of decreased national 
average premiums, and the overall increase in premiums 
from 2017 to today. The large national commercial insurers, 
Humana, United, Aetna, and Anthem, continued to leave 
marketplaces they had operated in since the early years 
of the ACA. Medicaid insurers now frequently ofer the 
lowest silver premiums in the marketplaces. We also see 
some Medicaid insurers entering new markets previously 
dominated by a single insurer (e.g., Alabama, North Carolina, 
and West Virginia). More insurers entering markets in 2019 
and 2020, following the 2018 drop-of in participation, 
shows that some insurers believe that the marketplaces are 
stabilizing, functional, and potentially proftable, even with 
all the administrative and legislative changes to the ACA in 
recent years. 

The future pricing stability in the ACA marketplaces rests on 
several unanswered questions, however. Do consumers fnd 
marketplace provider networks adequate? If the increase 
in narrow-network plans leads to access concerns, higher 
provider payment rates (and thus higher premiums) may be 
required to broaden networks. How many healthier-than-
average enrollees have left the ACA-compliant nongroup 
market to purchase short-term, limited-duration plans or 
other noncompliant policies? Such exits will hurt the ACA’s risk 
pool (and push average premiums higher) in the near term. 
Has the efect of the elimination of the individual mandate 
penalties been fully felt in these markets? If some people were 
unaware of the elimination of the penalties as of the 2020 
plan year, more people (and those who are healthier than 
average) may choose to drop coverage in the coming years, 
increasing the average health care costs of the remaining 
insurance pool and pushing premiums upward. Maintaining  
stable nongroup insurance markets may require additional 
regulatory or legislative action. 

However, reducing premiums in markets without insurer 
and/or provider competition requires more signifcant 
changes than reversing or enhancing recent legislative 
or regulatory changes. Due to the signifcant barriers to 
entry for both insurers and providers in these markets, 
it is unlikely that competitive pressures will improve the 
situations. Reducing premiums in noncompetitive markets 
will likely require introducing a public option and/or capping 
provider payment rates at levels below those resulting from 
monopolistic pricing. 
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Abstract 

Background 

The United States is the only high-income nation without universal, government-funded or 
-mandated health insurance employing a unified payment system. The US multi-payer sys-
tem leaves residents uninsured or underinsured, despite overall healthcare costs far above 
other nations. Single-payer (often referred to as Medicare for All), a proposed policy solution 
since 1990, is receiving renewed press attention and popular support. Our review seeks to 
assess the projected cost impact of a single-payer approach. 

Methods and findings 

We conducted our literature search between June 1 and December 31, 2018, without start 
date restriction for included studies. We surveyed an expert panel and searched PubMed, 
Google, Google Scholar, and preexisting lists for formal economic studies of the projected 
costs of single-payer plans for the US or for individual states. Reviewer pairs extracted data 
on methods and findings using a template. We quantified changes in total costs standard-
ized to percentage of contemporaneous healthcare spending. Additionally, we quantified 
cost changes by subtype, such as costs due to increased healthcare utilization and savings 
due to simplified payment administration, lower drug costs, and other factors. We further 
examined how modeling assumptions affected results. Our search yielded economic analy -
ses of the cost of 22 single-payer plans over the past 30 years. Exclusions were due to inad-
equate technical data or assuming a substantial ongoing role for private insurers. We found 
that 19 (86%) of the analyses predicted net savings (median net result was a savings of 
3.46% of total costs) in the first year of program operation and 20 (91%) predicted savings 
over several years; anticipated growth rates would result in long-term net savings for all 
plans. The largest source of savings was simplified payment administration (median 8.8%), 
and the best predictors of net savings were the magnitude of utilization increase, and 
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savings on administration and drug costs (R2 of 0.035, 0.43, and 0.62, respectively). Only 
drug cost savings remained significant in multivariate analysis. Included studies were het -
erogeneous in methods, which precluded us from conducting a formal meta-analysis. 

Conclusions 

In this systematic review, we found a high degree of analytic consensus for the fiscal feasi-
bility of a single-payer approach in the US. Actual costs will depend on plan features and 
implementation. Future research should refine estimates of the effects of coverage expan-
sion on utilization, evaluate provider administrative costs in varied existing single-payer sys -
tems, analyze implementation options, and evaluate US-based single-payer programs, as 
available. 

Author summary 

Why was this study done? 

• As the US healthcare debate continues, there is growing interest in “single-payer” also 

known as “Medicare for All.” Single-payer uses a simplified public funding approach to 

provide everyone with high-quality health insurance. 

• Public support for provision of universal health coverage through a plan like Medicare 

for All is as high as 70%, but falls when costs are emphasized. 

• Economic models help assess the financial viability of single-payer. Yet, models vary 

widely in their assumptions and methods, and can be hard to compare. 

What did the researchers do and find? 

• We found and compared cost analyses of 22 single-payer plans for the US or individual 

states. 

• Nineteen (86%) of the analyses estimated that health expenditures would fall in the first 

year, and all suggested the potential for long-term cost savings. 

• The largest savings were predicted to come from simplified billing and lower drug costs. 

• Studies funded by organizations across the political spectrum estimated savings for sin-

gle-payer. 

What do these findings mean? 

• There is near-consensus in these analyses that single-payer would reduce health expen-

ditures while providing high-quality insurance to all US residents. 

• To achieve net savings, single-payer plans rely on simplified billing and negotiated drug 

price reductions, as well as global budgets to control spending growth over time. 
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• Replacing private insurers with a public system is expected to achieve lower net health-

care costs. 

Introduction 

Nine years after passage of the Affordable Care Act, 10.4% (27.9 million) of the nonelderly 

US population remains uninsured [1]. Lack of insurance is associated with worse health out-

comes, including death [2], due to decreased access to healthcare and preventive services [3– 

5]. Underinsurance, defined as cost sharing that represents significant financial barriers to 

care or risk of catastrophic medical expenditures, is rising and is associated with a 25% or 

greater likelihood of omitted or delayed care [6,7]. Low-income adults with public insurance 

have improved access and quality of care compared to uninsured adults [8]. 

Meanwhile, healthcare costs continue to rise, approaching one-fifth of the economy. In 

2018, national health expenditures reached $3.6 trillion, equivalent to 17.7% of GDP [9]. Gov-

ernment funding, including public programs, private insurance for government employees, 

and tax subsidies for private insurance, represented 64% of national health expenditures in 

2013, or 11% of GDP, more than total health expenditures in almost any other nation [10]. 

Higher costs in the US are due primarily to higher prices and administrative inefficiency, not 

higher utilization [11–13]. 

An oft-proposed alternative to the contemporary multi-payer system is single-payer, also 

referred to as Medicare for All. Key elements of single-payer include unified government or 

quasi-government financing, universal coverage with a single comprehensive benefit package, 

elimination of private insurers, and universal negotiation of provider reimbursement and drug 

prices. Single-payer as it has been proposed in the US has no or minimal cost sharing. Polled 

support for single-payer is near an all-time high, as high as two-thirds of Americans [14] and 

55% of physicians [15]. Two-thirds of Americans support providing universal health coverage 

through a national plan like Medicare for All as an extremely high priority for the incoming 

Congress [16]. However, support varies substantially according to how single-payer is 

described [17]. As of November 2019, there are 2 “Medicare for All Act of 2019” legislative 

proposals in the US Congress: Senate Bill 1129 and House of Representatives Bill 1384. 

Economic analyses are crucial for formally estimating the net cost of single-payer proposals. 

These models estimate how potential added costs of single-payer, due to increased utilization 

of services, compare with the savings induced by simplified payment administration, lower 

drug prices, and other factors. Such economic projections can shape plan design, contribute to 

policy discourse, and affect the viability of legislation. As single-payer proposals gain legislative 

traction, the importance of economic models rises. 

However, these analyses are complex and heterogeneous, making generalizations difficult. 

Findings vary across studies, from large “net savings” to “net costs,” as do modeling assump-

tions, such as the extent of administrative savings and presence or absence of drug price nego-

tiations. The diversity of findings contributes to political spin and fuels popular uncertainty 

over the anticipated costs of a single-payer healthcare system. For example, a 2018 study by 

Pollin et al. (Political Economy Research Institute) estimated that a national Medicare for All 

system would save $313 million in the first year of implementation, while a 2018 study by Bla-

hous (Mercatus Center) found that the same system would save $93 million in the first year, 

and a 2016 report from Holahan et al. (Urban Institute) suggested that a modified form of this 

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1003013 January 15, 2020 3 / 18 

https://doi.org/10.1371/journal.pmed.1003013


Projected costs of single-payer 

proposal, e.g., relying on private insurers, would increase costs [18–20]. Variation in single-

payer proposals and analytic approaches likely explains many of the differences in outcomes 

across studies, but no comparative review has been undertaken, to our knowledge. 

The goal of this study is to systematically review economic analyses of the cost of single-

payer proposals in the US (both national and state level), summarize results in a logical but 

accessible manner, examine the association of findings with plan features and with analytic 

methods, and, finally, examine the empirical evidence regarding key study assumptions. 

Methods 

Overview 

We specified in advance that we would extract and quantitatively compare increased costs due 

to utilization rises and savings due to administrative simplification, drug savings, and other 

factors. We searched for studies by examining existing lists, querying experts, and searching 

online. Ethics approval was not deemed to be necessary since all data were publicly available. 

All data are available in the original studies, which are listed in S1 Appendix. We included 

studies that examined insurance plans with essential single-payer features and that provided 

adequate technical detail on inputs and results. For these studies, we extracted information 

about plan features, analytic assumptions, and findings (costs due to higher utilization, savings 

of all types, and net costs; see Table A in S1 Appendix for definitions of terms). We expressed 

all estimates as a percentage of contemporaneous healthcare spending, to facilitate comparison 

across settings and time periods. We summarized study methods and findings graphically and 

analyzed associations between studies and spending estimates. 

Search 

We adopted a broad search strategy, reflecting our initial assessment (subsequently confirmed) 

that economic models of the cost of single-payer plans are not published in academic journals. 

We conducted all components of our search from June 1 to December 31 of 2018. 

We searched in PubMed, Google Scholar, and Google, using combinations of (“Single-

payer” OR “single-payer”) AND (“cost” OR “model” OR “economic” OR “cost-benefit”). We 

limited our Google search to 10 pages of results. We consulted existing lists maintained by 

Physicians for a National Health Program and Healthcare-NOW [21,22]. We asked a conve-

nience sample of 10 single-payer experts. We also searched the websites of leading advocacy 

and industry-sponsored groups in favor of single-payer reform (Physicians for a National 

Health Plan and Healthcare-NOW) and in opposition to single-payer reform (Partnership for 

America’s Health Care Future). Additional search details are provided in Table B in S1 Appen-

dix. A PRISMA flow diagram is provided in Fig 1. A PRISMA checklist can be found in 

Table G in S1 Appendix. 

Inclusion and exclusion 

“Single-payer” has a wide range of definitions, both in the US and internationally. We chose 

inclusion and exclusion criteria that were most consistent with single-payer plans that have 

been proposed in the US. For example, while some single-payer plans internationally have 

included private intermediaries within a unified payment system, US proposals have omitted a 

role for private insurers. Thus, we use private intermediaries as an exclusion criterion. Notably, 

recent healthcare proposals such as “Medicare Extra for All” would not meet our inclusion cri-

teria [23]. 
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Fig 1. PRISMA flow diagram. 

https://doi.org/10.1371/journal.pmed.1003013.g001 

Study inclusion required appropriateness of both the plan and the analysis. Specific inclu-

sion criteria for the plan were that (1) all legal residents are permanently covered for a standard 

comprehensive set of medically appropriate outpatient and inpatient medical services under 

one payer and (2) the payer is a not-for-profit government or quasi-government agency. Other 
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central single-payer features, such as providers being entirely in or out, uniform payments 

with no balance billing, and use of a drug formulary, are often unspecified and thus were 

assumed present (and thus not a basis for exclusion) unless explicitly omitted. Some plans 

include undocumented immigrants, and some exclude them. Exclusion criteria were (1) use of 

large cost-sharing measures such as deductibles (some US single-payer plans include small 

copays, e.g., $5–$10 for an outpatient visit, which was not considered grounds for exclusion) 

and (2) an explicit role for non-uniform payment levels (i.e., payments differing by patient), 

balance billing, multiple payment systems, multiple drug formularies, or private insurers or 

intermediaries. Importantly, we applied these criteria to the modeled plan, so models incorpo-

rating any of these features when analyzing an otherwise qualifying single-payer plan would be 

excluded. These excluded studies are listed in Table C in S1 Appendix. Finally, we excluded 12 

plans from 11 studies that met inclusion criteria but were redundant to newer studies of simi-

lar single-payer plans by the same analysis teams already included (Table D in S1 Appendix). 

Net savings from these excluded studies were similar to those from the included studies 

(Table E in S1 Appendix). 

For the analysis, all studies were required (1) to specify input assumptions and values based 

on transparent review of empirical evidence and (2) to report (a) increases in utilization and 

costs due to improved insurance/access, (b) savings due to simplified payment administration 

(a single payment process using one set of coverage and reimbursement rules), lower drug 

prices, and other specified reasons, and (c) total system costs and net costs of the single-payer 

plan. 

For this report, we did not require or consider financing (revenue) plans, which turn on an 

entirely different set of technical issues. We also did not seek analyses of broader economic 

effects, such as de-investing in the private insurance market or facilitation of labor mobility 

and start-ups through delinking of insurance and employment. Our analysis also omits long-

term effects on medical innovation. 

Studies were reviewed by at least 2 team members before finalizing inclusion or exclusion. 

Uncertain decisions (e.g., regarding adequacy of technical information or severity of deviation 

from the study definition of single-payer) were discussed with the entire team. 

Extraction 

We extracted the following information from each study: annual healthcare costs without sin-

gle-payer (specified for the year and setting, at the national or state level), initial-year annual 

cost under single-payer, cost increase due to utilization growth, and savings (from all sources 

and 4 specific categories: simplified payment administration, lowered costs for medications 

[and for durable medical equipment, if bundled together], reduced clinical inefficiency [i.e., 

unneeded procedures] and fraud, and a switch to Medicare payment rates, which are lower 

than private insurance rates). We did not report transition costs such as purchases of for-profit 

businesses and training (which were, in any case, rarely assessed), and no study quantified the 

costs of potential first-year implementation challenges. If available, we extracted longer term 

costs and savings, defined as costs or savings accumulated subsequent to the first year of imple-

mentation. We also extracted or calculated the utilization increase assumed for newly insured 

individuals. 

Each study was reviewed by 2 team members, and all study extractions were reviewed by 

the senior investigator (JGK), who requested refinements and further documentation for 

unclear or unexpected values. When we had questions due to omissions or ambiguity in the 

report, we attempted to contact study authors. We also sent them, when successfully located, a 

report draft for review. 
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Analysis 

We standardized all cost numbers to percentage of contemporaneous total health system costs, 

to allow for direct comparison across times and locations. This approach obviated the need for 

inflation adjustments. We standardized costs due to increased utilization as the increase in 

annual cost for the newly insured divided by the mean cost for the already insured. We exam-

ined results visually, ordered by year and by net cost (highest net cost to highest net savings). 

To assess the association of net cost with plan and analysis features (e.g., whether drug price 

reductions were considered), we used a visual method (color-coding analysis features). We 

also conducted univariate and multivariate linear regressions with net savings or cost as the 

outcome and with the following predictors: utilization increase, specific savings categories, 

type of funder organization, and type of analyst organization. In the multivariate analysis, we 

assigned dummy variables for missingness of the utilization predictor. 

Results 

Studies identified 

We reviewed 90 studies and included primary analyses of 22 single-payer plans from 18 stud-

ies, published between 1991 and 2018, including 8 national and 14 state-level plans (Massachu-

setts, California, Maryland, Vermont, Minnesota, Pennsylvania, New York, and Oregon). 

Included studies are listed in Table F in S1 Appendix. Analysis teams included US government 

agencies, business consultants and research organizations, and academics. Nine single-payer 

plans (from 6 studies) were excluded for the following reasons: age limits on single-payer, var-

ied benefits across individuals, balance billing, inclusion of private insurers or intermediaries 

in the plan or analysis, and lack of specification of assumptions regarding utilization and sav-

ings. Twelve studies were not reviewed because of duplication (same author, different state, 

earlier, n = 11) and age (1971, n = 1). 

Projected costs and savings 

Net cost or savings in the first year of single-payer operation varies from an increase of 7.2% of 

system costs to a reduction of 15.5% (Fig 2). The median finding was a net savings of 3.5% of 

system costs, and analyses of 19 of 22 plans found net savings. Net costs reflect the balance of 

added costs due to higher utilization (by eliminating uninsurance and in some studies also 

capturing the increase due to ending underinsurance) and savings (via payment simplification, 

lower drug prices, and other factors). Higher utilization increases costs by 2.0% to 19.3% 

(median 9.3%). Total savings range from 3.3% to 26.5% (median 12.1%). 

The cost increase due to expansion of insurance coverage varies due to the number of 

newly covered individuals and generosity of coverage benefits, but also reflects policy compo-

nents and expert assessment. For example, study estimates of increased utilization by newly 

covered individuals range from 25% to 80% of the costs for those already insured, reflecting 

varied assessments of uninsured individuals’ healthcare access and health status. Additionally, 

cost-control choices such as copays vary across plans. 

The mix of projected savings from single-payer shows both consistent and variable ele-

ments across studies (Fig 3). All studies estimate lower costs due to simplified payment admin-

istration, but vary in the size of these savings and in the inclusion and magnitude of other 

savings. Administrative savings vary from 1.2% to 16.4% (median 8.8%) of healthcare spend-

ing. Savings from lowered prices for medications and durable medical equipment are included 

in 12 models and range from 0.2% to 7.9%. Savings from reduced fraud and waste are included 

in 10 models and range from 0.4% to 5.0%. Savings due to a shift to Medicare payment rates 
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Fig 2. Net savings for single-payer in first year of implementation, sorted by net cost/savings. The median finding was savings (−3.46% of total 

health system costs), and analyses of 19 of 22 plans found net savings. 

https://doi.org/10.1371/journal.pmed.1003013.g002 

are included in 8 models and range from 1.4% to 10.0%. Over time, utilization increases are 

stable and projected savings grow, leading to larger estimates for potential savings. 

In the long term, projected net savings increase, due to a more tightly controlled rate of 

growth. For the 10 studies with projections for up to 11 years, each year resulted in a mean 

Fig 3. Costs versus savings for single-payer by category. Plans listed in order by year. Simplified payment administration was the greatest source of 

savings, for a median of 8.8%. 

https://doi.org/10.1371/journal.pmed.1003013.g003 
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Fig 4. Net costs or savings versus assumptions in plans and analyses, sorted by net costs/savings. The 3 models that found net costs in the first year 

(Hsiao 2011 Low Cost Sharing, CBO 1993 SP2, and White 2017) shared specific policy choices including low or no cost sharing (copays), rich benefit 

packages, and a lack of savings captured from reduced medication/medical equipment costs. 

https://doi.org/10.1371/journal.pmed.1003013.g004 

1.4% shift toward net savings (Text A and Figs A and B in S1 Appendix). At this rate, the 3 

studies that find net costs in the first year would achieve net savings by 10 years. 

Influence of plan and analysis features on findings 

Fig 4 presents net costs or savings alongside a color-coded summary of key plan features and 

model assumptions. The 3 of 22 models that found net costs in the first year shared specific 

policy choices including low or no cost sharing (copays), rich benefit packages, and a lack of 

savings predicted from reduced medication/medical equipment costs. Two of these models 

(Hsiao 2011 Low Cost Sharing and CBO 1993 SP2) are estimated for additional scenarios that 

yield net savings. 

We next assessed whether the inclusion of different analysis features (yes or no) was associ-

ated with net costs, based on univariate regressions (Fig 5). Cost sharing did not have a signifi-

cant association with net costs across all studies (2.0 points, 95% CI −3.1 to 7.1, p = 0.43); 11 of 

19 analyses showing net savings in the first year included no or low cost sharing in their plans. 

Similarly, the association between inclusion of undocumented individuals and net costs was 

not statistically significant (−2.7 points, 95% CI −7.8 to 2.4, p = 0.28). Inclusion of medication 

and equipment savings in the model was associated with lower net costs by 7.0 points (95% CI 

−11.1 to –3.0, p = 0.002), and inclusion of efficiency gains and fraud reduction was associated 

with lower net costs by 4.3 points but not significant (95% CI −9.1 to 0.6, p = 0.08). Inclusion 

of a shift to Medicare payment rates was not a strong predictor of net costs. We cannot assess 

the association between net costs and presence or absence of administrative savings in these 
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Fig 5. Net costs versus the inclusion of different analysis features. Each estimate comes from a separate linear 

regression of net costs and a binary predictor. Error bars represent 95% confidence intervals. 

https://doi.org/10.1371/journal.pmed.1003013.g005 

dichotomous analyses because all studies include these savings. The number of different analy-

sis features included in the model was also associated with lower net costs. For each additional 

analysis feature included, net costs were reduced by 2.3 points (95% CI –4.3 to –0.3, p = 0.02). 

In univariate regressions of net savings against the magnitude of inputs, several relation-

ships emerge (Fig 6). A 1-point increase in utilization rate was associated with higher net costs 

of 9.9 points; however, this relationship did not reach statistical significance (95% CI −6.3 to 

26.0, p = 0.22). In contrast, the magnitude of net savings was associated with higher savings in 

administrative costs (net cost −0.85 points, 95% CI −1.3 to −0.4, p = 0.01) and in medication 

and equipment costs (−1.79 points, 95% CI −2.43 to −1.16, p < 0.0001). Net savings were not 

strongly related to Medicare payment rates or efficiency gains/fraud reduction. 

In a multivariate regression (limited by small sample size), we found that net costs were 

associated with medication and equipment cost savings (−1.5 points, 95% CI −2.6 to −0.4, 

p = 0.01); other analysis features did not strongly predict net costs. Lower net costs were associ-

ated with funder type (left-leaning versus right-leaning: −6.7 points, 95% CI −11.5 to −1.8, 

p = 0.009) and analyst type (academic versus other: 7.6 points, 95% CI 0.4 to 14.9, p = 0.04) in 

bivariate regressions, but not in multivariate regressions, perhaps due to reduced precision 

due to the sample size. Tables H and I in S1 Appendix report the multivariate regression 

details. 

Discussion 

We identified 22 credible economic models of the cost of single-payer financing in the US, 

from a variety of government, business consultant, and academic organizations. We found 

that 19 (86%) predict net savings in the first year of operations, with a range from 7% higher 

net cost to 15% lower net cost. Increases in cost due to improved insurance coverage and thus 

higher utilization were 2% to 19%. Savings from simplified payment administration at insurers 

and providers, drug cost reductions, and other mechanisms ranged from 3% to 27%. The larg-

est net savings were for plans with reductions in drug costs. Net savings accumulate over time 
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Fig 6. Net cost (%) versus utilization rise and savings magnitude. (A) Utilization rate; (B) administrative savings; (C) 

medicine and equipment savings; (D) efficiency gains and fraud reduction; (E) Medicare payment rate. Each dot 

represents 1 model. The red lines represent linear regressions, with displayed results indicating the regression equation 

(including intercept and slope) and R2 (proportion of variation explained). The regression line for Medicare payment 

rate (E) was omitted due to the preponderance of 0 values (73%, or all but 6, of the 22 models). Higher utilization was 

associated with greater costs, whereas the magnitude of administrative and medication/equipment savings was 

associated with reduced net costs. 

https://doi.org/10.1371/journal.pmed.1003013.g006 

at an estimated 1.4% per year. Of note, we excluded 2 widely publicized studies [20,24], both of 

which found net costs, on the grounds that these studies made assumptions that included pri-

vate insurance intermediaries (i.e., not a single-payer) or lacked technical detail for evaluation. 

These analyses suggest that single-payer can save money, even in year 1, incorporating a 

wide range of assumptions about potential savings. More aggressive measures to realize cost 

reductions are projected to yield greater net savings. This implies that concerns about health 

system cost growth with single-payer may be misplaced, though costs to government are likely 

to grow as tax-based financing replaces private insurance premiums and out-of-pocket 

spending. 
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Empirical evidence for model assumptions 

The results of these economic models depend on input assumptions regarding the effect of sin-

gle-payer provisions. In particular, the magnitude of net savings reflects the quantitative effects 

of utilization rises due to increased insurance and savings strategies. Reasonable analysts may 

differ on these assumptions based on plan features, setting, and evidence available at the time 

of modeling. There is growing empirical evidence for each provision, which we review below. 

Utilization increases due to new and improved insurance drive the cost growth effects of 

single-payer. There is strong evidence over decades that the newly insured roughly double 

their healthcare utilization [25–27]. Medicaid expansion under the Affordable Care Act 

appears to demonstrate a mix of utilization effects [28,29]. Moreover, in a single-payer system, 

the newly insured may be younger and healthier than the already insured, meaning that utili-

zation may not increase to the levels of the already insured. Evidence on utilization increases 

for the underinsured are mixed [30–32]. Importantly, there is evidence that when uninsured 

individuals gain insurance, increases in utilization for the newly insured are balanced by 

slightly lower utilization for the already insured, due to supply-side constraints [33–35]. How-

ever, with a decrease in billing-related administrative burden for clinicians, a 10% or greater 

rise in physician clinical capacity may occur, which would accommodate additional care utili-

zation. Finally, increases in utilization for the uninsured and underinsured are likely to result 

in increased use of preventive services, which should lead to some future cost saving [25,36]. 

Simplified payment administration represents the largest type of savings from single-payer. 

There is very strong evidence that billing and insurance-related administrative burden is 

higher in the US than in Canada (which has single-payer) by 12%–15% of total healthcare 

costs [13]. The excess administrative costs are split roughly 50% at insurers and 50% at provid-

ers. Studies of hospitals find consistent large differences in administrative costs between the 

US and single-payer systems in Europe [37]. There is no direct evidence of ability to capture 

all of this excess, but solid empirical data from Canada and other Organisation for Economic 

Co-operation and Development (OECD) countries support the intuition that administrative 

costs would sharply decrease with elimination or streamlining of existing onerous payment 

processes. 

Lower drug spending is typically the second largest source of savings with single-payer, and 

predicts large net savings. The US Veterans Administration (VA) gets a 30% discount on pre-

scription medications compared to private Medicare Advantage Plans [38,39]. US per-capita 

drug spending exceeds that of any other country [38,39]. Drug prices are the primary driver of 

higher cost, with the US spending $1,011 annually per capita on prescription drugs compared 

to the OECD average of $422 [11]. 

Research estimates savings of 30% for diabetes drugs through use of drug formularies, due 

to medication choice and prices [40]. Drug companies argue that reducing prices will reduce 

research and innovation. However, many more expensive drugs offer limited medical benefits 

[38,41,42]. Further, drug firms often raise prices after recovering development costs. Research 

and development costs for 10 companies that launched new cancer agents were $9 billion, 

while revenue exceeded $67 billion [43]. Perhaps most tellingly, Fortune 500 drug companies 

had a mean profit reported in 2019 of 24% compared to 9% for all corporations [38,44,45]. 

Drug companies claim that if the entire health system gets the same discount as the VA, the 

discount levels will substantially decrease. However, if Medicare adopted the VA’s tighter drug 

formulary, the savings would be roughly $505 per capita annually [46]. Overall, there is strong 

evidence of the potential for a substantial reduction in drug costs, with magnitude likely a 

function of political choices and dynamics. A portion of these savings could also be realized if 

the government negotiated for lower drug prices in the existing Medicare program. 
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Reports estimate that up to 20%–40% of US healthcare spending is fraudulent or wasteful 

[47,48]. However, there is little evidence on how to avoid this spending. The Affordable Care 

Act set up accountable care organizations (ACOs), groups of healthcare providers responsible 

for a defined set of patients and contracting with a payer (usually Medicare) for a payment 

structure tied to performance metrics, in an effort to reduce costs. Recent ACO demonstration 

projects found minimal savings, potentially less than the cost of administering programs, lead-

ing to overall net 0 savings [49]. ACOs that are “two-sided” (using both penalties and shared 

savings) reduce service costs by a mean of 0.7% yet require on average about 2% costs to 

administer [50,51]. Overall, between 2013 and 2017, ACOs increased total costs to Medicare 

by 70 billion when bonuses were taken into account [52]. Recent analysis suggests modestly 

growing savings, in physician if not hospital groups, potentially more than administration 

costs [53,54]. Single-payer may facilitate efforts to reduce fraud and waste by providing com-

prehensive and consistent clinical encounter data within the single billing system (including 

diagnoses and services, as well as clinical outcomes). Thus, single-payer might bolster the mar-

ginally effective efforts in this area. Still, the evidence to support large reductions in waste and 

fraud is tenuous. Furthermore, a reliance on ACO incentive approaches (which require large 

patient panels and specific payment structures) could undermine desired features of a single-

payer program, such as free choice of provider, substantial use of fee-for-service billing in 

some plans, and hospital global budgeting. In light of these uncertainties, most economic mod-

els do not anticipate reductions in fraud or waste, and those that do generally assume only a 

modest reduction. 

Limitations 

Our analysis has several important limitations. First, the included economic studies varied in 

methodological rigor and quality of reporting, funding sources, political motivations, and 

amount of evidence cited to support claims. Although we tried to classify studies by major sin-

gle-payer and analysis characteristics, uncaptured variations may have added noise in the com-

parison. Relatedly, the diversity of plans under study did not allow for a formal meta-analysis, 

which is designed to integrate empirical evaluations of standardized interventions, especially 

using measures of association such as odds ratios. 

Second, we did not apply quality rating scores for the included economic studies. We found 

no quality rating scores for health system modeling, as existing scores are intended for evalua-

tion studies, empirical measurements of costs and effects, or decision analyses [55–57]. A qual-

ity rating system could be useful. Included studies all lacked sensitivity analyses, and the 

selection of the most appropriate data source for input values could be subjective. For example, 

studies varied in what percentage of savings could be achieved through simplification of pay-

ment administration. We are unaware of studies analyzing the effects of other key inputs, such 

as reductions in reimbursement rate. Future research is needed to assess the quality of single-

payer studies, analyze key model inputs, and analyze proposed ranges for sensitivity analyses. 

In terms of the potential for financial conflict of interest bias, we were reassured that a promi-

nent health business consultant (Lewin Group, with several included analyses), presumably 

with clients that stand to lose money with single-payer, nonetheless found net savings. 

Third, no single-payer system has been implemented in the US, due to lack of government 

approval even for demonstration projects. Thus, there is no domestic, large-scale empirical 

example to properly test the economic models. Much of the research on single-payer is based 

on evidence from single-payer nations such as Canada, Australia, and Taiwan. As reviewed 

above, US health systems that approximate single-payer, such as the VA, and other empirical 

studies provide support for model assumptions. Ultimately, our goal was not to compare cost 
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models with (nonexistent) empirical benchmarks, but to assess the consistency of inputs across 

models and with empirical evidence, and to characterize patterns in model findings. Assuming 

that US single-payer demonstrations are coming, economic models can be tested and refined. 

Until then, the relative consistency of existing models is the best evidence available. 

Fourth, our study was limited to proposals of single-payer as defined in the US, with a single 

(government) payer, and meeting specified criteria. Our results are not generalizable to multi-

payer “universal coverage” reforms, which would likely show substantially smaller savings and 

thus increases in net cost [58]. The Maryland all-payer model, for example, showed 2.7% sav-

ings after 3 years, a figure that is significantly lower than the average savings from single-payer 

systems we found in our review [59]. Multi-payer systems have higher costs in part due to 

increased cost shifting. Our analysis is not able to quantify precisely the effects of reduced cost 

sharing. A unified provider payment system, as opposed to a single-payer system, may accom-

plish substantial cost savings, but our analysis only considered the latter. Indeed, many OECD 

countries have a unified payment system with a standard benefits package, a single payment 

process, a single formulary, and not-for-profit insurers, which shares many features with “sin-

gle-payer.” Finally, despite the drawbacks of our narrow inclusion criteria, a benefit is that our 

results provide a clearer and more relevant assessment of the economic impact of a single-

payer system in the US. 

Fifth, in addition to saving costs, unified payment models such as single-payer have the 

potential to foster quality and efficient care through payment signals, as well as to monitor 

trends in care patterns via rapid access to highly standardized claims data. For example, in 

Japan’s unified payment system, price incentives are used to promote public health goals, such 

as increasing preventive care [60]. The use of price incentives to drive performance is common 

in high-income countries [61]. However, studies did not include this in their analysis, so we 

deemed it outside the scope of our study. 

Sixth, as with any review, our search period is time-limited, ending in December 2018. We 

are aware of 1 study in 2019 [62], but did not systematically search for other studies. We lim-

ited our Google searches to 10 pages. However, we never found a relevant study after page 2 of 

search results, increasing our confidence that a 10-page review was adequate. We will update 

this analysis in coming years. 

Finally, we examined only economic studies of system operating costs, in the first year and 

over time. We ignored one-time transition costs (in particular, purchase of for-profit entities, 

unemployment and pension benefits, and retraining of displaced workers). Informal review of 

existing evidence suggests that these costs are small in comparison to health system spending, 

which is 18% of the economy. We also did not examine financing, e.g., taxation strategies. 

These are important next steps. 

Policy implications 

This review highlights a high degree of analytic consensus that single-payer financing would 

result in a favorable outcome for system financial burden: efficiency savings exceed added 

costs. A net cost reduction of 3%–4% is likely initially, growing over time. Net savings would 

be expected to occur, if not immediately, certainly within a few years. However, maximizing 

performance and savings will require optimized implementation. Payment procedures 

must be as simple as in other countries, drug prices a substantial reduction from contempo-

rary levels, and comprehensive clinical data used in sophisticated ways to identify and 

reduce inappropriate care. The logical next step is real-world experimentation, including 

evaluation and refinement to minimize transition costs and achieve modeled performance 

in reality. 
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States Work to Make Individual Market 
Health Coverage More Affordable, But 
Long-Term Solutions Call for Federal 
Leadership 

January 15, 2020 | Justin Giovannelli, JoAnn Volk, and Kevin Lucia 

ABSTRACT 

• Issue: The individual health insurance markets of most states are stable but 
face ongoing challenges. Federal policies to promote limited-coverage products 
for sale outside the individual market, concerns about the affordability of 
comprehensive coverage, and uncertainty about the durability of the Affordable 
Care Act have put the onus on state policymakers from across the political 
spectrum to explore options for safeguarding and improving their residents’ 
coverage. 

• Goal: Understand actions states have taken to affect access to and affordability 
of comprehensive health coverage. 
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• Methods: Analysis of applicable laws, regulations, and guidance of the 50 states 
and the District of Columbia, as well as of relevant legislation proposed in these 
jurisdictions during the 2018 and 2019 legislative sessions. 

• Key Findings and Conclusions: Most states have adopted one or more policy 
initiatives designed to make comprehensive coverage more affordable, such as 
a reinsurance program, financial incentives for individuals to maintain coverage, 
or increased oversight of skimpy, short-term insurance products. However, most 
effective reforms will require a sustained and significant financial commitment 
that states may have difficulty securing. Lasting solutions are likely to require 
federal action. 

Background 

Though the Affordable Care Act (ACA) significantly changed how individual market 
health insurance is regulated, it preserved states’ power to implement policies 
designed to make that coverage more affordable. 1 Recent regulatory changes by 
the Trump administration to promote limited-benefit products not governed by 
ACA rules have provided states still more policy choices to consider. 2 

States have increasing reason to exercise this authority. Though most states’ 
individual markets are experiencing a second year of stability, premiums and cost-
sharing continue to impose significant financial burdens on many Americans. 3 The 
administration’s loosening of rules governing limited-benefit products did not just 
give states additional policymaking flexibility — it also exposed states’ insurance 
markets and consumers to substantial new risks that have drawn policymakers’ 
attention. Meanwhile, uncertainty about the durability of the ACA drags on; a 
federal lawsuit brought by Republican state officials and supported by the Trump 
administration seeks to have the courts strike down the ACA’s preexisting 
condition protections, premium subsidies, and Medicaid expansion.4 Together, 
these developments have challenged state lawmakers from across the political 
spectrum to explore options for safeguarding and improving residents’ coverage. 

In 2018, we examined what states had done to improve access to comprehensive 
individual market coverage in seven key policy areas over which they exercise 
authority.5 At that time, nearly half of states had adopted one or more policy 
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initiatives in these areas, such as a reinsurance program, financial incentives for 
individuals to maintain coverage, or increased oversight of skimpy, short-term 
insurance products.6 

This brief updates our analysis of state efforts to strengthen individual market 
coverage and finds that at least a dozen states have enacted legislation within the 
past year to make comprehensive coverage more affordable (Exhibit 1). 

Findings 

REINSURANCE: REDUCING PREMIUMS AND MARKET VOLATILITY 

The ACA’s temporary federal reinsurance program lowered premiums and 
stabilized markets between 2014 and 2016; premium hikes in the following year 
were attributable in part to the program’s end. 7 Though many state policymakers 
and stakeholders have urged that the program be reestablished, proposals to do 
so stalled in the last Congress.8 In the absence of federal action, a diverse group 
of states has moved ahead. In 2017 and 2018, seven states established their own 
reinsurance programs, funded in part through the ACA’s Section 1332 waiver 
program.9 These initiatives have lowered individual market premiums by an 
average of 20 percent, primarily benefiting consumers who are not eligible for 
federal subsidies and who bear the full brunt of premium increases. 10 During 2019, 
five additional states — Colorado, Delaware, Montana, North Dakota, and Rhode 
Island — secured approval to launch their own programs in 2020, while two 
others (Georgia and Pennsylvania) signaled they will seek federal sign-off for a 
reinsurance waiver for 2021 (Exhibit 2). 

 Add to ChartCart 

While waiver-supported reinsurance has become a fairly straightforward policy 
option, states have innovated with implementation and funding. In Colorado, 
policymakers structured the program to provide the greatest level of assistance to 
the geographic areas hardest hit by high premiums. The state also initially sought 
to fund the program by requiring hospitals to bring their reimbursement rates into 
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line with an external benchmark (i.e., Medicare plus a percentage). Because the 
Trump administration signaled it would not approve a waiver that included such a 
payment regulation, Colorado ultimately adopted alternative funding mechanisms, 
including an assessment on hospitals. In Pennsylvania, policymakers enacted 
bipartisan legislation that directs the state to assume control of its ACA 
marketplace from the federal government, operate it at a lower cost, and use the 
savings to cover the state’s share of reinsurance program funding. 

REQUIREMENTS TO MAINTAIN COVERAGE: BROADENING THE RISK 
POOL 

Since Congress eliminated the ACA’s tax penalty for individuals who fail to 
maintain coverage in the 2017 tax bill, at least 10 state legislatures weighed 
whether to adopt state versions of the individual mandate. Though politically 
divisive at the national level, these requirements help make markets more stable 
and premiums more affordable by expanding the risk pool. 11 A mandate also can 
give states flexibility to discourage individuals from switching between skimpy 
coverage products when healthy and comprehensive coverage when sick. For 

instance, a state can define the types of coverage that satisfy its mandate by 
excluding products, such as short-term plans and health care sharing ministries, 
which discriminate based on health status. Doing so may reduce the risk that such 
arrangements segment the market between healthy and sick, driving up costs and 
reducing plan choices for residents who need comprehensive coverage. 

Four states and the District of Columbia have now established tax penalties for 
people who can afford to maintain health coverage but choose not to (Exhibit 3). 12 

Taking advantage of the flexibility to craft the penalty to suit state needs, New 
Jersey and Rhode Island use revenue raised by the mandate to help fund their 
reinsurance programs, while California will use penalty dollars to provide greater 
financial assistance to people who buy coverage. In Maryland, efforts to pass an 
individual mandate foundered. As an alternative, the state adopted a program to 
facilitate enrollment by allowing uninsured tax filers to begin the process of 
signing up for ACA marketplace or Medicaid coverage by checking a box on their 
tax return.13 The new law also obligates state government to establish processes 
for implementing a tax penalty in the future and requires study of the issue. 
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COVERAGE SUBSIDIES: IMPROVING AFFORDABILITY 

The ACA’s premium and cost-sharing subsidies have helped make health insurance 
more affordable for millions of Americans. But there are funding and eligibility 
limits: the program provides substantially less generous assistance for those with 
incomes above 250 percent of the federal poverty level and phases out entirely at 
four times the threshold. This has meant that many people still face difficulty 
affording coverage.14 Accordingly, states have considered whether to provide 
additional help, by using state dollars to 1) increase the amount of assistance 
available to low- and middle-income individuals, for whom the current federal 
subsidy may be insufficient, and/or 2) offer subsidies to residents who are 
ineligible for federal assistance. 

In June 2019, California enacted a law that does both. Starting in 2020, the state 
began providing wraparound subsidies to individuals receiving ACA tax credits as 
well as financial assistance to residents whose incomes (between 400% and 600% 
of poverty) render them ineligible for the federal subsidy program (Exhibit 4). 15 

This measure is expected to make coverage more affordable for nearly a million 
Californians and, together with the state’s other reforms, newly insure more than 
200,000.16 
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STATE COVERAGE OPTIONS: INCREASING ACCESS, REDUCING COSTS 

Policymakers in states that have embraced the ACA increasingly have worked to 
develop a government-sponsored coverage option to achieve more affordable 
coverage, greater marketplace competition, and improved access to care. More 
than a dozen states considered whether to establish or study the implementation 
of a public option or a public coverage “buy-in” program during the most recent 
legislative session; five states have already published reports analyzing such 
proposals.17 

In May 2019, Washington became the first and only state to approve a public 
option (Exhibit 5). The Washington model — known as Cascade Care — is 
effectively a hybrid public–private coverage program in which the state will 
contract with private insurers to administer and sell standardized health plans on 
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the ACA marketplace. The public-option plans are intended to reduce health care 
costs by capping payments to providers at an average of 160 percent of Medicare 
rates. This benchmark pricing mechanism is expected to produce modestly lower 
plan premiums when the coverage becomes available in 2021, helping individual 
market consumers who are not eligible for coverage subsidies. Subsidized 
consumers also may benefit, because the plans will follow standardized designs 
that ease cost-sharing requirements for high-value care and, over time, increase 
plan competition because of the expanded risk pool. 

 Add to ChartCart 

STANDARD PLAN DESIGNS: PROMOTING VALUE-BASED CARE, 
HELPING CONSUMERS SHOP FOR COVERAGE 

The ACA requires all individual market health plans to cover broadly similar 
benefits, adhere to limits on cost-sharing, and fall within standard actuarial value 
tiers. This is in large part to ensure coverage meets consumers’ needs, but also to 
make it easier for consumers to understand and choose among their coverage 
options. Back when these protections were first implemented, six states and the 

District of Columbia decided to require plans to incorporate standardized cost-
sharing parameters, such as uniform deductibles and copayments for certain 
services (Exhibit 6).18 States hoped the standard designs would further improve 
consumers’ experiences by facilitating apples-to-apples comparisons of plans’ 
premiums, networks, and quality. Some policymakers also viewed standardization 
as an opportunity to ensure plans provide sufficient up-front value to enrollees by, 
for example, requiring that high-value services, such as primary care, not be 
subject to a deductible. 

Though initial attempts to operationalize standardized designs during the rollout 
of the ACA marketplaces seemed to have little effect on consumers’ shopping 
experiences, states have continued to refine their approaches. For its part, the 
federal government unveiled standard plan designs and shopping tools on 
HealthCare.gov in the fall of 2016 before a new administration changed course 
and eliminated the policy in 2018. 
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Still, cost-sharing standardization continues to attract state interest, particularly as 
a way of addressing affordability challenges and promoting high-value care. 
Washington became the eighth state to adopt this policy, making standard plan 
designs a pillar of its Cascade Care reforms. Meanwhile, Colorado policymakers 
also hope to implement standard plan designs as part of a public option program 
that the state’s legislature will consider in early 2020. 

 Add to ChartCart 

REGULATION OF NON-ACA-COMPLIANT COVERAGE: REDUCING 
MARKET SEGMENTATION AND CONSUMER CONFUSION 

Short-term, limited-duration insurance is exempt from the ACA’s reforms. These 
products can deny coverage, limit benefits, or charge a higher premium to 
consumers with a preexisting condition. Because of these limitations, healthy 
people who enroll generally incur a lower upfront cost than they would with 
unsubsidized ACA-compliant coverage. In 2018, the Trump administration relaxed 
federal regulations to allow these short-term products to have an initial term of 
364 days and, with renewal, last for up to 36 months.  

Since this change was announced, 12 states and the District of Columbia have 
strengthened consumer protections and set a tighter duration limit for short-term 
products (Exhibit 7). They have done so to guard against the likelihood that such 
plans will siphon healthy risks from their ACA markets, potentially raising prices 
and decreasing choice for those who remain, and to protect consumers from 
inadequate coverage and misinformation. Most of these states have limited the 
duration of these products so consumers may use them as a short-term coverage 
option and not a long-term replacement for comprehensive insurance. Some 
states also have required the plans to comply with additional consumer 
protections, cover specified benefits, or adhere to marketing restrictions. For 
example, Maine requires in-person sales to address concerns about online and 
phone sales, while Washington prohibits the sale of short-term products during 
the annual enrollment period for ACA plans. 19 California and Rhode Island have 
gone further and effectively ban short-term products, joining three states — 
Massachusetts, New York, and New Jersey — that prohibited the plans even before 

the federal rule change. In contrast, three states — Arizona, Indiana, and 
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Oklahoma — opted to embrace the opportunity to promote these skimpier 
products by revising state law to conform with the new, more permissive federal 
rule.20 
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Discussion 

The individual markets of most states are stable. Rates have continued to 
moderate and, in many places, decrease, while insurer participation on the 
marketplaces increased again in 2020. 21 Still, comprehensive coverage remains 
unaffordable for many and there is no indication that the federal government will 
implement policies to address this issue. To the contrary, the administration 
remains committed to policies likely to increase market segmentation, making 
comprehensive coverage more expensive. 

Against this backdrop, an increasing number of states have acted in ways likely to 
improve affordability and plan choice. In 2020, states will continue to pursue 
reinsurance, respond to the effects of skimpy coverage products on their health 
insurance markets, and study other states that have undertaken broader reforms 
to bring comprehensive coverage within reach of all residents. 

But there are limits to states’ authority and resources. While the Trump 
administration has encouraged federal waivers to promote skinny plans, it has 
made clear in agency guidance and the statements of high-ranking officials that 
such flexibility is not available for states interested in offering residents a public 
coverage option. Meanwhile, many effective state reforms will require a sustained 
and significant financial investment. California’s groundbreaking efforts to improve 
coverage likely will cost more than $400 million. While the cost of other states’ 
reforms will not likely approach this magnitude, state budgetary constraints make 
financing coverage improvements difficult in many places. Lasting solutions are 
likely to require federal commitment. 
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The Coverage Gap: Uninsured Poor Adults in 
States that Do Not Expand Medicaid 
Rachel Garfield, Kendal Orgera, and Anthony Damico 

While millions of people have gained coverage through the expansion of Medicaid under the Affordable 
Care Act (ACA), state decisions not to implement the expansion leave many without an affordable 
coverage option. Under the ACA, Medicaid eligibility is extended to nearly all low-income individuals with 
incomes at or below 138 percent of poverty ($17,236 for an individual in 20191). This expansion fills in 
historical gaps in Medicaid eligibility for adults and was envisioned as the vehicle for extending insurance 
coverage to low-income individuals, with premium tax credits for Marketplace coverage serving as the 
vehicle for covering people with moderate incomes. While the Medicaid expansion was intended to be 
national, the June 2012 Supreme Court ruling essentially made it optional for states. As of January 2020, 
14 states had not expanded their programs.2 

Medicaid eligibility for adults in states that did not expand their programs is quite limited: the median 
income limit for parents in these states is just 40% of poverty, or an annual income of $8,532 for a family 
of three in 2019, and in nearly all states not expanding, childless adults remain ineligible.3 Further, 
because the ACA envisioned low-income people receiving coverage through Medicaid, it does not 
provide financial assistance to people below poverty for other coverage options. As a result, in states that 
do not expand Medicaid, many adults, including all childless adults, fall into a “coverage gap” of having 
incomes above Medicaid eligibility limits but below the poverty level, which is the lower limit for 
Marketplace premium tax credits (Figure 1). 

This brief presents estimates of the number of people in non-expansion states who could be reached by 
Medicaid if their states adopted the expansion, and discusses the implications of them being left out of 
ACA coverage expansions. An overview of the methodology underlying the analysis can be found in the 
Data and Methods, and more detail is available in the Technical Appendices. 

https://www.kff.org/report-section/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid-data-and-methods
https://www.kff.org/report-section/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid-appendix-a-household-construction/


 
 
 

 

     

 

    
 

 
   

 
   

   

   
   

   
    

  
    

 

 

 

Figure 1

Gap in Coverage for Adults in States that Do Not Expand 
Medicaid Under the ACA
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How Many Uninsured People Who Could Have Been 
Eligible for Medicaid Are in the Coverage Gap? 
Nationally, more than two million4 poor uninsured adults fall into the “coverage gap” that results from state 
decisions not to expand Medicaid (Table 1), meaning their income is above current Medicaid eligibility but 
below the lower limit for Marketplace premium tax credits. These individuals would be eligible for 
Medicaid had their state chosen to expand coverage. Reflecting limits on Medicaid eligibility outside ACA 
pathways, most people in the coverage gap (76%) are adults without dependent children.5 

Adults left in the coverage gap are spread across the states not expanding their Medicaid programs but 
are concentrated in states with the largest uninsured populations. A third of people in the coverage gap 
reside in Texas, which has both a large uninsured population and very limited Medicaid eligibility (Figure 
2). Seventeen percent live in Florida, eleven percent in Georgia, and eight percent in North Carolina. 
There are no uninsured adults in the coverage gap in Wisconsin because the state is providing Medicaid 
eligibility to adults up to the poverty level under a Medicaid waiver. 
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The geographic distribution of the population in the coverage gap reflects both population distribution and 
regional variation in state take-up of the ACA Medicaid expansion. The South has relatively higher 
numbers of poor uninsured adults than in other regions, has higher uninsured rates and more limited 
Medicaid eligibility than other regions, and accounts for the majority (9 out of 14) of states that opted not 
to expand Medicaid.6 As a result, more than nine in ten people in the coverage gap reside in the South 
(Figure 2). 

Figure 2

TX
33%

FL
17%GA

11%

NC
8%

Other Non-
Expansion 

States
31%

South
92%

Midwest
7%

West <1%

NOTE: Totals may not sum due to rounding. There are no individuals in the coverage gap in the Northeast as all states in the Northeast expanded Medicaid.  
SOURCE: KFF analysis based on 2019 Medicaid eligibility levels and 2018 American Community Survey. 

Distribution of Adults in the Coverage Gap, by State and 
Region, 2018

Total = 2.3 Million in the Coverage Gap
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What Would Happen if All States Expanded Medicaid? 
If states that are currently not expanding their programs adopt the Medicaid expansion, all of the 2.3 
million adults in the coverage gap would gain Medicaid eligibility. In addition, 2.1 million uninsured adults 
with incomes between 100 and 138% of poverty7 (most of whom are currently eligible for Marketplace 
coverage) would also gain Medicaid eligibility (Figure 3 and Table 1). Though most of these adults are 
eligible for substantial tax credits to purchase Marketplace coverage,8 Medicaid coverage would likely 
provide more comprehensive benefits and lower premiums or cost-sharing than they would face under 
Marketplace coverage. For example, research from early implementation of the ACA showed that 
coverage of behavioral health services, prescription drugs, rehabilitative and habilitative services, and 
long-term services and supports may be more limited in the Marketplace compared to Medicaid.9,10 In 
addition, research examining the population with incomes between 100-138% FPL in expansion and non-
expansion states finds that Medicaid expansion coverage produced far greater reductions than 
subsidized Marketplace coverage in average total out-of-pocket spending, average out-of-pocket 
premium spending, and average cost-sharing spending.11 

Figure 3

Currently Eligible 
for Medicaid 

0.4 Million (9%)

Currently in the 
Coverage Gap 

2.3 Million (48%)

Currently Eligible for 
Marketplace Coverage

2.1 Million (43%)

NOTE: Total may not sum to 100% due to rounding. The "100%-138% FPL" category presented here uses a Marketplace eligibility determination for the lower 
bound (100% FPL) and a Medicaid eligibility determination for the upper bound (138% FPL) in order to appropriately isolate individuals within the range of potential 
Medicaid expansions but also with sufficient resources to avoid the coverage gap.
SOURCE: KFF analysis based on 2019 Medicaid eligibility levels and 2018 American Community Survey. 

Nonelderly Uninsured Adults in Non-Expansion States Who 
Would Be Eligible for Medicaid if Their States Expanded, 2018

Income Between 
Medicaid Eligibility 

& 100% FPL

Income Between 
100%-138% FPL

Income Below 
Current Medicaid 

Eligibility

Total = 4.8 Million Nonelderly Uninsured Adults

A smaller number (about 418,000) of uninsured adults in non-expansion states are already eligible for 
Medicaid under eligibility pathways in place before the ACA. If all states expanded Medicaid, those in the 
coverage gap and those who are instead eligible for Marketplace coverage would bring the number of 
nonelderly uninsured adults eligible for Medicaid to more than 4.8 million people in the fourteen current 
non-expansion states. The potential scope of Medicaid varies by state (Table 1). 
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Discussion 
The ACA Medicaid expansion was designed to address the high uninsured rates among low-income 
adults, providing a coverage option for people with limited access to employer coverage and limited 
income to purchase coverage on their own. In states that expanded Medicaid, millions of people gained 
coverage, and the uninsured rate dropped significantly as a result of the expansion.12 However, with 
many states opting not to implement the Medicaid expansion, millions of uninsured adults remain outside 
the reach of the ACA and continue to have limited options for affordable health coverage. From 2017 to 
2018, non-expansion states saw a significant increase in their uninsured rate, while expansion states did 

13not. 

By definition, people in the coverage gap have limited family income and live below the poverty level. 
They are likely in families employed in very low-wage jobs, employed part-time, or with a fragile or 
unpredictable connection to the workforce. Given limited offer rates of employer-based coverage for 
employees with these work characteristics, it is likely that they will continue to fall between the cracks in 
the employer-based system. 

It is unlikely that people who fall into the coverage gap will be able to afford ACA coverage, as they are 
not eligible for premium subsidies: in 2020, the national average unsubsidized premium for a 40-year-old 
non-smoking individual purchasing coverage through the Marketplace was $442 per month for the lowest-
cost silver plan and $331 per month for a bronze plan,14 which equates to nearly eighty percent of income 
for those at the lower income range of people in the gap (below 40% FPL) and nearly a third of income for 
those at the higher income range of people in the gap. 

If they remain uninsured, adults in the coverage gap are likely to face barriers to needed health services 
or, if they do require and receive medical care, potentially serious financial consequences. While the 
safety net of clinics and hospitals that has traditionally served the uninsured population will continue to be 
an important source of care for the remaining uninsured under the ACA, this system has been stretched 
in recent years due to increasing demand and limited resources. 

Most people in the coverage gap live in the South, leading state decisions about Medicaid expansion to 
exacerbate geographic disparities in health coverage. In addition, because several states that have not 
expanded Medicaid have large populations of people of color, state decisions not to expand their 
programs disproportionately affect people of color, particularly Black Americans.15 As a result, state 
decisions about whether to expand Medicaid have implications for efforts to address disparities in health 
coverage, access, and outcomes among people of color. 

There is no deadline for states to opt to expand Medicaid under the ACA, and debate continues in some 
states about whether to expand. For example, legislatures in Kansas and Wyoming are likely to take up 
the issue in the upcoming 2020 session.16 Further, initiatives in several states, including Missouri, 
Oklahoma, and South Dakota, may put the question of Medicaid expansion on the ballot in upcoming 
elections. The three states (Idaho, Nebraska, and Utah) that adopted the Medicaid expansion via ballot 
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initiative in the November 2018 election all plan to implement expansion in 2020 with state Medicaid 
waiver proposals that condition the scope and structure of expansion. The Trump Administration has 
indicated to states that it is open to these types of proposals, which may lead additional states to consider 
extending coverage. However, some proposed waivers that could expand coverage for some people in 
the coverage gap also place new restrictions or requirements on that coverage.17 Thus, it is uncertain 
what insurance options, if any, adults in the coverage gap may have in the future, and these adults are 
likely to remain uninsured without policy action to develop affordable coverage options. 

Table 1: Uninsured Adults in Non Expansion States Who Would Be Eligible for Medicaid if Their 
States Expanded, by Current Eligibility for Coverage, 2018 

State Total 
Currently 

Eligible for 
Medicaid 

Currently in the 
Coverage Gap 
(<100% FPL) 

Currently May Be Eligible 
for Marketplace Coverage 

(100%-138% FPL**) 
All States Not 
Expanding Medicaid 4,850,000 418,000 2,324,000 2,108,000 

Alabama 242,000 17,000 134,000 91,000 
Florida 846,000 42,000 391,000 414,000 
Georgia 518,000 44,000 255,000 219,000 
Kansas 87,000 7,000 40,000 40,000 
Mississippi 186,000 16,000 100,000 70,000 
Missouri 217,000 13,000 113,000 92,000 
North Carolina 389,000 32,000 194,000 163,000 
Oklahoma 197,000 20,000 95,000 82,000 
South Carolina 214,000 20,000 101,000 93,000 
South Dakota 35,000 5,000 14,000 16,000 
Tennessee 260,000 39,000 117,000 103,000 
Texas 1,553,000 99,000 761,000 693,000 
Wisconsin* 88,000 64,000 0 24,000 
Wyoming 18,000 N/A 9,000 7,000 
NOTES: * Wisconsin provides Medicaid eligibility to adults up the poverty level under a Medicaid waiver. 
As a result, there is no one in the coverage gap in Wisconsin. ** The “100%-138% FPL” category 
presented here uses a Marketplace eligibility determination for the lower bound (100% FPL) and a 
Medicaid eligibility determination for the upper bound (138% FPL) in order to appropriately isolate 
individuals within the range of potential Medicaid expansions but also with sufficient resources to avoid 
the coverage gap. Totals may not sum due to rounding. N/A: Sample size too small for reliable estimate. 
SOURCE: KFF analysis based on 2019 Medicaid eligibility levels and 2018 American Community 
Survey. 

The Coverage Gap: Uninsured Poor Adults in States that Do Not Expand Medicaid 

6 

http:coverage.17


 
 
 

 

 
   

  
  

 

 
  

  
 

   
       

     
   

 
      

      
      

  
 
     

  
  

  
 

    
  

  
  

  

  
   

   
       

   
  

Data and Methods 
This analysis uses data from the 2018 American Community Survey (ACS). The ACS provides 
socioeconomic and demographic information for the United States population and specific 
subpopulations. Importantly, the ACS provides detailed data on families and households, which we use to 
determine income and household composition for ACA eligibility purposes. 

Medicaid and Marketplaces have different rules about household composition and income for eligibility. 
The ACS questionnaire captures the relationship between each household resident and one household 
reference person, but not necessarily each individual to all others. Therefore, prior to estimating eligibility, 
we implement a series of logical rules based on each person's relationship to that household reference 
person in order to estimate the person-to-person relationships of all individuals within a respondent 
household to one another. We then assess income eligibility for both Medicaid and Marketplace subsidies 
by grouping individuals into household insurance units (HIUs) and calculate HIU income using the rules 
for each program. For more detail on how we construct person-to-person relationships, aggregate 
Medicaid and Marketplace households, and then count income, see the detailed Technical Appendix A. 

Undocumented immigrants are ineligible for federally-funded Medicaid and Marketplace coverage. Since 
ACS data do not directly indicate whether an immigrant is lawfully present, we draw on the methods 
underlying the 2013 analysis by the State Health Access Data Assistance Center (SHADAC) and the 
recommendations made by Van Hook et. al.18,19 This approach uses the Survey of Income and Program 
Participation (SIPP) to develop a model that predicts immigration status; it then applies the model to ACS, 
controlling to state-level estimates of total undocumented population from Pew Research Center. For 
more detail on the immigration imputation used in this analysis, see the Technical Appendix B. 

Individuals in tax-filing units with access to an affordable offer of Employer-Sponsored Insurance (ESI) 
are still potentially MAGI-eligible for Medicaid coverage, but they are ineligible for advance premium tax 
credits in the Health Insurance Exchanges. Since ACS data do not designate policyholders of 
employment-based coverage nor indicate whether workers hold an offer of ESI, we developed a model 
that predicts both the policyholder and the offer of ESI based on the Current Population Survey (CPS). 
Additionally, for families with a Marketplace eligibility level below 250% FPL, we assume any reported 
worker offer does not meet affordability requirements and therefore does not disqualify the family from 
Tax Credit eligibility on the Exchanges. For more detail on the offer imputation used in this analysis, see 
the Technical Appendix C. 

As of January 2014, Medicaid financial eligibility for most nonelderly adults is based on modified adjusted 
gross income (MAGI). To determine whether each individual is eligible for Medicaid, we use each state’s 

reported eligibility levels as of January 1, 2019, updated to reflect state Medicaid expansion decisions as 
of January 2020 and 2018 Federal Poverty Levels.20 Some nonelderly adults with incomes above MAGI 
levels may be eligible for Medicaid through other pathways; however, we only assess eligibility through 
the MAGI pathway.21 
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An individual’s income is likely to fluctuate throughout the year, impacting his or her eligibility for 
Medicaid. Our estimates are based on annual income and thus represent a snapshot of the number of 
people in the coverage gap at a given point in time. Over the course of the year, a larger number of 
people are likely to move and out of the coverage gap as their income fluctuates. 

Starting with our of estimates of ACA eligibility in 2017, we transferred our core modeling approach from 
relying on the Current Population Survey (CPS) Annual Social and Economic Supplement (ASEC) to the 
American Community Survey (ACS). ACS includes a 1% sample of the US population and allows for 
precise state-level estimates as well as longer trend analyses. Since our methodology excludes a small 
number of individuals whose poverty status could not be determined, our ACS-based population totals 
appear slightly below CPS-based totals and some ACS population totals published by the Census 
Bureau. This difference is in large part attributable to students who reside in college dormitories. 
Comparing the two survey designs, CPS counts more of these individuals in the household of their 
parent(s) than ACS does. 
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BACKGROUND 
There is widespread interest in programs aiming to reduce spending and improve 
health care quality among “superutilizers,” patients with very high use of health care 
services. The “hotspotting” program created by the Camden Coalition of Healthcare 
Providers (hereafter, the Coalition) has received national attention as a promising 
superutilizer intervention and has been expanded to cities around the country. In 
the months after hospital discharge, a team of nurses, social workers, and commu-
nity health workers visits enrolled patients to coordinate outpatient care and link 
them with social services. 

METHODS 
We randomly assigned 800 hospitalized patients with medically and socially complex 
conditions, all with at least one additional hospitalization in the preceding 6 months, 
to the Coalition’s care-transition program or to usual care. The primary outcome 
was hospital readmission within 180 days after discharge. 

RESULTS 
The 180-day readmission rate was 62.3% in the intervention group and 61.7% in the 
control group. The adjusted between-group difference was not significant (0.82 
percentage points; 95% confidence interval, −5.97 to 7.61). In contrast, a comparison 
of the intervention-group admissions during the 6 months before and after enroll-
ment misleadingly suggested a 38-percentage-point decline in admissions related to 
the intervention because the comparison did not account for the similar decline in 
the control group. 

CONCLUSIONS 
In this randomized, controlled trial involving patients with very high use of health 
care services, readmission rates were not lower among patients randomly assigned 
to the Coalition’s program than among those who received usual care. (Funded by the 
National Institute on Aging and others; ClinicalTrials.gov number, NCT02090426; 
American Economic Association registry number, AEARCTR-0000329.) 
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Health care spending in the Unit-
ed States is heavily concentrated, with 5% 
of the population accounting for 50% of 

annual spending and 1% accounting for almost 
a quarter of annual spending.1 There is therefore 
substantial interest in interventions that can reduce 
spending and improve health care quality by tar-
geting “superutilizers” of the health care system. 
Such programs have received considerable positive 
attention from the media2-7 as well as support from 
the federal government.8,9 

Since being profiled in Atul Gawande’s semi-
nal New Yorker article, “The Hot Spotters,”10 the 
program created by the Camden Coalition of 
Healthcare Providers (hereafter, the Coalition) has 
been a flagship example of a promising super-
utilizer program. The Coalition’s Camden Core 
Model uses real-time data on hospital admissions 
to identify patients who are superutilizers, an 
approach referred to as “hotspotting.” Focusing 
on patients with chronic conditions and complex 
needs, and starting with the premise that navi-
gation of the standard system is difficult for these 
patients, the program uses an intensive, face-to-
face care model to engage patients and connect 
them with appropriate medical care, government 
benefits, and community services, with the aim 
of improving their health and reducing unneces-
sary health care utilization. 

The program has been heralded as a promis-
ing, data-driven, relationship-based, intensive care 
management program for superutilizers, and fed-
eral funding has expanded versions of the model 
for use in cities other than Camden, New Jersey.7-16 

To date, however, the only evidence of its effect 
is an analysis of the health care spending of 36 
patients before and after the intervention17 and 
an evaluation of four expansion sites in which 
propensity-score matching was used to compare 
the outcomes for 149 program patients with out-
comes for controls.18 More broadly, there are a 
number of promising observational studies of 
other superutilizer programs.12,17,19-21 However, 
regression to the mean — the tendency for pa-
tients selected for the exceptionally high cost of 
their care at a moment in time to move closer to 
average cost over time — may bias observational 
studies of superutilizer programs toward spuri-
ous results.22,23 

Although there is limited rigorous evidence of 
the effectiveness of superutilizer programs, several 
randomized trials of care-transition programs

which, like the Camden Core Model, start with 
patients in the hospital and work with them af-
ter discharge — have shown substantially reduced 
readmissions.24-29 However, the Camden Core 
Model targets a much more heterogeneous pop-
ulation with greater social and medical com-
plexity and substantially higher health care uti-
lization. Therefore, the Coalition partnered with 
investigators to design a prospective, randomized 
evaluation of this nationally recognized program. 

Me thods 

Trial Design 

This investigator-initiated, randomized, controlled 
trial was approved by institutional review boards 
at Cooper University Hospital, the National Bureau 
of Economic Research, Kennedy Health, and Our 
Lady of Lourdes Medical Center. The trial proto-
col, available with the full text of this article at 
NEJM.org, and planned analyses were publicly 
prespecified in March 2014 in consultation with 
Dr. Jeffrey Brenner, then director of the Coali-
tion. Minor departures from the plan developed 
before analysis are described in the Supplemen-
tary Appendix, available at NEJM.org. The Coali-
tion staff implemented the protocol and adminis-
tered the intervention for patients in the treatment 
group but were unaware of the results until the 
trial was completed. 

Program 
Eligibility 

The Camden Core Model is a care-transition pro-
gram designed to improve patient health and re-
duce hospital use among some of the least healthy 
and most vulnerable adults in the United States. 
Eligibility for trial participation was limited to 
adults 18 to 80 years of age living in Camden, New 
Jersey, which is one of the most economically de-
pressed cities in the country and has a high rate of 
violent crime10; in 2017, 37% of Camden residents 
lived below the poverty line as compared with 
15% of persons in the United States overall.30 

The intervention targeted superutilizers of the 
health care system — persons with medically and 
socially complex needs who have frequent hospi-
tal admissions. The inclusion criteria were at least 
one hospital admission at any of four Camden-
area hospital systems in the 6 months before the 
index admission, when patients were enrolled; at 
least two chronic conditions; and at least two of 
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the following traits or conditions: use of at least 
five active outpatient medications, difficulty ac-
cessing services, lack of social support, a coexist-
ing mental health condition, an active drug habit, 
and homelessness. Patients were excluded if they 
were uninsured, had cognitive impairment, or 
were receiving oncologic care or had been admit-
ted for a surgical procedure for an acute health 
problem, for mental health care (with no coex-
isting physical health conditions), or for compli-
cations of a progressive chronic disease for which 
limited treatments were available. The eligible 
population composed less than 0.5% of the Cam-
den population but accounted for 11% of the city’s 
hospital expenditures (see the Supplementary Ap-
pendix). 

Intervention 
The time-limited intervention had intensive clin-
ical and social components. Patients were en-
rolled while in the hospital. Once they returned 
home, patients worked with a multidisciplinary 
team that included registered nurses, social work-
ers, licensed practical nurses, community health 
workers, and health coaches. The team conducted 
home visits, scheduled and accompanied patients 
to initial primary and specialty care visits, coor-
dinated follow-up care and medication manage-
ment, measured blood pressure and blood sugar 
levels, coached patients in disease-specific self-
care, and helped patients apply for social services 
and appropriate behavioral health programs. The 
intervention contained many characteristics con-
sidered important for successful care-transition 
programs for high-cost, high-need patients.31,32 

The Supplementary Appendix includes more de-
tails on the intervention. 

The control group received usual postdischarge 
care, which may have included home health care 
services or other forms of outreach. We were un-
able to measure the postdischarge services received 
by the control group. 

Recruitment and Randomization 

Recruitment took place at Cooper University Hos-
pital and Our Lady of Lourdes Hospital. Using the 
Camden Coalition Health Information Exchange 
database — which provided daily updates from 
hospital electronic medical records at these hos-
pitals and the Virtua Health System and the Ken-
nedy Health System (as of July 2014) — staff se-
lected potentially eligible patients, who formed 

the triaged population. A Coalition recruiter ap-
proached these patients in the hospital, confirmed 
their eligibility, obtained written informed con-
sent, and conducted a baseline survey. The re-
cruiter then used a tamper-proof and externally 
recorded randomization process to assign treat-
ment or control status and informed the patient 
of the assignment. All patients who completed the 
baseline survey were compensated with $20 for 
their time. Details regarding recruitment and 
randomization are available in the Supplementary 
Appendix. 

The trial population was enrolled from June 2, 
2014, through September 13, 2017. Of the 1520 
patients triaged, recruiters deemed 1442 eligible 
for participation; 809 patients consented, and 
half were randomly assigned to treatment. Sub-
sequently, 5 of the 809 patients were excluded at 
their request; the last 4 patients enrolled were 
excluded in order to reach the target trial popu-
lation of 800 (Fig. 1). 

Data Sources 

The primary data were hospital discharge data 
collected through March 31, 2018, from the four 
Camden hospital systems; these accounted for 
98% of New Jersey hospital discharges of Cam-
den residents (see the Supplementary Appendix). 
The discharge data contained admission and dis-
charge dates, diagnoses, discharge destination, 
charges and payments received, and patients’ iden-
tifying information. 

We supplemented these data with data from 
several other sources. The Camden Coalition 
Health Information Exchange database contained 
additional demographic information and a record 
of the patient’s index admission (where recruit-
ment occurred). We matched 782 of the patients 
(98%) in the trial to the discharge record for their 
index admission; match rates were balanced be-
tween the treatment group (98.5%) and the con-
trol group (97.0%). The baseline survey provided 
additional socioeconomic information on patients. 
The Coalition recorded staff contacts with patients 
in the treatment group. Administrative data from 
the state of New Jersey provided information on 
social services received by trial participants (spe-
cifically, the Supplemental Nutrition Assistance 
Program, Temporary Assistance for Needy Fami-
lies, and General Assistance), and the National 
Death Index provided mortality data. (See the 
Supplementary Appendix for additional details.) 
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 1442 Were eligible 

1520 Patients were triaged 

78 Were not eligible 

800 Were incl ded in trial pop lation 
and  nderwent randomization 

9 Consented b t were excl ded 

809 Consented to participation 

633 Did not provide consent 
127 Declined to participate 
427 Gave soft decline 
79 Were  nable to provide consent 

399 Were assigned to treatment gro p 401 Were assigned to control gro p 

6 Had data that did not 
match discharge data 

12 Had data that did not 
match discharge data 

393 Had data that matched discharge data 389 Had data that matched discharge data 

782 Were incl ded in analysis sample 
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Health Care Hotspotting 

Figure 1. Screening, Randomization, and Analysis. 

Data are from the Camden Coalition Health Information Exchange. Patients who declined to participate explicitly 
said “no” to the offer of randomization. Patients who gave a soft decline did not provide consent when approached 
but did not decline to participate and could be approached again during future hospitalizations if they were other-
wise eligible. Patients who were unable to provide consent were either discharged or died before they could be 
reached or were unable to consent for reasons such as being asleep. Patients who consented but were excluded in-
cluded 5 patients who consented and later asked to be removed from the trial and the last 4 patients enrolled in the 
trial who were excluded to keep the trial population at the target of 800 patients. For patients in the trial population 
to be included in the analysis sample, a record of their index admission had to have been found in the hospital dis-
charge data. Further information is provided in the Supplementary Appendix.

Outcomes portion of patients with two or more readmissions, 
The primary outcome was readmission within hospital days, charges, payments received, and 
180 days after hospital discharge. Secondary out- mortality — all measured 180 days after dis-
comes were the number of readmissions, the pro- charge — as well as readmission rates at shorter 
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and longer time horizons. We also analyzed the 
primary outcome according to prespecified sub-
groups. With the exception of receipt of social 
services and mortality, all outcomes were based 
on hospital discharge data. 

Statistical Analysis 

We used linear regressions to compare outcomes 
for patients in the treatment and control groups. 
To increase precision, we included prespecified 
covariates for age (with patients grouped in 5-year 
increments), sex, indicators for non-Hispanic black 

and Hispanic origin, and measures of health care 
utilization less than 6 months and 7 to 12 months 
before the index admission. We also report dif-
ferences in means for patients in the treatment 
and control groups without adjustment for co-
variates. We conducted a sensitivity analysis with 
the use of multiple imputation to account for 
missing outcome data for 18 patients who could 
not be matched to the discharge record for their 
index admission.33 

Initially, we determined that a population of 
800 would provide 80% power to detect a de-
crease of 9 percentage points in the 180-day re-
admission rate (at a t wo-sided significance level 
of 0.05). Subsequently, data from the actual study 
population — whose readmission rate was twice 
what we had assumed — indicated power to 
detect a decline of 9.6 percentage points in the 
primary outcome (see the Supplementary Appen-
dix). There was no prespecified plan to adjust for 
multiple comparisons; therefore, we report P val-
ues only for the primary outcome and report 
95% confidence intervals without P values for all 
secondary outcomes. The confidence intervals have 
not been adjusted for multiple comparisons, and 
inferences drawn from them may not be repro-
ducible. 

R esult s 

Trial Population 

The trial population averaged 1.8 hospital admis-
sions in the 6 months before the index admission 
(Table 1) as compared with less than 0.1 admis-
sions in the general adult Camden population (see 
the Supplementary Appendix). The trial population 
was 50% male; 40% were younger than 55 years 
of age and 30% were older than 65 years of age; 
55% were non-Hispanic black, 30% were His-
panic, and 15% were non-Hispanic white. Our 
prespecified covariates were balanced between 
the treatment and control groups (Table S2). 

Tables S1 and S2 in the Supplementary Ap-
pendix show that three quarters of the trial popu-
lation were unmarried, one half did not have a 
high school diploma, and three fifths reported 
needing help with mobility. Nearly the entire popu-
lation (95%) was not employed, and 40% received 
a diagnosis of substance abuse during the index 
admission. Medicare was the primary payer for 
48% of the trial population, and Medicaid was 
the primary payer for 45% of the population. 

Characteristic 
Overall 

(N=782) 
Treatment 
(N= 393) 

Control 
(N= 389) 

Age at index admission (%) 

≤44 yr 17.1 16.0 18.3 

45–64 yr 55.4 55.0 55.8 

≥65 yr 27.5 29.0 26.0 

Race or ethnic group (%) 

Non-Hispanic black 54.9 57.8 51.9 

Hispanic 29.5 26.7 32.4 

Non-Hispanic white 15.1 14.8 15.4 

Asian, multiracial, or other 0.5 0.8 0.3 

Inpatient admissions before index 
admission (no.) 

0–6 mo before 1.75 1.72 1.78 

7–12 mo before 0.74 0.74 0.75 

Primary payer (%) 

Medicaid 44.6 43.0 46.3 

Medicare 48.2 47.6 48.8 

Other 7.0 9.2 4.9 

Employment status (%) 

Currently employed 5.5 4.8 6.2 

Not employed 94.0 94.9 93.1 

No response 0.5 0.3 0.8 

Mental health diagnoses at index 
admission (%) 

Depression 30.2 32.3 28.0 

Substance abuse 44.0 41.2 46.8 

* Data on age, number of admissions before the index admission, primary pay-
er, and mental health diagnoses were obtained from hospital discharge data, 
and data on race, ethnic origin, and employment status were obtained from a 
survey conducted at baseline. The analysis sample (782 patients) excluded 18 
patients with missing outcome data because they could not be matched to 
the discharge record for their index admission. Percentages may not sum to 
100 because of rounding. 

Table 1. Characteristics of the Patients at Baseline.* 
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Program Implementation 

Table 2 shows measures of program implemen-
tation. Among patients in the treatment group, 
95% had at least three encounters with program 
staff after enrollment; on average, a patient re-
ceived 7.6 home visits and 8.8 telephone calls 
from staff and was accompanied on 2.5 physician 
visits, and 90% worked with the Coalition for 
more than 30 days. The median duration of pro-
gram participation was 92 days. The Coalition set 
ambitious goals for connecting patients to care 
quickly after discharge.34 These goals included a 
home visit from program staff within 5 days after 
a patient’s arrival at home and a provider visit 
within 7 days after arrival at home; the first goal 
was met for 60% of patients, the second goal was 
met for 36% of patients, and both goals were met 
for 28% of patients. Three quarters of the pa-
tients received both a home visit within 14 days 
and a provider visit within 60 days. 

Receipt of government benefits during the 
6 months after discharge was the one metric of 
program implementation observed in both the 
treatment and control groups (Table 3). Rates of 
participation in both Temporary Assistance for 
Needy Families and General Assistance were low 
and did not significantly change with the inter-
vention; the adjusted difference in participation 
in the Supplemental Nutrition Assistance Program 
associated with the intervention was 4.6 percentage 
points (95% confidence interval [CI], 0.5 to 8.6). 

Effects of the Intervention 

Table 4 shows the effects of the intervention. 
The 180-day readmission rate was 62.3% in the 
treatment group and 61.7% in the control group. 
The intervention had no significant effect on this 
primary outcome: the adjusted difference in the 
probability of readmission was 0.82 percentage 
points higher in the treatment group than in the 
control group (95% CI, −5.97 to 7.61; P= 0.81). 
This finding is robust to the use of multiple im-
putation to account for missing data (adjusted dif-
ference, 0.64 percentage points; 95% CI, −6.12 
to 7.40) (see Table S6 for details). The interven-
tion also had no effect on any of the secondary 
outcomes or within any of the prespecified sub-
groups (Table 4). 

Results for the primary outcome were not 
sensitive to alternative specifications or measure-
ment over alternative horizons. The intervention 
had no significant effects when the hazard rate 

of readmission (with either a Cox proportional-
hazards model or a competing-risks model ac-
counting for mortality), 180-day mortality, or post 
hoc subgroups were analyzed; results differed 
slightly according to hospital of index admission, 

Metric Values 

Encounters 

Home visits mean no. (median) 7.6 (5) 

At least one % 88.8 

At least three % 70.7 

Telephone calls mean no. (median) 8.8 (5) 

At least one % 88.0 

At least three % 65.4 

Primary care provider and specialist visits mean 
no. (median) 

2.5 (2) 

At least one % 84.7 

At least three % 29.5 

Other types of visits mean no. (median) 5.7 (1) 

At least one % 65.1 

At least three % 36.1 

Total no. of encounters mean no. (median) 28.1 (17) 

At least one % 98.7 

At least three % 95.2 

Length of intervention, measured from discharge home % 

>30 days 89.8 

>90 days 50.5 

>180 days 17.0 

Median days 91.5 

Timing of service provided, measured from day of discharge 
home % 

Camden Coalition home visit 

Within 5 days 58.6 

Within 14 days 83.0 

Office visit with PCP or specialist 

Within 7 days 36.0 

Within 14 days 60.2 

Within 60 days 83.3 

Both home visit within 5 days and office visit with PCP 
or specialist within 7 days 

28.0 

Both home visit within 14 days and office visit with PCP 
or specialist within 60 days 

76.1 

* Data on program metrics are from the records of the Camden Coalition of 
Health Care Providers and the 393 patients in the treatment group. Data on 
timing of services are missing for 4 patients, and data on length of interven-
tion are missing for 11 patients. 

Table 2. Program Metrics in the Treatment Group.* 
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but the estimates were quite imprecise (Tables S6 
and S8 and Fig. S5). 

Before and after Analysis 
of the Intervention Group 

In contrast with the results of the randomized, 
controlled trial, a comparison of admission rates 
for the intervention group alone in the 6 months 
before and after enrollment misleadingly sug-
gested a substantial decline in admissions in 
response to the intervention because it did not 
account for the similar decline in the control 
group. Figure 2 shows the average number of 
admissions per quarter before and after the index 
admission. In both the intervention and control 
groups, admissions rose sharply in the 6 months 
before the intervention and fell rapidly afterward. 

In addition, estimates of the change in hospi-
tal admissions before and after the intervention 
that were based only on the intervention group 
were very sensitive to the definition of the period 
before the intervention. There was a 38-percent-
age-point decrease in the probability of a hospital 
admission during the 6 months after the inter-
vention as compared with the 6 months preced-
ing the intervention, but there was a 29-per-
centage-point increase in the probability of a 
hospital admission in the 6-month period after 
the intervention as compared with the 12-to-18-
month period that preceded the intervention 
(Table S5). 

Discussion 

In this randomized evaluation involving 800 trial 
participants, the Camden Core Model had no 
significant effect on participants’ 180-day read-
mission rate. The 95% confidence intervals rule 
out a decrease in readmission rates of more than 
6 percentage points as compared with a control 
mean of 62%; this finding rules out the reduc-
tions in readmissions of 15 to 45% in the Medi-
care population reported in randomized evalua-
tions of other care-transition programs.24-29 The 
Camden model targets a different population: 
one that was younger, with more diverse medical 
needs, greater social complexity, and much high-
er health care utilization; previous hospital use 
was nearly twice that in most previous success-
ful programs involving care transition. 

Our results suggest that there are challenges 
for superutilizer programs aimed at medically 
and socially complex populations. They are con-
sistent with the mixed results on hospital admis-
sions from randomized evaluations of care-man-
agement programs for chronically ill populations, 
although those programs, unlike the Camden 
model, did not focus on the postdischarge tran-
sition.35,36,37 It is possible that approaches to care 
management that are designed to connect pa-
tients with existing resources are insufficient for 
these complex cases. The Coalition has continu-
ally worked to adapt the model to the needs of 

Metric 
Control Group 

(N= 389) 

Treatment 
Group 

(N = 393) 

Unadjusted 
Difference 
(95% CI) 

Adjusted Difference 
(95% CI) 

percent 

Participation in supplemental nutrition 
assistance program 

50.13 58.52 8.4 (1.43 to 15.36) 4.59 (0.52 to 8.65) 

Receipt of temporary assistance for 
needy families 

1.03 1.78 0.75 (−0.9 to 2.4) 0.69 (−0.34 to 1.71) 

Receipt of general assistance 6.94 6.87 −0.07 (−3.63 to 3.49) 0.68 (−1.82 to 3.18) 

* Data on benefit participation are from the New Jersey Department of Human Services and consist of the analysis sam-
ple (782 patients). Shown are the mean values for each outcome in the control group and the treatment group. Calcu-
lation of the unadjusted between-group difference was based on an indicator for the treatment group from an ordinary 
least-squares regression of the outcome, with no other covariates. Calculation of the adjusted between-group difference 
was based on an indicator for the treatment group from an ordinary least-squares regression of the outcome with pre-
specified covariates. All confidence intervals (CIs) were calculated with the use of heteroskedasticity-robust standard er-
rors. Prespecified covariates included the dependent variable 0 to 6 months before the index admission, the dependent 
variable 7 to 12 months before the index admission, and indicators for age (grouped in 5-year increments), male sex, 
black non-Hispanic origin, and Hispanic origin. Measurement of covariates was based on hospital discharge data ex-
cept for the characteristic of race or ethnic origin, which was reported from data in the baseline survey. 

Table 3. Benefit Participation during 6 Months after Enrollment.* 
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its patient population, and both the Coalition and 
others are exploring models that involve more 
complete redesigns of care provision.6,38 (See also 
Comprehensive Care Physician: Integrated Inpa-
tient and Outpatient Care for Patients at High 
Risk of Hospitalization [ClinicalTrials.gov num-
ber, NCT01929005].) 

Engagement with the program was high (95% 
of patients had at least three encounters with 
program staff), and patients received an inten-
sive intervention (averaging 7.6 home visits), but 
two program goals related to the timing of ser-
vices — a home visit within 5 days after hospital 
discharge and a visit to a provider’s office within 
7 days after discharge — were achieved less than 
30% of the time. Challenges in reaching these 
goals included patients’ lack of stable housing or 

a telephone and their behavioral health complexi-
ties and providers’ few available appointments. 
The difficulties that this pioneering, data-driven 
organization had in achieving rapid assistance for 
patients may portend difficulties in achieving it at 
scale. 

Our findings may also reflect fundamental 
challenges with the strategy of targeting super-
utilizers: many patients whose medical costs are 
high today will not be as high in the future — 
and this trend becomes even more pronounced 
as one goes higher in the cost distribution.22,39,40 

Moreover, for patients with medical costs that are 
persistently high, few of those costs may be related 
to potentially preventable hospitalizations.39-41 

Such regression to the mean also underscores 
the importance of rigorous evaluation through 

Effect 
No. of 

Patients 
Control 
Group 

Treatment 
Group 

Unadjusted Between- 
Group Difference 

(95% CI) 

Adjusted Between- 
Group Difference 

(95% CI) 

mean 

Readmission in total sample 

Any (%) 61.70 62.34 0.64 (−6.17 to 7.46) 0.82 (−5.97 to 7.61) 

No. of readmissions 1.54 1.52 −0.02 (−0.29 to 0.26) 0.01 (−0.25 to 0.27) 

≥2 readmissions (%) 36.25 36.39 0.14 (−6.61 to 6.89) 0.27 (−6.22 to 6.77) 

Days in hospital 9.95 9.36 −0.59 (−2.49 to 1.31) −0.32 (−2.17 to 1.53) 

Hospital charges ($) 114,768 116,422 1,654 (−25,523 to 28,831) 3,722 (−23,438 to 30,882) 

Hospital payments received ($) 17,650 18,130 480 (−3,613 to 4,573) 680 (−3,415 to 4,775) 

Any readmission according 
to subgroup (%) 

No. of admissions in 
previous yr 

2 336 52.12 52.63 0.51 (−10.2 to 11.22) 0.78 (−10.35 to 11.91) 

≥3 446 68.75 69.82 1.07 (−7.51 to 9.65) 1.27 (−7.38 to 9.92) 

Preferred language 

English 638 63.11 62.61 −0.49 (−8.01 to 7.02) 0.1 (−7.42 to 7.61) 

Other 144 56.25 60.94 4.69 (−11.58 to 20.96) 8.49 (−9.08 to 26.06) 

* Data consist of the analysis sample (a total of 782 patients), and outcomes are measured with the use of hospital discharge dat a. For the 
unadjusted difference, the coefficient and 95% confidence interval are shown on the basis of an indicator for treatment group f rom an ordi-
nary least-squares regression of the outcome, with no other covariates. For the adjusted difference, the coefficient and the 95% confidence 
interval are shown on the basis of an indicator for treatment group from an ordinary least-squares regression of the outcome, w ith prespeci-
fied covariates. All confidence intervals were calculated with the use of heteroskedasticity-robust standard errors. Prespecifi ed covariates in-
clude the number of admissions less than 6 months before the index admission, the number of admissions 7 through 12 months befo re the 
index admission, and indicators for age (grouped in 5-year increments), male sex, black non-Hispanic origin, and Hispanic origi n. With the 
exception of race and ethnic origin, for which data was obtained from the baseline survey, covariates were measured on the basis of hospital 
discharge data. For three of the outcomes (days in hospital, hospital charges, and hospital payments received), the number of a dmissions 
from 0 to 6 months before the index admission and from 7 to 12 months before the index admission were replaced with the values of the 
dependent variable over those two time periods. The P value for the primary outcome (any readmission) for the adjusted differen ce was 0.81. 

Table 4. Effects of Intervention in the Treatment Group, 180 Days after Discharge.* 
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T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e  

Figure 2. Average Number of Inpatient Admissions per Quarter. 

All data are from hospital discharge data and cover the analysis sample of 782 patients. Treatment data are from 
393 patients, and control data are from 389 patients. Quarter 1 begins with the discharge date from the index ad-
mission, whereas quarter −1 is the quarter ending the day before the index admission. The index admission is ex-
cluded from the figure. 

randomized trials, since observational evalua-
tions of superutilizer programs will be prone to 
the detection of spurious effects.18,22,23 This dan-
ger was illustrated in our program by the similar 
reduction in readmissions in both the treatment 
and control groups. 

Our trial has several limitations. It was pow-
ered to detect whether this care-transition pro-
gram could achieve reductions in readmissions 
as compared with similar programs focused on 
patients with less complex health care needs. 
However, the trial was not powered to detect 
smaller reductions that could be clinically mean-
ingful, nor was it powered to analyze effects 
within specific subgroups, where there could be 
differential effects. The data did not permit evalu-
ation of potential nontangible benefits such as 
improved relationships with providers.42 Nor did 
the data allow comparison of outpatient care for 
the treatment and control groups. Usual care in 
Camden was evolving during the trial period, 
multiple other care-management programs were 
starting,43-46 and the Coalition was leading a city-
wide campaign to connect patients with primary 
care within 7 days after hospital discharge.47 

Despite these limitations, the trial provides 
rigorous evidence of the effect of a nationally 
recognized program aimed at superutilizers of 
the health care system that has been expanded to 

other cities. The results suggest both the chal-
lenges of reducing readmissions in a medically 
and socially complex superutilizer population and 
the importance of conducting randomized evalu-
ation of interventions such as this one, which, 
because they target high-cost patients, are likely 
to show substantial regression to the mean in 
observational studies. 

The findings and conclusions expressed are solely those of 
the authors and do not represent the views of their funders. 
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Can Value-Based Payment Improve Health 
Care and Lower Costs? 

January 8, 2020 
| Joseph P. Newhouse, Mary Price, John Hsu, Bruce E. Landon, 

and J. Michael McWilliams, M.D. 

The Issue 

The goal of accountable care organizations (ACOs) and other plans that shift 
financial risk from insurers to those delivering health care is to provide better, 
more coordinated patient care while saving money through the elimination of 
unnecessary services, like duplicated tests or treatments of little value. 

A new study in the American Journal of Managed Care by Commonwealth Fund 
–supported researchers compares the effectiveness of a Medicare ACO with 
traditional Medicare, which has been confirmed in earlier research, as well as with 

https://www.commonwealthfund.org/publications/journal-article/2020/jan/can-value-based... 3/17/2020 
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a private Medicare Advantage (MA) plan. The researchers used data from one large 
delivery system — Banner Health, headquartered in Phoenix, Arizona — between 
2010 and 2014. 

What the Study Found 

• For each year during this period, MA hospitalization rates for the MA plan were 
below those for the ACO and traditional Medicare comparison groups. The 
differences narrowed over time, but in the final year the MA rate remained 
about 10 percent below the other two groups. 

From 2010 to 2014 at one large delivery system, hospitalization 
rates for the Medicare Advantage (MA) plan were below those for 
the system’s ACO and traditional Medicare plans. 

Share 

• Rates of skilled nursing facility days in both the ACO and traditional Medicare 
groups were about twice the rate for the MA plan. However, the MA plan rate 
rose steadily over the four years, while the rates in the other two fell. 

• There were no noticeable trends in office visits or emergency department visit 
rates. 

• The MA group had the lowest risk-adjusted spending in all years, although its 
spending rose consistently throughout the period. Spending in the traditional 
Medicare and ACO groups did not vary nearly as much. 

The Big Picture 

Adjusted rates of hospital and skilled nursing facility stays, as well as spending 
rates, were notably lower in Banner Health’s MA plan compared to its Medicare 
ACO. But there was some narrowing of these differences over the observation 
period. 

https://www.commonwealthfund.org/publications/journal-article/2020/jan/can-value-based... 3/17/2020 
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The Bottom Line 

The findings of lower utilization and spending rates in the MA plan support efforts 
by the Center for Medicare and Medicaid Services to shift Medicare 
reimbursement away from traditional fee-for-service payment. 
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On December 18, 2019, a federal appeals court panel 
(http://www.ca5.uscourts.gov/opinions/pub/19/19-10011-CV0.pdf) ruled that the Affordable Care 
Act’s (ACA) individual mandate is unconstitutional, since Congress has set the 
mandate tax penalty to zero. The appeals court sent the case back to the lower court 
to determine how much of the rest of the ACA should be overturned. The case was 
brought by a number of (https://www.kff.org/health-reform/issue-brief/explaining-texas-v-u-s-a-
guide-to-the-5th-circuit-appeal-in-the-case-challenging-the-aca/) Republican state attorneys 
general and other plaintiffs, who argue that the rest of the ACA is not severable from 
the mandate and should therefore be invalidated. The Trump administration now 
argues that nearly all of the ACA should be overturned, but previously argued that 
only the ACA’s pre-existing condition protections should be overturned. 1 Pending a 
final decision on the case, the Trump administration has continued to enforce the 
ACA. 

The number of non-elderly Americans who are uninsured decreased by 18.6 million 
(https://www.kff.org/uninsured/fact-sheet/key-facts-about-the-uninsured-population/) from 2010 to 
2018 as the ACA went into effect. While the ACA’s changes to the individual insurance 
market – including protections for people with pre-existing conditions and premium 
subsidies for low and modest income people – have been the focus of much policy 
debate and media coverage, the law made other sweeping changes that impact 
nearly all Americans. These include: the expansion of Medicaid eligibility for low-
income adults; required coverage of preventive services with no cost sharing in 
private insurance, Medicare, and for those enrolled in the Medicaid expansion; new 
national initiatives to promote public health and quality of care; and a variety of tax 
increases to finance these changes. 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k
https://www.kff.org/uninsured/fact-sheet/key-facts-about-the-uninsured-population
https://www.kff.org/health-reform/issue-brief/explaining-texas-v-u-s-a
http://www.ca5.uscourts.gov/opinions/pub/19/19-10011-CV0.pdf
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The ACA’s reforms affect nearly everyone in some way, and a court decision that 
invalidated the ACA would have complex and far-reaching impacts throughout the 
health care system. The following table summarizes the major provisions of the ACA, 
illustrating the breadth of its changes to the health care system, and public attitudes 
towards those changes. 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k


  Potential Impact of Texas v. U.S. Decision on Key Provisions of the Affordable Care Act ... Page 3 of 25 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k


    

 

  

  
 

 
 

 

  

   
 

 
 

 

 
 

 
  

  
   
  

    

     
       
  

 
  

 

 
  

 
 

  

    

 
    

  

 
 

  Potential Impact of Texas v. U.S. Decision on Key Provisions of the Affordable Care Act ... Page 4 of 25 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision Impact 

Expanded Eligibility for Health Coverage 

Medicaid Eligibility 
Expansion 

– Medicaid 
eligibility is 
expanded to 
include adults 
with income up 
to 138% FPL; 
however, the 
Supreme Court 
ruling in 2012 
essentially made 
Medicaid 
expansion 
optional for 
states. 

– The federal 
government paid 
100% of the cost 
of the expansion 
initially; this 
share phases 
down to 93% in 
2019 and 90% in 
2020 and 
beyond 

Subsidies for Non-
Group Health 
Insurance 

– Eligible 
individuals who 
buy coverage 
through the 
Marketplace 
receive subsidies 
based on 

– In FFY 2017, there were more than 17 million (https://www.kff.org/health-
reform/state-indicator/medicaid-expansion-enrollment/? 
currentTimeframe=0&sortModel=%7B%22colId%22:%22Location% 
22,%22sort%22:%22asc%22%7D) Medicaid expansion enrollees in the 32 
states and DC that had adopted the expansion. Of those enrollees, 12.7 million 
were newly eligible due to the ACA’s Medicaid expansion 

– As of February 2019, 9.3 million (https://www.kff.org/private-
insurance/issue-brief/data-note-changes-in-enrollment-in-the-
individual-health-insurance-market-through-early-2019/) Marketplace 
enrollees received premium tax credits and 5.5 million 

(https://www.cms.gov/sites/default/files/2019-08/08-12-2019% 
20TABLE%20Early-2019-2018-Average-Effectuated-Enrollment.pdf) 
received cost-sharing reductions 

– 87% say it 
of the law th 
cover more 
unconstituti 
finding/kff-

– 59% of 
see their 
(https://ww 

november-

– 85% say it 
part of the law 
Americans w 

unconstituti 
finding/kff-

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k
https://ww
https://www.cms.gov/sites/default/files/2019-08/08-12-2019
https://www.kff.org/private
https://www.kff.org/health
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision 

income: 
premium tax 
credits for those 
with income 100-
400% FPL; cost-
sharing 
subsidies for 
those with 
income 100-
250% FPL 

– States can also 
elect to run a 
subsidized Basic 
Health Plan for 
people with 
income between 
133%-200% FPL 

Dependent Coverage 
to 26 

– All non-
grandfathered 
private group 
and non-group 
health plans 
must extend 
dependent 
coverage to 
adult children up 
to the age of 26 

Health Insurance 
Marketplace 

– Establish new 
marketplaces 
where qualified 
health plans are 
offered to 
individuals 

Impact 

– In 2019, there were about 0.9 million 

(https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-
Trends-and-Reports/Marketplace-Products/2019_Open_Enrollment) 
people enrolled in the Basic Health Plans in Minnesota 
(92,561) and New York (790,152) 

– About 2.3 million (https://aspe.hhs.gov/system/files/pdf/111826/ACA% 
20health%20insurance%20coverage%20brief%2009212015.pdf) young 
adults gained coverage as a result of this provision 

– 10.6 million (https://www.kff.org/private-insurance/issue-brief/data-
note-changes-in-enrollment-in-the-individual-health-insurance-market-
through-early-2019/) individuals had effectuated coverage through the 
Marketplace as of the first quarter of 2019 

–67% (https://www.kff.org/private-insurance/issue-brief/insurer-
participation-on-aca-marketplaces-2014-2020/) of Marketplace 
enrollees will have a choice of three or more insurers in 
2020 

– 78% of the 
important” ( 
parents’ insu 

unconstituti 
finding/kff-

– 82% of the 
view of creati 
can shop for 
finding/kff-
future-aca-

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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https://www.kff.org/private-insurance/issue-brief/insurer
https://www.kff.org/private-insurance/issue-brief/data


    

 

 
  

 
 

  
  

 

 

 
 

 

 

 

  
  

  

     
  

 
 

 

  

 

 
 

 

  
  

      
   

 

  Potential Impact of Texas v. U.S. Decision on Key Provisions of the Affordable Care Act ... Page 6 of 25 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– 26 insurers (https://www.kff.org/private-insurance/issue-brief/insurer-
participation-on-aca-marketplaces-2014-2020/) are entering state 
Marketplaces for 2020 

– Individual market gross profit margins (https://www.kff.org/private-
insurance/issue-brief/individual-insurance-market-performance-in-
early-2019/) have been higher, on average, in 2017-2019 
than before the ACA was implemented 

Key Provision 

– Marketplaces 
certify that 
qualified health 
plans meet all 
ACA 
requirements, 
provide 
subsidies to 
eligible 
individuals, 
operate a 
website to 
facilitate 
application and 
comparison of 
health plans, 
provide a no-
wrong-door 
application 
process for 
individuals to 
determine their 
eligibility for 
financial 
assistance, and 
provide in-
person 
consumer 
assistance 
through 
navigators 

– 45% say 
working w 
working w 
finding/kff-

– 52% say 
state are 
well. Those 
likely to say 
healthcare.g 
(https://ww 

november-

Federal Minimum Standards for Private Health Insurance 

Protections for Pre- – 54 million (https://www.kff.org/health-reform/issue-brief/pre-existing- – Majorities 
existing Conditions condition-prevalence-for-individuals-and-families/) people (27% of the insurance comp 

non-elderly population) have a pre-existing condition that would have been (64%) remain 

– All non- deniable in the pre-ACA individual market (https://ww 

grandfathered july-2019/)) 

plans are 
prohibited from 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision 

discriminating 
against 
individuals 
based on their 
health status 

– Insurers in the 
non-group, small 
group, and large 
group market 
must guarantee 
issue coverage 

– Large group, 
small group, and 
non-group 
health plans are 
prohibited from 
applying pre-
existing 
condition 
exclusions 

– Insurers in the 
non-group and 
small group 
market may not 
vary premiums 
based on health 
status or gender 
or any other 
factor except: 

– Premiums can 
vary by age (by a 
factor of 3:1), 
geography, 
family size, and 
tobacco use 

Impact 

– 45% (https://www.kff.org/health-reform/issue-brief/pre-existing-
condition-prevalence-for-individuals-and-families/) of non-elderly 
families have at least one adult member with a pre-existing 
condition 

-62% overal 
want to see 
people w 
(November 

health-trac

– 57% of 
pre-existi 
(https://ww 

april-2019/

– 57% are 
that they 
Supreme 
protection 
finding/kff-

– 62% are 
that they 
coverage 
pre-existi 
(https://ww 

april-2019/

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision 

– Rescission of 
coverage is 
prohibited in the 
non-group, small 
group, and large 
group market 

Preventive Services 

– All non-
grandfathered 
group and non-
group plans 
must cover 
preventive 
health services 
without cost 
sharing 

– Covered 
services include 
breast, colon, 
and cervical 
cancer 
screening, 
pregnancy-
related services 
including 
breastfeeding 
equipment 
rental, 
contraception, 
well-child visits, 
adult and 
pediatric 
immunizations, 
and routine HIV 
screening. In 
addition, it was 
recently 
recommended 

Impact 

– 87% (http://files.kff.org/attachment/Report-Employer-Health-Benefits-
Annual-Survey-2019) of covered workers with employer-sponsored 
insurance (approximately 133 million people) were enrolled plans that must 
provide free preventive services as of 2019 

– 12.7 million (https://www.kff.org/private-insurance/issue-brief/data-
note-changes-in-enrollment-in-the-individual-health-insurance-market-
through-early-2019/) people were enrolled in individual 
market plans required to provide free preventive services, 
as of February 2019 

– 17 million enrollees in Medicaid expansion states 
received coverage for preventive services in 2017 

– Prior to the ACA, 1 in 5 women (https://www.kff.org/womens-
health-policy/fact-sheet/preventive-services-for-women-covered-by-
private-health-plans-under-the-affordable-care-act/) reported that 
they postponed or went without preventive care due to 
cost 

– The share of reproductive age women with private 
insurance reporting that their insurance covered the full 
costs of their prescription contraception rose 

(https://www.kff.org/womens-health-policy/issue-brief/womens-
sexual-and-reproductive-health-services-key-findings-from-the-2017-
kaiser-womens-health-survey/) from 45% in 2013 to 75% in 2017 

– 89% say it 
part of the A 
cost for most 
is ruled uncon 

finding/kff-

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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https://www.kff.org/womens
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http://files.kff.org/attachment/Report-Employer-Health-Benefits


    

 

 

 
  

  
  

  
 

 
  

  

 
 

  

 

 
 

  
 

 

 

 
 

  

    

     
  

    

 
 

 

  Potential Impact of Texas v. U.S. Decision on Key Provisions of the Affordable Care Act ... Page 9 of 25 

Key Provision 

that pre-
exposure 
prophylaxis 
(PREP) to 
prevent HIV 
infection be 
included as well 
and if finalized, 
would be offered 
at no cost 

Essential Health 
Benefits 

– All ACA 
compliant health 
plans in the 
individual and 
small group 
market must 
cover 10 
categories of 
essential health 
benefits (EHB), 
including 
hospitalization, 
outpatient 
medical care, 
maternity care, 
mental health 
and substance 
abuse 
treatment, 
prescription 
drugs, 
habilitative and 
rehabilitative 
services, and 
pediatric dental 
and vision 
services 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– 66% of 
federal g

– In 2013, before the ACA EHB requirements took effect, 75% 

(https://www.kff.org/health-reform/issue-brief/would-states-eliminate-
a certain key-benefits-if-ahca-waivers-are-enacted/) of non-group health plans did 

not cover maternity care, 45% did not cover substance use disorder treatment, finding/k 
medicaidand 38% did not cover mental health services 

 

 

ov 
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision 

Annual and Lifetime 
Limits 

– All group and 
non-group plans 
(including non-
grandfathered) 
are prohibited 
from placing 
lifetime or 
annual limits on 
the dollar value 
of coverage for 
essential health 
benefits 

Cap on Out-of-Pocket 
Cost Sharing 

– All non-
grandfathered 
private health 
plans must limit 
cost sharing for 
essential health 
benefits covered 
in network 

– The annual 
maximum for 
2020 is $8,150 
for an individual; 
$16,300 for 
family coverage 

Minimum Medical 
Loss Ratios 

– Require all 
non-
grandfathered 
private plans to 

Impact 

– Prior to the ACA, in 2009, 59% 

(https://kaiserfamilyfoundation.files.wordpress.com/2013/04/7936.pdf) 
of covered workers’ employer-sponsored health plans had a lifetime limit 

– 153 million (https://www.kff.org/report-section/ehbs-2019-summary-
of-findings/) people (57% of the U.S 

(https://www.kff.org/uninsured/report/the-uninsured-and-the-aca-a-
primer-key-facts-about-health-insurance-and-the-uninsured-amidst-
changes-to-the-affordable-care-act/). non-elderly population) had 
employer coverage as of 2019 

– Prior to the ACA, in 2009, 19% (https://www.kff.org/report-section/2018-
employer-health-benefits-survey-section-7-employee-cost-
sharing/attachment/figure-7-43-2/) of covered workers had no limit on out-
of-pocket expenses. Among those with out-of-pocket maximums, not all 
expenses counted toward the limit. For example, in 2009, among workers in 
PPOs with an out-of-pocket maximum, 85% were in plans that did not count 
prescription drug spending when determining if an enrollee had reached the 
out-of-pocket limit 

– In total, over $5 billion (https://www.kff.org/private-insurance/issue-
brief/data-note-2019-medical-loss-ratio-rebates/) in medical loss ratio 
rebates have been issued across (https://fas.org/sgp/crs/misc/R42735.pdf) 
the individual, small group, and large group markets, from 2012 to 2019 
(based on insurer financial results from the 2011-2018 plan years) 

– 62% of the 
prohibits pri 
much they w 

law is ruled 

reform/pol 

– 51% of 
the ACA th 
from setti 
your coverag 
unconstitu 
finding/kff-

– 62% of the 
requiring insu 
services and 

customers a 
(https://kai 
t2.pdf) 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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 Potential Impact of Texas v. U.S. Decision on Key Provisions of the Affordable Care A... Page 11 of 25 

Key Provision 

pay a minimum 
share of 
premium dollars 
on clinical 
services and 
quality 

– Insurers must 
provide rebates 
to consumers for 
the amount of 
the premium 
spent on clinical 
services and 
quality that is 
less than 85% for 
plans in the 
large group 
market and 80% 
for plans in the 
individual and 
small group 
markets 

Consumer 
Information and 
Transparency 

– All non-
grandfathered 
health plans 
must provide a 
brief, 
standardized 
summary of 
coverage written 
in plain language 

– All non-
grandfathered 
health plans 

– Transparency data collected by CMS for PY 2017 indicate that, on average, 
healthcare.gov issuers deny 18% (https://www.kff.org/private-
insurance/issue-brief/claims-denials-and-appeals-in-aca-marketplace-
plans/) of in-network claims, and that consumers rarely appeal denied claims 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– 79% of the 
68% of Reps 
(https://kai 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision Impact 

must periodically 
report 
transparency 
data on their 
operations (e.g., 
number of 
claims submitted 
and denied) 

Other Provisions Affecting Employers/Group Health 

Large Employer 
Mandate 

– Requires 
employers with 
at least 50 full 
time workers to 
provide health 
benefits or pay a 
tax penalty 

Waiting Periods 

– Employers that 
impose waiting 
periods on 
eligibility for 
health benefits 
(e.g., for new 
hires) must limit 
such periods to 
no more than 90 
days 

– Favored by 

including 88 

(https://ww 
november-

– Prior to the ACA, in 2009, 29% (https://www.kff.org/report-section/2018-
employer-health-benefits-survey-section-3-employee-coverage-
eligibility-and-participation/attachment/figure-3-13/) of covered workers 
faced a waiting period of 3 months or more 

Consumer Assistance 

State Consumer 
Assistance Programs 

– Authorize 
federal grants 
for state 
Consumer 

– CAPs were established in most states in 2010, though no appropriations for 
CAPs have since been enacted. Today 36 CAPs 

(https://www.dol.gov/sites/default/files/ebsa/laws-and-
regulations/laws/affordable-care-act/for-employers-and-
advisers/consumer-assistance-programs.doc) are in operation 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Key Provision 

Assistance 
Programs (CAPs) 
to advocate for 
people with 
private coverage. 

– Notice of 
claims denials by 
non-
grandfathered 
private plans 
must include 
information 
about state CAPs 
that will help 
consumers file 
appeals 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– A report 

(https://www.cms.gov/CCIIO/Resources/Files/Downloads/csg-cap-
summary-white-paper.pdf) on the first year of CAP operations 
found the programs helped 22,814 individuals successfully 
challenge their health plan decisions and obtained more 
than $18 million on behalf of consumers 

Other Medicaid Provisions 

Simplification of 
Enrollment 
Processes 

– States are 
required to 
simplify 
Medicaid and 
CHIP enrollment 
processes and 
coordinate 
enrollment with 
state health 
insurance 
exchanges 

Long-term Care 
Services and 
Supports 

– Expands 
financial 
eligibility for 

– Prior to the ACA in 2013, 27 states had an asset test and 6 required face-to-
face interviews for parents; only 36 states had an online Medicaid application 

and 17 states allowed individuals to apply by phone. As of January 2019 

(https://www.kff.org/medicaid/report/medicaid-and-chip-eligibility-
enrollment-and-cost-sharing-policies-as-of-january-2019-findings-
from-a-50-state-survey/), individuals can apply for Medicaid online and by 
telephone in all states for the first time, and all states had eliminated asset 
tests and face-to-face interviews 

– 16 states (https://www.kff.org/medicaid/report/medicaid-home-and-
community-based-services-results-from-a-50-state-survey-of-
enrollment-spending-and-program-policies/) elected the option to expand 
eligibility for 1915(i) HCBS services as of 2017. 70,000 individuals received 
services and over $594 million was spent on these services 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k
https://www.kff.org/medicaid/report/medicaid-home-and
https://www.cms.gov/CCIIO/Resources/Files/Downloads/csg-cap
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Key Provision 

1915(i) home 
and community-
based services 
(HCBS), creating 
a new eligibility 
pathway to allow 
people not 
otherwise 
eligible to access 
full Medicaid 
benefits, allows 
states to target 
services to 
specific 
populations, and 
expands the 
services covered 

– Creates a new 
Medicaid state 
plan option to 
cover attendant 
care services 
and supports 
with 6% 
enhanced FMAP 

Behavioral Health 
Parity 

– Mental health 
and substance 
use disorder 
services must be 
included in 
Medicaid 
Alternative 
Benefit Packages 
(ABPs) provided 
to Medicaid 
expansion adults 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– As of 2017, 8 states 

(https://www.kff.org/medicaid/report/medicaid-home-and-community-
based-services-results-from-a-50-state-survey-of-enrollment-spending-
and-program-policies/) elected the option to cover attendant 
care services. 366,000 individuals received services and 
$5.8 billion was spent on these services 

– 17 million Medicaid expansion enrollees receive services through an ABP 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k


    

 

 
 

 
  

 

  

   

 
 

  
 

  

  
 

  

 

 

 

 
  

 
    

       
   

 Potential Impact of Texas v. U.S. Decision on Key Provisions of the Affordable Care A... Page 15 of 25 

Key Provision 

and other adults, 
and the services 
must be covered 
at parity with 
other medical 
benefits 

Medicaid Eligibility 
for Former Foster 
Care Youth up to Age 
26 

– Requires states 
to provide 
Medicaid to 
young adults 
ages 21 through 
26 who were 
formerly in 
foster care. 

Medicaid Drug 
Rebate Percentage 

– Increase 
Medicaid drug 
rebate 
percentage for 
most brand 
name drugs to 
23.1% and 
increase 
Medicaid rebate 
for non-
innovator 
multiple source 
drugs to 13%. 
Extend drug 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– CBO (https://www.cbo.gov/sites/default/files/114th-congress-2015-
2016/reports/50252-effectsofacarepeal.pdf) estimated federal savings of 
$38 billion over 10 years from the Medicaid prescription drug provisions in the 
ACA, including increases in the drug rebate percentage 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision Impact 

rebate program 
to Medicaid 
MCOs 

Medicare Provisions 

2 
Part D Coverage Gap – 45 million people were enrolled in Medicare Part D in 2019 – 81% of the 

closes the M 

Gradually close 
the Medicare 

– In 2017, nearly 5 million Part D enrollees without low-
income subsidies (LIS) had spending in the coverage gap 

people on M 

medications 
reform/pol 

Part D coverage and received manufacturer discounts averaging $1,184 on congress-fu 

gap (“doughnut brand-name drugs 

hole”): 
– Reinstating the coverage gap would increase costs 

– Phase down incurred by Part D enrollees who have relatively high drug 

the beneficiary spending 

coinsurance rate 
for brand and 
generic drugs In 
the Medicare 
Part D coverage 
gap from 100% 
to 25% by 2020 

– Require drug 
manufacturers 
to provide a 50% 
discount on the 
price of brand-
name and 
biologic drugs in 
the coverage gap 

– Reduce the 
growth rate in 
the catastrophic 
coverage 
threshold 
amount between 
2014 and 2019 
to provide 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Key Provision 

additional 
protection to 
enrollees with 
high drug costs 

Preventive Services 

– Eliminate cost 
sharing for 
Medicare 
covered 
preventive 
services. 
Authorize 
coverage of 
annual 
comprehensive 
risk assessment 
for Medicare 
beneficiaries 

Cost Sharing in 
Medicare Advantage 
(MA) 

– Prohibit MA 
plans from 
imposing higher 
cost-sharing 
requirements 
than traditional 
Medicare for 
chemotherapy, 
renal dialysis, 
skilled nursing 
care, and other 
services deemed 
appropriate by 
the Secretary of 
HHS. This 
prohibition was 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– 60 million people have access to free preventive services; of these, Medicaid 

pays Medicare cost sharing for about 9 million dual eligibles 

(https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-
Medicaid-Coordination/Medicare-Medicaid-Coordination-
Office/DataStatisticalResources/Data-and-Statistical-Resources) 

– 22 million (https://www.kff.org/medicare/issue-brief/a-dozen-facts-
about-medicare-advantage-in-2019/) people enrolled in Medicare 
Advantage plans in 2019 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Key Provision 

extended to 
most Medicare-
covered services 

Restructure 
Medicare Advantage 
Payments 

– Reduce federal 
payments to 
Medicare 
Advantage plans 
to bring 
payments closer 
to the average 
Medicare 
spending for 
beneficiaries in 
traditional 
Medicare 

– Provide 
quality-based 
bonus payments 
to Medicare 
Advantage plans 

– Require 
Medicare 
Advantage plans 
to maintain a 
medical loss 
ratio of at least 
85 percent; the 
administration 
extended this 
requirement to 
all Part D plans 

Other Provider 
Payments 

Impact 

– CBO estimated (https://www.cbo.gov/sites/default/files/114th-
congress-2015-2016/reports/50252-effectsofacarepeal.pdf) repeal of the 
ACA Medicare Advantage payment changes would increase Medicare spending 
by about $350 billion over 10 years (2016-2025) 

– 74 percent (https://www.kff.org/medicare/issue-brief/a-dozen-facts-
about-medicare-advantage-in-2019/) of Medicare Advantage 
enrollees were in plans that were eligible for bonus 
payments in 2019; Bonus payments summed to $6.3 billion in 

2018 (https://www.kff.org/medicare/issue-brief/a-dozen-facts-about-
medicare-advantage/) 

– Higher Medicare spending would increase Medicare 
premiums and deductibles for beneficiaries and accelerate 
the insolvency of the Medicare Hospital Insurance Trust 
Fund 

– CBO estimated (https://www.cbo.gov/publication/50252) repeal of the 
ACA provider payment reductions would increase Medicare spending by 
another approximately $350 billion over 10 years (2016-2025) 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Key Provision 

– Reduce the 
rate at which 
Medicare 
payment levels 
to hospitals, 
skilled nursing 
facilities, hospice 
and home health 
providers, and 
other health 
care providers 
are updated 
annually 

– Reduce 
Medicare 
Disproportionate 
Share Hospital 
(DSH) payments 
that help to 
compensate 
hospitals for 
providing care to 
low-income and 
uninsured 
patients 

– Allow providers 
organized as 
Accountable 
Care 
Organizations 
(ACOs) that meet 
quality 
thresholds to 
share in cost 
savings they 
achieve for the 
Medicare 
Program 

Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

Impact 

– Eliminating the Medicare Shared Savings Program ACOs 
could affect around 10.5 million Medicare beneficiaries 

(https://www.kff.org/faqs-medicare-accountable-care-organization-
aco-models/) who were attributed to a MSSP ACO, as of 2018 

– Higher Medicare spending would increase Medicare 
premiums and deductibles for beneficiaries and accelerate 
the insolvency of the Medicare Hospital Insurance Trust 
Fund 
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Table 1. Summary of Key Provisions of the ACA, Their Impact, and 

– As originally enacted in the ACA, CBO estimated 

(https://www.cbo.gov/publication/21351) $35.7 billion in savings from 
these provisions over 10 years 

– According to Medicare’s actuaries, 3.7 million people paid 
an income-related Part B premium and 3.0 million paid an 
income-related Part D premium in 2018 

Key Provision Impact 

Medicare Income-
3 

related Premiums 

– Freeze 
threshold for 
income-related 
Medicare Part B 
premiums for 
2011 through 
2019 

– Establish new 
income-related 
premium for 
Part D, with the 
same thresholds 
as the Part B 
income-related 
premium 

Additional Provisions 

Beyond coverage-related provisions, the ACA made numerous other changes in 
federal law to safeguard individual civil rights, authorize new programs and agency 
activities, and finance new federal costs under the law. The Court ruling finding the 
ACA unconstitutional could also result in an end to these provisions.  They include: 

Nondiscrimination 

The ACA prohibits discrimination against individuals on the basis of race, color, 
national origin, sex, age, or disability in certain health programs or activities, under 
Section 1557, which builds on long-standing and familiar Federal civil rights laws. In 
addition to enforcement (https://www.hhs.gov/civil-rights/for-individuals/section-
1557/index.html) by the Office of Civil Rights at the US Department of HHS, individuals 
can file a civil lawsuit to challenge a nondiscrimination violation under Section 
1557. 

Regulations implementing Section 1557 issued by the Obama Administration 
further defined these protections to include gender identity and pregnancy status. 
One federal district court has vacated the gender identity and pregnancy 
protections in the regulations, while other courts have relied on Section 1557 itself 
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to grant relief to individuals alleging discrimination based on gender identity. In 
addition, the Trump Administration has proposed changes (https://www.kff.org/disparities-
policy/issue-brief/hhss-proposed-changes-to-non-discrimination-regulations-under-aca-section-1557/) 
to the regulations that would eliminate protections for gender identity; adopt blanket 
abortion and religious freedom exemptions for health care providers; and eliminate 
or substantially change provisions on health insurance benefit design; language 
access; notices, grievance procedures, and enforcement; and which entities are 
covered by Section 1557. The Administration also has proposed eliminating explicit 
nondiscrimination protections related to gender identity and sexual orientation in 
separate regulations governing Medicaid managed care entities, state Medicaid 
programs, PACE organizations, group and individual health insurance issuers, 
marketplaces, qualified health plan issuers, and agents and brokers that assist with 
marketplace applications and enrollment. 

FDA Approval of Biosimilars 

The ACA authorized the U.S. Food and Drug Administration (FDA) to approve generic 
version of biologics (biosimilars) and grant biologics manufacturers 12 years of 
exclusive use before generics can be developed. As of November 2019, the FDA has 
approved 
(https://www.fda.gov/drugs/developmentapprovalprocess/howdrugsaredevelopedandapproved/approvala
25 biosimilar products used in the treatment of cancer, rheumatoid arthritis, and 
other health conditions. 

Innovation Center 

The law also established an Innovation Center within the Center for Medicare and 
Medicaid Services (CMS) to test, evaluate and expand different payment structures 
and methods to save costs while maintaining or improving quality of care. Payment 
and delivery system models (https://innovation.cms.gov/) supported by the Innovation 
Center focus on Medicare, Medicaid, and the Children’s Health Insurance Program 
(CHIP), for example, include care delivery for children 
(https://innovation.cms.gov/initiatives/integrated-care-for-kids-model/) and pregnant women 
(https://innovation.cms.gov/initiatives/maternal-opioid-misuse-model/) affected by the opioid 
crisis, and models to reduce prescription drug costs. 

Prevention and Public Health Fund 

The ACA established the Prevention and Public Health Fund with a permanent annual 
appropriation to support activities related to prevention, wellness and public health 
activities. The law appropriated $7 billion annually through 2015 and $2 billion for 
each fiscal year thereafter, although Congress has since voted several times to 
redirect (https://www.apha.org/-/media/files/pdf/factsheets/pphf_fact_sheet.ashx? 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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la=en&hash=8AD9EFD10E474FC3DDFD5C750BBEDC85A424F35F) a portion of funds from the 
Prevention and Public Health Fund for other purposes. Fund resources support 
(https://www.hhs.gov/open/prevention/index.html) federal, state, and local programs to fight 
obesity, curb tobacco use, prevent the onset of chronic conditions such as diabetes 
and heart disease, promote immunization, detect and respond to infectious diseases 
and other public health threats, and other initiatives. 

Nonprofit Hospitals 

The ACA set new requirements (https://www.irs.gov/charities-non-profits/charitable-
organizations/requirements-for-501c3-hospitals-under-the-affordable-care-act-section-501r) for non-
profit hospitals in order to retain their tax exempt status. These include a 
requirement to conduct a community needs assessment every 3 years and adopt a 
strategy to meet identified needs. Hospitals also must adopt and widely publicize 
financial assistance policies on the availability of free or discounted care and how to 
apply. In addition, hospitals must limit charges to patients who qualify for financial 
assistance to the amount generally billed to insured patients, and must make 
reasonable attempts to determine eligibility for financial assistance before 
undertaking extraordinary collection actions. 

Breastfeeding breaks & separate rooms 

Employers with 50 or more employees must now provide adequate break time for 
breastfeeding women and a private space that is not a bathroom for nursing and 
pumping. 

Menu labeling 

Restaurants and retail food establishments with 20 or more locations and owners of 
20 or more vending machines must include nutrition information, including calories, 
for their standard menu items. 

Revenue Provisions 

Many of the revenue provisions enacted under the ACA remain in effect but 
presumably would end if the law were found unconstitutional. For example, the ACA 
included a tax on pharmaceutical (https://www.irs.gov/affordable-care-act/annual-fee-on-
branded-prescription-drug-manufacturers-and-importers) manufacturers and importers 
(generating annual fees of $2.8 billion in 2019 and thereafter) and a tax on health 
insurers (https://www.irs.gov/businesses/corporations/affordable-care-act-provision-9010) 
(generating annual fees of $14.3 billion in 2018, indexed annually by the rate of 
premium growth, but subject to a moratorium in 2019). The law also imposed a new 
medical device (https://www.irs.gov/newsroom/medical-device-excise-tax-frequently-asked-
questions) excise tax of 2.3%, which Congress has voted several times to delay. 

https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-decision-on-k... 3/17/2020 
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Financing provisions also included a 10% tax on indoor tanning services 
(https://www.irs.gov/businesses/small-businesses-self-employed/indoor-tanning-services-tax-center), 
and limits on the deductibility of compensation of insurance company executives 
(https://www.irs.gov/instructions/i1120) (limited to $500,000 per individual per year). Under 
the ACA, the Medicare payroll tax (https://www.irs.gov/affordable-care-act/affordable-care-act-
tax-provisions) was increased for high income earners (over $200,000 by individuals, 
$250,000 for married couples filing jointly), and a new 3.8% tax on net investment 
income (https://www.irs.gov/individuals/net-investment-income-tax) applied for higher income 
taxpayers.  Finally, the ACA imposed the so-called Cadillac tax 
(https://www.shrm.org/resourcesandtools/hr-topics/benefits/pages/congress-delays-cadillac-tax-until-
2022.aspx) on high-value employer-sponsored health plans, which Congress has also 
voted to delay, most recently, until 2022. 

Endnotes 

1. A number of Democratic state AGs are defending the ACA as interveners in the 
case, arguing in part that Congress intended to keep the ACA in place when it 
set the individual mandate penalty to zero while leaving the rest of the law 

intact. 
← Return to text (https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-

decision-on-key-provisions-of-the-affordable-care-act/#endnote_link_441254-3) 

2. Some of the coverage gap provisions were subsequently modified by the 
Bipartisan Budget Act of 2018. The BBA closes the Part D coverage gap in 2019 
instead of 2020 by accelerating a reduction in beneficiary coinsurance from 30 
percent to 25 percent in 2019; also increases the discount provided by 
manufacturers of brand-name drugs in the coverage gap from 50 percent to 70 
percent, beginning in 2019. In 2019 and later years, Part D plans will cover the 
remaining 5 percent of costs in the coverage gap, which is a reduction in their 
share of costs (down from 25 percent). 

← Return to text (https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-
decision-on-key-provisions-of-the-affordable-care-act/#endnote_link_441254-1) 

3. Some of the Medicare income-related premium provisions have been modified 

by subsequent laws. The Medicare Access and CHIP Reauthorization Act of 2015 
(MACRA) made changes to Medicare’s income-related premiums by requiring 
beneficiaries with incomes above $133,500 ($267,000 for married couples) to 
pay a larger share of Part B and Part D program costs than under the original 
MMA and ACA provisions. Under MACRA, beginning in 2018, beneficiaries with 
incomes above $133,500 and up to $160,000 ($267,000-$320,000 for married 
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couples) were required to pay 65 percent of Part B and Part D program costs, 
up from 50 percent prior to 2018, while beneficiaries with incomes above 
$160,000 and up to $214,000 ($320,000-$428,000 for married couples) were 
required to pay 80 percent of Part B and Part D program costs, up from 65 
percent. The most recent change to Medicare’s income-related premiums was 
incorporated in the Bipartisan Budget Act of 2018 (BBA). This change will affect 
beneficiaries with incomes above $500,000 ($750,000 for married couples) by 
requiring them to pay 85 percent of program costs beginning in 2019, up from 
80 percent prior to 2019. 

← Return to text (https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s-
decision-on-key-provisions-of-the-affordable-care-act/#endnote_link_441254-2) 
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By Anna L. Goldman and Benjamin D. Sommers 

Among Low-Income Adults 
Enrolled In Medicaid, Churning 
Decreased After The Affordable 
Care Act 

ABSTRACT Coverage disruptions and coverage loss occur frequently among 
Medicaid enrollees and are associated with delayed health care access and 
reduced medication adherence. Little is known about the effect on 
churning of the expansion of eligibility for Medicaid under the 
Affordable Care Act (ACA), which had the potential to reduce coverage 
disruptions as a result of increased outreach and more generous income 
eligibility criteria. We used a difference-in-differences framework to 
compare rates of coverage disruption in expansion versus nonexpansion 
states, and in subgroups of states that used alternative expansion 
strategies. We found that among low-income Medicaid beneficiaries 
ages 19–64, disruption in coverage decreased 4.3 percentage points in the 
post-ACA period in expansion states compared to nonexpansion states, 
and there was a similar decrease in the share of people who experienced 
a period without any insurance. Men, people of color, and those without 
chronic illnesses experienced the largest improvements in coverage 
continuity. Coverage disruptions declined in both traditional expansion 
states and those that used Section 1115 waivers for expansion. Our quasi-
experimental study provides the first nationwide evidence that Medicaid 
expansion led to decreased rates of coverage disruption. We estimate that 
half a million fewer adults experienced an episode of churning annually. 

D
isruptions in coverage, often re-
ferred to as churning, are a per-
sistent problem in Medicaid.1 3 

People who experience coverage 
disruptions are more likely to de-

lay care, receive less preventive care, refill pre-
scriptions less often, and increase the number of 
emergency department visits.4 6 

A common cause of coverage disruption is in-
come fluctuation that leads to changes in Med-
icaid eligibility from month to month.7 Low-
income adults are more likely to have irregular 
sources of employment, which results in such 
fluctuation. Other sources of disruption include 
changes in eligibility that are not related to in-
come (such as the end of a pregnancy), adminis-

trative difficulty with reenrolling, and switching 
to non-Medicaid coverage.8 Disruptions often 
lead to periods of uninsurance, but even disrup-
tions due to plan switching can result in impeded 
access to care because of differing provider net-
works and drug formularies in various plans.1 

Several analyses before the implementation 
of the Affordable Care Act (ACA) projected that 
churning rates particularly rates of switching 
between Medicaid and Marketplace coverage
would increase because of the ACA s use of in-
come cutoffs as the defining feature of eligibility 
for both Medicaid and subsidized Marketplace 
coverage.7,9,10 Projected estimates of churning be-
tween Medicaid and Marketplace coverage 
ranged from 31 percent to 50 percent.9,10 Further-
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more, churning within Medicaid was expected to 
be higher than that within Marketplace plans 
because Medicaid eligibility is generally mea-
sured monthly, whereas eligibility for Market-
place subsidies is based on a person s annual 
Modified Gross Adjusted Income.7 

To counteract the potential increase in dis-
rupted coverage, the ACA created a policy option 
known as the Basic Health Program. Beginning 
in 2015, this option allowed states to offer afford-
able, comprehensive insurance comparable to 
Medicaid to nonelderly adults with incomes of 
up to 200 percent of the federal poverty level and 
to institute twelve-month continuous eligibili-
ty.11 One analysis estimated that the adoption 
of a Basic Health Program on a national level, 
rather than as a state option, would reduce the 
number of adults forced to transition between 
Medicaid and Marketplace coverage by 4 percent 
per year.12 

Alternative state Medicaid expansion strate-
gies through Section 1115 waivers also had the 
potential to affect churning. For example, the 
private option in Arkansas allowed the state 
to use Medicaid funds to purchase plans on the 
ACA s Marketplace for Medicaid-eligible adults. 
This approach was projected to decrease churn-
ing, as people could remain in the same plan 
even if their income fluctuated across the income 
ranges qualifying for Medicaid coverage or a 
Marketplace subsidy.13 

Early evidence from a survey of three states 
(including Arkansas) suggested that churning 
did not increase after the ACA,14 while another 
study indicated that the ACA may have shortened 
the length of uninsured spells.15 However, to our 
knowledge, the nationwide effect that the Med-
icaid expansion and other relevant ACA policies 
such as the Basic Health Program had on Medic-
aid coverage continuity has not been studied. 
Therefore, the objective of this study was to eval-
uate the impact of the Medicaid expansion, in-
cluding traditional and alternative approaches, 
on coverage disruptions and loss among Medic-
aid enrollees. 

Study Data And Methods 
State Policies The ACA allowed states to ex-
pand their Medicaid programs to cover adults 
with family incomes at or below 138 percent of 
poverty. By the end of our study period in 2016, 
thirty-one states and the District of Columbia 
had opted to expand Medicaid, while nineteen 
states had not. (See online appendix A for the 
classification of states by expansion status.)16 

Five of those thirty-one states (Arkansas, In-
diana, Iowa, Michigan, and New Hampshire) 
implemented expansions during our study peri-

od using Section 1115 waivers. These states differ 
in the specific details of their program designs, 
but certain aspects are common to several of 
them. For example, Arkansas, Indiana, Iowa, and 
Michigan all charged some Medicaid enrollees 
premiums.17 Indiana and Iowa disenrolled peo-
ple with incomes above poverty for nonpayment 
of premiums. Arkansas and New Hampshire 
used premium assistance programs, in which 
Medicaid dollars were used to purchase private 
insurance coverage for certain groups of people 
eligible for Medicaid, based on income.18 (Iowa 
initially had a premium assistance program but 
ended it in 2015.) 
Basic Health Programs create an option for 

states to offer comprehensive benefits similar 
to Medicaid coverage and with minimal or no 
cost sharing or premiums both to adults with 
incomes of up to 200 percent of poverty who are 
not eligible for Medicaid and to legal permanent 
residents who have not yet met the five-year wait-
ing period for Medicaid.11,19 Two states have im-
plemented Basic Health Programs: Minnesota 
for coverage beginning January 1, 2015, and 
New York for coverage beginning January 1, 
2016. Basic Health Program plans act as a bridge 
between Medicaid and Marketplace insurance 
because they allow enrollees to keep the same 
insurer. In Minnesota any insurance carriers 
that offer these plans must also offer Medicaid 
plans. In New York the majority of insurers (elev-
en out of thirteen) that offer these plans also 
offer both Medicaid and Marketplace plans, to 
allow for continuity of coverage despite changes 
in income-based eligibility.11 Additionally, both 
states opted in to offering twelve-month contin-
uous eligibility.20 

Data And Study Sample We analyzed data 
from the Medical Expenditure Panel Survey
Household Component (MEPS-HC), which cap-
tured monthly insurance status for the period 
2011 16, three years before and three years after 
the ACA s Medicaid expansion went into effect in 
2014. We obtained access to restricted data for 
MEPS, which allowed us to identify respondents 
according to state Medicaid expansion policy. 
In our primary analysis the study population 
consisted of 14,370 nonelderly adults (ages 19
64) who had family incomes under 138 percent 
of poverty and reported having had Medicaid for 
at least one month during the survey year. 
Our intervention group included adults who 

resided in states that had expanded Medicaid 
before December 31, 2015. Our control states 
consisted of adults who resided in states that 
had not expanded Medicaid before that date. 
We excluded Louisiana and Montana, which ex-
panded Medicaid during 2016. 
Our analysis of the effect of Basic Health Pro-
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grams on enrollment in any type of public insur-
ance in Minnesota and New York included adults 
ages 19 64 who had incomes at or below 200 per-
cent of poverty and at least one month of public 
insurance Medicaid, Medicare, or any other 
government-sponsored hospital or physician in-
surance programs except TRICARE (military 
coverage).21 

Outcomes Our two primary outcomes were 
the annual rate of disruption in Medicaid cover-
age and the loss of that coverage. The rate of 
disruption in coverage was defined as the propor-
tion of Medicaid enrollees who moved from 
Medicaid coverage to no coverage or non-
Medicaid coverage at any point during the cal-
endar year. Loss of coverage was defined as 
transitioning from Medicaid coverage to un-
insurance at any point in the year. 
To explore the potential impact of churning on 

access to care, we analyzed three secondary out-
comes using MEPS variables: inability to get nec-
essary care, delays in receiving care, and delays 
in obtaining prescription medication. 

Statistical Analysis We used linear regres-
sion to examine changes in our outcomes among 
Medicaid enrollees in expansion versus non-
expansion states, before and after the ACA s 
insurance expansions were implemented in Jan-
uary 2014. Our use of linear regression to esti-
mate our binary outcomes allowed for more 
straightforward interpretation of difference-in-
differences results.22 Our adjusted models in-
cluded terms for deidentified state of residence, 
year, age group, sex, race/ethnicity, marital sta-
tus, family size, pregnancy, presence of depend-
ents in the household, diagnosis with a chronic 
condition, foreign birthplace, employment, and 
receipt of Supplemental Security Income (SSI). 
(See the appendix for additional details on our 
modeling.)16 

We performed two sensitivity analyses. In one, 
we excluded pregnant women. In the other, we 
excluded disabled adults, defined as people who 
received SSI payments or had at least one month 
of Medicare coverage (that is, they were dually 

eligible for Medicaid and Medicare). All regres-
sions were performed with SAS, version 9.4, 
using survey-based procedures that accounted 
for the complex sample design and weights in 
MEPS. 
To elucidate the effects of Medicaid expansion 

type, we then separately examined states that 
implemented a traditional expansion through 
the ACA and states that used a waiver for expan-
sion, comparing both groups to nonexpansion 
states.We also compared rates of disruption in or 
loss of any public insurance coverage in the two 
states with a Basic Health Program New York 
and Minnesota to rates in nonexpansion 
states, using the population that had incomes 
at or below 200 percent of poverty and at least 
one month of public insurance. 
To understand whether certain demographic 

groups experienced disproportionate changes in 
coverage disruption or loss after the Medicaid 
expansion, we analyzed our primary outcomes 
in selected subgroups men versus women, 
whites versus nonwhites, and people with versus 
without a chronic condition as these factors 
may affect both the likelihood of coverage 
changes and their potential implications for 
health. People with chronic conditions were 
those who had ever been diagnosed with cancer 
(excluding nonmelanoma skin cancer), asthma, 
emphysema, diabetes, hypertension, arthritis, 
stroke, and heart disease. 
Like all difference-in-differences analyses, our 

study design assumed that the trends in the in-
tervention and control groups were similar be-
fore the intervention in our case, the Medicaid 
expansion. To test for differential pre-interven-
tion trends, we performed two sets of placebo
tests that used only pre-ACA data, and we repeat-
ed our main difference-in-differences analyses 
as if the ACA s Medicaid expansion had occurred 
in January 2012 (for the first set of tests) or 
January 2013 (for the second set).23 

Limitations Our study was limited in several 
respects. First, because we restricted our study 
population to people enrolled in Medicaid, the 
post-ACA intervention group included many 
people who had higher incomes than, and dif-
fered in other demographic characteristics from, 
the post-ACA control group and the pre-ACA 
groups. However, the addition of this demo-
graphically distinct group probably led us to 
underestimate the postexpansion decrease in 
churning, because adults who acquired insur-
ance because of the Medicaid expansion are like-
ly at higher risk of churning. Prior research has 
shown that receipt of public assistance (such 
as Temporary Assistance for Needy Families), 
which many of the adults eligible for Medicaid 
before the ACA s Medicaid expansion would have 

Our results suggest 
that Medicaid 
expansion helped 
healthier people retain 
more stable coverage. 
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qualified for, greatly lowers the chance of losing 
Medicaid.2 Additionally, higher-income adults 
who acquired coverage because of the Medicaid 
expansion experience frequent income fluctua-
tions: Among low-income people in the national 
longitudinal MEPS sample during our study pe-
riod, adults who had incomes of 100 138 percent 
of poverty in the first year of of the two-year 
longitudinal sample were nearly twice as likely 
as those who had incomes below 50 percent of 
poverty to have an income above 138 percent of 
poverty in the following year. This was a consis-
tent pattern both before and after the Medicaid 
expansion (appendix I).16 

Second, the monthly insurance variables that 
we used to define disruption and coverage loss 
were self-reported and therefore subject to error. 
However, the MEPS data on insurance status are 
verified whenever possible by survey administra-
tors24,25 and have been used previously for pre-
ACA assessments of churning.2 

Third, for confidentiality reasons, the Agency 
for Healthcare Research and Quality does not 
allow researchers working with restricted data 
to identify certain states. Instead, it provided us 
with several aggregate groupings necessary for 
our analysis (expansion states versus nonexpan-
sion, waiver, and Basic Health Program states). 

Therefore, we were not able to distinguish be-
tween states that expanded Medicaid in 2014 
versus 2015, so we grouped together all states 
that done so before the end of 2015. Similarly, we 
were able to analyze the five waiver states only in 
the aggregate, even though the specifics of their 
programs differed.We felt that this approach was 
reasonable because several of their programs 
had common themes such as premium assis-
tance programs or premium requirement for en-
rollees, as described above. 
Fourth, we included five states in our expan-

sion group (Alaska, Indiana, Michigan, New 
Hampshire, and Pennsylvania) that expanded 
Medicaid after January 2014. As a result, our 
analysis may have underestimated the impact 
of the expansion on coverage continuity. How-
ever, we could not identify individual states for 
confidentiality reasons (as explained above), 
and we therefore classified these states in the 
expansion group. 
Finally, income as measured in MEPS might 

not map directly to state eligibility requirements 
for Medicaid. Accordingly, we tested a model in 
which our sample used a slightly relaxed income 
threshold of 150 percent of poverty. The results 
were quite similar to those of our main analysis. 

Study Results 
Summary Statistics Our study population in-
cluded 3,986 adults who resided in states that 
had not expanded Medicaid and 10,384 adults in 
states that had done so. In the pre-ACA cohort, 
those living in expansion states (n ¼ 4,762) 
were more likely to be nonwhite, born outside 
of the US, and employed and less likely to be 
pregnant compared to adults in nonexpansion 
states (n ¼ 2,026) (exhibit 1). 
Disruptions And Loss Of Coverage Annual 

rates of disruption in coverage were lower in 
expansion states compared to nonexpansion 
states before 2014 but followed a similar trend 
in that period (exhibit 2), which was confirmed 
by our placebo testing (appendixes E G).16 An-
nual rates of coverage loss also show a similar 
trend in both study groups in the same period. 
In both groups the majority of people who expe-
rienced a coverage disruption also experienced 
coverage loss: 81.0 percent in nonexpansion 
states and 78.4 percent in expansion states be-
fore 2014 and 80.6 percent in nonexpansion 
states and 74.7 percent in expansion states after 
2014 (data not shown). 
In our primary adjusted analysis, the annual 

rate of coverage disruption among Medicaid en-
rollees in all expansion states was 17.9 percent in 
the pre-ACA period, and it declined by 4.3 per-
centage points in the post-ACA period compared 

Exhibit 1 

Characteristics of the study cohort before the implementation of the Affordable Care Act s 
Medicaid expansion, by state expansion of eligibility for Medicaid 

Characteristic Nonexpansion states Expansion states 

Sample size 
Weighted 12,221,206 28,315,803**** 
Unweighted 2,026 4,762**** 

Female 67.2% 64.8% 

Older than age 40 42.9 43.9 

Race/ethnicitya 

Hispanic 16.2 26.3** 
Black 31.5 24.5** 
Asian 1.6 5.2*** 
White 47.5 41.5 
Other 3.1 4.4 

Married 24.1 26.2 

Born in the US 72.3 63.5**** 

Employed 25.1 30.0** 

Receives Supplemental Security Income 21.4 19.9 

Has dependents in household 25.4 24.2 

Pregnant 15.2 10.8**** 

Has chronic disease diagnosis 61.2 58.4 

SOURCE Authors analysis of data for 2011 13 from the Medical Expenditure Panel Survey
Household Component. NOTES Nonexpansion states were the nineteen states that had not expanded 
eligibility for Medicaid by 2016, listed in appendix A (see note 16 in text). Expansion states were the 
twenty-nine states and the District of Columbia that had expanded Medicaid programs before 
December 31, 2015. Two states (Louisiana and Montana) that expanded Medicaid in 2016 were 
excluded. aGroups other than Hispanic are non-Hispanic. **p < 0:05 ***p < 0:01 ****p < 0:001 
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to nonexpansion states (exhibit 3). Loss of cov-
erage was experienced by 14.0 percent of Medic-
aid enrollees in all expansion states in the pre 
period, and this rate also decreased by 4.3 per-
centage points in the post period. Analyses that 
excluded people with disability or pregnant 
women produced similar results (appendix C).16 

State Subgroups: Medicaid Expansion Type 
Within the subgroup of states that implemented 
traditional Medicaid expansions, the annual rate 

of coverage disruption was 17.2 percent before 
the ACA and decreased by 4.3 percentage points, 
compared to nonexpansion states (exhibit 3). 
The rate of coverage loss was initially 13.5 percent 
and declined by 4.4 percentage points. In the 
subgroup of states that expanded Medicaid us-
ing Section 1115 waivers, the rate of disruption 
was 22.5 percent in the pre-ACA period and de-
creased by 4.6 percentage points, compared to 
nonexpansion states. The rate of coverage loss 

Exhibit 2 

Annual rates of Medicaid coverage disruption and loss among nonelderly adult enrollees, by state expansion of eligibility 
for Medicaid, 2011 16 

SOURCE Authors analysis of data for 2011 16 from the Medical Expenditure Panel Survey Household Component. NOTES Coverage 
disruption occurs when a person moves from Medicaid coverage in one month to another type of coverage or no coverage in the next 
consecutive month. Coverage loss occurs when a person moves from Medicaid coverage in one month to no coverage in the next 
consecutive month. 

Exhibit 3 

Changes in rates of Medicaid coverage disruption and loss among nonelderly adult Medicaid enrollees after implementation of the Affordable Care Act s 
Medicaid expansion, by state expansion of eligibility for Medicaid 

Pre-ACA Post-ACA Within-group 
differencea 

Pre-ACA Post-ACA Within-group 
differencea 

Difference in differences 
(percentage-point change) 

Had any: Nonexpansion states All expansion states Unadjusted Adjusted 
Disruption in coverage 24.5% 23.8% −0.7 17.9% 13.7% −4.2 −3.4* −4.3** 
Coverage loss 19.9 19.1 −0.8 14.0 9.7 −4.3 −3.5* −4.3** 

Nonexpansion states Traditional expansion states Unadjusted Adjusted 
Disruption in coverage 24.5% 23.8% −0.7 17.2% 13.1% −4.1 −3.4* −4.3** 
Coverage loss 19.9 19.1 −0.8 13.5 9.2 −4.3 −3.5* −4.4** 

Nonexpansion states Waiver expansion states Unadjusted Adjusted 
Disruption in coverage 24.5% 23.8% −0.7 22.5% 18.8% −3.7 −3.0**** −4.6**** 
Coverage loss 19.9 19.1 −0.8 17.3 14.1 −3.2 −2.4**** −3.7**** 

SOURCE Authors analysis of data for 2011 16 from the Medical Expenditure Panel Survey (MEPS) Household Component. NOTES This analysis includes adults ages 19
64 with family incomes below 138 percent of the federal poverty level who had Medicaid for at least one month during the calendar year. The years 2011 13 constitute the 
period before implementation of the Affordable Care Act  (pre-ACA),  while  the years  2014 16 constitute the post-ACA period. Expansion, nonexpansion, traditional 
expansion, and waiver expansion states are defined in the text and described in greater detail in appendix A (see note 16 in text). Adjusted analyses controlled for 
state of residence, year, age, sex, race/ethnicity, marital status, family size, pregnancy, presence of dependents in household, diagnosis with a chronic condition, foreign 
birthplace, employment, and receipt of Supplemental Security Income. All models used survey weighting and accounted for the complex survey design of MEPS.  
aPercentage points. *p < 0:10 **p < 0:05 ****p < 0:001 
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was 17.3 percent and decreased by 3.7 percentage 
points. 
In our analysis of states with a Basic Health 

Program (Minnesota and New York), disrup-
tions in coverage occurred in 13.6 percent of 
adults per year before the ACA and declined by 
1.7 percentage points after the ACA, compared to 
nonexpansion states (appendix B).16 The rate of 
coverage loss did not change. 
Demographic Subgroups In our subgroup 

analysis stratified by sex, men experienced an 
8.2-percentage-point decrease in the rate of dis-
ruption in coverage and a 7.2-percentage-point 
decline in the rate of coverage loss, while women 
experienced no significant change in coverage 
disruptions or loss (exhibit 4). Nonwhites also 
experienced substantial declines in disruptions 
(−5.9 percentage points) and coverage loss (−4.7 
percentage points), whereas whites experienced 
no significant change in either measure. Lastly, 
adults without chronic conditions had large re-
ductions in both disruptions (−9.9 percentage 
points) and coverage loss (−10.4 percentage 
points), while adults with chronic conditions 
did not experience significant changes in these 
outcomes. 

Access Outcomes Access-to-care outcomes 
did not improve significantly in expansion states 
in comparison to nonexpansion states (appen-
dix D).16 One measure, unable to get necessary 
care, decreased significantly in nonexpansion 
states but was unchanged in expansion states, 
which led to a significant increase in the differ-
ence-in-differences estimate. The other two ac-
cess measures showed no change. 
Placebo Analysis Our placebo tests showed 

no significant differential changes in disrup-
tions or coverage loss in the pre-ACA period 
for expansion versus nonexpansion states over-
all (appendixes E G).16 with small point esti-
mates close to zero. Placebo tests comparing 
the group of traditional expansion states to 
the group of nonexpansion states also showed 
no change in either outcome. However, among 
the Section 1115 waiver expansion states, tests 
that used a 2012 start date for the placebo expan-
sion showed a small decrease (1.5 percentage 
points) in churning, while tests that used a 
2013 start data showed a significant increase. 
This pattern of a decrease followed by an increase 
in churning provides no evidence of a consistent 
trend in the pre-ACA period. Furthermore, the 

Exhibit 4 

Rates of Medicaid coverage disruption and loss among nonelderly adult enrollees after implementation of the Affordable Care Act s Medicaid expansion, by 
subgroup and state expansion of eligibility for Medicaid 

Nonexpansion states Within-group 
differencea 

Expansion states Within-group 
differencea 

Difference-in-differences 
(percentage-point change) 

Subgroup Pre-ACA Post-ACA Pre-ACA Post-ACA Unadjusted Adjusted 

Sex 

Had any disruption in coverage 
Male 21.1% 23.0% 1.9 20.3% 14.9% −5.4 −7.4** −8.2** 
Female 26.2 24.1 −2.1 16.6 13.0 −3.6 −1.5 −2.2 

Had any coverage loss 
Male 16.8 18.1 1.3 16.0 10.2 −5.8 −7.1** −7.2** 
Female 21.4 19.5 −1.9 12.9 9.4 −3.5 −1.6 −2.3 

Race/ethnicity 

Had any disruption in coverage 
Nonwhite 25.9% 26.5% 0.6 17.9% 13.4% −4.5 −5.1** −5.9** 
White 23.1 20.6 −2.5 17.9 14.0 −3.9 −1.5 −2.5 

Had any coverage loss 
Nonwhite 21.9 21.7 −0.2 14.8 10.7 −4.1 −3.9* −4.7** 
White 17.6 16.0 −1.6 12.9 8.6 −4.3 −2.7 −3.8 

Chronic conditions 

Had any disruption in coverage 
No chronic condition 31.7% 34.9% 3.2 20.7% 15.4% −5.3 −8.4** −9.9** 
Chronic condition 19.7 16.7 −3.0 15.8 12.4 −3.4 −0.4 −1.6 

Had any coverage loss 
No chronic condition 28.5 30.8 2.3 17.9 11.7 −6.2 8.6** −10.4*** 
Chronic condition 14.1 11.6 −2.5 11.1 8.3 −2.8 0.3 −1.1 

SOURCE Authors analysis of data for 2011 16 from the Medical Expenditure Panel Survey Household Component. NOTES The pre and post Affordable Care Act (ACA) 
periods are explained in the notes to exhibit 3. Adjusted analyses controlled for the variables listed in the notes to exhibit 3. The subgroup with chronic conditions included  
people who reported a diagnosis of cancer (all types except nonmelanoma skin cancer), asthma, emphysema, diabetes, hypertension, arthritis, stroke, and heart disease. 
aPercentage points. *p < 0:10 **p < 0:05 ***p < 0:01 
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small point estimates of the decrease in churning 
in the 2012 placebo tests were all less than half 
the magnitude of the estimates in our main anal-
ysis in the postexpansion period. Overall, the 
placebo tests did not suggest the presence of 
an unrelated, pre-ACA factor driving the sizable 
effect that we identified with our main analysis in 
the postexpansion period. 

Discussion 
Using a quasi-experimental approach and na-
tionally representative survey data, we found 
that the share of low-income adults who experi-
enced disruptions in and loss of Medicaid cover-
age decreased significantly in states that expand-
ed Medicaid under the ACA, compared to those 
that did not. These results indicate that part of 
the ACA s reduction in the US uninsured popu-
lation by nearly twenty million in 2016, the last 
year of our study period, can be attributed not 
just to new enrollment of uninsured people but 
also to increased retention of Medicaid enroll-
ees. Our point estimate of a 4.3-percentage-point 
decrease in coverage loss, applied to the popula-
tion of twelve million nonelderly adult Medicaid 
beneficiaries in expansion states in 2016, indi-
cates that the ACA expansion has prevented the 
loss of coverage for half a million adults annually. 
There are likely three mechanisms by which 

the Medicaid expansion decreased churning: 
The increased income cutoff allowed for greater 
fluctuations in income without resulting in loss 
of eligibility; a standardized income cutoff sim-
plified requirements across all states that chose 
to expand Medicaid; and greater outreach efforts 
and enrollment assistance generally occurred in 
expansion versus nonexpansion states.26 The 
individual mandate imposed by the ACA, which 
carried a financial penalty through 2018, may 
also have motivated some people to maintain 

enrollment. Our unadjusted models produced 
smaller estimates than our adjusted models did, 
which suggests that demographic changes in the 
population eligible for Medicaid in the post-ACA 
period did not drive the decrease in churning 
that we identified. 
Our results are consistent with those of a study 

that found that uninsured periods decreased 
overall after the ACA,15 as well as with those of 
a recent two-state study of Medicaid.27 Rates of 
churning in our study population during the pre-
ACA period are also consistent with those in pri-
or literature.2,3 

The overall reduction in churning rates iden-
tified by our study was driven by larger decreases 
in churning among men, people of color, and 
those with no chronic condition. The larger 
changes among nonwhite enrollees could be re-
lated to previous evidence that people of color 
experience greater income volatility28 as well as 
to evidence that the ACA expansion dispropor-
tionately increased coverage rates among non-
whites.29 The Medicaid expansion is known to 
have disproportionately increased coverage for 
low-income men compared to women,30 because 
men without dependents generally had very little 
access to Medicaid before the ACA. Our study 
provides new evidence that the Medicaid expan-
sion also led to significant improvement in cov-
erage continuity for men. The results of our sub-
group analysis of people with and without 
chronic conditions are consistent with the re-
sults of previous analyses that show lower base-
line rates of churning among sicker people.2 Our 
results suggest that Medicaid expansion helped 
healthier people who tend to have less regular 
contact with the health care system retain more 
stable coverage. 
States that expanded Medicaid through Sec-

tion 1115 waivers had higher baseline rates of 
both disruption and loss of coverage relative to 
traditional expansion states, and both groups of 
states experienced decreases in churning of a 
similar magnitude after the ACA. The improve-
ment seen in the waiver expansion group is es-
pecially noteworthy because the premiums re-
quired for Medicaid enrollees in four of these 
five states could have led to increased churning
which would have been consistent with some 
qualitative or in-depth survey studies in these 
states.31,32 However, we found no evidence of this 
in national data. It is possible that improvements 
in churning between Marketplace and Medicaid 
coverage attributable premium assistance pro-
grams in two of the waiver states, Arkansas and 
New Hampshire, are driving some of the de-
crease. However, given the small size of both 
states populations, the two premium assistance 
programs cannot entirely explain our findings, 

Waiver features 
approved in recent 
years may partially 
erode some of the 
improvements in 
continuity of 
coverage. 
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and at least one prior study of premium assis-
tance did not find that it reduced churning 
rates.14 Features of the Medicaid expansion waiv-
er states that are common to all expansion states, 
such as the simplified and more generous eligi-
bility criteria, are likely the major drivers of the 
improvements we identified. 
The study states that implemented Basic 

Health Programs with twelve-month continuous 
enrollment Minnesota and New York experi-
enced a modest decline in enrollment disrup-
tions but not in coverage loss, most likely be-
cause both of them already had state health 
programs very much like the Basic Health Pro-
gram.11 In addition, both states had lower rates of 
coverage disruption and loss compared to other 
expansion states before the ACA. It is also impor-
tant to note that the income range for the two 
states with Basic Health Programs was not the 
same as that for the rest of our analyses, which 
precluded direct comparison of the estimates for 
those groups of states. 
While previous studies have found notable im-

provements in access to care after the Medicaid 
expansion among low-income adults,33,34 we did 
not identify any improvement in access in our 
population that included only those who had had 
at least one month of Medicaid coverage. (The 
previous studies have generally included many 
low-income adults who were initially uninsured 
because they were not eligible before the expan-
sion.) One measure, unable to get necessary 
care, improved only in nonexpansion states, 
possibly because of ACA-related factors that 
were separate from Medicaid such as increased 
funding for community health centers.35 In addi-
tion to the fact that our sample excluded many 
people in the pre-ACA period who became eligi-

ble for Medicaid after the expansion, another 
potential explanation for the lack of positive ef-
fects on access is that our outcomes were based 
on MEPS questions that assessed self-reported 
access for the entire twelve months preceding 
the MEPS interview date and thus may have 
failed to capture the effects of a few months 
without insurance, perhaps because of recall 
bias.36 Previous literature has shown that access 
outcomes in the Medicaid population are less 
responsive than patterns of utilization are to 
short-term changes in insurance status.37 

Longer-term follow-up of churning may find dif-
ferent results. Additionally, constraints on pro-
vider supply may have prevented greater gains in 
expansion states.38 

Conclusion 
Our study provides new evidence on the effects of 
the Medicaid expansion and alternative expan-
sion types on coverage continuity. Both disrup-
tions in Medicaid coverage and coverage loss 
decreased by 4.3 percentage points among low-
income adult Medicaid enrollees living in states 
that expanded Medicaid under the ACA. This 
effect was driven by improved coverage continu-
ity among nonwhites, men, and people without 
chronic conditions. Waiver features approved in 
recent years by the Centers for Medicare and 
Medicaid Services, including work requirements 
and premiums in Medicaid, may partially erode 
some of the improvements in continuity of cov-
erage that we identified here. Our findings make 
a novel contribution by showing that part of 
the ACA s overall coverage effect was due not just 
to new enrollment in Medicaid but also to re-
duced churning after enrollment. ▪ 

The authors  thank Ray  Kuntz at the  
Agency for Healthcare Research and 
Quality. 
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1. Introduction 
Health insurance, like most insurance, can be priced using risk ratings, where premiums are set based on the 
relative risk of insured lives and the propensity to claim. However this may result in health insurance being 
unaffordable for the most high-risk members of society. As a result, many governments restrict the use of risk 

where insured lives pay the same premium 
regardless of risk. 

In a community-rated system where all consumers are charged the same premium, many high risk consumers are 
protected from paying unaffordable premiums. Others consumers, such as healthier or younger individuals, will 
generally pay a higher premium to subsidise sicker and often older individuals. Consequently, premium revenue 
collected by insurers or other risk-bearing entities may no longer truly reflect the underlying risk associated with their 
insured populations. Insurers and risk-bearing entities differ by geographic location, product design, provider networks, 
reputation, and management efficiency, amongst other things. Community rating removes much of the relationship 
between premiums and expected claims costs at the individual level, which is where most purchasing decisions are 
made, and this can lead to an uneven distribution of risk among insured populations. In the absence of a secondary 

-than-average population may generate high underwriting 
surplus, and those that attract a sicker-than-average population may generate financial losses. 

In many healthcare systems and health insurance markets around the world where risk rating is not allowed, risk 
equalisation is used to enhance consumer protection and market stability. Its aim is to compensate for the risk 
profiles of different groups of the population such that the additional medical expenses assocated with high-risk 
members are shared amongst healthcare providers or insurance companies. This is generally achieved by the 
transfer of payments through a risk equalisation pool, or similar mechanism. The exact form of risk equalisation 
varies from country to country depending on the specific nature of each one's healthcare system and interaction 
with the private health insurance market. 

In this paper we have set out a 'how-to' guide to risk equalisation, or risk adjustment. We have referenced 
illustrative examples from around the world to explain the challenges and practicalities that should be considered 
in the design and management of a risk equalisation system. 

The countries considered in the illustrative examples outlined in this paper are highlighted in Figure 1. This 
includes a mix of countries that currently have functioning risk equalisation schemes as part of their healthcare 
systems as well as countries where healthcare reform or the implementation of risk equalisation was not 
successful. It is important to consider both successes and failures in understanding the challenges faced in 
implementing and managing a risk equalisation system. 

FIGURE 1: COUNTRIES CONSIDERED IN THIS PAPER 
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This paper outlines how to implement a risk equalisation system and is structured as follows: 

Section 2 sets out the rationale for developing a risk equalisation system 

Section 3 describes the considerations for designing the system, including the following: 

Choice of algorithm and parameters 

Calculation approach prospective or retrospective 

Solutions for handling exceptionally high claims 

Competition and efficiency 

Ongoing management 

Section 4 sets out some examples of external challenges, including legal, political and general external 
challenges. 

Section 5 contains concluding comments 
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2. Why develop a risk equalisation system? 
Before discussing the key considerations for developing a risk equalisation system, we first address the purpose 
of risk equalisation, why this mechanism exists in various healthcare systems around the world and how it works. 

Risk equalisation can exist in various forms and the way in which different healthcare funders share risk varies 

equalisation involves redistributing funds among insurers, e.g., Ireland and the Netherlands, while in other 
healthcare systems it involves allocating total resources among funders in an equitable way, e.g., the National 
Health Service (NHS) in the United Kingdom. 

Many health insurance markets have restrictions on the ability of insurers to charge premiums that reflect the true 
underlying risk of each insured life. In these markets, insurers charge a community-rated premium reflecting one 
or more broad risk characteristics in the market, rather than a risk-rated premium that reflects the risk profile of 
the individual taking out the policy. This is generally a policy decision aimed at promoting solidarity in the market 
and ensuring that higher-risk individuals have access to health insurance products. 

One challenge that can arise in such a market is the incentive for insurers to target low-risk lives and avoid those 
who are more likely to make large health insurance claims. This can result in product design, pricing and 
marketing strategies that serve the needs of the healthy at the expense of those in poor health. These problems 
can be compounded where there are differences in the risk profiles of the insured population of different insurers. 
Where an insurer has a higher proportion of unhealthy customers, it would need to charge higher premiums on 
average to reflect this position. By contrast, an insurer with lower-risk customers can charge lower premiums. 
This results in the less healthy customers paying higher premiums on average, which is contrary to the one of the 
key aims of community rating. 

In addition, in a community-rated market, the insurer with low-risk customers can gain a competitive advantage 
on the other insurers by charging premiums that are marginally lower, but perhaps not as low as the premiums 
that could be justified based on the risk profile. This could allow an insurer with a low risk membership to 
generate higher than average underwriting surplus, offer richer benefits to customers, or pay healthcare providers 
more, while an insurer with a high risk membership could struggle to maintain profit levels, offer robust benefits to 
customers, or fairly compensate healthcare providers. Without some mechanism to equalise the risk profiles of 
the two insurers, this approach leads to significant challenges, not just for the high risk insurer, but also for the 
stability of the market as a whole. 

Similarly, hospitals and other healthcare providers may be paid based on the activities they carry out or based on 
the number of patients treated. If one hospital tends to treat higher-risk patients or those more likely to 
experience complications, relative to another hospital, then the remuneration received may not adequately reflect 
the complexity of the activity carried out. A risk equalisation system can help ensure the allocation of resources 
among healthcare providers more fairly reflects the complexity of the populations covered. 

Risk equalisation can also incentivise efficiency. As insurers are less likely to compete on risk selection, they 
should be encouraged to ensure that delivery of healthcare occurs as efficiently as possible. This could result in 
lower care costs and lower premiums or better patient outcomes. If the risk equalisation system is effective, and 
insurers are competing on efficiency rather than risk selection, lives with higher than average healthcare costs 
should in theory be more appealing to insurers, as there is greater capacity to improve efficiency for lives with 
higher claims than lives with little or no claims. Moreover, insurers or healthcare providers with an aptitude for 
serving specific populations or medical needs can focus on what they are good at even if their target population is 
higher risk. In this type of environment, efficient health insurers or healthcare providers are more likely to hold a 
better market position than their inefficient counterparts, irrespective of the make-up of their insured population. 

Figure 2 illustrates how a risk equalisation system for a health insurance market could work in practice where 
insurers with higher than average risk profiles are compensated through net transfers from insurers with lower 
than average risk profiles. Ultimately, risk profile differences among insurers should be neutralised and premium 
variation among insurers should arise from factors other than differences in risk profile. In practice, it may not be 
possible to neutralise all risk-profile differences and there will be many practical and political challenges to 
overcome. These challenges and considerations are discussed in the sections that follow. 
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FIGURE 2: RISK EQUALISATION FUND TRANSFERS FOR PRIVATE HEALTH INSURERS 

In Figure 3, we introduce the risk equalisation systems that will be discussed in this paper and provide some 
context around why risk equalisation exists in these markets and how it operates. 

FIGURE 3: RISK EQUALISATION AROUND THE GLOBE 

Irish private health In Ireland risk equalisation is used to support a community-rated, 

insurance market voluntary private health insurance market. Each insurer is charged a 
stamp duty in respect of each insured life. The stamp duties are paid into 
a central fund. Risk equalisation transfers are made from the fund, via 
the tax system, in respect of insured lives based on age, gender, product 
type and utilisation of some healthcare services. 

The Netherlands In the Netherlands, citizens are obliged to purchase basic health 
insurance. Insurers are not allowed to risk rate premiums and there is an 
obligation to accept everyone. Prospective morbidity-based risk 
equalisation is used to support this community-rated, compulsory health 
insurance market for basic healthcare. Health insurers are compensated 
based on age, gender and the prevalence of chronic diseases, based on a 
broad set of morbidity criteria ranging from diagnosis and pharmaceutical 
claims up to physiotherapy and usage of medical diagnostic devices. The 
system also allows for other characteristics that have a correlation with 
health, such as socioeconomic status and source of income. 

English NHS In the English NHS, risk equalisation is used to share out the total 
available funding between local purchasing bodies Clinical 
Commissioning Groups (CCGs) rather than having a transfer of funds 
between CCGs. Resources are allocated according to a funding 
allocation formula that accounts for expected differences in healthcare 
resource utilisation among CCGs, based on parameters such as 
population size, age/sex mix, supply-side variables, unmet need/health 
inequalities and market forces (adjustments for how the cost of providing 
services differs by area, e.g., land and staff costs). 
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The United States of 
America 

In the US, risk equalisation is more commonly referred to as risk 
adjustment and is used in the commercial individual and small employer 
group markets to transfer funds between insurers based on the riskiness 
of their members. The transfer formula accounts for health status risk (as 
measured by pharmacy and diagnosis-based risk scores), geographic 
variations in cost, and cost and utilisation variations associated with 
different benefit designs. Risk equalisation between healthcare providers 
is used in direct government payments under Medicare and Veterans 
Healthcare Administration. Risk equalisation is also used in government-
funded programs with insurance company intermediaries like Medicare 
Advantage and Medicaid managed care to pay private insurers on a risk-
adjusted basis. 

Australia The Australian risk equalisation scheme was introduced in 2007 and has 
been administered by the Australian Prudential Regulation Authority since 
2015. It includes an Age-Based Pool that shares higher than average 
claims costs of older individuals and a High Cost Claimants Pool (HCCP) 
for the most expensive claimants. The Age Based Pool is the main 
component of the risk equalisation scheme while the HCCP is a secondary 
component, accounting for a much lower percentage of claims. 

Czech Republic In the Czech Republic, the risk equalisation scheme redistributes 
premiums between sickness funds based on age, gender and 
pharmaceutical groupings (PCG). In addition, ex post partial 
compensation is allowed for the most expensive lives. The redistribution 
is centralised by the General Health Insurance Fund 

(VZP) through a special account. 

Germany The German health insurance system includes both statutory health 
insurance and private health insurance. In January 2009, a prospective 
morbidity-based risk equalisation system was implemented for budget 
allocation across all statutory sickness funds. The model is regression-
based, and uses age, gender and 106 hierarchical morbidity conditions 

, 
healthcare service. Pharmacy claims are used to validate certain medical 
diagnoses. In many aspects, the model is similar to what is being used in 
the US in commercial markets (such as the Department of Health and 
Human Services Hierarchical Condition Categories, or HHS-HCC) and in 
Medicare. 
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3. Designing the system 
A key aim of risk equalisation is to spread risk across all insurers or healthcare providers, such that higher-risk 
customers continue to have access to affordable healthcare. However, it may not be possible or straightforward 
to define or put a value on 'risk.' Therefore different healthcare systems use different proxies or parameters to 
estimate the 'riskiness' of insured lives. Riskiness depends on the health status of the insured lives, with healthy 
individuals being classified as low-risk and individuals in poor health being classified as high-risk, but again this is 
not something that is necessarily easy to quantify or predict. In reality risk level is not a binary choice between 

healthcare resource use. Risk equalisation systems can try to quantify this by using past medical history including 
diagnostic reports, hospital utilisation or pharmaceutical records, but this information may not be freely available 
or recorded in a consistent manner, and may not be fully predictive of future risk. 

In designing a risk equalisation system, there are a number of considerations, including: 

The choice of algorithm or model 

The choice of parameters 

The calculation approach prospective or retrospective 

The impact on market competition, stability and efficiency 

Special considerations for exceptionally high claims 

The impact on competition and efficiency 

Many of the considerations above will be influenced by the availability of accurate and relevant data. In this 
section of the report we look at each of these considerations in more detail. 

CHOICE OF ALGORITHM AND PARAMETERS 

The choice of parameters, or risk adjustors, is a key consideration for a risk equalisation system. Simple risk 
equalisation systems may use demographic parameters such as age and/or gender as a proxy for health status, 
perhaps with an additional payment for hospital utilisation, such as the risk equalisation scheme in Ireland, or a 
High Cost Claimants Pool (HCCP), such as the system in Australia). However, claims costs for two 50-year-old 
males may vary significantly and therefore other parameters should also be considered. More complex systems 
use parameters that can more accurately predict claims costs, such as medical or pharmaceutical history, and 
may even include geographical and socioeconomic parameters to estimate the riskiness of the insured lives. 

The number of parameters will affect the complexity of the system. With potentially large amounts of money 
exchanging hands, it is generally preferable to have a relatively transparent system, which may limit the choice of 
parameters. Although simplicity is important from a transparency point of view, there is also a balance to be 
struck between having an overly simplistic system and an accurate one. If the system is not accurate it may not 
be effective in preventing risk selection and fairly compensating differences in risk. Precision at an individual 
customer level is not as important as precision at the expected population level when balancing the cost of 
increased complexity. 

How to equalise risk in healthcare systems 6 January 2020 



  

          

              

           

 

                  

                     

      

     

     

                 
            

              
               

          

             
              
            

            

           
            

              
             

           

            
            

        
      

  

 

                  
 

MILLIMAN REPORT 

The infographic in Figure 4 outlines some of the parameters used in risk equalisation systems around the world. 

FIGURE 4: PARAMETERS USED IN RISK EQUALISATION SCHEMES AROUND THE WORLD 

1 This is used to a limited extent in commercial (IND/SG), in some Medicaid states, and in managed Medicare. 

2 Socioeconomic status x age (SES), source of income x age (AVI) and household composition x age (numbers of persons per address, or PPA). 

3 Primary and secondary diagnostic groups (DKGs). 

4 Proposed factors of shadow scheme. 

5 For validating certain medical diagnoses. 

The key challenge in design is identifying the extent to which differences in claims costs are actually caused by 
differences in risk profile. For example, insurers may have different claims payment approaches or different levels 
of healthcare management, which may result in higher or lower claims on average for the same risk profile. The 
richness of benefits can also impact claims costs for individuals with the same risk profile. The risk equalisation 
system should aim to only equalise differences in claims costs due to differences in risk profile. 

The system should isolate differences relating to risk profile from other factors by identifying parameters that can 
influence risk profile and then equalising claims costs based on those parameters. This can include age, sex or 
measures of health (e.g., diagnosis with certain medical conditions, pharmaceutical data). Other factors can also 
be included like geographic location or income level in addition to socioeconomic parameters. 

In terms of predictive accuracy, diagnosis-based risk models generally have slightly higher predictive accuracy 
than pharmacy-based models, as pharmacy-based models can be sensitive to treatment and prescription 
patterns, where diagnosis-based data is not.1 The impact of comorbidities may also be considered although it will 
increase the complexity of the calculation. Despite the increased predictive accuracy, treatment bias may be an 
issue with diagnosis-based data such as is the hospital diagnostic-related groups (DRGs). For example, DRGs 

will only pick up patients who have been treated in a hospital setting, so chronic patients who are treated in 
hospital will be classified with a certain diagnosis but similar patients being treated by a general practitioner or in 
a primary care facility may not. Therefore diagnosis-based risk factors, and pharmaceutical-based factors, are 
sensitive to treatment and prescription patterns. 

1 Society of Actuaries (October 2016). Accuracy of Claims-Based Risk Scoring Models, Tables 4.2.1 and 4.2.2. Retrieved 5 December 2019 from 
https://www.soa.org/globalassets/assets/Files/Research/research-2016-accuracy-claims-based-risk-scoring-models.pdf. 
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Different algorithms can be used such as a simple algorithm to linear regression models like ordinary least squares 
(OLS) or more advanced generalised linear models (GLMs). Machine learning techniques can also be used to predict 
the value of healthcare costs based on a series of parameters, but lack of transparency may be an issue with a model 
that is based solely on machine learning techniques. All other things being equal, the algorithm underlying the risk 
equalisation system should in effect estimate the premium that would have been used if insurers were able to risk-rate 
(and had access to all the relevant data), and to recognise the difference between that and the actual premium 
charged. However, insurers all operate differently, and as a result differences in efficiency, claims payment procedures 
and benefit richness should also be allowed for where possible. The more parameters that are taken into account in the 
algorithm, the higher the potential for a sophisticated and effective system, but with a corresponding increase in 
complexity at the expense of transparency and ease of understanding of the system. 

In the US in particular, some issues arose when the Patient Protection and Affordable Care Act (ACA) was 
introduced that were due to the lack of predictability in terms of the transfer payments. This is partially because of 
the use of a concurrent rather than retrospective calculation approach (which is discussed later in this paper). 
The impact of the lack of predictability is outlined in Illustrative Example 1. 

ILLUSTRATIVE EXAMPLE 1: LACK OF PREDICTABILITY 

according to a formula that depends on a number of different parameters. This includes average risk scores, 
premiums, benefit richness, area and other demographic characteristics of each insurer relative to other insurers in 
the same market. The ACA uses a modified community rating, where premiums are allowed to vary based on a 

an design, but are not allowed to vary by 
gender, health status or other factors. The formula underlying the risk transfers must factor in that some 
characteristics are already accounted for through premiums, and therefore exclude their impact from the transfer 

the formula in general, transfers can be difficult to understand, let alone estimate or predict. This is primarily due to 
the concurrent way in which the transfers are calculated, which is discussed further below. 

decreasing revenue significantly, relative to target profit margins. For example, in the 2018 benefit year, the 
absolute value of transfers was an average of 9% of premium in the individual market and 4% of premium in 
the small employer market,2 with many issuers receiving or paying significantly higher transfer amounts. While 
large transfer payments are a sign that risk equalisation is necessary, the calculation and eventual settlement 
of transfer payments does not occur until at least six months after the end of each benefit year, thereby 
complicating premium setting and financial reporting. Furthermore, ACA risk equalisation remains a 
controversial program in the US, which has resulted in frequent policy changes and seen a number of lawsuits 
that challenge the implementation and fairness of the program, with mixed outcomes, all of which contributes 
to the uncertainty of future transfer payments. 

The choice of parameters and algorithm will also depend on the level of data available. Data availability may be 
limited for a number of reasons, for example the specific data required may not be collected, it may not be 
collected in a consistent or transparent manner or there may be legal restrictions on using it e.g., privacy of 
medical records. The complexity of national healthcare systems means that it can take a long time to improve the 
level and quality of data recorded, and in some cases legislative changes are required to allow or compel 
stakeholders to record data in the required format. 

2 Richard C Van Kleef, Rene´ CJA Van Vliet and Wynand PMM Van de Ven. Risk equalisation in the Netherlands: An empirical evaluation. 
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Data gaps can significantly impair the ability to create good risk equalisation systems, compromising the capacity 
of the system to facilitate competition and efficiency and prevent risk selection. However, it is possible to create 
risk equalisation systems when data is limited. Illustrative Example 2 considers the risk equalisation system in 
Ireland, where lack of data is a challenge. 

ILLUSTRATIVE EXAMPLE 2: LACK OF DATA 

In Ireland, the risk equalisation scheme was originally developed using age and gender as a proxy for health. 
A risk equalisation payment was made to insurers based on age and gender, the 'age related credit' (ARC), for 
older insured lives. One disadvantage of this approach is that the ARC overcompensates for older healthier 
lives and undercompensates for older sicker lives. In addition, no risk equalisation payments were made in 
respect of high-risk younger lives. 

Lack of data is an issue in Ireland in respect of claims recording. While public hospitals in Ireland record DRGs 
claims data that allows for consistent analysis of inpatient and day-case claims arising in a public hospital 
setting, similar data is not recorded on a consistent basis across all private hospitals (nor is it currently 
recorded in public hospitals in respect of outpatient treatment). It is estimated that there is a significant cost 
involved for private hospitals to provide relevant and consistent DRG data that is reliable enough to use within 
the risk equalisation system, and even if the Irish government introduced legislative changes requiring private 
hospitals to record this data it may take some time to introduce fully. 

data, a Hospital Utilisation Credit (HUC) was introduced in 2013. The HUC is a payment made to insurers 
based on hospital utilisation of insured lives. The only data required to implement this change to the risk 
equalisation scheme was the number of inpatient nights spent in hospital and the number of day-case 
procedures in a hospital setting split by age and gender. This information was readily available in the claims 
data provided to insurers. 

The HUC has the benefit of redistributing some of the risk equalisation credits from older healthier lives to 
younger less healthy lives, where healthiness is determined based on hospital utilisation. It has achieved its 
aim of improving the health status element of the risk equalisation scheme to some extent, but there are 
limitations to its use. Firstly, the utilisation credit is a flat payment based on whether the patient is seen in an 
inpatient or day-case setting and therefore does not reflect the varying costs of treatments. Secondly, the 
possibility of perverse incentives mean that the HUC is kept low to avoid encouraging overutilisation and as a 
result the scheme does not fully compensate for differences in health status. However, based on estimated 
figures for 2018, the HUC had redistributed about 30% of the total risk equalisation fund to lives with instances 
of hospital utilisation, instead of making payments purely based on age and gender. 
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MILLIMAN REPORT 

Where lack of data is not an issue, it is possible to see large improvements in the predictive accuracy of risk 
equalisation systems through the introduction of additional parameters. The Dutch risk equalisation system is a 
prime example of how the inclusion of new parameters has improved the accuracy and effectiveness of the 
system over time. We have looked at this in more detail in Illustrative Example 3. 

ILLUSTRATIVE EXAMPLE 3: REDUCING RISK SELECTION THROUGH CONTINUOUS IMPROVEMENTS TO THE MODEL 

In the Netherlands, risk equalisation was initially introduced through a simple system using demographic 
factors (age and gender) in 1993. The introduction of the Health Insurance Act (Zvw) in 2006 was a turning 
point for risk equalisation in the Netherlands. The Zvw further implemented government policy to compensate 
health insurers for insuring high-risk individuals but it also focused on preventing risk selection of unhealthy 
lives and stimulating efficiency in the health insurance market. Health insurers were instructed to specifically 
limit costs and improve the quality of care. The role of the health insurance company changed substantially, 
with the focus shifting from selecting and pricing the risks of insured lives to selecting and pricing healthcare 
providers, with insurers implementing targeted control of healthcare costs. 

Since the introduction of the Zvw, the risk equalisation system has been developed to become the 
sophisticated model that is in place today, which allows for health status through DRGs and Pharmaceutical-
based Cost Groups (PCGs) and other parameters such as geographical region and socioeconomic status. 
The most recent update to the parameters was in 2018 when the risk equalisation system was developed 
further to allow for multiple prior three different models, 
one for somatic care (e.g., primary care, hospital care and pharmaceuticals), one for mental health care and 
one for out-of-pocket payments due to mandatory deductibles. The different models and large number of 
parameters result in a high number of categories of insured lives, which leads to a complex risk equalisation 
system. However, there is empirical evidence that developing the system to include the additional parameters 
has increased the predictive accuracy of the system.3 

Since 2018, the focus has shifted from improving the accuracy of the model to maintaining the model. 
However, there is current debate regarding whether continuous improvement is required to minimise the 
predictability of profits and losses for specific subgroups of the insured population to avoid insurers risk-
selecting. While the predictive accuracy of the system has been improved through developing the scheme to 
include additional parameters, not all the parameters are based on information that is available to the insurers 
(e.g., some of the socioeconomic parameters). This means that insurers are not able to predict the risk 
equalisation transfers associated with each specific subgroup. 

However, over time, if the system is not continuously developed, insurers may be able to predict the profit 
and losses for specific subgroups based on past information. This could result in increased risk selection, 
which is against the ethos of the risk equalisation system in the Netherlands. Recent debate in the Dutch 
market has pointed to machine learning as a possible mechanism for improving the current model to reduce 
the predictability of profit making or loss making subgroups by insurers. Up until recently machine learning 
would not have been considered as a realistic solution for the risk equalisation system in the Netherlands 
due to a lack of transparency. 

To limit the risk of negative risk selection, the Dutch Healthcare Authority, the Nederlandse Zorgautoritet, 
recently made a strong call to continue to improve the risk equalisation system and to search for new 
methods such as machine learning techniques in order to minimise predictable profits and losses for 
specific subgroups and limit risk selection4. In this context continuous improvements to the model (by adding 
more and more parameters and using more advanced, less transparent modelling techniques) seem to be 
favoured despite the complexity and lack of transparency. In terms of the trade-off between unpredictability 
and transparency in the Dutch health insurance market at least, transparency seems to be becoming less and 
less important. 

3 Ibid. 

4 Monitor Zorgverzekeringen 2019, published by the Nederlandse Zorgautoritet in September 2019. 
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When choosing the parameters to include in a risk equalisation system, it is also worth considering what to exclude. 
For example, claims costs may vary for supply-side reasons unrelated to health status, such as access and 
capacity, supplier-induced demand or practice pattern variation. Many different factors influence healthcare 
consumption and, therefore, it can be difficult to isolate instances of supplier-induced demand to exclude it from a 
risk equalisation system. As the main aim of risk equalisation is to equalise differences in claims costs due to health 
status, therefore differences due to other factors need to be considered, where possible, when defining the data, 
parameters or algorithm underlying the risk equalisation system. 

Benefit richness can also result in higher claims costs. In some health insurance markets, particularly mandatory 
insurance markets, there is a standardised benefit package and the risk equalisation system reflects the standard 
basket of benefits. However, in many private health insurance markets, the level of benefit is variable. Individuals 
have an opportunity to choose richer or poorer benefit packages with differences in the types of services covered, 
the hospitals or providers covered, the level of accommodation, the level of copayment required etc. For a risk 
equalisation system this can raise challenges. The system may aim to equalise differences in risk due to the 
health status of the insured lives, but would typically not wish to equalise differences caused by richness of 
benefits. It may be unfair to a low-risk person to cross-subsidise the extra claims costs of a higher-risk person if 
the higher-risk person has a much richer benefit package driving part of the claims cost differences. Many 
systems use past claims information to calibrate the payment levels and separating the components of past 
payments can be a challenge. 

As well as the level of benefit that insured lives choose, the insurers may also have differences in claims payment 
procedures or even simply efficiency, which can affect payment levels. It would be counterproductive to have an 
insurer that operates efficiently, minimising claims payments, for example, if the benefit of this efficiency was 
effectively shared with other insurers through a risk equalisation payment. 

In the Netherlands, for example, the risk equalisation system is based on a standard basket of benefits that 
underpin the Dutch universal health insurance system. In this way it is easy to ensure that there are no cross-
subsidies for benefit richness. In Ireland, the level of benefit varies across a broad range of health insurance 
products, making it more challenging to ensure that differences in claims amounts due to benefit richness are 
excluded from the risk equalisation scheme. This is considered further in Illustrative Example 4. 

ILLUSTRATIVE EXAMPLE 4: BENEFIT RICHNESS 

In Ireland, consumers can choose between a broad range of health insurance products with varying levels of 
services covered, hospitals or providers covered, accommodation and copayment required. When setting the 
risk equalisation credits, health insurance products are categorised based on their levels of cover. The 
products are categorised as 'advanced' and 'non-advanced' products by the health insurance regulator (the 
Health Insurance Authority). The 'advanced' products represent about 90% of the market, however these 
plans include a wide range of benefits. Plans are categorised based on characteristics set out in legislation, 
with non-advanced plans providing limited payments where inpatient care is provided in a private hospital. 

For a number of reasons, the non-advanced population tends to be younger on average than the advanced 
plan population and they are also generally less risky on average. The parameters for the scheme vary 
between advanced and non-advanced plans. In setting the non-advanced parameters, the whole population 
(advanced and non-advanced) is considered, but only non-advanced benefit levels are considered. In this 
way, the lower-risk (on average) non-advanced lives cross-subsidise the higher-risk advanced plan lives, but 
only up to a non-advanced benefit level. 

When setting the parameters for advanced plans under the scheme, benefits in excess of a standard level are 
excluded. The standard benefit level broadly reflects the most common inpatient benefit package held by 
insured lives with advanced plans. In this way the scheme allows for equalisation of risk across the entire 
population of advanced plan holders but eliminates cross-subsidy of benefits in excess of those most widely 
held across the population. 
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CALCULATION APPROACH: PROSPECTIVE OR RETROSPECTIVE 

The calculation approach is also an important consideration. Risk equalisation systems can operate on a 
prospective or retrospective basis. 

In a retrospective system, sometimes called a concurrent system, payment transfers occur at the end of a defined 
period and are calculated according to actual risk exposure over the relevant period. In a prospective system, 
payments are calculated according to predicted risk exposure over the period and are generally paid at the beginning 
of the defined period. Blended or 'hybrid' systems can also exist, which may result in more accurate reflections of the 
exposure , and hence more accurate cost predictions. For example, in the Irish risk equalisation 
scheme, the parameters are set prospectively based on predicted risks, but the payments are made retrospectively, at 

s. In the US Medicare Advantage market, initial 
payments are made based on the previous , followed by an interim calculation to reflect the 
membership mix at the time, and a final settlement to account for the full-year membership exposure. 

Figure 5 compares the key advantages and disadvantages of the two methods, ignoring any hybrid solutions. 

FIGURE 5: COMPARISON OF PROSPECTIVE AND RETROSPECTIVE RISK EQUALISATION SYSTEMS 

CONSIDERATION PROSPECTIVE RISK EQUALISATION 
RETROSPECTIVE RISK EQUALISATION 

(NO REBALANCING) 

Funders have more predictability in terms of payment Less predictability of payments because risk equalisation 
Certainty of payments amounts at the beginning of the term and are able to plan only occurs at the end of the term. For shorter time periods, 

accordingly. this is less of a concern (e.g., monthly vs. annual payments). 

Accuracy 

The accuracy of the risk reflected in the transfer payments 
depends on the accuracy of the risk predictors used to 
calculate the payments. In a prospective system with no 

ula used to calculate the 

than expected, it will transfer less into the fund or receive 
more from the fund than it should according to the actual 
level of risk. 

Transfer payments are based on the actual insured lives 
each funder was exposed to over the relevant period. 

Less complex and lower administration burden because 
Both systems will have some level of complexity associated 

no retrospective reconciliation is required. However, 
with the calculation and administration of the payment 

Complexity and setting the parameters of the system may be more 
transfers but a retrospective system has the added 

administration burden complex than the retrospective approach. Obtaining data 
requirement to reconcile and adjust payments at the end of 

from a prior period may be difficult if participants were in a 
the period. 

different insurance program. 

In the UK a prospective approach is used to fund the English NHS. This is discussed further in Illustrative Example 5. 

ILLUSTRATIVE EXAMPLE 5: USE OF PROSPECTIVE APPROACH IN THE ENGLISH NHS 

CCGs receive an annual funding allocation from NHS England (NHSE) to commission services for their 
registered populations. The level of funding is known two to three years in advance and target funding 
amounts are calculated as a weighted (risk-adjusted) capitation amount based on the following parameters: 
population size, age/sex mix, supply-side variables, unmet need/health inequalities and market forces 
(adjustments for how the cost of providing services differs by area, e.g., land and staff costs). 

The actual allocation that a CCG receives may be lower than its target allocation because the total level of 

Change Policy,'5 which aims to move CCG areas closer to their target allocations over time. 

The population size of each CCG is estimated according to general practitioner (GP) registration levels and 
projected using estimates from the Office for National Statistics (ONS). There is no retrospective adjustment to 
account for differences in predicted and actual experience. Consequently, if a CCG has changes to its 
population size or risk profile that are different from expected, it could end up receiving a funding allocation 
different from its actual level of risk. For example, if a CCG has an unexpected decrease in its population size, 
it would be receiving a funding allocation for more people than it is technically responsible for commissioning 
services for. This is a disadvantage of the prospective approach without rebalancing. 

5 https://www.england.nhs.uk/wp-content/uploads/2016/04/1-allctins-16-17-tech-guid-formulae-v1.pdf 
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In the Netherlands, a purely prospective (or ex ante) approach is also used. This means that the contributions 
received by health insurers from the risk equalisation fund are determined prior to the calendar year to which the 
contributions relate. This exposes the health insurers to financial risk as the risk equalisation contribution and 
premium income is independent of the actual claims costs incurred in the relevant calendar year. The prospective 
approach stimulates the health insurers to manage resources as effectively as possible to limit the financial impact 
of unexpected variance in income (premiums and risk equalisation contributions) and outgo (claims costs). 

In contrast, the retrospective approach is used in the US commercial individual and small employer group 
markets. Illustrative Example 6 provides more detail on this. 

ILLUSTRATIVE EXAMPLE 6: USE OF RETROSPECTIVE APPROACH 

In the commercial individual and small employer group markets in the US, funds are transferred among plans on 
a retrospective basis using a concurrent risk adjustment model. Risk scores are calculated for the benefit year 
using claims data through to April of the year following the benefit year, and transfers are announced in June and 
paid in September. Premiums are typically set six to nine months in advance of the benefit year, and issuers are 
required to include the expected risk adjustment receivable or payable in the premiums. So there is at least a 
twenty-four month lag between when premiums are set and transfer payments are known. 

The advantages of this method are that premiums and plan revenue tend to align more closely with the average 
health status and expenditures of the insured population within a market. Indeed, insurers will likely get credit for 
high cost individuals through the diagnoses concurrently coded with those claims. This can be particularly 
important in markets that experience significant turnover of the insured population, such as the individual market. 
Concurrent risk adjustment models are generally more accurate than prospective,6 and the risk scores used to 
calculate the transfer values will reflect the actual population and diagnoses for the benefit year. 

However, retrospective risk adjustment methods also present many challenges for insurers, in particular as 
community-rated premiums must be set, allowing for estimated risk adjustment transfers, prior to open 
enrolment, i.e., before insurers know the risk profile of their insured lives for a given benefit year. 

The retrospective timing of payments may cause liquidity issues for some insurers. If plans are expecting a 
large risk adjustment receivable, premiums will typically not be sufficient to cover expected claims costs, and 
these costs will need to be funded by insurers in advance of receiving risk adjustment payments in September 
of the year following the benefit year. Furthermore, if premiums are priced in anticipation of a large risk 
adjustment receivable, but ultimately must pay into the risk equalisation pool (for example, due to differences 
in the risk profiles of members that enroll in the plan compared to assumptions made during pricing), then 
there is a risk that they will not have sufficient funds to make the required payment. 

Conversely, if premiums are priced high in anticipation of making a large payment into the pool, but ultimately 
see more favourable experience and do not need to make such a payment, the unexpectedly high profit 
margin may need to be rebated back to customers, causing extra administration and potentially negative 
publicity toward the insurer. 

SOLUTIONS FOR EXCEPTIONALLY HIGH CLAIMS 

Another important consideration for a risk equalisation system is whether there needs to be some specific solutions 
for high-cost claims, as healthcare costs have the potential to be very skewed for very high-risk individuals. While 
the risk equalisation transfers will be higher for high-risk lives, there still may be a very large gap between actual risk 
equalisation transfers and claims costs, particularly in the case of catastrophic claims. In some risk equalisation 
systems a solution in respect of high-cost claims may be an important part of the system as a whole. 

The concept of a high-risk pool, or a High Cost Claimants Pool (HCCP), exists in a number of risk equalisation 
systems around the world. This is typically designed as a risk-sharing pool for low incidence, very expensive 
claims . This is the case in the Australian risk equalisation 
system, which is considered further in Illustrative Example 8 below. 

6 Society of Actuaries, Accuracy of Claims-Based Risk Scoring Models, op cit. 
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The benefit of a HCCP is that it can target risk equalisation credits towards the most high-risk individuals or 
catastrophic claimants to avoid insuring these individuals through segregated 
products. However, a HCCP may dis-incentivise claims cost efficiency, as insurers may be less likely to 
challenge high claims costs if they are being reimbursed through the risk equalisation system. This means that a 
HCCP could have limited benefits in the long term. 

ILLUSTRATIVE EXAMPLE 7: HIGH-COST COMPENSATION IN THE NETHERLANDS 

In the Netherlands, a High-Cost Compensation (HKC) settlement was included in the risk equalisation system 
for a number of years following the introduction of the Zvw but has since been removed. In 2012 the HKC was 
removed from the somatic care model and in 2015 it was removed from the mental healthcare model. The 
HKC was removed as there was a fear that it reduced the incentive for efficiency. With the abolition of the 
HKC, the Dutch government aimed to incentivise efficient procurement and volume control. The HKC was 
replaced by the prospective, or ex ante, Long-Term High Costs (MHK) groups parameter. 

However, due to the skewedness of mental healthcare costs, the removal of the HKC resulted in some 
insurers facing large mental healthcare claims that were not covered by the risk equalisation system, which 
resulted in incentives for negative risk selection. Prospective payments cannot accurately predict the costs 
associated with these patients in the short term, due to a lack of data amongst other things. As a result, it was 
decided to reintroduce the HKC ex post compensation solution for a small group of insured lives with the 
highest mental healthcare claims. For insured lives with the 0.5% highest mental healthcare costs, 75% of the 
costs are pooled above the 0.5% percentile value. 

In reintroducing the retrospective ex post payment, the competing aims of reducing incentives for risk selection 
and increasing efficiency were balanced against one another. With a high-cost claims pool, the efficiency 
incentives are reduced by lower thresholds and higher reimbursement. In the Dutch system, the incentive 
inefficiency is limited by the very high threshold and the fact that only 75% of claims costs are covered. In 
addition the retrospective payment is used to redistribute funds within the risk equalisation system, rather than 
resulting in an increase in the total level of risk equalisation payments. 

The reintroduction of the retrospective payment for mental healthcare costs does not mean that this type of 
payment will be reintroduced elsewhere in the risk equalisation system. Prospective payments are still 
preferred within the Dutch risk equalisation systems and research is being carried out on the possibility of 
using a prospective payment in respect of these costs. The results of these investigations will need to be 
tested against the assessment framework (covered in Illustrative Example 11 below) and the various 
objectives of the risk equalisation (e.g., equalising effect, efficiency, risk selection and practicability) before any 
changes are introduced. 

It is also difficult to estimate the impact that a HCCP will have on the effectiveness of a risk equalisation system, 
as this will depend on where the parameters of the HCCP are set. If the claims threshold is set at a very high 
level, then the HCCP will equalise risk for only the sickest individuals, and it may not be significant enough to 
improve the effectiveness of the system as a whole. Conversely, if the threshold is set at a lower level, then this 
HCCP will equalise risk for more individuals but it may result in a significant increase in the cost of risk 
equalisation, which may affect the sustainability of the market. 
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MILLIMAN REPORT 

However, evidence suggests that a HCCP can increase the overall 'goodness of fit' of a risk equalisation scheme 
7with limited negative impact on an . 

ILLUSTRATIVE EXAMPLE 8: HIGH-COST CLAIMS POOL IN AUSTRALIA 

In Australia, the current risk equalisation system was implemented in 2007 to support the community rating 
principle. It differentiates two distinct pools: the Age Based Pool (ABP) and the High Cost Claimants Pool 
(HCCP). The amount of claims costs to be allocated to the ABP depends on specific percentages defined for 
each of the age cohorts for people aged 55 and over. The percentage varies from 15% of average claims for 
people aged 55 to 59 to 82% for those aged 85 and over. Insured lives aged 54 and younger are not eligible 
for the ABP pool. 

Claims allocated to the HCCP pool are defined as 82% of the excess of claims over $50,000 after any 
recoveries from the ABP pool. The concept of the HCCP pool was introduced in 2007. The main aim of the 
HCCP pool is to cover catastrophic risk. Relative to the system as a whole, the HCCP might be considered 
immaterial (accounting for about 3% of claims equalised in Australia8) but it is a key to the system as a whole. 
It particularly benefits smaller insurers where the pool of members is not sufficient enough to spread high-cost 
claims. It is also the only form or risk equalisation for high-risk insured lives aged 54 and younger without the 
HCCP there would be no compensation under the risk equalisation scheme for these lives. 

High claims costs resulting from low incidence events are particularly a problem for smaller insurers. In the 
absence of a separate equalisation pool for expensive claims smaller insurance companies may indemnify such 
risks with private reinsurance arrangements. It is common for insurers or other risk-bearing entities (such as self-
funded employers or risk-bearing provider organisations in the US) to purchase reinsurance from private 
reinsurers. Typical private reinsurance arrangements cover specific (individual-level) or aggregate (risk-pool-
level) stop-loss amounts. These policies protect insurers from catastrophic claims and exist outside of the risk 
equalisation system as supplementary risk mitigation. 

ILLUSTRATIVE EXAMPLE 9: FEDRAL AND STATE REINSURANCE 

In the US there are reinsurance programs operating at federal and state levels, as well as private 
reinsurance arrangements purchased from private reinsurers. In this example we consider the federal and 
state reinsurance programs. 

Federal reinsurance programs 

2016. It was intended to help stabilise premiums in the individual market for the first three years after the 

(including individual, small employer group, large employer group fully insured and large employer group self-
funded plans), and used those contributions to fund reinsurance payments to the individual market. 

Beginning in 2018, the Centres for Medicare and Medicaid Services (CMS) introduced a new national high 
cost risk pool to compleme 
Premium assessments are used to fund reinsurance in those markets, covering 60% of an individual members 
annual claims exceeding $1,000,000 (as of 2018). Since the program handles claims above $1,000,000, the 
risk equalisation can be modelled using truncated claims amounts, which increases the predictive power and 
stability of the transfer payment formula. 

There is also a federal reinsurance program to cover catastrophic claims for insurers offering prescription drug 
coverage to Medicare beneficiaries. 

7 Society of Actuaries in Ireland (26 September 2018). Healthcare Seminar on Risk Equalisation & Regulation in Private Health Insurance. 
Retrieved 5 December 2019 from https://web.actuaries.ie/sites/default/files/2018-09/180926%20Healthcare%20Seminar%20-
%20Full%20Presentation.pdf. 

8 Institute of Actuaries of Australia (2011). Risk Equalisation 2020: Is the Current System Sustainable? Retrieved 5 December 2019 from 
https://www.actuaries.asn.au/library/events/Conventions/2011/Con2011_Paper_Reid.pdf. 
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State reinsurance programs 

innovative stabilisation programs in the individual and small employer group markets. Several states have 
used this waiver to establish reinsurance programs, mainly as a substitute for the federal reinsurance program 
that ended after 2016. Since the state-based reinsurance program reduces costs for some members who are 

program, thereby extending the funds available for reinsurance. 

COMPETITION AND EFFICIENCY 

Competition among insurers is important in terms of increasing efficiency in healthcare delivery. In order to attract 
and maintain customers in a competitive market, insurers will need to utilise their resources carefully, ensure that 
administrative costs are managed efficiently, provide quality customer services and pass available cost savings 
to insured lives by charging lower premiums. Inefficient insurers will have to charge higher premiums than their 
competitors and may subsequently risk losing customers. In a competitive market, insurers may be encouraged 
to be more responsive to customer preferences and more innovative in their product offerings and delivery of 
services. If consumers are sensitive to price and quality, insurers will need to keep improving quality and 
minimising costs to maintain or grow their customer bases. 

Competition should be based price and market health insurance products, while 
avoiding moral hazard and promoting efficiency. However, where premium restrictions exist in health insurance 
markets, e.g., due to community rating, risk selection may occur. This is where insurers try to compete on the basis of 
only insuring 'good' risks or healthy lives through designing products to attract low-risk individuals or excluding certain 
coverage. If insurers can generate profits through risk selection, they may not be sufficiently financially motivated to 
focus on increasing their efficiency or otherwise innovating in terms of product design or service delivery. 

However there are always trade-offs in designing a program intended to remove the impact of risk selection. A 
fundamental issue relates to defining and placing a value on health risk, which can be difficult to separate from 
other aspects that might influence health insurance premiums, such as the breadth of healthcare provider 
networks, the level of compensation to healthcare providers, the level of customer service, or other aspects of 
cost. Even the concept of inefficiency can have varying interpretations. For example, an insurer that increases 
its customer service and care coordination staff and pays healthcare providers a higher rate may find a niche in 
an open marketplace with customers willing to pay a higher premium (e.g. for perceived better value or access to 
more providers). An effective risk equalisation system should not discriminate against this insurer relative to other 

efficiency without an overly complex system. 

An effective and robust risk equalisation system should discourage risk selection and allow insurers to compete 
in other ways. In theory, if high-risk patients are properly catered for within the risk equalisation system then they 
may become the preferred customer base of an efficient insurer because the potential efficiency gains per person 
may be higher for the chronically ill, for example, than for healthy lives. This could have the added benefit of 
reducing risk equalisation payments to inefficient insurers. 

However, if the risk equalisation system does not fully compensate for the riskiness of some insured lives, or if the 
system is designed in such a way that efficiency benefits are shared with other members of the risk equalisation 
pool, then incentives to innovate and become more efficient are discouraged. This is counter-productive to the 
ethos underpinning risk equalisation, which is intended to highlight and reward efficiency. 

Outside of the risk equalisation system, in the wider healthcare system, insurers also need to have access to tools 
that allow them to influence healthcare quality and costs and use them to engage in strategic purchasing. To 
promote efficiency, insurers need to be able to have strong purchasing power to negotiate with healthcare providers. 

There is a balance to be struck also to ensure that the risk equalisation system does not encourage inefficient 
behaviour. This can be difficult to measure and control. It can sometimes be difficult to understand what is driving 
higher claims costs for a particular insurer; is it simply riskier insured lives or are the higher claims costs due to 
inefficiencies relative to other insurers in the market? The risk equalisation system needs to be parameterised in such a 
way to ensure that it is only neutralising risk and not incentivising inefficient behaviour for either insurers or providers. 
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MILLIMAN REPORT 

A recent report by the South African Competition Commission on the Health Market Inquiry noted a number of 
issues with competition in the South African market that are prevalent in other markets also. We have considered 
this further in Illustrative Example 10. 

ILLUSTRATIVE EXAMPLE 10: CONSIDERATIONS FOR COMPETITION: SOUTH AFRICA 

The current health insurance market in South Africa operates in an environment of open enrolment, 
community rating and the provision of a package of prescribed minimum benefits. A risk equalisation scheme 
was proposed as part of the move towards social solidarity, but was never introduced we have commented 
on this further in Illustrative Example 15 below. 

healthcare market was 'characterised by high and rising costs of healthcare and medical scheme cover, and 
significant overutilisation without stakeholders having been able to demonstrate associated improvements in 
health outcomes.' This is partly due to current practices of segmentation and risk selection within the market, 
due to the lack of an effective risk equalisation system. 

The incomplete regulatory framework has meant that 'medical schemes' (the term used to describe health 
insurers in South Africa) are competing on the risk profile of lives under cover by designing products and 
benefit options to attract younger and healthier members. The social solidarity principles underlying the health 
insurance market do not allow the schemes to risk-rate, and therefore risk selection has become the preferred 
form of competition in the absence of risk equalisation. 

The report notes that a consequence of this is increased market segmentation with a proliferation of products 
on sale in the medical schemes market with generally incomparable benefit options. This has resulted in an 
inability to easily compare options across schemes, making it more difficult for customers to switch providers. 
This means that schemes have no incentive to compete on pro-consumer metrics and to offer better products. 

The Competition Commission states that these factors 'clearly do not foster an environment conducive to 
competition on metrics which would result in positive consumer welfare outcomes.' The paper notes that 
competition should occur on price, cost and quality of services and not risk selection. The introduction of the 
risk adjustment mechanism is welcomed by the report as an 'essential market mechanism to ensure that 
purchasing in the market becomes more effective, by forcing funders to compete on value and, therefore, 
stimulate competition between and the efficiency of providers.' 

Similar issues relating to competition and inefficiency can occur in healthcare systems with risk equalisation 
systems that are not fully effective. For example, the Irish risk equalisation scheme lacks an appropriate 
parameter for health status and this has resulted in issues similar to those seen in South Africa. Insurers in 
Ireland continue to compete on the risk profile of insured lives and a significant level of segmentation exists in the 
market, with approximately 300 health insurance plans on offer from just three insurers.9 

ONGOING MANAGEMENT 

It is equally import to monitor the impact of a system on competition and efficiency on an ongoing basis post-
introduction. The impact on competition may be assessed in a number of ways, such as monitoring insurers cost 
ratios or profit levels. Other signs of healthy competition include new entrants to the market or new innovative 
product features, particularly if they are targeted at less healthy lives. 

Risk selection may continue to be an issue if the risk equalisation system is not fully effective. Insurers may 
continue to compete on risk profile to increase profits if they are not being fully reimbursed for high-risk lives. 
Depending on the parameters and algorithm underpinning the risk equalisation system, segmentation may occur 
in the insurance market that results in older, sicker lives continuing to pay higher premiums, even if risk 
equalisation is in place. This is the case in Ireland, where plans with limited orthopaedic benefits are common in 
the market, while plans with full orthopaedic coverage (which are more likely to appeal to older lives) come at 
materially higher costs. In effect the higher cost of full orthopaedic cover reflects the risk level of the insured lives 
taking out the product, rather than the higher benefit coverage. Similarly, low-cost products with high deductibles 
are also used to segment the market, as they are generally preferred by younger, healthier lives. 

9 October 2019. 
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The risk equalisation system can include features to reduce the risk of segmentation. For example, the Irish risk 
equalisation scheme uses the concept of an 'overcompensation' test to reduce the capacity for insurers to receive risk 
equalisation transfers for older, sicker insured lives and also charge them a higher health insurance premium due to 
segmentation. This test is a statutory retrospective assessment to check the return on earnings (ROE), calculated as a 
three-year rolling average, of any health insurers in the Irish market that received net transfers under the scheme, 
against a benchmark. If the ROE is higher than the benchmark, overcompensation is deemed to have occurred and the 
insurer in question is required to refund the overcompensation identified to the risk equalisation scheme. There are of 
course some issues with the use of this type of test, specifically around the determination of the benchmark, but it plays 
an important role in limiting segmentation in the Irish health insurance market. 

In order to monitor the system on an ongoing basis, it is important to have a measure to evaluate the 
effectiveness of the system. However, there may not be one single absolute measure for effectiveness, as the 
effectiveness of the system may depend on a number of different factors. 

Firstly, in order to determine the measure of effectiveness, it will be important to determine exactly what the risk 
equalisation system is compensating and how this should be measured. For example, if the system compensates 
based on differences in average claims costs, there may be a number of factors underlying these differences, 
such as claims management policies and benefit richness in addition to health status. In practice there will be a 
trade-off between efficiency and effectiveness as a system that equalises 100% of differences in claims costs 
among insurers may incentivise inefficient behaviour. The assessment and measurement of the effectiveness of 
the system will need to allow for this trade-off. 

Depending on the parameters and algorithm underlying the system, an ordinary least squares model could be 
used to measure R-squared or goodness of fit, based on the relevant factors. Such a model has the benefit of 
capturing the impact of factors other than health status, such as region or socioeconomic factors, based on the 
average for the population as a whole. This approach, however, moves from a closed form solution to a structural 
form, which may be of limited use in practice due to complexity. In addition the use of such techniques will 
depend on the level of data available to run the model. 

The predictive accuracy of the system may also be used to measure effectiveness. The predictive ratio is a 
comparison of the predicted risk equalisation transfers with the actual transfers at a cohort level. It can be used to 
understand whether the risk transfers have been effective for a particular subgroup or cohort. However, 
depending on the variables used, it may be difficult to justify and may be challenging to ensure that it does not 
allow for differences in claims management, supply-side issues or benefit richness, in addition to health status. 
This ratio only measures the predicted transfers versus the actual transfers and does not measure the 
appropriateness of the predicted transfers relative to the riskiness of the insured population. 

Another solution would be to add ex post risk equalisation, where deviations in predicted and actual transfers are 
shared retrospectively between insurers or payers and the risk equalisation fund system to some extent. The 
concept of a HCCP mentioned above is an example of an ex post risk equalisation for very high-cost claims. 
These measures, however, also have a downside as they can limit ins 
contribute to the trade-off between efficiency and effectiveness. 

In practice, it is difficult to implement a fully effective system and several challenges need to be considered and overcome 
in order to maintain a balance between the trade-off of efficiency and effectiveness. It is nevertheless important to do so 
because the more effective the risk equalisation system is, the more likely it is that it will achieve its aims. 

Many of the risk equalisation systems in place today are subject to frequent updates, most notably to improve 
effectiveness. The Dutch scheme, for example, has gone through a significant number of developments and 
updates since it was introduced in 1993 and especially since the introduction of the healthcare insurance act in 
2006. This is considered further in Illustrative Example 11. The Irish risk equalisation scheme is subject to 
approval by the European Commission (currently every five years) and is regularly updated and developed to 
increase the effectiveness of the scheme as part of this approval process. 
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ILLUSTRATIVE EXAMPLE 11: MEASURING THE IMPACT OF CHANGES TO THE DUTCH RISK EQUALISATION SCHEME 

In the Netherlands, the impact of changes to the risk equalisation model is evaluated based on a specific 
assessment framework to measure the impact in terms of the objectives of the risk equalisation scheme. The 
framework serves as a guideline for the assessment of new parameters, assessing changes to existing 
parameters, including significant changes and testing variations of the model. The assessment is carried out at 
various levels, including the impact on the total insured population, the impact on subgroups of the population 
and the impact on insurers, and is both qualitative and quantitative in nature. 

The weighted average absolute standard deviation is measured at all levels. R-squared is the standard 
-squared can indicate a 

high predictive power at a population level, there can be significant differences between the actual and 
predicted healthcare costs at a subgroup level. The R-squared cannot tell whether the risk equalisation model 
sufficiently compensates for predictable variation in medical expenses across specific subgroups. On this 
basis, a further assessment is carried out to analyse the under-compensation or overcompensation at a 
subgroup level, including specific subgroups that are not explicitly included in the risk equalisation model. The 
following assessments are carried out: 

Equalising effect: Before introducing a new parameter to the scheme, a significance test is performed to 
assess whether a parameter adds value to the risk equalisation model. The new parameter must improve 
predictability within a certain threshold. In addition the total additional healthcare costs must be presented at a 
macro level. This provides insight into the expected effects of the proposed parameter and can support the 
trade-off between combating risk selection and managing complexity. This is tested through various measures 
at different levels. The standard measures for both the somatic care and mental healthcare models are the R-
squared and Cummings Prediction Measure (CPM) at the total population level and the weighted average 
absolute deviation at subgroup and insurer levels. 

Efficiency: The addition of a new parameter to the risk equalisation scheme should not incentivise perverse 
behaviour by health insurers or care providers in terms of efficiency. Inefficiency incentives are distinguished 
between the features of the risk equalisation scheme that result in financial incentives for insurers to declare more 
healthcare costs and features that deter efficient behaviour (among insurers, healthcare providers and insured 
lives). Although efficiency can be tested by the earnings ratio, this assessment is generally qualitative in nature. 

Managing complexity: Additional parameters and other estimation methods can make the model complex and 
non-transparent, in addition to leading to instability of the model and the risk equalisation transfers. It is 
important that the models generate results that can be clearly explained and result in stable and logical risk 
equalisation transfers, where possible. The complexity of the model is assessed in terms of the number of 
parameters used, the quality of data and the transparency of the underlying calculations. Significance tests 
and sensitivity analysis can be used to understand the stability of changes to the model over time. 

Validity and measurability: Any changes to the model must be valid and measurable. The addition of a new 
parameter to the scheme will be deemed valid and measurable if it systematically relates to the healthcare 
costs for insurers and if it categorises insured lives in an objective and reliable way, without the need for 
arbitrary decisions. In addition, the data used must be accurate, reliable and available. 
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4. External challenges 
Even if a risk equalisation system is designed to be as effective as possible, there may be some external 
challenges to overcome before the system can be implemented, or on an ongoing basis once the system is up 
and running. In this section of the report we have tried to highlight some additional key areas for consideration, 
including illustrative examples of where challenges have arisen in risk equalisation systems around the world. 
This includes legal challenges and political uncertainty as well as general implementation challenges. 

LEGAL CHALLENGE 

Due to the large amounts of money that are transferred between individual insurers or healthcare providers within 
risk equalisation systems, they are regularly subject to legal challenge. In this section we consider specific legal 
challenges faced in the implementation of the Irish risk equalisation scheme and ongoing legal challenges faced 
in the US. 

The introduction of the risk equalisation scheme in Ireland is a good example of how legal challenge can disrupt 
the implementation of a system and how creative solutions can be utilised to enable implementation. We have 
considered this further in Illustrative Example 12. 

ILLUSTRATIVE EXAMPLE 12: LEGAL CHALLENGE IN THE IRISH SYSTEM 

When the Irish risk equalisation scheme was introduced in 2003 there was a large state-owned insurer that 
had been in operation for many years, and a small number of private insurers which were new entrants to the 
market. The government-owned insurer had a significantly older population than the private insurers. By 
implementing the risk equalisation scheme, the government was effectively introducing a scheme that would 
result in large payments from private insurers to the government-owned insurer. This resulted in a 
considerable amount of legal challenge, particularly from new entrants to the health insurance market that 
claimed the scheme was anticompetitive. Following a lengthy legal process through the Irish court system, the 
regulations that were introduced to implement the original risk equalisation scheme were eventually deemed to 
be ultra vires by the Irish Supreme Court in 2008 and no payments were ever made under the original 
scheme. The Supreme Court decision found that risk equalisation was introduced on the wrong legal basis, 
based on the definition of community rating in Irish legislation; it did not rule that the principles of risk 
equalisation or community rating were illegal. 

The revised scheme utilised the tax system to achieve similar results in a more legally robust approach as 
changes to the tax system are generally more difficult to challenge. The government charged each insurer a 
flat stamp duty in respect of each life insured. This was used to raise funds for the risk equalisation scheme. 
The government then paid a tax credit to less healthy individuals, based on a number of risk factors. The tax 
credits were effectively passed through to the insurers. The premiums net of tax credits were community-rated 
but insurers received the premium plus the tax credit for riskier lives. Insurers could therefore reflect the 
combined impact of the stamp duty and tax credits in their pricing. The scheme overall resulted in a transfer 
from insurers with healthier populations to insurers with less healthy populations, albeit in a more legally 
robust way than the original scheme. 
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In the US, there have been a number of legal challenges to the introduction of risk equalisation, both in respect of 
the algorithm used to calculate the risk transfers and in changes made to state regulations. They are discussed 
further in Illustrative Example 13. 

ILLUSTRATIVE EXAMPLE 13: LEGAL CHALLENGE IN THE US SYSTEM 

There have been a number of legal challenges to the ACA in the U.S. since it was introduced. For example, various 
lawsuits have been filed challenging the risk adjustment program and in particular the decision to base risk 
adjustment transfers on state-wide average premiums. Some smaller insurers believe that this approach 
disadvantages them in favour of larger, well-established insurers. Larger insurers will have a larger impact on the 
state-wide average premium and therefore are less likely to deviate from the average, while smaller insurers with 
lower enrolment and higher volatility may be more likely to deviate materially from the state-wide average risk level, 
resulting in large transfers (whether favourable or unfavourable). The legal challenge was resolved without a change 
in methodology. 

Changes to state regulations can also be prone to litigation. In some states, regulators worried that the risk transfer 
payments were too large and disruptive, so they took emergency action to reduce their financial impact. Some of the 
emergency regulations introduced were subject to legal challenge, such as the emergency regulation introduced in 
New York in 2016. In this example, the regulations were ultimately upheld by the New York district court. However in 
response to the emergency actions, the federal government reached a political compromise, and now all states 
have the flexibility to reduce the magnitude of transfer payments by up to 50%. 

POLITICAL CHALLENGE 

In addition to legal challenges healthcare system can be politically 
charged and may not always be welcomed by the public. There are many examples of this but we have included two 
specific illustrative examples in this section where proposed changes to healthcare systems were revoked for political 
reasons. The first relates to the proposed introduction of a new healthcare bill in Romania at the end of 2011, which 
resulted in mass protests and was eventually overturned. This is discussed further in Illustrative Example 14. 

ILLUSTRATIVE EXAMPLE 14: PROTESTS IN ROMANIA 

In late 2011, Romanian politicians introduced a new healthcare bill to reduce state funding, deregulate the health 
insurance market and privatise hospitals. The change would replace the original system of controlled resource 
allocation with regulated competition at both the health insurer and service provider levels. The proposal included 
compulsory insurance, with citizens having the right to choose and change insurers on an annual basis. Insurers 
were obliged to accept individuals and could not terminate contracts, but could still charge risk-rated premiums. 

This was criticized by the International Monetary Fund (IMF), which noted that, among other things, private 
health insurers could refuse high-risk patients with chronic conditions by imposing very high premiums on 
them to avoid this risk, Romania needed to redistribute the funds between private insurers based on patient 
profiles. However, the citizens of Romania were not happy with the proposal to introduce private funds to the 
Romanian healthcare system. The most vocal opponent of the reform was the Deputy Minister of Health who 
had founded the emergency services. He stated that privatising the emergency services would destabilise the 
system and that people who could not afford to pay for an emergency service may be condemned to death. 

Romanian citizens took to the street to protest against the reform, resulting in the government resigning and 
significant changes being introduced to the planned reform, most notably in the area of emergency healthcare. 
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The second political challenge related to a shadow risk equalisation fund which operated in South Africa for a number 
of years. For political reasons, no transfers were ever made. This is discussed further in Illustrative Example 15. 

ILLUSTRATIVE EXAMPLE 15: UNSUCCESSFUL IMPLEMENTATION IN SOUTH AFRICA 

In South Africa, medical insurance is predominantly provided through 'medical schemes' that provide risk 
pooling for healthcare in the private system. The medical schemes are owned by their members and are 
nonprofit entities. They are regulated on the basis of social solidarity principles and they operate in an 
environment of open enrolment, community rating and the provision of a package of prescribed minimum 
benefits. Since January 2010, medical schemes are not allowed to underwrite or risk-rate their premiums. A 
risk equalisation 'shadow period' commenced in 2005 and operated for a number of years. During the shadow 
period, data was collected and a risk adjustment structure developed. However, no transfers ever occurred 
between medical schemes and a risk adjustment system was never put in place. In 2012, the South African 
Council for Medical Schemes, the regulatory body overseeing medical schemes in the country, said that it was 
'highly unlikely that a risk equalisation system will be implemented in the near future.'12 

One of the main reasons that the system was never implemented was due to a change in government policy 
towards the introduction of universal health insurance, through National Health Insurance (NHI). Under NHI, 
the future of medical schemes as they currently exist is uncertain, resulting in a move away from the social 
motivations for risk equalisation. In addition, some sources have noted that the demographic composition of 
some of the medical schemes may have made the introduction of the risk equalisation mechanism challenging 
from a political perspective. The absence of a risk equalisation mechanism in South Africa, in addition to the 
voluntary nature of the health insurance market, resulted in an incomplete regulatory environment for the 
introduction of social solidarity and has been identified as one of the key drivers of lack of innovation and 
escalating costs in the private healthcare market.13 

The most recent developments on risk equalisation in South Africa come from the 
Health Market Inquiry report, which was published in September 2019.14 The report recommends the introduction 
of a risk adjustment mechanism to complement and benefit the NHI. Even if a risk equalisation system is 
implemented successfully, the political tensions surrounding healthcare may mean that the system is constantly 
under scrutiny and subject to ongoing changes and proposals for reform. This is certainly the case in the US 
since the introduction of the ACA in 2010. This situation in the US is considered further in Illustrative Example 16. 

12 Buthelezi, L. (17 January 2012). Medical risk fund on back burner. BHF. Retrieved 6 December 2019 from http://ftp.bhfglobal.com/medical-
risk-fund-back-burner-17012012. 

13 Ramjee, S. & Vieyra, T. (October 2014). Neither Here nor There: The South African Medical Scheme Industry in Limbo. Retrieved 6 December 
2019 from https://actuarialsociety.org.za/convention/convention2014/assets/pdf/papers/2014%20ASSA%20Ramjee%20Vieyra.pdf. 

14 Competition Commission (September 2019). Health Market Inquiry. Retrieved 6 December 2019 from http://www.compcom.co.za/wp-
content/uploads/2014/09/HMI-Executive-Summary.pdf. 
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ILLUSTRATIVE EXAMPLE 16: US POLITICAL REFORM 

In the US, healthcare reform is consistently on the political agenda. The ACA, signed into law on March 10, 
2010, was perhaps the most significant regulatory overhaul of healthcare since the introduction of Medicare 
and Medicaid in 1965. Since the ACA was passed, there have been attempts to expand, repeal, partially 
repeal, or otherwise disable various provisions of the law. In addition, ongoing litigation over aspects of the 
ACA, including the funding of its risk mitigation programs, continues to present challenges. 

One example of this relates to the risk corridor program, which was designed to complement risk equalisation 
by protecting insurers from the risk of mispricing. During each of the first three years following full 
implementation of community rating and other major reforms, the program created a corridor around which 
gains and losses would be shared between insurers and the government. The federal government did not set 
aside funds for the possibility that the overall corridor payments for the program would be a net cost to the 
government rather than a net gain. Moreover, there was conflicting guidance to insurers about the collectability 
of risk adjustment receipts prior to insurers setting their initial premium rates. When experience emerged in 
the first year, the amount of risk corridor payments owed by the government to insurers greatly exceeded the 
payments owed by other insurers to the government. Insurers who owed the government were required to pay 
100% of the calculated risk corridor amount, while insurers who were owed funds from the government 
received only 12% of the calculated amount15 . 

As a result, many insurers, especially smaller insurers with less capital, went out of business, and many others 
decided it was in their best interest to discontinue offering coverage in the individual and/or small group 
markets entirely. These decisions left individuals in certain regions with limited options, hindering one of the 

failure created significant market disruption and political conflict concerning the long-term viability of the core 
reform of implementing community rating supported by risk equalisation. 

insurance from at least one source, which was intended to promote a stable mix of healthy and sick 
participants in health insurance markets under community rating. The individual mandate was repealed in 
2019, while the community rating remains. This development will put upward pressure on premium rates 
because the anticipated exit of many healthy individuals from the market is a trend for which the risk 
equalisation program cannot provide relief. 

In addition, the government has expanded alternative health insurance options that are outside the scope of 
the risk equalisation program: short-term limited duration policies and association health plans16 . These plans 

lead to further divisions in the individual market; in particular, these products could attract healthy individuals 
out of the risk equalisation program, weakening its foundation. 

These and other alterations to ACA have made it difficult for insurers to set rates, manage reserves, and 
report financials, and for regulators to sustain stable markets. 

There are several new healthcare reform proposals being debated at the time of writing this report, in 
conjunction with the run up to the 2020 US Presidential Election, some of which aim to introduce public 
options or increase eligibility for public programs like Medicare and Medicaid (commonly referred to as 

public programs are expanded alongside the private insurance markets, the use of risk equalisation will remain 
an important factor in stabilising the US healthcare system. Even if more significant reform, such as single 
payer system, is implemented, risk equalisation may be used to neutralise risk across healthcare providers. 
Therefore risk equalisation may continue to be an integral part of the U.S. healthcare system under many 
different paths that political reform may bring. 

15 Katterman, S. (5 October 2015). Headwinds Cause 2014 Risk Corridor Funding Shortfall. Milliman Healthcare Reform Briefing Paper. 
Retrieved 6 December 2019 from http://us.milliman.com/insight/2015/Headwinds-cause-2014-risk-corridor-funding-shortfall. 

16 Busch, F. & Karcher, J. (22 August 2018). Association Health Plans After the Final Rule. Milliman White Paper. Retrieved 6 December 2019 
from http://www.milliman.com/insight/2018/Association-health-plans-after-the-final-rule/. 
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GENERAL IMPLEMENTATION CHALLENGES 

In addition to legal and political challenges, there may be general implementation issues that arise, particularly where 
healthcare reform or the introduction of risk equalisation systems is based on models in operation in different countries 
or territories. Such issues arose in Poland when the German healthcare system was used as the basis for reform of the 
Polish healthcare system in the late '90s, with little success. However, a similar system was introduced in the Czech 
Republic in the early '90s, with a combination of private health insurance and subsequently risk equalisation, and it is 
still in operation today. Illustrative Example 17 looks at these countries in further detail. 

ILLUSTRATIVE EXAMPLE 17: HEALTHCARE REFORM IN POLAND AND THE CZECH REPUBLIC 

background and as a result it can be difficult to simply duplicate another healthcare system without allowing for 
country-specific factors. In the 1990s both Poland and the Czech Republic introduced healthcare reform that 
was based on the Bismarck model, which had operated successfully in Germany for many years. 

Fundamental healthcare reform was introduced in Poland in 1999 with the introduction of a government-run 
insurance model, based on the Bismarck model operating in Germany. The public insurers were called 
'sickness funds' and healthcare premiums were financed by employees through payroll tax deductions. In total 
17 public sickness funds were established. No private sector insurance was allowed. Each sickness fund was 
to manage financial resources coming from insurance premiums and ensure provision of medical services for 
its members by contracting with providers. 

However the healthcare reform faced significant political challenge. Even before the sickness funds started 
operating the legislation was amended over 25 times,21 with the initial insurance premium being reduced from 12% 
of salary to 7.5% of salary. Significant assumptions underlying the self-financing concept of the healthcare system 
were compromised from the beginning (including the number of sickness funds established too high to ensure a 
minimum of 4 million to 5 million members, which was considered to be required for a fund to be self-financing). Not 
surprisingly, shortly after their introduction, significant differences in access to and quality of services were identified 
between the sickness funds. Members 
system. The main issue seemed to be around transparency of funding tracking premiums for insured lives, 
transferring to sickness funds and financial settlements. However, no improvements were possible at that time due 
to the collapse of the government coalition. Ultimately, sickness funds were replaced by a central insurance public 
institution, the National Health Fund (Narodowy Fundusz Zdrowia, or NFZ) in 2003, with the aim of providing equal 
access to medical services for all citizens. 

In contrast, in the Czech Republic, healthcare reform based on the Bismarck system was successfully 
implemented in 1992 and still functions today, with some modifications. There are seven sickness funds 
currently in operation22 (from the 27 sickness funds initially established) one public fund, the General Health 

, or VZP) covering 57% of the market, and six private 
insurance companies. The insurance premium is 13.5% of salary with two-thirds covered by an employer.23 

A key difference of the system in the Czech Republic was the introduction of private insurers. This was also 
considered as part of the reform in Poland, but it would have required an appropriate system to track 
insurance premiums and ensure transparency, which was not in place at the time. In the Czech Republic, 
private health insurance funds (with a legal status as independent public entities or 'not-for-profit' insurers) 
were introduced in 1993, a year after the health reform was implemented and the VZP started it operations. 
The insurance funds were allowed to offer additional benefits on top of the standard benefit package (e.g., free 
travel health insurance, subsidies for wellness activities) and these were used to segment the market and 
attract younger, healthier lives. This resulted in the public VZP retaining the older, higher-risk lives. In 1994 a 
very simple risk equalisation scheme was used to redistribute about 60% of collected premiums between 
insurers based on the age of insured lives. 

21 Medexpress.pl (18 March 2019). 43 amendments in total, XX- Zdrowotnych w Polsce. Retrieved 6 
December 2019 from http://www.medexpress.pl/xx-lecie-powszechnych-ubezpieczen-zdrowotnych-4/73234. 

22 OECD (7 December 2018). Improving the Czech Health Care System. Economics Department Working Papers No. 1522. Retrieved 6 
December 2019 from http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=ECO/WKP(2018)70&docLanguage=En. 

23 Bankier.pl (11 August 2007). In the Czech Republic, since 1993, 18 health insurance funds have gone bankrupt, only 9 more are left. 
Retrieved 6 December 2019 from https://www.bankier.pl/wiadomosc/W-Czechach-od-1993-r-zbankrutowalo-18-kas-chorych-zostalo-tylko-lub-
az-9-1623783.html. 
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The current risk equalisation system in the Czech Republic redistributed funds according to a risk-adjustment 
scheme based on age, gender and pharmaceutical cost group (PCG). In addition, a HCCP results in ex post 
compensation payments of 80% of claims above a specific threshold24 and makes up about 10% of total 
transfers. The redistribution is managed through a central account that is supervised by a board of directors 
comprising representatives from each of the sickness funds and various government minsters. The last risk 
adjustment factor, PCGs, was added in January 2018 as a way to improve the health-status element of the 
risk-adjustment scheme. This change took over seven years to implement, from the initial proposal, partly 
because it transpired that chronic patients were evenly distributed among health funds, resulting in only a 
marginal increase in the allocation of funds to the public VZP. 

While the healthcare reform in both countries was based on the same underlying model, the Bismarck system 
in Germany, these examples show that successful implementation of health reform depends on the specific 
socioeconomic and political background in the country in which the reform is taking place. The Czech Republic 
was able to implement a dynamic healthcare system that could respond to changes such as the introduction of 
private insurance funds and risk equalisation and the system was allowed to adjust to its optimal self-financing 

introduction of Bismarck-based system was less successful in part due to inadequate transparency in relation 
to fund transfers and the level of political compromise to the initial structure of the system (especially related to 
the level of insurance premium and number of sickness funds). Lack of political support led to the 
deconstruction of the public healthcare system, which today still does not allow private insurance companies 
to operate within the public sector. 

24 The threshold is equal to 15 times the average annual costs per member in the entire healthcare system 
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5. Summary 
While the concept of risk equalisation is relatively easy to understand, designing and implementing a risk 
equalisation system to fit into an existing healthcare system can be a complex and time-consuming process. This 
paper sets out some of the key considerations in designing and implementing a risk equalisation system. When 
choosing risk adjusters, predictive accuracy and transparency are key factors to consider. Consideration also 
needs to be given to the benefits to include, the calculation approach taken (prospective or retrospective), the 
impact on competition and efficiency and how to deal with exceptionally high claims. The technical and legal 
aspects of the system need to be carefully constructed in order to protect the scheme from legal challenge in the 
implementation phase and, where possible, from the risk of ongoing political and legal challenge. 

Risk equalisation has many advantages for a healthcare system, but its primary role is to facilitate affordable 
access to healthcare to high risk individuals. An efficient risk equalisation system can reduce 
to risk-select, resulting in greater competition in terms of efficiency, quality of service and consumer needs. This 
can increase innovation in the market and ultimately result in improved patient outcomes. However, risk 
equalisation can face significant challenges in its implementation, including legal and political challenges, 
particularly due to the large transfers of funds between insurers or healthcare providers. 

The effectiveness of a risk equalisation scheme needs to be monitored on an ongoing basis once it is introduced, 
to ensure it has created the right incentives for insurers and healthcare providers. In addition, schemes are 
subject to regular updates to ensure they remain efficient for the current market. 

How Milliman can help 
Milliman is one of the leading experts in healthcare financing and delivery. We advise clients on a wide range of 
issues from assessing the impact of healthcare reform on organisations or populations to streamlining 
operations while advancing the quality of patient care. Our consulting work is supported by a powerful tool kit of 
data analytics solutions and informed by the most trusted, comprehensive set of cost guidelines in the industry. 

Risk equalisation is not a pure actuarial and/or data science. It involves many stakeholders, requires a multitude 
of expertise and requires continuous monitoring and improvement. We combine technical and analytical 
excellence with policy expertise, business acumen and country-specific knowledge, and work with our clients 
closely to develop accurate, robust and practical risk equalisation programs. Our consultants have designed and 
implemented risk equalisation programs, advised governments, insurers, healthcare providers and other 
healthcare professionals on risk equalisation systems around the world. 

If you have any questions or comments on this paper, or on any other issues affecting risk equalisation, please 
contact any of the consultants below or your usual Milliman consultant. 
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States Seek to Improve Affordability, 
Expand Coverage with “Public Option” 
and Medicaid Buy-in Proposals 
By Sabrina Corlette, Rachel Schwab, Justin Giovannelli, and Emily Curran 

January 2020 

Abstract 
Issue: The 2018 election brought with it new 

energy in statehouses and state legislatures to 

improve access to insurance coverage and fll gaps 

in current law. During the 2019 legislative sessions, 

at least ten states debated “public option” or 

“Medicaid buy-in” programs as mechanisms to 

expand coverage, lower premiums, and increase 

the number of plan options for consumers. 

Goal: Assess states’ goals in pursuing public 

option or Medicaid buy-in programs, the variety 

of mechanisms proposed, and critical issues 

for state consideration, such as the impact of 

such programs on state fnances, providers, and 

consumers of other sources of coverage, including 

ACA-compliant individual market and employer-

group plans. 

Methods: Analysis of state legislation, laws, and 

published reports about public option or Medicaid-

buy in proposals and structured interviews with 

state offcials, legislators, and advocates in nine 

states. 

Findings and Conclusions: Only one state 

– Washington – ultimately enacted a public option 

bill during the 2019 state legislative session. Five 

other states—Colorado, Maryland, Nevada, New 

Mexico, and Oregon—tasked agency offcials or 

independent commissions to study and/or develop 

a Medicaid buy-in or public option program. These 

states share common goals, such as improving the 

affordability of insurance, reducing the uninsured, 

and offering consumers more plan choices. The 

states also share similar political and practical 

challenges to enacting and implementing a 

public option or buy-in proposal. These include 

stakeholder concerns and fscal constraints, and 

considerations regarding the downstream impact 

on ACA marketplace and employer-sponsored 

coverage. 

Background 
The Affordable Care Act (ACA) has achieved remarkable success 

expanding insurance coverage to more people, reducing the 

uninsured rate from 16.3 percent in 2010 to 8.8 percent in 

2017.1 However, in the last two years there is some evidence 

that those coverage gains have eroded, and approximately 27.5 

million people nationwide lacked coverage throughout 2018.2 

The primary reason cited for being uninsured is the lack of an 

affordable coverage option.3 

Deep ideological differences in the U.S. Congress have inhibited 

federal action to expand coverage beyond current levels, but 

the 2018 election brought with it new energy in statehouses and 

state legislatures to improve access to insurance and fll gaps 

in current law. During the 2019 legislative sessions, this energy 

manifested itself in several ways, including fve new states with 

reinsurance programs, two states with a new individual mandate 

penalty, and state-funded premium subsidies in California.4 

Additionally, at least ten states debated “public option” or 

“Medicaid buy-in” programs as mechanisms to expand coverage 

and improve affordability. 

Medicaid buy-in and public option proposals can vary widely in 

their design and impact. Conceptually the Medicaid buy-in would 

allow individuals with incomes too high to qualify for Medicaid 

under current eligibility rules to “buy in” to the program.5 Some 

states are also considering leveraging the purchasing power 

of the Medicaid program to reduce provider prices and thus 

improve coverage affordability for people enrolled in commercial 

insurance. One version of this is the ACA-authorized Basic 

Health Plan (BHP) program. The BHP is an option for states to 

leverage federal premium subsidy dollars to cover low-income 

residents (up to 200 percent of the federal poverty level) through 

state-contracted plans outside the ACA marketplaces. Years 

before the 2019 state legislatures were considering public 

option or Medicaid buy-in proposals, New York and Minnesota 

adopted the BHP. New York and Minnesota’s BHPs have been 

able to offer enrollees comprehensive benefts at a lower cost 

than private marketplace plans, largely because they pay lower 

rates to providers.6 The BHP can also be a platform for states to 

subsidize the enrollment of certain residents who are ineligible for 

marketplace coverage, such as undocumented immigrants. 
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The public option concept envisions a state-backed health 

plan that would compete in the individual market with private 

plans.7 However, the amount of state backing can vary. 

At one end of the spectrum, the state would design the 

benefts, set the premium rate, build the network, conduct 

the marketing and consumer support, and bear the full 

fnancial risk of paying claims. In other proposals, such as in 

Washington, the government’s involvement is less, with the 

responsibility for plan network design, operation, and risk 

delegated to private insurers. While state offcials are charged 

with developing a plan to provide additional subsidies for 

marketplace coverage, Washington has not committed any 

additional funds to subsidize plan costs for public option 

enrollees. 

Findings 
Enacting a Public Option or Medicaid Buy-in: States Share Similar Goals as 
well as Political, Policy Challenges 
Although legislatures in at least ten states considered 

Medicaid buy-in or public option proposals in 2019, only 

six states ultimately enacted legislation to advance or study 

the concept. Of these, only one (Washington) authorized a 

program.8 The remaining fve authorized feasibility studies or 

recommendations to implement either a Medicaid buy-in or 

public option plan (see Exhibit 1). 

Several other state legislatures, including in Connecticut 

and Minnesota, seriously considered, but ultimately did 

not enact public option legislation. In pursuing public 

option or Medicaid buy-in programs, state goals included 

improving affordability, increasing competition, and 

reducing the number of uninsured. Different goals may 

dictate different policy choices for the public option or 

buy-in plan. For example, both Washington and Colorado 

focus in part on reducing premiums in the individual market. 

Reducing premiums can help individuals who are ineligible 

for Medicaid or the ACA’s premium subsidies fnd more 

affordable coverage. However, critics have noted that it 

can have the perverse effect of reducing the buying power 

of subsidized marketplace enrollees because the ACA’s 

premium tax credits are pegged to premiums.9 In another 

state where the primary goal is to increase competition, a 

“fallback” public plan solely for areas that have only one or 

two insurers might become an attractive policy option. 

Exhibit 1. State Public Option/Medicaid Buy-in: Enacted Legislation, 2019 

State 
Policy 

Goal(s)* 
Program Type 

Legislative 
Result 

Timeline 

Washington 

Colorado 

Maryland 

Nevada 

New Mexico 

Oregon 

z Improve affordability 
z Increase competition 

z Improve affordability, 
access 

z Increase competition 

z Improve affordability 
z Market stability 

z Reduce uninsured 
z Improve affordability 
z Increase competition, 

particularly in high-
premium areas 

z Improve affordability 
z Reduce uninsured 

z Reduce uninsured 

Public Option 

Public Option 

Medicaid buy-in 

Public Option 

Medicaid buy-in 

Medicaid buy-in 
Public Option 

State to contract with insurers to offer a 
plan with a network of providers paid at 
a government-set rate; insurers would be 
allowed to also offer plans at commercially 
negotiated rates. 

Recommendations 

Study 

Study 

Study 

Study 

Public option to be 
available by January, 2021 

Due to legislature by 
November 15, 2019; 
Public option to be 
available by January, 2022 

Due to legislature via 
annual report 

Due to legislature in 2020 

To be conducted in 
2019-2020 (no deadline 
provided) 

Due to legislature by May 
1, 2020 

*As described in legislative text and in interviews with state offcials, legislators and stakeholders. 
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State Approaches 

Under Washington’s “Cascade Care” program, all insurers 

participating in the individual market will have to offer 

some plans with standardized benefts that, among other 

things, provide more pre-deductible coverage of high-

value services. Private insurers that choose to offer a 

public option health plan must also limit the amount they 

pay providers and adhere to additional quality and value 

requirements. These insurers will operate and market 

their public option plans and will ultimately bear the 

fnancial risk of enrollees’ health care costs. They are also 

permitted to continue to market plans in which they pay 

commercially negotiated rates to providers, which would 

have to compete alongside the public option plan. 

Colorado’s legislature gave its Medicaid and 

insurance agencies broad latitude to develop policy 

recommendations for a public option plan. Their 

proposal, released in November 2019, is similar to 

Washington’s program in that it relies on private insurers 

to deliver the benefts and cover claims, but sets limits 

on their payments to hospital providers.10 While it also 

would require insurers to offer standardized beneft 

designs, it differs from Washington’s approach in key 

areas (see Exhibit 2). 

Exhibit 2. The Washington and Colorado State Public Option Plans 

Key Features Washington Colorado 

How will the plan be offered? 

Who’s eligible? 

How will premiums be 
reduced? 

When will the plans be 
available? 

The plan will be marketed through the state’s 
health insurance marketplace and sold by 
private insurers that contract with the state. 

Those seeking individual market insurance, 
whether or not eligible for premium tax credits. 

Providers will be reimbursed at a maximum of 
160% of Medicare ratesa 

Standardized beneft designb 

State offcials must study how to support state 
premium subsidies for people with incomes 
below 500 percent of the federal poverty level 

January, 2021 

Private insurers in the individual market will be required 
to offer the public option plan on and off-marketplace to 
ensure at least two insurers per county. 

Those seeking individual market insurance, whether or not 
eligible for premium tax credits. In future years, the plans 
may be available to small employers. Self-funded employer 
plans may “opt in.” 

Hospitals reimbursement will be capped based on a fee 
schedule (in development)c 

Plans must spend 85 percent of premiums on patient care 

Rebates from drug manufacturers or beneft managers 
must be passed onto policyholders 

Standardized beneft designd 

January, 2022 

Source: 66th Legislature of Washington State, 2019 Regular Session, Ch. 364, Laws of 2019; Colorado Department of Regulatory Agencies and 
Department of Health Care Policy & Financing, “Final Report for Colorado’s Public Option,” Nov. 15, 2019. 
a Excludes pharmacy benefts and rural hospitals. Reference pricing based on Medicare rates for “the same or similar services in the statewide 
aggregate.” Primary care services (defned by the Washington Health Care Authority) must be reimbursed at least 135 percent of Medicare. Beginning 
in 2023, the Washington Health Care Authority may waive this contracting requirement if rates for the public option plan are determined to be no greater 
than the prior year’s rates (adjusted for infation), or if the Director of the Health Care Authority determines that the requirement prevents the insurer 
offering the public option plan from meeting network adequacy standards, and the carrier can attain actuarially sound premiums at least 10 percent lower 
than the prior plan year through different means. 
b Public option plans will offer state-prescribed benefts and cost-sharing amounts. In addition, all insurers offering exchange plans will be required to 
offer at least one standard silver plan and at least one standard gold plan through the exchange beginning in January, 2021. Insurers offering any bronze 
exchange plans will also be required to offer at least one standard bronze plan. 
c Colorado’s public option plans would be required to reimburse hospitals based on a state-established, hospital-specifc formula designed to “improve 
effciency” and reduce “exorbitant prices.” The draft report proposed capping hospital reimbursement at between 175 and 225 percent of the Medicare 
payment rate. 
d Colorado’s public option plans would be required to cover more primary and preventive care services that enrollees can access without having to meet 
their deductible. 
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Colorado’s legislature will need to approve key elements 

of the plan, including provisions limiting the amount that 

participating insurers would pay hospitals and requiring 

that two insurers in every county offer a public option 

plan.11 

New Mexico sought to adopt a Medicaid buy-in for 

residents who do not have access to Medicaid or 

Medicare, employer-sponsored insurance, or federal 

premium tax credits. According to a state offcial, the 

state’s goal was to assist consumers who do not qualify 

for marketplace subsidies, including spouses and 

dependents deemed ineligible because of access to 

employer-sponsored coverage (often referred to as the 

“family glitch”),12 and undocumented immigrants. Efforts 

foundered in the wake of a fscal analysis projecting 

an annual state cost of up to $81 million per year, and 

advocates settled for a $132,000 appropriation to study 

the issue.13,14 

Nevada is studying three possible approaches: (1) allowing 

individuals to buy in to its state employee health beneft 

plan, (2) offering a public option solely in those regions 

that currently lack private insurance choices and where 

consumers face high premiums, or (3) offering a statewide 

plan through a public-private partnership.15 Maryland’s 

study of the Medicaid buy-in is part of a broader state 

market stabilization strategy, and the commission’s 

mandate includes a review of other policy proposals, 

including merging the individual and small-group markets, 

adopting a BHP, standardizing beneft designs, and 

supplementing federal subsidies with state dollars.16 In 

Oregon, a newly created Task Force on Universal Health 

Care is charged with recommending the design of a “well-

functioning single payer health care fnancing system,” and 

the Oregon Health Authority will separately develop a plan 

for a Medicaid buy-in or public option program that can 

cover Oregon residents without current access to health 

care, at no net cost to the state.17 

Easier Said Than Done: Political and 
Policy Challenges 

zzStakeholder concerns 
Ultimately, to meet their goals of expanding affordable 

coverage to more people, states have two primary 

but not mutually exclusive choices. One is to tackle 

the primary source of high insurance costs by limiting 

provider reimbursement.18 This can ignite strong 

opposition from politically powerful providers. For 

example, Colorado’s proposal for a public option 

plan, which reduces premiums by constraints on 

provider prices, has drawn a strong critical reaction 

from the state’s hospital lobby.19 Washington’s public 

option proposal initially proposed paying providers 

at 100 percent of Medicare rates, but legislators 

increased that limit to 160 percent of Medicare in the 

fnal bill, reducing premium savings for consumers. 

Policymakers cited opposition from providers who 

feared a cut in revenue. However, providers may still 

be reluctant to join the public option’s network at even 

160 percent of Medicare rates.20 

States must also grapple with resistance from 

insurance companies. Washington legislators, for 

example, reported surprise at how strong initial 

insurer opposition was to their bill, with one noting: “I 

thought that they would welcome the idea of putting 

some limits on the providers.” Offcials and media in 

Connecticut reported that even though insurers were 

“at the table” during negotiations over their public 

option proposal, last minute threats from Cigna to 

move its Hartford headquarters to a different state 

effectively killed the bill.21 “That threat has a lot of 

power in Connecticut,” said one offcial. “…[I]t scared 

off too many important or key members [of the 

legislature].” 

However, insurers’ views do not appear to be 

monolithic. While some seem prepared to battle 

any additional amount of government involvement 

in health plan development or administration, state 

offcials reported that other insurers were more 

fexible. For example, Washington legislators found 

that several insurers ultimately either supported their 

bill or committed not to oppose it, in part because 

they recognized the cost-saving potential of reduced 

provider rates. 

zzFiscal concerns 
A second option is to use state money to supplement 

federal fnancial assistance under the ACA or to 

expand access to state public programs. However, 

proposals that could require state resources or put 

the state at fnancial risk face signifcant hurdles. For 
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example, a participant in Colorado’s development of a 

public option proposal noted that the state was unable 

to raise any general funds due to its “Taxpayer Bill 

of Rights” law, which prevents the state from raising 

taxes without voter approval. The law effectively 

eliminates the ability to take on any insurance risk or 

improve affordability through state-funded subsidies. 

Similarly, Nevada collects no income tax, leaving the 

legislature with “very constrained revenue options” 

for any buy-in program. Oregon’s legislature has 

charged the Task Force on Universal Health Care with 

devising a Medicaid buy-in or public option program 

that has “no net cost” to the state. In New Mexico, 

policymakers expressed an initial willingness to 

consider state fnancial support for a Medicaid buy-

in, but ultimately could not agree to the price tag for 

covering thousands of uninsured residents including 

undocumented immigrants. California’s new program 

using state funds to signifcantly expand premium and 

cost-sharing subsidies for marketplace coverage, and 

Massachusetts’ and Vermont’s supplementation of 

federal premium tax credits, are notable exceptions.22 

zzInteraction with federal policy 
Reducing the overall cost of coverage—through 

Medicare reference pricing or some other means—can 

enable the state to apply for an ACA “Section 1332” 

waiver from the federal government. The 1332 waiver 

allows a state to modify provisions of the law in order 

to pursue state health reform goals. If those changes 

result in lower premiums (and thus lower costs for 

the federal government due to reduced premium tax 

credits), the state can seek “pass through” funding 

and capture those savings to support coverage 

expansion.23 Although Washington did not seek a 1332 

waiver to support its public option plan, Colorado 

offcials have signaled an intent to do so. However, 

the prospects for such a waiver being approved are 

uncertain. The current administration has made clear 

it will not look favorably upon a waiver that seeks to 

improve access to public coverage and rejected a prior 

Colorado plan to use Medicare reference pricing to help 

fund an individual market reinsurance program. 24, 25 

Implications of Buy-in, Public Option 
Plans for the Individual and Employer 
Plan Markets 

zzThe Individual Market 
Depending on their structure, public option and 

Medicaid buy-in programs may have a signifcant 

impact on the stability of the ACA-compliant individual 

market. Key design questions include: 

zzWho is eligible for the plan? Is the goal primarily 

to help consumers above 400 percent of the 

federal poverty line (and ineligible for federal 

premium subsidies), or lower-income enrollees? 

Will the plan be an alternative to marketplace 

coverage (as with the BHP and potentially a 

Medicaid buy-in)? States may have more leeway 

under federal rules to design off-marketplace 

programs and to target them to certain populations. 

However, plans available only outside the 

marketplace, if offered as an alternative to 

marketplace coverage, could negatively affect 

the marketplace’s fnancial stability and reduce 

incentives for private insurers to participate, 

particularly in lower-population areas.  A program 

designed to improve affordability for unsubsidized 

individuals by reducing individual market premiums 

(an aim of Washington’s Cascade Care and 

Colorado’s public option proposal, as well as most 

other public option concepts) might broaden the 

risk pool and promote market stability. At the same 

time, it could lower premium tax credits for the 

subsidized population, raising the risk that some 

lower-income enrollees might drop their coverage. 

zzHow will risk be shared? Will the plan participate 

in the ACA’s risk adjustment program or a state 

reinsurance program? If a public option or Medicaid 

buy-in plan draws healthier individuals away from 

the ACA-compliant individual market, it could 

drive up premiums. Alternatively, it could attract 

individuals who are sicker on average than those in 

the ACA market. In both cases, the state may need 

to institute a risk-sharing program. 
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zzHow will the program affect choice of private 

plans? Under the ACA, private insurers’ 

participation in the marketplace is optional. Will 

competition from a lower-cost, publicly backed 

plan discourage private insurers from offering 

marketplace plans? On the other hand, will a 

state’s commitment to its market and partnership 

with carriers lead to greater stability and a more 

attractive market in which to participate? 

Notably, Washington and Colorado, which have the 

two most developed public option plans to date, 

will preserve the role of private insurers to offer 

plans, build provider networks, and bear the risk 

of paying medical claims. Indeed, stakeholders 

reported that a BHP option was off the table, given 

the risk that it would siphon enrollees away from 

the ACA marketplace. Washington’s role (and 

Colorado’s proposed role) are largely limited to 

capping provider payment rates and prescribing 

a standard beneft design. These states have also 

thus far chosen to have the public option offered 

through the ACA marketplace, keeping enrollees in 

the individual market risk pool and enabling those 

eligible to qualify for federal premium and cost-

sharing assistance. 

zzThe Employer Group Market 
Less intuitively, states will also need to think about 

the impact of a public option or buy-in plan on their 

employer group market. For example, in Washington, 

policymakers received projections from insurers 

suggesting their proposal would undermine the 

insurance market for small businesses. Insurers in that 

market opposed setting provider rates at 100 percent 

of the Medicare rate, arguing that the availability of a 

low-cost individual market option would encourage 

more small employers to drop their group plans and 

send employees to the public option plan. This would 

also have the effect of reducing provider revenues 

further. Increasing the limit to 160 percent of the 

Medicare rate ensured that premiums for the public 

option plan would be closer to those available in 

the small-group market, enabling these insurers to 

drop their initial opposition. Using Medicare as a 

reference price for a public option plan has also raised 

complaints among some employers who claim that 

providers will demand higher prices from employer 

group plan payers to make up for any lost revenue 

from the public option, although there is little empirical 

evidence to support such concerns. 

Conclusion 

Public option and Medicaid buy-in plans promise to 

leverage the power of state government to offer residents 

a lower-cost option for comprehensive coverage. 

Depending on their design, these programs have the 

potential to reduce a state’s uninsurance rate, promote 

competition, and address, at least modestly, underlying 

health care costs. To achieve these goals, however, states 

face real challenges. Though payments to providers 

represent the biggest driver of health care costs,26 a 

program that works by constraining provider prices will 

face strong provider opposition. Insurers have also made 

clear their concerns about competing with a public plan, 

even one designed as a public-private partnership, as in 

Washington and Colorado. Meanwhile, efforts that rely 

on state dollars to subsidize coverage may be fscally 

infeasible for many states. States must also consider 

whether to apply for a 1332 waiver and how a public 

option or Medicaid buy-in plan will affect premiums and 

plan choices for consumers in the ACA’s marketplaces, 

which have only recently begun to stabilize, as well as 

potential impacts on the employer group market. Further, 

continued state-level debates over these proposals must 

take place in the context of a 2020 presidential debate 

during which candidates are proposing sweeping national 

reforms. However, should Washington and Colorado 

successfully implement programs that constrain provider 

prices to improve affordability and preserve enrollees’ 

access to services, they may serve as models for other 

states and for those contemplating national reforms. 
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By Coleman Drake and David M. Anderson 

Terminating Cost-Sharing 
Reduction Subsidy Payments: The 
Impact Of Marketplace Zero-Dollar 
Premium Plans On Enrollment 

ABSTRACT The termination of cost-sharing reduction subsidy payments to 
insurers in 2017 by the administration of President Donald Trump 
resulted in a proliferation of Marketplace plans having zero-dollar 
premiums in 2018 and 2019. While it is known that lower premiums 
increase Marketplace enrollment, it is not clear whether a zero-price 
effect exists in which enrollment spikes when health insurance is free. We 
examined whether such an effect exists and found that increased 
availability of zero-dollar premium plans would have caused a 
14.1 percent enrollment increase among lower-income Marketplace 
enrollees in 2019. If zero-dollar premium plans had not been available in 
2019, our simulation results suggest that enrollment in the federally 
facilitated Marketplace would have decreased by roughly 200,000 
enrollees. When we accounted for this zero-price effect, we found that 
variation in premiums above zero dollars was not associated with 
enrollment changes. These results suggest that efforts to insure lower-
income populations should focus on making health insurance free to 
potential enrollees, instead of simply reducing premiums. However, 
increased enrollment in zero-dollar premium plans could result in 
increased cost sharing among Marketplace enrollees and increased federal 
outlays for Advance Premium Tax Credits. 

O
n October 12, 2017, the adminis-
tration of President Donald 
Trump terminated cost-sharing 
reduction (CSR) subsidy pay-
ments to insurers servicing the 

Marketplaces created by the Affordable Care 
Act (ACA).1 The subsidies reduce out-of-pocket 
spending for qualifying Marketplace enrollees. 
To qualify for a subsidy, people must select a 
silver plan with an actuarial value approximating 
70 percent and have household incomes at or 
below 250 percent of the federal poverty level
about $31,000 for an individual in 2019. While 
insurers have not been directly reimbursed for 
CSR subsidies, they are still legally obligated to 
provide them to qualifying enrollees.2 

Forty-three state insurance commissioners 
responded to the CSR subsidy payment cuts by 
implementing a silver loading strategy in 2018. 
Under silver loading, insurers offset the loss of 
the subsidy payments by increasing only the pre-
miums of silver plans instead of increasing the 
premiums of all plans.3 Thus, under silver load-
ing, premiums of nonsilver plans are unaffected 
by the CSR subsidy payment cuts. 
Silver loading also increased the affordability 

of Marketplace plans for subsidized enrollees by 
increasing their Advance Premium Tax Credits 
(APTCs). These subsidies cap the premium of the 
benchmark silver plan as a percentage of modi-
fied adjusted gross income for qualified Market-
place enrollees (those earning 100 400 percent 
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of poverty). The benchmark plan is a silver plan, 
and thus silver loading created larger spreads 
between the premiums of the benchmark plan 
and less expensive plans. 
Marketplace enrollees can purchase a zero-

dollar premium plan when their premium tax 
credit exceeds the postsubsidy premium of at 
least one plan. While zero-dollar premium plans 
have been available to some Marketplace enroll-
ees since 2014, the CSR subsidy payment termi-
nation dramatically increased exposure to or 
availability of these plans by creating larger 
spreads between the premiums of the bench-
mark plan and nonsilver plans. In 2018 a forty-
year-old with an income of $25,000 could 
purchase a zero-dollar premium plan in 1,679 
counties up from roughly 220 counties in 
2017.4 

Consumers decisions to purchase health in-
surance may be a matter of whether they can do 
so for free, rather than for the dollar amount that 
health insurance costs. The behavioral econom-
ics literature suggests that a zero-price effect
exists that makes people regard products with 
a zero price as intrinsically attractive.5 Although 
zero-dollar premium plans have existed for 
decades, the zero-price effect has received little 
attention. Thomas Buchmueller and Paul 
Feldstein identified a zero-price effect in employ-
ees choice of group health plans.6 Rudy Douven 
and coauthors identified a zero-price effect in a 
web-based survey and argued that zero-price ef-
fects exist in Medicare Advantage plan choice.7 

However, neither study examined whether zero-
price effects influence the decision to become 
insured. 
Douglas Keith Branham and Thomas DeLeire 

examined zero-dollar premium plans in the Mar-
ketplaces and found that they were frequently 
chosen by enrollees in 2018.8 The Congressional 
Budget Office projected that the CSR subsidy 
payment termination would increase Market-
place enrollment by one million enrollees per 
year as a result of lower net premiums for subsi-
dized buyers.9 However, it did not appear to have 
considered the zero-price effect. 
In this study we examined whether a zero-price 

effect exists in potential enrollees decisions to 
become insured in the Marketplaces. We used 
premium and enrollment data from the federally 
facilitated Marketplace (HealthCare.gov) and 
from California s state-based Marketplace (Cov-
ered California). The elimination of CSR subsidy 
payments acted as a natural experiment that cre-
ated large, plausibly exogenous variation in ex-
posure to the zero-price effect within US coun-
ties over time. Including California added to the 
richness of our analysis because, unlike other 
states, California sets a premium floor of one 

dollar to cover abortion services. Estimates of 
the size of the zero-price effect indicate how 
2018 and 2019 enrollments were affected by 
the availability of zero-dollar premium plans, 
as well as how much Marketplace enrollment 
could have increased if zero-dollar premiums 
plans had been more widely available. 

Study Data And Methods 
Data Our primary data sources were the Centers 
for Medicare and Medicaid Services Market-
place Open Enrollment Period Public Use Files 
and the Qualified Health Plan Landscape Files 
from HealthCare.gov, both for 2015 19. The en-
rollment data report the number of enrollees in 
each county-year, stratified separately by age and 
income groups (categorized as incomes of 100
150 percent, 151 200 percent, 201 250 percent, 
and 251 400 percent of poverty). The Landscape 
Files list the premiums of Marketplace plans 
in each county-year. Both data sources were re-
stricted to the thirty-nine states that used the 
federally facilitated Marketplace for at least 
one year in the study period. We also included 
analogous enrollment and premium informa-
tion from Covered California, which were avail-
able for 2016 19. Enrollment data for Hawaii 
and Kentucky were unavailable until 2016 and 
2017, respectively, so excluded both states from 
our descriptive analyses. We excluded Alaska 
and Nebraska from all analyses (discussed be-
low) because their rating areas are not defined 
according to counties. Finally, we excluded 
South Dakota from our regression analyses in 
2019 because it changed its rating-area defi-
nitions. 
We supplemented these data with lists of Med-

icaid managed care insurers and states that ex-
panded eligibility for Medicaid from the Henry 
J. Kaiser Family Foundation. Our unit of analy-
sis was the county-year, which we stratified by 
income group. Our final sample consisted of 
12,919 county-years, representing 2,780 counties. 
Study Variables We sought to understand 

how Marketplace enrollment responded to both 
premium levels and the zero-price effect. Ideally, 
we would have observed individual enrollees
demographic characteristics, which would have 
enabled us to calculate their post premium tax 
credit premiums. However, the Open Enroll-
ment Period Public Use Files contain informa-
tion on enrollment only at the county-year
income group and county-year age group levels. 
We addressed this limitation by using a two-

step process to calculate the minimum premium, 
defined as the post-APTC premium of the lowest-
cost plan for a representative enrollee in each 
county-year income group. First, using premi-
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um data from the Landscape Files, we calculated 
the post-APTC premium of the lowest-cost plan 
for single adults ages twenty-five, forty-five, or 
sixty at the midpoint of each income group (that 
is, with incomes of 125 percent, 175 percent, 
225 percent, or 325 percent of poverty). These 
ages approximate the midpoints of age groups 
reported in the Open Enrollment Period Public 
Use Files (ages 18 34, 35 54, and 55 64). Sec-
ond, for the midpoint of each income group, we 
calculated the minimum county-year premium 
as the average of the post-APTC premium of 
the lowest-cost plan available to single, non-
smoking adults ages twenty-five, forty-five, or 
sixty, weighted by enrollment in each age group. 
We provide a more detailed description of this 
approach in the online appendix.10 Because we 
did not observe individual enrollees demo-
graphic characteristics, it is important to note 
that this measure of minimum premiums is an 
approximation of the minimum premiums faced 
by enrollees in a given county-year income 
group. 
The percentage of enrollees exposed to the 

zero-price effect was calculated similarly to how 
we calculated minimum premiums. For each 
county-year income group, we created three bi-
nary indicators for whether the minimum premi-
um for each of the three age groups was zero. 
Then, we took the age group enrollment-weight-
ed average of these binary indicators, thereby 
creating a continuous measure of zero-premium 
exposure (that is, an approximation of the per-
centage of enrollees within an income group 
with a zero-premium plan available to them) that 
ranged from 0 (no exposure or availability) to 1 
(universal exposure or availability). 

Statistical Analysis We estimated multivar-
iate log-linear regression models at the county-
year level for each income group to estimate 
the impact of monthly minimum premiums and 
zero-premium exposure on Marketplace enroll-
ment.We included county fixed effects to account 

for time-invariant county demographics, provid-
er market characteristics, and state regulatory 
standards. We included year fixed effects to cap-
ture overarching changes in the federally facili-
tated Marketplace over time. We controlled for 
insurance market characteristics that could af-
fect enrollment, including whether the county 
was in a Medicaid expansion state, the number 
of insurers in a county, and whether a Blue 
Cross affiliated or Medicaid managed care in-
surer was present in a county.We clustered stan-
dard errors at the rating-area level, since insur-
ers must price their plans uniformly across 
rating areas. 
These models relied on within-county varia-

tion in premiums and zero-premium exposure 
over time to identify the effects of these variables 
on enrollment. While they contained a robust 
set of control variables, it is possible that un-
observed time-varying county characteristics
such as advertising from insurers or perceptions 
of product quality biased our estimates. 
To address both of these concerns and assign a 

causal interpretation to our results, we estimated 
instrumental variables models using Hausman 
instruments,11 with variation in premiums from 
other counties within the same state and income 
group used to isolate exogenous variation in 
minimum premiums and zero-premium expo-
sure free of bias from unobserved plan character-
istics that could affect enrollment. We discuss 
this approach and its assumptions in detail in 
the appendix.10 

Limitations We acknowledge that our study 
had three limitations. First, we did not observe 
individuals enrollment decisions, only aggre-
gated county-year income group enrollment. 
We were thus able to estimate enrollees sensi-
tivity to premium and zero-price effects only 
across income groups not within them, as 
would be possible with individual-level data. 
Second, we did not observe substantial varia-

tion in zero-premium exposure for the group 
with incomes of 101 150 percent of poverty at 
the county-year level. That exposure has been 
close to 100 percent in all counties since 2015. 
Third, we did not observe the uninsured or 

their decisions to remain uninsured. Our infer-
ences regarding Marketplace enrollment were 
thus limited to observed changes in Marketplace 
enrollment. 

Study Results 
Descriptive Statistics In 2015 zero-dollar pre-
mium plans were available for forty-five-year-old 
nonsmoking enrollees with incomes of 151
200 percent of poverty in 13.2 percent of coun-
ties, for those with incomes of 201 250 percent 

Our findings suggest 
that making zero-
dollar premium plans 
widely available could 
be a powerful tool for 
increasing enrollment. 
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of poverty in 0.1 percent of counties, and for 
those with incomes of 251 400 percent of pover-
ty in no counties (exhibit 1). In 2018 the plans 
were available for identical enrollees in 83.1 per-
cent, 50.3 percent, and 6.6 percent of counties, 
respectively. Zero-premium exposure increased 
slightly in 2019 across income groups, apart 
from a slight 1.5 percentage-point-decrease for 
those with incomes of 100 150 percent of pover-
ty. In that year 98 percent of counties had 
100 percent exposure for forty-five-year-old non-
smoking enrollees in the lowest income group. 
We observed little variation over time in expo-
sure for this group. Exposure exhibited similar 
trends for twenty-five-year-old and sixty-year-old 
enrollees, as shown in appendix exhibit A2.10 

Appendix exhibit A1 maps zero-premium ex-
posure in 2016 19 by county among the group 
with incomes of 151 200 percent of poverty.10 

There was large geographic variation in expo-
sure before 2018. Afterward, exposure increased 
to nearly 100 percent in twenty-eight of the forty 
sample states. Notable exclusions included 
Arkansas, California, Indiana, Mississippi, and 
New Jersey. 
Because of the Marketplace subsidy design, 

minimum premiums for subsidized people de-

creased with age and increased with income 
(exhibit 2). Before 2018 primarily poorer and 
older enrollees were exposed to zero-dollar pre-
mium plans. Illustrating the shift, in 2018 and 
2019, on average, zero-dollar premium plans be-
came available to 69.8 percent of twenty-five-
year-old enrollees in the group with incomes 
of 151 200 percent of poverty, 54.9 percent of 
forty-five-year-old enrollees in the group with 
incomes of 201 250 percent of poverty, and 
51.8 percent of sixty-year-old enrollees in the 
group with incomes of 251 400 percent of 
poverty. 
Regression Analysis Exhibit 3 shows the re-

sults of our instrumental variables analyses. We 
estimated models that did and did not control for 
the zero-price effect to determine whether the 
effect had an impact on enrollment, and whether 
not considering the zero-price effect might lead 
to incorrect conclusions about the relationship 
between minimum premiums and enrollment. 
Coefficients represent predicted percentage 

changes in enrollment (after proper transforma-
tions) in response to a $100 increase in mini-
mum premiums and increasing zero-premium 
exposure from 0 percent to 100 percent, respec-
tively. Our main finding pertained to the group 

Exhibit 1 

Percent of counties in which zero-dollar premium plans were available to federally facilitated Marketplace enrollees, by 
income group, 2015 19 

SOURCE Authors analysis of data for 2015 19 from the Open Enrollment Period Public Use Files and Qualified Health Plan Landscape 
Files. NOTES Results were calculated for forty-five-year-old nonsmokers. Results for twenty-five-year-old and sixty-year-old non-
smokers are in online appendix exhibit A2 (see note 10 in text). Enrollees with household incomes below 100 percent or above 400 per-
cent of the federal poverty level (FPL) do not qualify for Advance Premium Tax Credits and thus cannot obtain a zero-dollar premium 
plan. Hawaii, Kentucky, and California were excluded, as explained in the text. 

Affordable Care Act 

44  Health  Affairs  January  2020  39: 1  
Downloaded from HealthAffairs.org by Carmen Hiller on March 19, 2020.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.

–

–

–

–

–

–

–

–

’ –



with incomes of 151 200 percent of poverty. 
When zero-premium exposure was not included 
in the model for this group, we found that a $100 
increase in monthly minimum premiums would 

cause a 30.3 percent decrease in enrollment in 
the group. However, when zero-premium expo-
sure was included, we found that increases in 
minimum premiums were not significantly asso-

Exhibit 2 

Minimum monthly premiums across counties, by income and age groups of federally facilitated Marketplace enrollees, 
before and after cost-sharing reduction subsidy payment cuts in the Marketplace, 2015 19 

2015 17 2018 19 

Income 
(% of FPL) 

Minimum monthly 
premium ($) 

% of enrollees with 
access to a zero-dollar 
premium plan 

Minimum monthly 
premium ($) 

% of enrollees with 
access to a zero-dollar 
premium plan Mean SD Mean SD 

25-year-old 

100 150% 0.2 1.5 94.2 0.4 2.5 97.1 
151 200% 38.4 18.3 6.2 10.3 19.9 69.8 
201 250% 109.0 21.6 0.0 52.8 42.5 16.1 
251 400% 197.5 37.4 0.0 193.3 56.5 0.9 

45-year-old 

100 150% 0.1 0.9 98.9 0.3 2.1 98.2 
151 200% 20.5 18.9 24.9 5.4 15.1 83.9 
201 250% 86.1 29.6 2.1 26.5 40.7 54.9 
251 400% 227.1 30.9 0.0 149.6 76.3 7.9 

60-year-old 

100 150% 0.0 0.5 99.9 0.1 1.1 98.6 
151 200% 3.1 9.3 85.3 1.7 10.0 96.6 
201 250% 32.8 33.3 29.4 8.7 25.8 84.1 
251 400% 166.2 55.9 1.5 54.3 80.2 51.8 

Age weighted 

100 150% 0.1 0.8 98.1 0.2 1.6 98.2 
151 200% 18.6 14.4 42.1 5.0 13.0 85.6 
201 250% 72.5 28.4 11.5 25.4 33.2 57.9 
251 400% 197.5 34.4 0.6 121.6 69.8 23.5 

SOURCE Authors analysis of data for 2015 19 from the Open Enrollment Period Public Use Files and Qualified Health Plan Landscape 
Files. NOTES Hawaii, Kentucky, Alaska, and Nebraska were excluded, as explained in the text. All calculations are made for nonsmokers. 
FPL is federal poverty level. SD is standard deviation. 

Exhibit 3 

Changes in enrollment in the federally facilitated Marketplace and Covered California resulting from a $100 increase in minimum monthly premiums or 
making a zero-dollar premium plan available, by enrollee income group 

Enrollment change for incomes of: 

Covariate 100 150% of FPL 151 200% of FPL 201 250% of FPL 251 400% of FPL 

Models that did not control for zero-premium exposure 
$100 increase in minimum premium −99.94%**** −30.30%**** −19.75%**** −18.86%**** 
Make a zero-dollar premium plan available a a a a 

Models that did control for zero-premium exposure 
$100 increase in minimum premium −99.98%*** −12.72% −17.22%**** −20.47%**** 
Make a zero-dollar premium plan available −12.20 14.11*** 4.96 −7.85 

SOURCE Authors analysis of data for 2015 19 from the Open Enrollment Period Public Use Files and Qualified Health Plan Landscape Files, analogous enrollment and 
premium data from Covered California, Henry J. Kaiser Family Foundation. Status of state Medicaid expansion decisions: interactive map [Internet]. San  Francisco  (CA):  
KFF; 2019 Nov 15 [cited 2019 Dec 3]. Available from: https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/, and 
Henry J. Kaiser Family Foundation. Medicaid managed care tracker [Internet]. San Francisco (CA): KFF; [cited 2019 Dec 3]. Available from: https://www.kff.org/data-
collection/medicaid-managed-care-market-tracker/. NOTES The sample includes 12,919 county-years of data for the federally facilitated Marketplace and Covered 
California. California was excluded in 2015 because data on enrollment during the open enrollment period are not available for that year. Hawaii, Kentucky, South 
Dakota, Alaska, and Nebraska were excluded in some or all years of the analysis, as explained in the text. All specifications included county-year insurance market 
characteristics and county and year fixed effects. All models were estimated using an instrumental variables approach. Postsubsidy premiums and zero-premium 
exposure were instrumented with Hausman instruments (the appendix provides details; see note 10 in text). Standard errors were clustered by rating areas. FPL is 
federal poverty level. aZero-premium exposure was not included in these models. ***p < 0:01 ****p < 0:001 
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ciated with changes in enrollment. Instead, 
changing zero-premium exposure from 0 per-
cent to 100 percent caused a 14.1 percent increase 
in enrollment in this group. These results indi-
cate that it is not premium levels that influence 
enrollment for lower-income enrollees, but 
whether a plan with a zero-dollar premium is 
available. 
We did not find that zero-premium exposure 

caused a significant change in enrollment for 
enrollees with incomes above 200 percent of 
poverty. In contrast, a $100 increase in monthly 
minimum premiums caused a 17.2 percent de-
crease in enrollment for enrollees in the group 
with incomes of 201 250 percent of poverty. 
Similarly, a $100 increase in minimum premi-
ums caused a 20.5 percent decrease in enroll-
ment for the group with incomes of 251 400 per-
cent of poverty. 
Our results for the lowest income group sug-

gest that this group was extremely sensitive to 
minimum premiums, with a $100 increase in 
minimum premiums associated with a near-total 
decrease in enrollment. We did not detect a sig-
nificant association between zero-premium ex-
posure and enrollment for this group. We sus-
pect, though we cannot confirm, that these 
findings are a result of the small number of coun-
ty-years (854 of 12,919) in which zero-premium 
exposure was not 100 percent for this income 
group. 
A discussion of other model coefficients and 

identification checks for our instrumental vari-
ables specifications are in the appendix.10 In the 
appendix we also show the effects of different 
assumptions about income levels to explore 
whether our findings were driven by enrollees 
with lower or higher incomes.10 Our findings 
suggest that sensitivity to zero-premium expo-
sure among the group with incomes of 151
200 percent of poverty might be driven by en-
rollees with relatively lower incomes among this 
group (appendix exhibit A12).10 

Policy Simulation Using our estimates, we 
simulated changes in enrollment that would 
have occurred among the group with incomes 
of 151 200 percent of poverty if zero-dollar pre-
mium plans had been uniformly available in 
2019. We found that enrollment for this income 
group, which included roughly 2.1 million en-
rollees in 2019, would have increased by 3.3 per-
cent, or 60,593 enrollees, if zero-dollar premium 
plans had been uniformly available (appendix 
exhibit A13).10 Conversely, we projected that 
201,709 enrollees in the income group would 
not have signed up for coverage in the federally 
facilitated Marketplace in 2019 if zero-dollar pre-
mium plans had not been available. Thus, 2019 
enrollment for the income group would have 

decreased 10.8 percent without zero-dollar pre-
mium plans. Total and state-specific estimates of 
enrollment changes with full zero-premium ex-
posure and the elimination of zero-dollar premi-
um plans are shown in appendix exhibit A13.10 

Exhibit 4 illustrates the results of this simula-
tion. Enrollment in 2019 would have increased 
if zero-dollar premium plans had been universal-
ly available. The largest increases would have 
been concentrated in cities and states where 
zero-dollar premium plans were least available 
in 2019, including the cities of Chicago, Las 
Vegas, and Phoenix and the states of Arkansas, 
Indiana, Mississippi and New Jersey. Notably, if 
California were to eliminate its one-dollar premi-
um floor, we projected that 2019 enrollment 
among the group with incomes of 151 200 per-
cent of poverty in California would have in-
creased by 14.1 percent. 

Discussion 
In this article we have provided evidence of a 
zero-price effect on overall enrollment in the 
health insurance Marketplaces. We found that 
the availability of zero-dollar premium plans 
caused a 14.1 percent increase in Marketplace 
enrollment among enrollees with incomes of 
151 200 percent of poverty. Premium levels 
had no effect on enrollment for this group once 
we controlled for the zero-price effect. Only after 
income exceeded 200 percent of poverty did we 
find a relationship between nonzero premium 
levels and enrollment. We did not find evidence 
of a zero-price effect above 200 percent of pov-
erty. Lower-income enrollees might be more re-
sponsive to zero premiums in their decisions to 
purchase health insurance because this popula-
tion faces more income variability and could face 
high compliance costs in the management of 
monthly premium payments.3,12 Policy makers 
considering expansions of health insurance 
should be aware that even nominal premiums 
could lead to enrollment being substantially low-
er among low-income populations, compared to 
requiring no premium payments. 
Zero-dollar premium plans increased Market-

place enrollment in 2018 and 2019. These plans 
were available in 64 percent of counties in 2019 
for forty-year-old adults earning $25,000.13 

Roughly 16 percent of 2019 enrollees in the fed-
erally facilitated Marketplace chose a plan with 
a zero-dollar premium.14 Despite a 300,000-
person decrease in federally facilitated Market-
place enrollment in 2019,15 we simulated that 
the availability of zero-dollar premium plans in-
creased enrollment in the Marketplace by rough-
ly 200,000 enrollees with incomes of 151
200 percent of poverty in 2019 a 10.8 percent 
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Exhibit 4 

Simulated increases in enrollment resulting from the introduction in 2019 of a zero-dollar premium plan for Marketplace 
enrollees with incomes of 150–200 percent of the federal poverty level 

SOURCE Authors’ analysis of data for 2015–19 from the Open Enrollment Period Public Use Files and Qualified Health Plan Landscape 
Files and analogous enrollment and premium data from Covered California. NOTES The results are only for California and states that 
used the federally facilitated Marketplace. Alaska and Nebraska were excluded because their rating areas are not defined according to 
counties. California sets minimum premiums at one dollar. 

increase in enrollment for this group. Had zero-
dollar premium plans been available throughout 
the entire federally facilitated Marketplace and 
in Covered California, we simulated that 2019 
enrollment would have increased by 60,000 en-
rollees. 
Absent a reinstatement of CSR subsidy pay-

ments or large changes to the Marketplaces, 
zero-dollar premium plans will be a feature of 
the Marketplaces indefinitely. Our findings sug-
gest that making zero-dollar premium plans 
widely available could be a powerful tool for in-
creasing enrollment among potential enrollees 
with lower incomes, counteracting other policy 
changes such as decreases in enrollment out-
reach and the elimination of the individual 
mandate. 
States could increase Marketplace enrollment 

by increasing the availability of zero-dollar pre-
mium plans. State insurance commissioners can 
require insurers to silver load, which adds the 

cost of CSR subsidy payment cuts exclusively 
to silver plans.3,16 Silver loading increases the 
premium spread between the benchmark silver 
plan and bronze plans, increasing the prevalence 
of zero-dollar premium bronze plans.3 Three 
states—Indiana, Mississippi, and West Virginia— 
had not silver loaded as of 2019.17 A further step 
is to implement the “silver switcheroo,” which 
loads the cost of CSR subsidy payment cuts ex-
clusively onto on-Marketplace silver plans.16 The 
silver switcheroo increases premiums spreads 
for on-Marketplace buyers, while holding off-
Marketplace buyers harmless. Twenty-two states 
had not yet implemented the silver switcheroo by 
the end of 2019.17 

Our results suggest that Covered California 
enrollment could increase by roughly 14 percent 
among the group with incomes of 151–200 per-
cent of poverty if Covered California allowed its 
plans’ postsubsidy premiums to reach zero dol-
lars. Currently, California makes the coverage of 
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abortion services not eligible for federal funding 
mandatory.18 (Abortion coverage is not eligible 
for premium tax credits under the ACA.) Thus, 
California requires that insurers charge one dol-
lar per member per month to provide abortion 
coverage.18 If other states included other non-
essential health benefits in their required benefit 
packages, they would experience similar trade-
offs. 
New Jersey restricts cost-sharing variation 

within metal levels. In 2019 New Jersey bronze 
plans were required to have an actuarial value of 
64 percent higher than the 58.5 percent mini-
mum allowed by federal law.19 This regulation 
limited the financial exposure of existing enroll-
ees by preventing them from selecting plans with 
higher cost sharing. However, it also limited the 
premium spread between the benchmark silver 
plan and bronze plans, which reduced the avail-
ability of zero-dollar premium plans in the state 
and thereby reduced enrollment. A trade-off thus 
exists between reducing enrollees financial ex-
posure by increasing minimum actuarial value 
levels and increasing insurance coverage via the 
zero-price effect. 
State policy makers could use standardized 

benefit design regulations to increase zero-
premium exposure. One way to do so would be 
to require that all silver plans have an actuarial 
value near 72.0 percent (the maximum allowable 
value for silver plans) and require each insurer 
to offer at least one bronze plan with an actuarial 
value near 58.5 percent (the minimum allowable 
actuarial bronze value).19 Together, these two 
regulations would require that Marketplace in-
surers maintain large premium spreads, thereby 
maximizing exposure to zero-dollar premium 
plans. Such regulations would be mechanically 
similar to standardized benefit design regula-
tions currently in use in California and New 
Jersey.20 

Other approaches are possible. For example, 
states could selectively increase subsidies to 
make zero-dollar premium plans available to 
younger, healthier populations that otherwise 
would remain uninsured.21 Alternatively, policy 
makers could consider implementing fixed age-
income band premiums, as proposed in the 2017 
American Health Care Act.22 Insurers could de-
sign plans that would be priced at a fixed subsidy 
level, potentially increasing zero-premium expo-
sure.23 States also have the ability, through Sec-
tion 1332 waivers, to reallocate federal spending 
on premium tax credits including the silver 
load increment to improve their individual in-
surance markets. For example, Iowa proposed 
age- and income-based subsidies to change the 
structure of its market.24 

Lowering the percentage of their incomes that 

Marketplace enrollees are required to pay for the 
benchmark plan also would increase zero-premi-
um plan exposure by reducing the premium 
spread necessary for that exposure. The Blue 
Cross Blue Shield Association recently proposed 
such an approach for younger Marketplace en-
rollees,25 the group that has been the least ex-
posed to zero-dollar premium plans and whose 
members are the most price-sensitive in their 
enrollment decisions.26 This approach could be 
a particularly effective way to attract younger 
enrollees into the Marketplaces. 
Silver loading and increased enrollment in 

zero-dollar premium plans could have negative 
consequences. First, increased subsidies result-
ing from silver loading have significant federal 
costs.9 These increased costs could be magnified 
by monopolist insurers that lack incentives to 
price their plans competitively.16 Second, enroll-
ees who switched to zero-dollar premium plans 
could decrease their financial protection from 
medical expenses by switching to a plan with 
higher cost sharing.8 

Conclusion 
We found that the availability of zero-dollar pre-
mium plans in the ACA Marketplace had a strong 
effect on potential enrollees decisions to be-
come insured, particularly in the case of lower-
income enrollees. States that do not fully benefit 
from the zero-price effect can take steps to make 
zero-dollar premium plans more widely avail-
able. In states that have not yet implemented 
silver loading or the silver switcheroo, these 
shifts would essentially be cost-free to states, 
insurers, and enrollees. In other states, such 
as California (with its abortion coverage man-
date) and New Jersey (with its restrictions on 
cost sharing), policy makers will need to consid-
er the trade-offs of keeping these policies vis-à-
vis the enrollment gains of allowing zero-dollar 
premium plans. Future research should continue 

State policy makers 
could use 
standardized benefit 
design regulations to 
increase zero-premium 
exposure. 

Affordable Care Act 

48  Health  Affairs  January  2020  39: 1  
Downloaded from HealthAffairs.org by Carmen Hiller on March 19, 2020.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.

For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.

—

’ 

’ 

—

—



to examine the role of the zero-price effect on the 
decision to become insured in the Marketplaces, 
using more granular data. It should also consider 

other insurance markets with zero-dollar premi-
um plans, including Medicaid and Medicare 
Advantage. ▪ 
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A 2015 Commonwealth Fund brief showed that — before the major provisions of the 
Afordable Care Act were introduced — the United States had worse outcomes and spent 
more on health care, largely because of greater use of medical technology and higher 
prices, compared to other high-income countries.1 By benchmarking the performance of 
the U.S. health care system against other countries — and updating with new data as they 
become available — we can gain important insights into our strengths and weaknesses 
and help policymakers and delivery system leaders identify areas for improvement. 
This analysis is the latest in a series of Commonwealth Fund cross-national comparisons 
that uses health data from the Organisation for Economic Co-operation and Development 
(OECD) to assess U.S. health care system spending, outcomes, risk factors and prevention, 
utilization, and quality, relative to 10 other high-income countries: Australia, Canada, 
France, Germany, the Netherlands, New Zealand, Norway, Sweden, Switzerland, and 
the United Kingdom. We also compare U.S. performance to that of the OECD average, 
comprising 36 high-income member countries. 

HIGHLIGHTS 

The U.S. spends more on health care as a share of the economy — nearly twice as much 
as the average OECD country — yet has the lowest life expectancy and highest suicide 
rates among the 11 nations. 
The U.S. has the highest chronic disease burden and an obesity rate that is two times 
higher than the OECD average. 
Americans had fewer physician visits than peers in most countries, which may be 
related to a low supply of physicians in the U.S. 
Americans use some expensive technologies, such as MRIs, and specialized procedures, 
such as hip replacements, more ofen than our peers. 
The U.S. outperforms its peers in terms of preventive measures — it has the one of the 
highest rates of breast cancer screening among women ages 50 to 69 and the second-
highest rate (afer the U.K.) of fu vaccinations among people age 65 and older. 
Compared to peer nations, the U.S. has among the highest number of hospitalizations 
from preventable causes and the highest rate of avoidable deaths. 
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2 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

SPENDING 

The U.S. Spends More on Health Care Than Any Other Country 

Percent (%) of GDP, adjusted for differences in cost of living 

18 2018 data*: 

US: 16.9% 
16 

SWIZ: 12.2% 
14 GER: 11.2% 

FRA: 11.2% 12 

SWE: 11.0% 
10 

CAN: 10.7% 

8 NOR: 10.2% 

NETH: 9.9% 
6 

UK: 9.8% 

4 AUS: 9.3% 

NZ: 9.3% 2 

OECD average: 8.8% 0 
1980 1985 1990 1995 2000 2005 2010 2015 

In 2018, the U.S. spent 16.9 
percent of gross domestic 
product (GDP) on health 
care, nearly twice as much 
as the average OECD 
country. The second-
highest ranking country, 
Switzerland, spent 12.2 
percent. At the other end of 
the spectrum, New Zealand 
and Australia devote only 
9.3 percent, approximately 
half as much as the U.S. 
does. The share of the 
economy spent on health 
care has been steadily 
increasing since the 1980s 
for all countries because 
health spending growth 
has outpaced economic 
growth,2 in part because 
of advances in medical 
technologies, rising prices 
in the health sector, and 
increased demand for 
services.3 

Notes: Current expenditures on health. Based on System of Health Accounts methodology, with some differences between country methodologies. GDP = gross 
domestic product. OECD average reflects the average of 36 OECD member countries, including ones not shown here. * 2018 data are provisional or estimated. 

Data: OECD Health Statistics 2019. 
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3 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

SPENDING 

U.S. Public Spending Is Similar to Other Countries; Out-of-Pocket and Private Spending 
Are Higher Than Most 

Dollars (US$), adjusted for differences in cost of living 

$10,207 

3,108 3,107 3,038 3,132 
4,111 

3,466 
4,343 4,569 

5,056 5,289 
4,545 

4,993 

309 207 226 
597 

357 
759 

376 71 

192 21 
533 

4,092 

506 629 716 
837 

463 749 
570 807 

738 877 
2,069 

1,122 

NZ UK OEC AUS FRA CAN NETH SWE GER NOR SWIZ US* 

Out-of-pocket spending 
Private spending 
Public spending 

$3,923 $3,943 

$4,566 
$4,931 $4,974 

$5,288 $5,447 

$5,986 $6,187 

$7,147 

Total per-capita spending 

$3,992 

OECDD 
average 

Notes: Data reflect current expenditures on health per capita, adjusted using US$ purchasing power parities (PPPs), for 2018 or the most recent year: 2017 
for FRA, SWIZ, UK, US; 2016 for AUS. Data for 2018 reflect estimated or provisional values. Numbers may not sum to total health care spending per capita 
because of excluding capital formation of health care providers, and some uncategorized health care spending. * For US, spending in the “Compulsory 
private insurance schemes” (HF122) category has been reclassified into the “Voluntary health insurance schemes” (HF21) category, given that the 
individual mandate to have health insurance ended in January 2019. OECD average reflects the average of 36 OECD member countries, including ones not 
shown here. 

Data: OECD Health Statistics 2019. 

Per capita health spending in the U.S. 
exceeded $10,000, more than two times 
higher than in Australia, France, Canada, 
New Zealand, and the U.K. Public 
spending, including governmental 
spending, social health insurance, 
and compulsory private insurance, is 
comparable in the U.S. and many of the 
other nations and constitutes the largest 
source of health care spending. 

In the U.S., per-capita spending from 
private sources, for instance, voluntary 
spending on private health insurance 
premiums, including employer-
sponsored health insurance coverage, 
is higher than in any of the countries 
compared here. At $4,092 per capita, 
U.S. private spending is more than fve 
times higher than Canada, the second-
highest spender. In Sweden and Norway, 
private spending made up less than $100 
per capita. As a share of total spending, 
private spending is much larger in the 
U.S. (40%) than in any other country 
(0.3%–15%). 

The average U.S. resident paid $1,122 
out-of-pocket for health care, which 
includes expenses like copayments for 
doctor’s visits and prescription drugs or 
health insurance deductibles. Only the 
Swiss pay more; residents of France and 
New Zealand pay less than half of what 
Americans spend. 
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U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

HEALTH OUTCOMES 

The U.S. Has the Lowest Life Expectancy 

Years 

82 

80 

78 

76 

74 

72 

2017 data: 

SWIZ: 83.6 

NOR: 82.7 

FRA: 82.6 

AUS: 82.6 

SWE: 82.5 

CAN: 82.0 

NZ: 81.9 

NETH: 81.8 

UK: 81.3 

GER: 81.1 

US: 78.6 

70 OECD average: 80.7 
1980 1985 1990 1995 2000 2005 2010 2015 

Note: OECD average reflects the average of 36 OECD member countries, including ones not shown here. 

Data: OECD Health Statistics 2019. 

Despite the highest 
spending, Americans 
experience worse health 
outcomes than their 
international peers. For 
example, life expectancy 
at birth in the U.S. was 78.6 
years in 2017 — more than 
two years lower than the 
OECD average and fve years 
lower than Switzerland, 
which has the longest 
lifespan. In the U.S., life 
expectancy masks racial 
and ethnic disparities. 
Average life expectancy 
among non-Hispanic black 
Americans (75.3 years) is 
3.5 years lower than for 
non-Hispanic whites (78.8 
years).4 Life expectancy 
for Hispanic Americans 
(81.8 years) is higher than 
for whites, and similar to 
that in Netherlands, New 
Zealand and Canada. 
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5 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

HEALTH OUTCOMES 

Suicide Rates Are the Highest in the U.S. 

Deaths per 100,000 population (standardized rates) 

OECD average: 11.5 

7.3 

10.2 10.5 
11.1 11.2 11.5 11.6 11.8 11.9 

13.1 
13.9 

Refecting shorter life 
expectancy, the U.S. has 
the highest suicide rate 
of these countries, with 
France a close second. 
Meanwhile, the U.K. has 
the lowest rate — half that 
of the U.S. Elevated suicide 
rates may indicate a high 
burden of mental illness; 
socioeconomic variables are 
also a factor.5 The U.S. has 
seen an uptick in “deaths 
of despair” in recent years, 
which include suicides and 
deaths related to substance 
use, including overdoses.6 

UK GER NETH SWE SWIZ NZ NOR CAN AUS FRA US 

Notes: Rates reflect age- and sex-standardized rates for 2016 or latest available year: 2015 for CAN, FRA; 2014 for NZ. OECD average reflects the average of 36 
OECD member countries, including ones not shown here. 

Data: OECD Health Statistics 2019. 
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6 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

POPULATION HEALTH 

U.S. Adults Have the Highest Chronic Disease Burden 

Percent (%) 

11-country average: 17.5% 

14 14 
15 15 

16 16 
17 

18 18 

22 

28 

Worse health outcomes 
and shorter life expectancy 
appear related to risk 
factors and disease burden. 
More than one-quarter 
of U.S. adults report they 
have ever been diagnosed 
with two or more chronic 
conditions such as asthma, 
diabetes, heart disease, 
or hypertension during 
their lifetime compared 
to 22 percent or less in all 
other countries. This rate 
is twice as high as in the 
Netherlands and the U.K. 

NETH UK AUS SWIZ NOR NZ GER FRA SWE CAN US 

Notes: Chronic disease burden defined as adults age 18 years or older who have ever been told by a doctor that they have two or more of the following chronic 
conditions: joint pain or arthritis; asthma or chronic lung disease; diabetes; heart disease, including heart attack; or hypertension/high blood pressure. Average 
reflects 11 countries shown in the exhibit that take part in the Commonwealth Fund’s International Health Policy Survey. 

Data: 2016 Commonwealth Fund International Health Policy Survey. 
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7 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

POPULATION HEALTH 

The U.S. Has the Highest Rate of Obesity 

Percent (%) 

13.4 

17.0 

23.6 
26.3 

28.7 
30.4 

32.2 

40.0 

OECD average: 21% 

11.3 12.0 13.1 

SWIZ NOR SWE NETH FRA GER CAN UK AUS NZ US 

Obesity is a key risk factor 
for chronic conditions such 
as diabetes, hypertension 
and other cardiovascular 
diseases, and cancer. The 
U.S. has the highest obesity 
rate among the countries 
studied — two times 
higher than the OECD 
average and approximately 
four times higher than in 
Switzerland and Norway. 
Overall, obesity rates were 
highest in English-speaking 
countries, all with rates 
of one-quarter or more 
of the total population. 
Issues that contribute to 
obesity include unhealthy 
living environments, 
less-regulated food and 
agriculture industries, 
and socioeconomic and 
behavioral factors.7 

Notes: Obese defined as body-mass index of 30 kg/m² or more. Data reflect rates based on measurements of height and weight, except NETH, NOR, SWE, SWIZ, 
for which data are self-reported. (Self-reported rates tend to be lower than measured rates.) 2017 data for all countries except 2016 for US; 2015 for FRA, NOR; 
2012 for GER. OECD average reflects the average of 36 OECD member countries, including ones not shown here. 

Data: OECD Health Statistics 2019. 
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8 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

UTILIZATION 

Americans Visit the Doctor Less Frequently and Have Fewer Physicians 

Average physician visits per capita, 2017 Practicing physicians per 1,000 population, 2018 

OECD average: 6.8 

4.0 
4.3 4.5 

6.1 

6.8 

7.7 

8.3 

9.9 

4.8 
OECD average: 3.5 4.3 4.1 4.3 

3.8 3.7 3.6 
3.3 3.2 

2.8 2.9 2.7 2.6 

SWE NZ US SWIZ NOR FRA CAN AUS NETH GER NOR SWIZ GER SWE AUS NETH NZ FRA UK CAN US 

Despite having the 
highest level of health 
care spending, Americans 
had fewer physician visits 
than their peers in most 
countries. At four visits per 
capita per year, Americans 
visit the doctor at half the 
rate as do Germans and the 
Dutch. The U.S. rate was 
comparable to that in New 
Zealand, Switzerland, and 
Norway, but higher than in 
Sweden. 

Less-frequent physician 
visits may be related to the 
low supply of physicians in 
the U.S. compared with the 
other countries. The U.S. 
has slightly more than 
half as many physicians 
as Norway, which has the 
highest supply. 

Notes: Physician visit data reflect 2017 or nearest year: 2016 for FRA, 2011 for US. No recent data for UK (since 2009). Physician supply data for 2018 or 
nearest year: 2017 for AUS, GER, NETH, SWIZ, US; 2016 for SWE. OECD average reflects the average of 36 OECD member countries, including ones not 
shown here. 

Data: OECD Health Statistics 2019. 
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9 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

UTILIZATION 

U.S. Average Hospital Stay Is Similar to That in Sweden, Switzerland, and France 

Average length of stay for acute care (days) 

OECD average: 6.4 

4.2 

4.9 5.0 
5.5 5.5 5.5 5.6 

5.9 6.0 

7.4 7.5 

The average length of a 
hospital stay in the U.S. in 
2017 was 5.5 days, far lower 
than the OECD average 
and comparable to that 
in Sweden, Switzerland, 
and France. Canadians 
and Germans had the 
longest lengths of stay, 
while Australians had the 
shortest. 

AUS NZ NETH SWE SWIZ US FRA UK NOR CAN GER 

Notes: Data reflect average length of stay for curative (acute) care for physical and mental/psychiatric illnesses, or treatment of injury; diagnostic, therapeutic, 
and surgical procedures; and obstetric services. Excludes rehabilitative care, long-term care, and palliative care. Data for 2017 or nearest year: 2016 for AUS, FRA, 
NZ, US. OECD average reflects the average of 36 OECD member countries, including ones not shown here. 

Data: OECD Health Statistics 2019. 
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U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

UTILIZATION 

The U.S. Has a High Rate of MRI Scans 

Magnetic resonance imaging (MRI) scans per 1,000 population 

74 

111 114 

143 

OECD average: 65 

45 
51 51 

62 

NZ AUS CAN NETH UK SWIZ US FRA GER 

U.S. utilization for 
specialized scans is higher 
than in most countries, 
nearly twice as high as 
the OECD average but 
comparable to France. 
Germany had an even 
higher magnetic resonance 
imaging (MRI) rate, while 
New Zealand’s was low. 
Previous analyses suggest 
that countries with a high 
supply of MRI scanners also 
tend to have higher rates of 
scan utilization.8 

Notes: Data shown for 2017 or nearest year: 2016 for GER; 2013 for NZ. No data for NOR, SWE. OECD average reflects the average of 36 OECD member countries, 
including ones not shown here. 

Data: OECD Health Statistics 2019. 
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11 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

UTILIZATION 

The U.S. Performs More Hip Replacements Among Older Adults 

Inpatient hip replacement procedures per 1,000 population age 65 and older 

OECD average: 
10.5 

9.4 
10.0 10.6 

12.2 
12.8 

13.8 
14.6 

15.2 15.6 

17.0 

The U.S. performs some 
elective surgeries at a 
higher rate than other 
countries. The U.S. rate 
of hip replacements per 
1,000 persons age 65 and 
older was higher than the 
OECD average but similar 
to the rate in Norway and 
Switzerland. Canada, the 
U.K., and New Zealand had 
the lowest rates, with rates 
close to the OECD average. 

CAN UK NZ SWE FRA NETH GER NOR US SWIZ 

Notes: Data reflect inpatient cases only (day cases not included) for 2017 or nearest year: 2016 for NZ; 2014 for NETH; 2010 for US. No recent data for AUS. OECD 
average reflects the average of 36 OECD member countries, including ones not shown here. 

Data: OECD Health Statistics 2019. 
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12 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

QUALIT Y AND CARE OUTCOMES 

The U.S. Excels in Prevention Measures, Including Flu Vaccinations and Breast 
Cancer Screenings 

Percent of adults age 65 and older immunized (%) Percent of females ages 50–69 screened (%) 

90 

OECD average: 60% OECD 
average: 

44% 

80 

5455 

72
75767873 

68 65 64 
61 

50 49 
51 50 49 

35 34 

UK US NZ NETH CAN FRA SWE GER NOR SWE US NETH NOR UK NZ AUS CAN GER FRA SWIZ 

The U.S. outperforms 
peer nations in terms of 
preventive measures. In 
the U.S., more than two-
thirds of adults 65 and older 
had a fu vaccine in 2016, 
considerably more than in 
the average OECD country. 
Only the U.K. had a higher 
rate than the U.S. At the 
lower end of the spectrum, 
one-third of older adults 
in Germany and Norway 
received the vaccine. 

The U.S. also had one of 
the highest rates of women 
ages 50 to 69 being screened 
for breast cancer. The U.S. 
rate is considerably higher 
than the OECD average. In 
contrast, in Switzerland, 
France, and Germany, only 
half of women this age had 
been screened. 

Notes: Flu immunization data reflect 2017 or nearest year: 2016 for US. No recent data available for AUS, SWIZ (since 2009/2010). Breast cancer screening data 
reflect 2018 or nearest year: 2017 for FRA, NOR; 2016 for AUS, GER; 2015 for CAN, NETH, US; 2014 for SWE. Programmatic data for all countries except survey 
data for SWE, SWIZ, US. OECD average reflects the average of 36 OECD member countries, including ones not shown here. 

Data: OECD Health Statistics 2019. 



commonwealthfund.org Data Brief, January 2020

 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

13 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

QUALIT Y AND CARE OUTCOMES 

The U.S. Has the Highest Average Five-Year Survival Rate for Breast Cancer, but the 
Lowest for Cervical Cancer 

Breast cancer Cervical cancer 

Percent (%) Percent (%) 

90 
OECD average: 85% 

90 

OECD average: 66% 

89 

7173 

868686878788 8888 

68 68 67 67 66 65 65 64 63 

The fve-year survival rate 
for breast cancer is the 
highest in the U.S. among 
the 11 countries — it is 
more than 5 percentage 
points higher than the 
OECD average. Breast 
cancer survival rates in all 
11 countries compared here 
are higher than the OECD 
average. This is not true for 
other types of cancer. For 
example, fve-year survival 
for cervical cancer among 
U.S. women is lower than in 
the 10 other countries and 
below the OECD average. 

US AUS SWE CAN NOR NZ FRA NETH SWIZ GER UK NOR SWIZ SWE NETH NZ CAN AUS GER FRA UK US 

Notes: Rates reflect age-standardized survival rates for females age 15 years and older. OECD average reflects the average of 36 OECD member countries, 
including ones not shown here. 

Data: OECD Health Statistics 2019. 
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14 U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse Outcomes? 

QUALIT Y AND CARE OUTCOMES 

The U.S. Has Among the Highest Rates of Hospitalizations from Preventable Causes 
Like Diabetes and Hypertension 

Discharges per 100,000 population 

Diabetes Hypertension 

59 
78 85 88 89 91 

106 

135 142 
153 

204 

261 

18 18 

57 57 

31 23 19 

105 

36 
48 

159 

320 

NETH UK SWIZ NOR SWE NZ CAN OEC AUS FRA US GEROECDD 
average 

Notes: Data reflect 2017 or nearest year: 2016 for AUS, NZ; 2010 for US. OECD average reflects the average of 36 OECD member countries, including ones not 
shown here. 

Data: OECD Health Statistics 2019. 

Hospitalizations for diabetes 
and hypertension — 
which are considered 
ambulatory care–sensitive 
conditions, meaning they 
are considered preventable 
with access to better 
primary care9 —  were 
approximately 50 percent 
higher in the U.S. than 
the OECD average. Only 
Germany had higher rates 
for both conditions. The 
U.S. rate of hypertension-
related hospitalizations 
was more than eightfold 
higher than the best-
performing countries, 
the Netherlands, the U.K., 
and Canada. For diabetes 
hospitalizations, the U.S. 
rate (204/100,000) was more 
than threefold higher than 
the Netherlands, the best-
performing country. 
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QUALIT Y AND CARE OUTCOMES 

The U.S. Has the Highest Rate of Avoidable Deaths 

Deaths per 100,000 population 

2000 2016 

90 

54 

90 

60 

117 

60 

108 

62 

111 

65 

121 

67 

109 

72 

135 

82 

145 

84 

131 

86 

149 

112 

SWIZ FRA NOR AUS SWE NETH CAN NZ UK GER US 

Notes: Data for 2000 (except UK, 2001) and latest available (2016 for NETH, NOR, SWE, US; 2015 for AUS, CAN, FRA, GER, SWIZ, UK; 2014 for NZ). Mortality 
data from World Health Organization (WHO) detailed mortality files (released Dec. 2018). Population data from WHO detailed mortality files, except CAN (UN 
population database) and US (Human Mortality Database). Amenable causes as per list by Nolte and McKee (2004). Calculations by the European Observatory on 
Health Systems and Policies (2019). Age-specific rates standardized to European Standard Population, 2013. 

Data: Marina Karanikolos, European Observatory on Health Systems and Policies (2019). 

Premature deaths from 
conditions that are 
considered preventable 
with timely access to 
efective and quality health 
care,10 including diabetes, 
hypertensive diseases, and 
certain cancers, are termed 
“mortality amenable to 
health care.” This indicator 
is used by several countries 
to measure health system 
performance.11 The U.S. 
has the highest rates of 
amenable mortality among 
the 11 countries with 112 
deaths for every 100,000. 
It is notable that the 
amenable mortality rate 
has dropped considerably 
since 2000 for every country 
in our analysis, though 
less proportionately in 
the U.S. The U.S. rate was 
two times higher than 
in Switzerland, France, 
Norway, and Australia. This 
poor performance suggests 
the U.S. has worse access to 
primary care, prevention, 
and chronic disease 
management compared to 
peer nations. 
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CONCLUSIONS AND POLICY IMPLICATIONS 

While the United States spends more on health 
care than any other country, we are not achieving 
comparable performance. We have poor health 
outcomes, including low life expectancy and 
high suicide rates, compared to our peer nations. 
A relatively higher chronic disease burden and 
incidence of obesity contribute to the problem, but 
the U.S. health care system is also not doing its part. 
Our analysis shows that the U.S. has the highest 
rates of avoidable mortality because of people not 
receiving timely, high-quality care. The fndings 
from this analysis point to key policy implications, 
as well as opportunities to learn from other 
countries. 

First, greater attention should be placed on 
reducing health care costs. The U.S. could look to 
approaches taken by other industrialized nations 
to contain costs,12 including budgeting practices 
and using value-based pricing of new medical 
technologies. Approaches that aim to lower health 
care prices are likely to have the greatest impact, 
since previous research has indicated that higher 
prices are the primary reason why the U.S. spends 
more on health care than any other country.13 

Second, our fndings call for addressing risk factors 
for, and better management of, chronic conditions. 
We can start by strengthening access to care and 
primary care systems. Our fndings show that the 
U.S. has a relatively lower rate of physician visits 
compared to other nations. This is surprising given 
U.S. adults’ seemingly greater health needs. We 
do know from previous Commonwealth Fund 

surveys that adults in the U.S. experience greater 
afordability barriers to accessing physician 
visits, tests, and treatments.14 Increasing access to 
afordable health care and strengthening primary 
care systems are two of the most important 
challenges for the U.S. health care system.15 

Third, the U.S. should promote incentives to use 
efective care and disincentives to discourage 
less-efective care. For example, a recent analysis 
estimated that as much as one-quarter of total 
health care spending in the U.S. — between $760 
billion and $935 billion annually — is wasteful.16 

Overtreatment or low-value care — medications, 
tests, treatments, and procedures that provide no 
or minimal beneft or potential harm — accounts 
for approximately one-tenth of this spending. The 
U.S. can learn from other countries; for example, 
our comparably high use of MRI scans and 
surgeries for hip replacement suggests we should 
assess when these interventions bring the greatest 
value. The global Choosing Wisely campaign 
promotes conversations around evidence-based 
care between physicians and their patients to 
help evaluate which tests and treatments are truly 
necessary and free from harm.17 

In sum, the U.S. health care system is the most 
expensive in the world, but Americans continue 
to live relatively unhealthier and shorter lives than 
peers in other high-income countries. Eforts to rein 
in costs, improve afordability and access to needed 
care, coupled with greater eforts to address risk 
factors, are required to alleviate the problem. 

HOW WE CONDUCTED 
THIS STUDY 

This analysis used data from 
the 2019 release of health 
statistics compiled by the 
Organisation for Economic Co-
operation and Development 
(OECD), which tracks and 
reports on a wide range of 
health system measures 
across 36 high-income 
countries. Data were extracted 
between July and August 2019. 
While data collected by the 
OECD reflect the gold standard 
in international comparisons, 
one limitation is that data 
may mask differences in 
how countries collect their 
health data. Full details on 
how indicators were defined, 
as well as country-level 
differences in definitions, are 
available from the OECD.18 

The 10 comparator countries 
included in this comparison 
represent those that take 
part in the Commonwealth 
Fund’s annual International 
Health Policy Survey: Australia, 
Canada, France, Germany, the 
Netherlands, New Zealand, 
Norway, Sweden, Switzerland, 
and the United Kingdom.19 
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