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CO VE RED
C A L I F O R N I A

Coverage When You Need It: Lessons from Insurance 
Coverage Transitions in California's Individual 
Marketplace Pre and Post the COVID-19 Pandemic

Introduction

The Marketplaces created under 
the Affordable Care Act -  always 
intended to provide a backstop 
when individuals are not eligible for 
other coverage through their jobs, 
Medicare, or Medicaid -  are facing 
an unprecedented test as millions of 
Americans are experiencing job losses 
and health coverage disruptions due to 
the COVID-19 pandemic and recession.

Over the past six years, Covered 
California has taken active steps to 
maximize enrollment of subsidy- 
eligible consumers and keep health 
insurance premiums as low as 
possible, which lowers subsidy costs 
to the federal government but, most 
importantly, makes premiums less 
costly for consumers not eligible to 
receive subsidies. Covered California 
has continued to use all tools possible 
since the start of the pandemic to help 
consumers avail themselves of coverage 
options through the individual market 
by creating a COVID-19 special 
enrollment period, paired with ongoing 
and increasing investments in outreach 
and marketing.

The pandemic and recession are the 
first major test to see how the individual 
marketplaces and the Medicaid 
expansions launched by the Affordable 
Care Act can meet consumers needs 
in a down-economy. Administrative 
and survey data from Covered 
California indicate that coordinated 
state and marketplace policies and 
implementation decisions can be

Summary of Findings

• Using the tools of the Affordable Care Act, Covered 
California's experience demonstrates the positive role a 
marketplace can play to meet health coverage and economic 
needs of Americans, especially in the time of the COVID-19 
recession, as the California marketplace has reached its the 
highest number of covered members since its launch in 
2014 (over 1.53 million).

• Building on its outreach and promotion with a COVID-19 SEP, 
Covered California has enrolled over twice as many people 
as in the year prior, with almost 290,000 Californians gaining 
coverage gaining coverage since March 20, 2020.

• While enrollment in states served by the federally-facilitated 
exchange (FFE) grew in the months since the beginning of the 
COVID-19 pandemic, if the FFE states experienced California's 
trend for new sign-ups in 2020 -  driven by outreach and the 
COVID-19 SEP- nearly 500,000 more Americans would 
have signed up for insurance coverage during the special 
enrollment period through May 2020.

• There have been dramatic changes in the mix of consumers 
signing up for coverage since the COVID-19 pandemic began, 
with far more signing up after losing job-based coverage,
and one-fifth of new sign-ups from those who likely would be 
been ineligible to enroll without California's COVID-19 SEP.

• The insurance-related impacts of the recession are evident 
in changes in where consumers are going when they leave 
Covered California. A much smaller share of consumers are 
leaving for job-based coverage (only 15 percent compared 
to the pre-COVID rate of 55 percent), more are enrolling
in Medi-Cal as they lose income, and a greater share of 
consumers are leaving to become uninsured -  a troubling 
indicator of unaffordability of even subsidized coverage in 
tough economic times.

This analysis was prepared by Covered California for its 
ongoing planning and to inform policy making in California 
and nationally.
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important factors in how effectively coverage disruptions are addressed. Covered California's data confirms that, 
as in all states confronting the pandemic, there have been profound changes in consumers joining or leaving 
its marketplace. Our data also suggests, however, that by leveraging all the eligibility and marketing tools of 
marketplace, California reduced the number of those who would have otherwise been uninsured to a far greater 
degree than states that did not or could not employ such actions.

Churn and Individual Marketplace Coverage: Meeting the Changing Needs of Consumers

The individual market has always served as an option for those without other coverage options and for those 
who experience changes in life circumstances. Transitions between coverage sources are natural aspects of 
America's health care landscape, as individuals experience changes in eligibility for employer coverage, Medicaid, 
or Medicare (due to shifts in factors such as employment, income, and age).1 Each year, about one-third of 
Covered California's membership consists of new enrollees, and one-third of its annual membership leaves the 
marketplace within the plan year (see Figure 1: Changes in Covered California's Effectuated Membership: 2017-
2019). Historically, enrollment in 
Covered California has peaked each 
year at the end of Open Enrollment, 
the total enrollment declining 
slightly each month thereafter, as 
the number of those enrolling who 
qualify for a special enrollment 
period does not fully offset the 
number who leave the Marketplace 
to get other coverage.

In years prior to the pandemic,
Covered California survey data 
documents that employer- 
sponsored insurance (ESI) is 
consistently the most common 
source of prior coverage among 
new entrants, with about one- 
third of new consumers having had 
ESI prior to joining the exchange 
-  while others report Medi-Cal, 
off-exchange individual market 
coverage, and being uninsured in 
relatively equal shares.2 For those
leaving Covered California, by far the largest portion have historically transitioned into ESI, with only very few 
going to be uninsured. As discussed on the next page, the COVID-19 pandemic has disrupted many of these 
normal marketplace transitions, leaving far more consumers churning through coverage sources than at any 
other point since the exchange began in 2014.

Figure 1: Changes in Covered California’s Effectuated Membership: 
2017 to 2019
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Label percentages shown are the share of total covered members in the year for new entrants 
and exists, respectively. Source: Covered California administrative data.
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California's Individual Marketplace Going Into the COVID-19 Pandemic

State and national policies, as well as actions taken by Marketplaces themselves, influence how effectively the 
exchanges met the needs of consumers through 2019 -  a time with a strong job economy and job market -  and 
now, in 2020, with the nation facing one of the biggest economic downturns in history.

Since its launch in 2014, the state of California and Covered California have implemented an array of policies to 
support and even build on the Affordable Care Act (ACA) to promote broad coverage take-up. These policies 
include expanding Medi-Cal (the state's Medicaid program), limiting the availability of short-term insurance 
products, and Covered California (the state-based Marketplace) undertaking a range of actions to protect 
consumers and promote enrollment. These actions include:

• Promoting a marketplace with robust competition among health plans, with over 75 percent of enrollees 
having a choice of four or more carriers;

• Offering stable plan options, with essentially the same eleven health plans offering coverage since 2014;

• Requiring all plans to offer standardized consumer-centered benefit designs;

• Providing an Open Enrollment period that spans from November through the end of January, with even 
late January enrollments benefiting from a February 1 effective date; and

• Conducting broad outreach, marketing, and promotion activities, including support for a robust 
Navigator program.

The combined results of these policies have demonstrated the positive potential impact of effective 
implementation of the ACA. Through 2019, California showed the largest decline in the rate of uninsured in any 
state -  dropping from 17 percent in 2013 to 7.7 percent.3 In 2019, Covered California saw the effects of national 
policy that repealed the individual mandate penalty, with the health plans pricing for an average premium 
increase of nearly 9 percent in anticipation of an enrollment drop, especially among healthier consumers. 
Unfortunately, the health plans' concerns were indeed borne out, with new enrollment declining significantly in 
the 2019 Open Enrollment (dropping by 24 percent) and a premium increase averaging 8.7 percent.

The Open Enrollment period for 2020 reflected the impact of California, under the leadership of Governor Gavin 
Newsom and the State Legislature, enacting policies to protect and build on the ACA. The State of California 
provided new state subsidies to supplement the federal Advanced Premium Tax Credits (APTCs) for about
600,000 consumers as well as provide new state subsidies for tens of thousands of Californians whose incomes 
exceed 400 percent of the federal poverty level, making them ineligible for federal financial assistance due to 
the ACA's "subsidy cliff."4 In addition, California implemented a state tax penalty for going uninsured in response 
to federal action that eliminated the federal individual mandate penalty. Covered California used these new tools 
as it continued its practice of making large marketing and outreach investments, which were budgeted at $121 
million for the 2020 open enrollment year.5

In 2020 Open Enrollment results showed the impact of these policies and actions. Health plans priced their 
premium increases at an average level of 0.8 percent, in anticipation of an increased and healthier enrollment. 
The new sign-ups during Open Enrollment in Covered California did increase by 41 percent, driven by the state 
policies and more than offsetting the 24 percent decline in new enrollments seen in 2019, the first year that 
the federal penalty was zeroed out. The collective effect on Covered California is that it ended the 2020 Open 
Enrollment period with slightly over 1.5 million plan selections, the largest number since 2016.6

COVERED CALIFORNIA • Policy Brief | September 22, 2020 3



Coverage When You Need It: Lessons from Insurance Coverage Transitions in
California's Individual Marketplace Pre and Post the COVID-19 Pandemic

The COVID-19 Pandemic and Recession -  New Need for Marketplace Coverage

The COVID-19 pandemic has introduced the first significant coverage shock for the marketplaces since they 
began in 2014, and is testing marketplaces in their capacity to serve as a safety net for individuals experiencing 
coverage disruptions.7 Prior to the pandemic, roughly half of adults in California relied on their employers 
for health coverage.8 But California recorded 3.1 million unemployment claims in July 2020, translating to an 
estimated 1.4 million workers and their dependents who may lose their ESI coverage.9,10,11 Similarly across the 
nation, estimates for loss of job-based coverage range from 17.7 to 33.0 million individuals over the course of the 
recession.12

Under the ACA, the loss of job-based coverage is a qualifying life event for a consumer to obtain coverage 
outside of the annual Open Enrollment period during the standard special enrollment period (SEP) that runs 
between the Open Enrollment periods each year. Additionally, both the Centers for Medicare and Medicaid 
Services (CMS) -  which operates the federally-facilitated exchange (FFE) serving 38 states -  and state-based 
exchanges that operate their own marketplaces have the authority to implement separate qualifying life events 
for SEP under exceptional circumstances. At the onset of the COVID-19 pandemic, California created a COVID-19 
qualifying life event (as did 11 other state-based marketplaces), ensuring that all would have access to coverage 
options during the pandemic, including those who may have been uninsured at the onset of the pandemic.
CMS has extended some SEP deadlines for those who lost job-based coverage, but has not created a new 
qualifying life event in response to the pandemic.13 Covered California created the COVID-19 qualifying life event 
to promote coverage as broadly as possible, complementing efforts to assure broad testing and treatment for 
people concerned about getting infected. Covered California also launched a major marketing campaign, which 
included newly developed material specific to the COVID-19 pandemic. It is important to note, that the COVID-19 
qualifying life event was put in place for the Covered California marketplace, but was mirrored by regulatory 
action for the off-exchange individual market in California.14 In California, the non-subsidized off-exchange 
individual market has approximately 800,000 consumers enrolled, with the vast majority enrolling in "mirrored 
products" of those offered through Covered California -  reflecting identical pre-subsidy prices negotiated and 
the same consumer-centered benefit designs.15 This report reflects only enrollment in the individual market 
directly through Covered California.

Dramatic Increase in New Covered California Sign-ups during 2020 Special Enrollment Period

Covered California's total SEP plan selections in 2020 have increased dramatically compared to the same 
period in 2019, with over 357,00 0 consumers enrolling, which is more than 167,000 over the 2019 levels. Since 
the announcement of the COVID-19 SEP on March 20, 2020 until it concluded on August 31st, almost 290,000 
consumers have signed up for coverage, more than twice the rate of new sign-ups for the same period in 2019 
(see Table 1. Covered California Special Enrollment Plan Selections: 2019 and 2020).16
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Table 1. Covered California Special Enrollment Plan Selections: 2019 and 2020

Measures 2020 2019 Difference 
(2019 to 2020) Percent Change

Pre-COVID SEP (Feb. 
1 to March 19) 67,710 54,780 12,930 24%

Post-COVID SEP 
(March 20 to Aug. 31) 289,460 134,700 154,760 115%

Total (as of August 31) 357,170 189,470 167,700 89%

Source: Covered California administrative data.

Even as Covered California is experiencing a surge in new sign-ups compared to prior years, the rate of members 
leaving the marketplace is similar to that seen in 2019, with an average monthly disenrollment to-date of 2.9 
percent in 2020 compared to 3.1 percent in 2019. The larger number of enrollments and the same general level of 
disenrollments has resulted in an estimated net gain of over 100,000 consumers with effectuated coverage as of 
June 2020 due to the pandemic and recession.

The increase in plan selections has also led to a corresponding increase in "effectuated" membership that has 
more than offset the level of disenrollments. Effectuated enrollment in Covered California is at its highest level 
ever in its six year history, with over 1,530,000 effectuated consumers with active coverage as of June 2020, based 
on available effectuation data. This level of enrollment is about eight percent higher than the previous enrollment 
high point, which was 1,420,000 as of March 2018, and over 14 percent higher that the level of effectuated 
enrollment for the same period in 2019 (see Figure 2. Covered California Monthly Effectuated Membership: 2018 
to 2020). Additionally, the effectuation rate among new SEP sign-ups is just slightly lower than the rate seen 
among 2019 SEP plan selections.17

The Reasons Consumers Are Enrolling in Covered California Have Shifted Dramatically During the COVID-19 
SEP Compared to Prior Periods

Results from a survey of Covered California enrollees and of those leaving during the 2020 COVID-19 SEP show 
that the recession has had dramatic impacts on the flows between coverage sources.18 Among the COVID-19 SEP 
sign-ups, far more than half (57 percent), or approximately 165,000 sign-ups, report being previously enrolled 
in ESI in February (see, Figure 3. Prior Source of Coverage Reported by Newly Enrolling Covered California

A Note About Measuring Changes in Sources of Coverage:

Measurements of movement between sources of insurance in this analysis coverage rely on self-reported survey data, which Covered 
California began collecting in 2015 through its member survey (now the California Health Coverage Survey), fielded annually at the end of 
Open Enrollment. Survey data is used as Covered California is currenty unable to collect comprehensive administrative data about sources 
of coverage before and after enrollment. As indicated in the data from 2018 and 2019 in the Figures below, key metrics related to sources 
of coverage before and after marketplace coverage have stayed relatively stable since Covered California began measuring, until 2020.
To better understand the 2020 pandemic response during SEP, Covered California administered a new survey (the “2020 SEP survey”).
This brief presents results from that survey, and makes comparisons with the most relevant metrics from the member survey -  despite the 
inherent limitations for some comparisons related to differences in survey administration, sampling design, and timing -  because Covered 
California does not have equivalent survey data exist for the SEP population for years prior to 2020.
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Consumers: 2020 COVID-19 SEP Compared to 2018 and 2019). This is a far higher share compared to prior surveys 
of new enrollees, with 39 percent of new entrants during the 2019 Open Enrollment period reporting ESI as their 
main source of prior coverage.19

The shift in coverage sources 
among new sign-ups also 
reflects a dramatic drop in 
consumers reporting Medi-
Cal as their prior source of 
coverage; with only seven 
percent of new sign-ups coming 
form Medi-Cal in the COVID-19 
SEP, this group dropped to 
one-third of their relative share 
in Open Enrollment 2019. One 
reason for the reduction in new 
sign-ups reporting Medi-Cal 
coverage is likely due to the halt 
on Medi-Cal redeterminations 
and discontinuances due to the 
public health emergency.20,21

The share of new enrollees reporting being uninsured is relatively consistent with the shares of uninsured 
signing up for coverage during Open Enrollment. More specifically, 21 percent of those enrolling in Covered 
California coverage report that they were previously uninsured prior to the COVID-19 SEP, which is similar to the 
20 percent of previously uninsured 2019 Open Enrollment sign-ups, when there are no exceptional circumstance 
requirements to be eligible to enroll.

Figure 2. Covered California Monthly Effectuated Membership: 2018 to 2020
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Source: Covered California administrative data.

Figure 3: Prior Source of Coverage Reported by New Covered California Consumers: 
2020 COVID-19 SEP Compared to 2018 and 201922
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2020 SEP Survey Question:
“What was your main source of 
health coverage or insurance on 
February 15, 2020?” N=3,210. 
Member Survey Question is a 
combination of many questions, 
primarily: “What was your main 
source of health coverage in 
2018?” Uninsured estimates 
reflect those who were uninsured 
for the entire year. N=916 in 2019, 
n=1298 in 2018. In both surveys, 
ESI share represents employer- 
coverage and COBRA coverage. 
Source: Covered California 2020 
2020 SEP Survey and California 
Health Coverage Survey.
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Covered California has succeeded in connecting hundreds of thousands of Californians to affordable coverage 
during a dramatic shock to employment-related coverage caused by the recession. This fact supports the 
contention that the structure of the ACA can work effectively to ensure continuity of coverage for many during 
times of coverage transitions.

A well-functioning marketplace is always important, but the need will be highlighted as particularly essential as 
the pandemic and recession continue. National survey data from The Commonwealth Fund indicate that more 
Americans will continue to lose their employer coverage in the months to come, as survey data indicated that 
more than half of adults who had ESI but were furloughed due to the recession were still covered through their 
job as of early June.23 It remains unclear how long employers will continue to offer coverage to their furloughed 
employees, but even as the unemployment rate improves, there is likely to be continued instability and 
uncertainty for many who had ESI at the beginning of 2020. Further analysis of the overall rate of the uninsured 
will be essential to evaluate how well consumers have been able to access coverage during this pandemic.

While Covered California's COVID-19 SEP Enrollment Mirrors Previous Diverse Enrollment, Negative Clinical 
Impacts of COVID-19 on Latinos and African Americans Warrant Further Study

There is compelling and deeply troubling evidence that people of color are disproportionately affected 
by COVID-19 -  with African Americans, Latinos and some Asian-Pacific Islanders having higher infection 
and mortality rates.24 In addition, there are data that indicate some of these same groups are likely to be 
overrepresented in industries most impacted by the recession.25 There have not been studies that have 
specifically assessed the likely changes in insurance coverage by race or ethnicity. Nonetheless, Covered 
California aggressively invests in and implements ongoing, population-sensitive marketing and outreach 
programs that target minority communities and evaluate enrollment activities on a range of metrics, including 
the ethnic and racial mix of consumers enrolling.

Enrollment in Covered 
California during the COVID-19 
SEP shows the distribution 
among race and ethnicity that 
is very comparable to the past 
two years Open Enrollment and 
2019's Special Enrollment Periods 
(see Table 2. Covered California 
Enrollment by Race/Ethnicity: 
Open and Special Enrollment 
Periods -  2019 and 2020.)26

Covered California and others 
need to do further research on 
the actual insurance coverage 
impacts of the COVID-related 
economic downturns and the 
extent to which it and other 
marketplaces are getting 
coverage to those who need it 
most.

Table 2: Covered California Enrollment by Race/Ethnicity: Open and Special 
Enrollment Periods -  2019 and 2020

Race / Ethnicity - Share of Total Plan Selections

Open Enrollment Special Enrollment
(March 20 to August 31)

2019 2020 2019 2020

American Indian/Alaska Native 0.2% 0.2% 0.4% 0.3%

Asian 20.2% 22.4% 21.0% 20.7%

Black or African American 3,9% 3.7% 3.8% 3.9%

Latino 30.6% 32.6% 28.3% 29.9%

Multiple Races 2.7% 2.5% 2.6% 2.9%

Native Hawaiian or Pacific Islander 0.2% 0.1% 0.2% 0.2%

Other 7.8% 7.4% 8.7% 7.5%

White 34.4% 31.1% 35.1% 34.6%

Grand Total 100.0% 100.0% 100.0% 100.0%

(nonrespondent) 21.2% 19.8% 20.3% 21.5%
Race/Ethnicity is a roll-up dimension that combines three CalHEERS application questions on race and ethnicity, such that a 
consumer who reports a Latino, Hispanic, orSpanish origin is counted as'*Latino" in Race/Ethnicity. All % calculations 
except the non- respondents calculated out o f respondents only. Non-respondent % is o f total population of enrollees.
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During the COVID-Recession, Fewer Leave Covered California for Job-Based Coverage, but Transitions to 
Medi-Cal Increase

While the percentage of enrollees disenrolling each month has been similar to past years (about 2.9 percent of 
enrollees in 2020 compared to 3.1 percent in 2019), there have been important changes in where those leaving 
Covered California are going. Prior to the recession, by far the most common source of coverage reported after 
leaving the marketplace was to ESI, followed by coverage with Medi-Cal -  a finding that has been (roughly) 
consistent in the Covered California member survey data for many years. But new survey data show that for 2020 
the trends between ESI and Medi-Cal have reversed, and far more consumers are going to be uninsured (see 
Figure 5. Source of Coverage Reported by Consumers Leaving Covered California: 2020 COVID-19 SEP Compared 
to 2018 and 2019).

Figure 5: Source of Coverage Reported by Consumers Leaving Covered California: 
2020 COVID-19 SEP Compared to 2018 and 2019
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December while 2020 SEP survey 
reports exits from January to June; 
all exclude exits due to non-renewal. 
2020 SEP Survey Question: “What 
is your main source of current health 
coverage?” N=1,040. Member 
Survey Question: “Do you have 
health coverage right now? What is 
your main source of health coverage 
right now?” N=695 in 2019, N=692 
in 2018. Sources: Covered California 
2020 SEP Survey & 2018 California 
Health Coverage Survey (“Member 
Survey”).

When comparing to available data from prior years in Covered California's Member Survey, some of the major 
observations regarding these changes in the current recession are:

• Far Fewer are Leaving for Job-based Coverage -  Exits to job-based coverage have dropped 
precipitously: only 14 percent of consumers exiting now reports receiving ESI, compared to more than 
half of disenrolled consumers in 2018 and 2019.

• Large Growth in Transitions to Medi-Cal -  Exits to Medi-Cal have more than doubled as the reported 
source of coverage (to 49 percent), compared to the 21 percent in 2019.27

• More Consumers are Leaving Covered California to Go Uninsured -  The share of consumers reporting 
no insurance after leaving the marketplace appears to be increasing dramatically, with nearly one in four 
(24 percent) reporting they are uninsured, compared to 10 percent 2018.28 This data appears to reinforce 
prior research that affordability of individual market coverage remains a challenge, a concern especially in 
the context of a global health pandemic.29
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Where consumers report going when they leave Covered California is, unfortunately, consistent with 
expectations for a recession. First, in a weak economy consumers are not finding jobs or the coverage that 
accompanies employment. Second, more Covered California consumers are seeing their incomes fall and are 
becoming newly eligible for Medi-Cal. And finally, even with the state-individual mandate in place in California, 
more consumers are finding their coverage options unaffordable and are choosing to go without any health 
insurance. These outcomes reinforce the importance of policies that ensure consumers have real options for 
affordable coverage when employment and incomes fall.

Data on Risk Profile of those Enrolling During the 2020 Open Enrollment Period and the COVID-19 Special 
Enrollment

One of the rationales behind restricting enrollment outside of the Open Enrollment period is to avoid the 
possibility of adverse selection and the associated higher costs when consumers choose to enroll only when they 
are sick. Covered California works closely with the 11 health plans that offer coverage through the exchange and 
conducts independent reviews of the health status of consumers to understand the risk profile of enrollees so 
that health plans can price appropriately.

Historically, California's lower health insurance premium increases have been driven by its ability to promote 
broad enrollment, resulting in the state having one of the healthiest risk mixes in the nation: the health status of 
those enrolled in California being about 21 percent healthier than the rest of the nation in 2019.30 Prior analysis has 
shown that this healthier risk mix has resulted in savings of approximately $2.5 billion per year for enrollees and 
the U.S. Treasury, totaling $12.5 billion from 2014 to 2018.31 This healthier risk mix has also helped keep premiums 
down for consumers; premium rates increased only 0.8 percent for the 2020 plan year.

To inform its negotiations with its 
contracted health plans, Covered 
California conducted analysis of 
both the 2020 Open Enrollment risk 
profile and the risk profile of those 
enrolling in SEP, both before and after 
the announcement of the COVID-19 
SEP. While this analysis only looks at 
prior health experience among the 
enrolling individuals, it appears that 
the risk profile of the COVID-19 SEP 
sign-ups is most similar to the risk 
mix of the 2020 Open Enrollment 
cohort.32 The positive risk profile also 
showing that new enrollment in 2020 
was six percent healthier than the 
overall average contributed to the 
cycle of maintaining low premiums 
for consumers -  2021 premiums 
increased only 0.6 percent.

Figure 6: Relative Risk Scores Among 2020 Plan Selections, by 
Sign-up Period

1.01 Covered

f
 California 
2020 
Avemge

Open Enrollment Special Enrollment

H  Plan Selection before March 20, 2020 

H  Plan Selection after March 20, 2020

Source: Covered California analysis of OSHPD data.

Renewal
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Comparing California and Federal Marketplace Enrollment During COVID-19 Pandemic and Recession

For the 38 states using the federally-facilitated exchange (FFE), CMS has primarily relied on the existing SEP 
policies to meet the needs of individuals experiencing coverage transitions during the pandemic. In June, CMS 
released SEP enrollment data from the end of Open Enrollment through the end of May of 2020, highlighting that 
total SEP sign-ups are up 27 percent compared to the same period in 2019.33

California's 2020 SEP enrollment is double that from the prior year, a markedly larger growth than states on 
the FFE (see Table 3. New Enrollments During the 2020 Special Enrollment Period -  Comparing The Federally- 
Facilitated Exchange and Covered California). There are several factors that may influence the variation in SEP 
sign-ups, including differences in unemployment rates and state decisions about Medicaid expansion.34

Table 3: New Enrollments During the 2020 Special Enrollment Period, Comparing the Federally Facilitated 
Exchange and Covered California35

Federally-Facilitated Exchange Covered California

2018 712,507 115,757

2019 704,106 108,647

Percent change from the prior year -1% -6%

2020 892,141 215,035

Percent change from the prior year 27% 98%

Source: CMS Special Trends Report 2020 & Covered California administrative data.

Among the factors that may be driven by the actions of the state-based or federal marketplaces and may 
contribute to the different enrollment experiences seen in California and the FFE are:

• The history of marketing efforts, name recognition, and enrollment infrastructure that supports 
enrollment and retention, both during Open Enrollment and throughout the year;

• Whether and how to a marketplace implements special and targeted outreach to spread awareness about 
the availability of marketplace coverage during SEP; and

• Whether a marketplace institutes a new qualifying life event to allow all consumers affected by the 
pandemic to enroll for coverage, even for those who would not otherwise qualify under standard 
qualifying life events, such as loss of coverage or moving.

For Covered California, almost four of five (79 percent) consumers who signed up for coverage during the 
COVID-19 SEP would have been eligible under standard qualifying life events. This means that of the 289,000 
who signed up for coverage with Covered California during this period, over 228,000 would have been eligible 
to enroll without a "special" SEP event that opened the doors, making coverage access more equivalent to Open 
Enrollment eligibility standards. Given that the largest proportion of the growth in enrollment comes from 
already eligible individuals, Covered California believes the main driver of increased enrollment was its COVID-19 
outreach, which totaled additional spending of about $9 million during SEP. These investment included launching 
COVID-specific advertising content on May 04, 2020,36 historic investments in marketing and name recognition,37 
and on-the-ground enrollment capacity -  consisting of more than 500 Covered California branded storefronts
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across that state, a network of 12,000 licensed insurance agents, and a robust paid navigator program with 
community organizations. This meant that consumers who lost job-based coverage during the recession knew 
where to go to get coverage.

The creation of a COVID-specific qualifying life event did, however, have a substantial impact in providing 
coverage to individuals who would likely not have been eligible, with 21 percent of new Covered California 
COVID-19 SEP sign-ups reported being previously uninsured (see Figure 3). Most, if not all, of these are individuals 
would likely have been ineligible to enroll in marketplace coverage under federal policies. Based on the overall 
volume of new sign-ups with Covered California the decision to open a new qualifying life event allowed an 
estimated 60,000 more Californians to sign up for coverage than would have otherwise.

If the FFE states had seen the same scale of increased SEP enrollment as seen in California -  driven by both 
historic and ongoing marketing and the COVID-19 SEP -  FFE enrollment would total nearly 1.4 million during this 
time, an increase of 500,000 individuals (see, Figure 7. Federally Facilitated Exchange Enrollment for 2020: Actual 
Enrollment and Growth if Enrollment Mirrored Covered California).

Figure 7: FFE SEP Plan Selections:
Hypothetical 2020 Enrollment using California Trends

501K

892K

■ Hypothetical Additional Enrollment from California SEP Trend
■ Federally-Facilitated Exchange SEP Enrollment

Source: CMS Special Trends Report 2020 & Covered California administrative data.
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Endnotes
1 Although most individual market enrollment occurs during Open Enrollment, a special enrollment period (SEP) allows individuals who 

experience various life events to enroll in marketplace coverage throughout the plan year. One of these life events, “ loss of minimum essential 
coverage,” permits individuals who lose their coverage to enroll in coverage during SEP.

2 For 2015 Covered California survey data on marketplace exits and churn, see: https://hbex.coveredca.com/data-research/library/Active- 
Membership-Slides.pdf.

3 American Community Survey. “Health Insurance Coverage Status and Type of Coverage by State and Age for All Persons” for 2013 and 2019. 
https://www.census.gov/data/tables/time-series/demo/health-insurance/acs-hi.2019.html

4 Federal premium assistance is available for individual market consumers with incomes above 100 percent and below 400 percent of the 
federal poverty level (FPL). Because there is no phase-out of subsidies beyond 400 percent, the abrupt cutoff for tax credits is referred to as 
the “subsidy cliff.” California’s new state subsidy program extends premium assistance to consumers with incomes between 400 and 600 
percent of FPL.

5 Covered California. June 2019. Covered California’s Combined Annual Report to the Governor and Legislature and Annual Fiscal Year 2019-20 
Budget. https://hbex.coveredca.com/financial-reports/PDFs/2019/fy-2019-20-annual-report-final.pdf.

6 “Plan selections” reflects both renewing and new consumers’ choice to enroll in coverage, it does not reflect payment of premium and 
coverage taking effect -  which is often called “effectuated coverage” and in Covered California has generally been between 80 percent and 85 
percent of those who enroll.

7 Banthin J and Holahan J. August 2020. Making Sense of Competing Estimates: The COVID-19 Recession’s Effects on Health Insurance 
Coverage. Urban Institute. https://www.urban.org/research/publication/making-sense-competing-estimates-covid-19-recessions-effects- 
health-insurance-coverage

8 KFF. Health Insurance Coverage of Adults 19-64. https://www.kff.org/other/state-indicator/adults-19-64/?currentTimeframe=0&sortModel=%7 
B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D

9 State of California Employer Development Department. August 2020. California unemployment lowers to 13.3 percent in July. https://edd. 
ca.gov/newsroom/unemplovment-august-2020.htm

10 Estimates are drawn from Lucia, Lee, & Jacobs 2020, adjusted for July 2020 California unemployment data. Estimates exclude partial UI 
claims for reduced work hours and estimates of coverage loss include adjustments for those who may have retained ESI through furloughs. 
Lucia L, Lee K, Jacobs K, et al. May 2020. Health coverage of California workers most at risk of job loss due to COVID-19. https://laborcenter. 
berkelev.edu/pdf/2020/Health-coverage-of-California-workers-most-at-risk-of-iob-loss-due-to-COVID-19.pdf.

11 For reference, in 2020, unemployment rates in California rose from 3.9 percent in February to more than four times that to peak at 16.4 
percent in April (compared to 14.0 percent nationally). U.S. Bureau of Labor Statistics. Economic News Release: States and selected areas: 
Employment status of the civilian non-institutional population, January 1976 to date, seasonally adjusted. https://www.bls.gov/web/laus.supp. 
toc.htm.

12 Garrett B and Gangopadhyaya A. May 2020. How the COVID-19 Recession Could Affect Health Insurance Coverage. Urban Institute. https:// 
www.urban.org/sites/default/files/publication/102157/how-the-covid-19-recession-could-affect-health-insurance-coverage 0.pdf.

13 Centers for Medicare and Medicaid Services. Marketplace coverage & coronavirus. Healthcare.gov. https://www.healthcare.gov/coronavirus/.

14 Department of Managed Health Care. March 2020. APL 20-010 Special Enrollment Period and Coverage Effective Dates. https://www.dmhc. 
ca.gov/Portals/0/Docs/OPL/APL%2020-010%20Special%20Enrollment%20Period%20and%20Coverage%20Effective%20Dates%20
(3 21 20).pdf?ver=2020-03-23-081042-343.

15 Covered California analysis of Department of Manged Health Care (DMHC) and California Department of Insurance (CDI) data on off-exchange 
enrollment.

16 These counts focus on the SEP timeframe since the announcement of the COVID SEP, but it is important to note that Covered California had 
launched a separate SEP prior to the COVID-19 pandemic to allow for consumers who had newly become aware of the new state mandate 
penalty as well as expanded financial assistance through the state subsidy program. Due to the need to adapt the CoveredCA.com application 
quickly, the application used the same drop-down value for each of: (1) newly becoming aware state subsidies or the penalty; (2) responding 
to the COVID-19 pandemic; and (3) loss of job-based coverage for several months in 2020, making it difficult to distinguish between the 
qualifying life events in the administrative data. Plan selection data are as of August 31,2020.

17 The effectuation rate is the percentage of consumers who pick a plan that make the first month’s premium payment. The effectuation rate for 
consumers with a plan selection that have coverage beginning April through June is 82.4 percent, compared to 84.3 percent in 2019.
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Endnotes (continued)
18 To shed light on how many people benefited from the policy, as well as broader employment and income changes among its membership, 

Covered California fielded a survey in early July 2020 (“2020 SEP survey”) to understand the impacts of COVID-19 on its consumers. The 
survey was administered online with an email invitation to a representative sample of Covered California consumers, stratified by three distinct 
consumer groups: (1) individuals who had enrolled or renewed during the 2020 Open Enrollment period; (2) individuals who had signed up for 
coverage during SEP before Covered California instituted its COVID SEP on March 20th; and (3) individuals who signed up for coverage after 
Covered California instituted its COVID SEP on March 20th.

19 The California Health Coverage Survey (“Member Survey”) is an annual probability-based representative survey conducted by NORC at the 
University of Chicago for Covered California immediately following Open Enrollment.

20 One reason for the reduction in new sign-ups reporting Medi-Cal coverage is likely due to the March 16, 2020 instruction from the Department 
of Health Care Services for counties to delay the processing of annual redeterminations and delay discontinuances and negative actions for 
Medi-Cal due to the public health emergency. Department of Health Care Services. March 2020. Medi-Cal Eligibility Division Information Letter 
No.: I 20-07. Access to Care During Public Health Crisis or Disaster for Medi-Cal. https://www.dhcs.ca.gov/services/medi-cal/eligibility/letters/ 
Documents/I20-07.pdf.

21 Note that the survey question asks consumers to recall their source of coverage in February, and Covered California’s prior survey cognitive 
testing indicates that consumers may not perfectly recall the exact timeframe of recent coverage. As a result, it is possible that some 
consumers reported Medi-Cal when surveyed about coverage in February, but were actually uninsured prior to enrolling in Covered California.

22 Note about Figures in this report using 2019 and 2020 survey data: due to the unique nature of the pandemic and the need to get a survey into 
the field quickly, the 2020 SEP survey differed from the Member Survey in timing, sample design, and data collection, which should be taken 
into consideration when comparing the results from each survey.

23 Collins SR, Gunja MZ, Aboulafia GN, et al. June 2020. An Early Look at the Potential Implications of the COVID-19 Pandemic for Health 
Insurance Coverage. The Commonwealth Fund. https://www.commonwealthfund.org/publications/issue-briefs/2020/jun/implications-covid- 
19-pandemic-health-insurance-survey

24 Rubin-Miller L, Alban C, Artiga S, et al. September 2020. COVID-19 Racial Disparities in Testing, Infection, Hospitalization, and Death: Analysis 
of Epic Patient Data. KFF. https://www.kff.org/report-section/covid-19-racial-disparities-in-testing-infection-hospitalization-and-death- 
analvsis-of-epic-patient-data-issue-brief/

25 Thomason S, Rhee N, & Bernhardt A. April 2020. Industries at Direct Risk of Job Loss from COVID-19 in California: A Profile of Front-Line Job 
and Worker Characteristics. UC Berkeley Labor Center. https://laborcenter.berkelev.edu/industries-at-direct-risk-of-iob-loss-from-covid-19-in- 
california/

26 Covered California. 2020 Special Enrollment Plan Selection Profile. https://hbex.coveredca.com/data-research/library/cc special enrollment 
plan selection profile 2020.xlsx.

27 Administrative data also support the survey findings showing a roughly two-fold increase in transitions of consumers exiting from Covered 
California to Medi-Cal.

28 We compared to 2018 data on uninsured terminations here because it was the last year of available data when the federal penalty was in 
effect.

29 Gunja MZ and Collins SR. August 2019. Who Are the Remaining Uninsured, and Why Do They Lack Coverage? The Commonwealth Fund. 
https://www.commonwealthfund.org/publications/issue-briefs/2019/aug/who-are-remaining-uninsured-and-whv-do-thev-lack-coverage

30 Covered California analysis of 2019 risk adjustment data from CCIIO. See “Appendix A to 2019 Benefit Year Risk Adjustment Summary Report 
-  HHS Risk Adjustment Program State-Specific Data.” https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-Programs.

31 Covered California. December 2019. Covered California’s First Five Years: Improving Access, Affordability, and Accountability. https://hbex. 
coveredca.com/data-research/library/CoveredCA First Five Years Dec2019.pdf.

32 Risk scores derived using the Chronic Illness & Disability Payment System. For more on the CDPS see: Kronick R, Gilmer T, Dreyfus T, and 
Lee L. 2000. “ Improving Health-Based Payment for Medicaid Beneficiaries: CDPS.” Health Care Financing Review 21(3): 29-64. For more on 
Covered California’s 2021 premium rates, see: https://www.coveredca.com/newsroom/news-releases/2020/08/04/californias-efforts-to-build- 
on-the-affordable-care-act-lead-to-a-record-low-rate-change-for-the-second-consecutive-year/.

33 Centers for Medicare and Medicaid Services. June 2020. Special Trends Report: Enrollment Data and Coverage Options for Consumers 
During the COVID-19 Public Health Emergency. https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/ 
SEP-Report-June-2020.pdf

34 For example, California’s unemployment rate has been higher than FFE states, suggesting California might have experienced greater churn 
during the pandemic due to that factor. Yet many of the largest FFE states did not expand Medicaid under the ACA, which should have led to 
even more marketplace enrollment among those experiencing loss of employer coverage in those states.
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Endnotes (continued)
35 Data for 2018 and 2019 include Nevada, which utilized the FFE platform for those years. In 2020, Nevada launched its own state-based 

exchange and thus are excluded from 2020 SEP FFE reporting. CMS did not release state-level SEP plan selection data, and thus the change 
from 2019 to 2020 may be slightly understated without the ability to exclude Nevada from this assessment.

36 See Covered California May 21,2020 Board Meeting materials, Slide 8: Lee P May 2020. Executive Director’s Report. Covered California. 
https://board.coveredca.com/meetings/2020/May%202020%20Meeting/PPT.ED%20Report.May%202020. 5-21 12.30 NEW%20 
PHONE%20NUMBER.pdf See https://www.coveredca.com/newsroom/news-releases/2020/05/04/covered-california-launches-new-ad- 
campaign-that-focuses-on-the-covid-19-pandemic-and-encourages-the-uninsured-to-sign-up-for-coverage/.

37 During the 2020 Open Enrollment period, Covered California made large marketing investments, as it has done each enrollment period. For 
2020 those investments were about $110 million and included outreach and marketing activities in the first months of the Special Enrollment 
Period before the COVID SEP, which were designed to raise awareness for a separate special Qualifying Life Event that allowed individuals 
to enroll in coverage if they recently learned of the reinstatement of the state mandate penalty or new state subsidies that expanded the 
opportunity of subsidized coverage to many consumers.

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 five-member board appointed by 
the governor and the Legislature. For more information about Covered California, please visit our consumer 
site at CoveredCA.com, or the Exchange site at hbex.coveredca.com/.
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As Californians continue to live through the COVID-19 pandemic, access to health care 
is top o f mind for many. Below is a reminder o f the Affordable Care Act’s role in 
providing health care coverage to Californians, which is especially important during 
the pandemic. Explore the table below to see how many people in your local area are
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covered and protected under the ACA. (A printable PDF o f the text and data on this 
page is available under Document Downloads, along with the raw data in an excel 
file.)

What Has Been the Impact of the Affordable Care Act in 
California?

The Affordable Care Act (ACA), which was fully implemented in 2014, increased 
Californians’ access to health coverage. Under the ACA, California established 

Covered California, a health insurance marketplace where those who don’t get 
coverage through their jobs and don’t qualify for public health insurance can 
purchase coverage. Eighty five percent of Covered California consumers receive a 
federal subsidy to help them afford coverage.1 The ACA allowed California to expand 
its Medicaid program, called Medi-Cal, to more adults with low incomes. The ACA 

also included vital protections for all consumers, including barring health insurers 
from denying coverage based on preexisting conditions. As a result:

• California’s uninsured rate has fallen from 17% to 7.1%. The number of uninsured 

Californians has dropped by 3.7 million.2

• 1.5 million Californians get their coverage through Covered California.3

• 12.5 million Californians are covered by Medi-Cal, including 3.7 million adults 
through the ACA expansion.4

• As the uninsured rate has fallen across all groups, racial disparities in coverage 
have declined.5

• 16.8 million nonelderly Californians who have preexisting conditions are 
protected from being rejected by a health insurer.6

California has built on the ACA to further expand access to health coverage, 
implementing additional subsidies to help more people afford coverage on Covered 

California. The state has also further expanded Medi-Cal to all children and young 
adults with low incomes regardless of immigration status.

ACA Coverage During the COVID-19 Pandemic
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As the state confronts the COVID-19 pandemic, and the ensuing economic recession, 
the ACA is providing a vital safety net. Many Californians losing their jobs and job- 
based health insurance can turn to either Covered California or Medi-Cal to stay 
covered, options that would not have been there before the ACA.

In addition, it is estimated that Medi-Cal is covering close to a million of the workers 
Californians are relying on so heavily during the pandemic.7 This includes 
Californians with jobs like home health aides, grocery store workers, farm workers, 
warehouse workers, and more. Many low-income workers in these jobs are not 
offered job-based coverage or can’t afford the premiums for it.

The ACA Is Still Under Threat

The Trump Administration continues, even during the COVID-19 pandemic, to 
pursue a federal lawsuit to invalidate the entire ACA. If successful, the lawsuit could 
end all consumer protections and all forms of health care coverage currently 
provided under the law. It is estimated that 20 million Americans could lose health 

coverage, including 3.8 million Californians.8

How Many Are Covered by the ACA in Your Area?

Below see how many in your local congressional district get their coverage through 
Medi-Cal or Covered California, or benefit from the ACA’s protections for those with 
preexisting conditions.

Notes

1. Active Member Profiles <https://hbex.coveredca.com/data-research/> (March 2020), Covered 

California, June 8,2020.

2. SHADAC analysis of the American Community Survey (ACS) Public Use Microdata 

Sample (PUMS) files, SHADAC, accessed August 27,2020. This drop in the 
uninsured rate occurred between 2013 and 2018, the latest data available at the 
time of publication.
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California Dept, of Health Care Services, July 2020.
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2019. (Data derived from 2017 American Community Survey.)
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coverage-through-medicaid>,”  Center on Budget and Policy Priorities, August 4,2020.
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Revenue (PDF)
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GAO U .S . G O V E R N M E N T  A C C O U N T A B IL IT Y  O F F IC E
441 G St. N.W. 
Washington, DC 20548

November 13, 2020 

Congressional Committees

The market for private health insurance in the United States has 
historically been highly concentrated, meaning that a majority of people 
with coverage in a given market are enrolled with a small number of 
issuers.1 Over a series of reports, we have found that each of the three 
types of insurance markets—the large group market (coverage offered by 
large employers), the small group market (coverage offered by small 
employers), and the individual market (consisting mainly of coverage sold 
directly to individual consumers who lack access to group coverage)—is 
highly concentrated.2 Specifically, we found that in each of the three types 
of markets the three largest issuers held at least 80 percent of the market 
share in most states from 2010 through 2016.3 * * In addition, we reported 
similar patterns in concentration in the individual and small group health 
insurance exchanges—operated by either the state or the federal 
government (known as a federally facilitated exchange)—that were 
required to be established in 2014 in each state by the Patient Protection

1We use the term “issuer” when referring to the entities that are licensed by a state to 
engage in the business of health insurance in that specific state.

2Federal law defines a small employer as having an average of 1 to 50 employees during 
the preceding calendar year; however, states may apply this definition based on an 
average of 1 to 100 employees. See 42 U.S.C. §§ 300gg-91(e)(4), 18024(b)(2).

3See GAO, Private Health Insurance: Concentration of Enrollees among Individual, Small 
Group, and Large Group Insurers from 2010 through 2013, GAO-15-101 R (Washington, 
D.C.: Dec. 1, 2014); Private Health Insurance: In Most States and New Exchanges
Enrollees Continued to be Concentrated among Few Issuers in 2014, GAO-16-724
(Washington, D.C.: Sept. 6, 2016); and Private Health Insurance: Enrollment Remains 
Concentrated among Few Issuers, including in Exchanges, GAO-19-306 (Washington, 
D.C.: Mar. 21, 2019).
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and Affordable Care Act (PPACA).4 Highly concentrated insurance 
markets may indicate less competition and could affect consumers’ 
choice of issuers and the premiums they pay.

PPACA included a provision for us to conduct a study on competition and 
concentration in health insurance markets.5 This report describes 
changes in the concentration of enrollment among issuers in each state’s

1. individual health insurance market, as well as in its individual market 
exchange (for the 39 states with federally facilitated exchanges in 
2018);

2. small group health insurance market; and
3. large group health insurance market.

To describe changes in concentration in the individual, small group, and 
large group markets in each state, we analyzed 2017 and 2018 Medical 
Loss Ratio data that PPACA requires issuers to report annually to the 
Department of Health and Human Services’ (HHS) Centers for Medicare 
& Medicaid Services (CMS).6 * * * Data for 2018 were the most recently 
available data at the time of our analysis. We previously used this same 
data source to analyze concentration from 2011 through 2016; where 
applicable, we present this information alongside our updated analyses in

4 Pub. L. No. 111-148, § 1321, 124 Stat. 119, 186 (2010) (“PPACA”). Health insurance 
exchanges are markets that operate within each state’s overall individual and small group 
market where eligible individuals and small employers can compare and select among 
qualified insurance plans offered by participating issuers. States may establish separate 
individual and small group exchanges or a single exchange to serve both individuals and 
small groups. States may choose to operate their own exchanges, or this responsibility 
can be carried out by the federal government; who has this responsibility can change over 
time. States that operate their own exchanges can use a federally facilitated exchange for 
certain functions, such as enrollment. For this report, states that use federal infrastructure 
(i.e., Healthcare.gov) to operate their exchanges, even if the states retain plan 
management functions, are classified as “federally facilitated exchanges.”

5PPACA, § 1322(i), 124 Stat. at 192. PPACA directs us to report to Congress biennially 
beginning in 2014. See GAO-15-101R, GAO-16-724, and GAO-19-306 for our prior work 
in response to this mandate.

6PPACA required that all issuers report Medical Loss Ratio data to CMS, which include
the percent of premiums the issuers spent on their enrollees’ medical claims and quality 
initiatives, known as their medical loss ratio. These data also include enrollment data that
can be used to calculate the market share for fully insured health plans. We did not 
examine self-funded health plans, where small and large employers set aside funds to pay
for employee health care rather than pay premiums to an issuer to do so. The data include 
state-level enrollment data and are publicly available on the CMS website.
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this report.7 Within the individual, small group, and large group markets in 
each of the 51 states, we determined the state-level market share for 
each issuer by calculating the ratio of the total number of covered life- 
years for each issuer in a state to the total number of covered life-years in 
that state.8

To analyze changes in concentration in the individual market exchanges, 
we obtained data from CMS on enrollment in the 39 states that used a 
federally facilitated exchange in 2018, the most recent data available at 
the time of our analyses.9 For these states, CMS provided us with data 
from its data warehouse, the Multidimensional Insurance Data Analytics 
System, for each enrollee who obtained health insurance coverage 
through federally facilitated exchanges for 2018. (We previously used this 
same data source to analyze concentration from 2015 through 2017; 
where applicable, we present this information alongside our updated 
analyses in this report.)10 * These data included, among other information, 
the enrollees’ coverage start and end dates, the issuers from which the

7GAO-16-724; GAO-19-306.

8In this report, we use “state” to refer to the 50 states and the District of Columbia. One 
way to measure beneficiary enrollment is by calculating covered life-years, which measure 
the average number of lives insured, including dependents, during the reporting year. 
Rather than a point-in-time measurement, this measure accounts for changes in 
enrollment that occur throughout the year.

9While 2019 MIDAS enrollment data was available prior to issuance of our report, it was 
not available in time for us to integrate it into our analysis. States can set up exchanges 
for the small group market, but we chose to not include an analyses of small group 
exchanges in this report because officials from CMS told us that enrollment data for the 
small group exchanges was not comprehensive for 2018. Additionally, we have previously 
reported that enrollment in the small group exchanges was low—typically less than 1 
percent of the overall small group market. For more information about concentration in 
small group exchanges, see GAO-19-306.

10We previously reported on concentration across both federally facilitated and state-
based exchanges, which involved combining this data source with data collected by 
states. This report focuses exclusively on the states with federally facilitated exchanges; 
as a result, any analyses of prior years’ data with all states will be updated for this report 
to include only trends among the 39 states with federally facilitated exchanges in 2018. 
One state, Kentucky, had a state-based exchange in 2015 and 2016, but a federally 
facilitated exchange in 2017 and 2018. We previously collected data from Kentucky on its 
state-based exchange enrollment in 2015 and 2016, which we present alongside federal 
data from 2017 and 2018 in this report. Trends may be different in the remaining 11 states 
using state-based exchanges, and we have previously reported higher levels of issuer 
participation in large state-based exchanges such as in California, New York, and 
Massachusetts. For more information about concentration in state-based exchanges from 
2015 through 2017, see GAO-19-306.
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enrollees purchased coverage, and the states and rating areas— 
geographic areas established by states and used, in part, by issuers to 
set premium rates—in which the enrollees lived. We used these data to 
calculate the total number of issuers that participated in each state and 
rating area, as well as each issuer’s market share—measured using 
covered life-years—within the state and each rating area. To account for 
the fact that market concentration can vary across rating areas within a 
state, we weighted each of these estimates by the number of covered life- 
years held by each issuer in each rating area.11

We analyzed enrollment data from all of our sources as they were 
reported by issuers to CMS. We did not otherwise independently verify 
the accuracy or completeness of the information with the issuers. We 
assessed the reliability of the data in several ways, including reviewing 
relevant data manuals and other documentation and performing 
electronic tests of the data to identify any outliers or anomalies. We 
determined that the data were sufficiently reliable for the purposes of our 
reporting objectives.

Throughout this report, we counted issuers as participating in a market 
only if they both offered coverage in a market and had enrollment in that 
market. We also aggregated all issuers together that shared the same 
parent company, which we analyzed as a single issuer; if there was no 
parent company, we analyzed the data by the individual issuers.12 We 
calculated the three-firm concentration ratio—the combined shares of 
covered life-years for the three largest issuers in that market—and the 
market share of the single largest issuer in that market. We considered 
states’ markets or exchanges to be highly concentrated if three or fewer 
issuers held at least 80 percent of the market share. Finally, while states 
may have multiple local markets with differing concentrations of enrollees 
among health issuers, the data we used to measure concentration were 
generally limited to enrollment at the state level, with the exception of our

11For example, to obtain the average market share of the largest issuer in a state’s rating 
areas, we calculated the market share of the largest issuer in each rating area in the state 
and then calculated the average of those market shares, weighted by the number of 
covered life-years in each rating area.

12Specifically, we considered issuers to have the same parent company if in their Medical 
Loss Ratio data they reported having the same National Association of Insurance 
Commissioners holding group identifier, the same National Association of Insurance 
Commissioners company identifier, or the same Health Insurance Oversight System 
company identifier.

Page 4 GAO-21-34 Health Insurance Market Concentration



individual exchange enrollment data—thus precluding our ability to 
measure concentration within local markets except for the individual 
market exchanges.13 For all other markets, we present state-wide issuer 
market share, although issuers may not have all participated across the 
entire state.

We conducted this performance audit from December 2019 through 
November 2020 in accordance with generally accepted government 
auditing standards. Those standards require that we plan and perform the 
audit to obtain sufficient, appropriate evidence to provide a reasonable 
basis for our findings and conclusions based on our audit objectives. We 
believe that the evidence obtained provides a reasonable basis for our 
findings and conclusions based on our audit objectives.

Private health insurance is the most common form of health insurance 
coverage in the United States, covering over two-thirds of the insured 
population in 2018, according to the U.S. Census Bureau. The majority of 
privately insured individuals are covered through group plans, either small 
group (for small employers) or large group (for large employers). See 
figure 1 below for total covered life-years reported by issuers to CMS in 
the individual and fully insured small and large group markets.

13 While the primary data sources we used in our analysis were available at the state 
level, we reviewed another recent analysis of concentration and found that, in 38 states, 
the largest issuer in the state overall was also the largest issuer in at least three-quarters 
of the local markets studied in that state. That analysis used 2018 data on enrollment in 
fully and self-insured plans by metropolitan statistical areas, which include a county or 
counties associated with a city or urbanized area that has a population of at least 50,000. 
See American Medical Association, Competition in Health Insurance: A Comprehensive 
Study of U.S. Markets, 2019 Update (Chicago, IL: 2019).
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Figure 1: Covered Life-Years Reported by Issuers to CMS in the Individual, Small 
Group, and Large Group Health Insurance Markets, 2018
Enrollment (in millions)
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Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21-34

Note: We calculated the size of each market using covered life-years, which measure the average 
number of lives insured, including dependents, during the reporting year. This is one of several ways 
to measure health insurance enrollment, so it may differ from other measures of market size. Small 
and large employers may offer fully insured group plans (by purchasing coverage from an issuer) or 
self-funded group plans (by setting aside funds to pay for employee health care). Most small 
employers purchase fully insured plans, while most large employers self-fund at least some of their 
employee health benefits. For the small group and large group markets, enrollment data is from fully 
insured plans only.

Small and large employers may offer fully insured group plans (by 
purchasing coverage from an issuer) or self-funded group plans (by 
setting aside funds to pay for employee health care). Most small 
employers purchase fully insured plans, while most large employers self-
fund at least some of their employee health benefits.14 Americans without 
access to group health coverage, such as those with employers that do

14Approximately 61 percent of covered workers were in a self-funded plan in 2018, with 
covered workers in larger firms more likely to be enrolled in a self-funded plan; see Kaiser 
Family Foundation, 2018 Employer Health Benefits Survey (San Francisco, CA: October 
3, 2018). As previously mentioned, the data sources used in this report do not contain 
information on self-funded group plans. As a result, they are not included in our analyses.
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not offer health coverage, may choose to purchase it directly from an 
issuer or through an exchange as part of the individual market.

Several factors can affect concentration in health insurance markets.15 
High concentration levels have often been the result of consolidation— 
mergers and acquisitions—among existing issuers. However, 
concentration can also increase if existing issuers leave the market, 
thereby reducing the number of issuers from which enrollees can 
purchase coverage. In addition, concentration can persist because of the 
difficulty for new issuers to enter the market. For example, new issuers 
that do not yet have large numbers of enrollees may have greater 
challenges negotiating discounts with health care providers, which may 
encourage issuers to consolidate in order to attain enough enrollees to 
gain bargaining power.16

15In 2009, we conducted a structured literature review that examined the factors that can 
influence concentration of private health insurance markets. See GAO, Private Health 
Insurance: Research on Competition in the Insurance Industry, GAO-09-864R 
(Washington, D.C.: July 31, 2009).

16PPACA contains provisions that may affect market concentration and competition 
among health issuers, both in the overall market and in the health insurance exchanges 
initially established in 2014 within each state's individual and small group markets. For 
example, PPACA required that issuers offer coverage to all individuals regardless of 
health status, and it limited the ability of issuers to deny coverage or charge higher 
premiums to individuals and small groups based on health risks or certain other factors.

For additional discussion about industry consolidation, see Leemore S. Dafny, “Evaluating 
the Impact of Health Insurance Industry Consolidation: Learning from Experience,” 
Commonwealth Fund Issue Brief (New York, NY: Commonwealth Fund, 2015).
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The Individual Health 
Insurance Market,
Including Federally 
Facilitated
Exchanges, Became 
More Concentrated in
Recent Years ___________________________________________

Enro llm ent in s ta tes ’ individual health insurance m arkets genera lly 
becam e m ore concentrated from  2011 through 2018. Despite a tem porary 
decline in the num ber o f states highly concentra ted am ong three or few er 
issuers from  2014 through 2016, the num ber o f h ighly concentrated 
states increased from  33 sta tes in 2011 to 46 sta tes in 2018. (See fig. 2.) 
A lso, since 2011, the m edian num ber o f issuers per state decreased from 
30 to 12. (See tab le  1 .)17 W e also found tha t a sing le  issuer held at least 
50 percent m arket share in 31 states in 2018, even in states w hich still 
had m any issuers partic ipating in the m arket. For exam ple, a lthough 
F lo rida  had 17 issuers in 2018, a sing le  issuer, B lue C ross and B lue 
Shie ld o f Florida, Inc., held around 68 percen t o f the m arket share.

The Individual Health 
Insurance Market 
Generally Became More 
Concentrated over Time, 
with a Larger Increase in 
2018

17See appendix I for additional data on the individual market from 2011 through 2018.
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Figure 2: Number of States Where the Market Share of the Three Largest Issuers in 
the Individual Market Was at Least 80 Percent, 2011 through 2018

Note: This figure includes the 50 states and the District of Columbia. All states had more than three 
issuers in their individual markets during this time period. Where multiple issuers in a state shared a 
parent company, we aggregated the individual issuers to the parent company level. We calculated 
market share using covered life-years, which measure the average number of lives insured, including 
dependents, during the reporting year.

While concentration generally increased from 2011 through 2018, there 
was a notable decrease in concentration from 2014 through 2016. 
Specifically, in 2015 and 2016, the total number of states where the 
market share of the three largest issuers was at least 80 percent—our 
measure of high concentration—returned to levels previously seen in 
2012. However, other measures during this period suggested that 
aspects of the individual market were continuing to become more 
concentrated (as shown in table 1). For example, from 2014 through 
2016, the median number of issuers decreased and the median market 
share of the top three issuers increased.
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Table 1: Trends in Issuer Participation and Concentration in the Individual Market, 
2011 through 2018

Year

Median number 
of issuers 
per state

Median market 
share of three 

largest issuers (%)

Number of states where 
single issuer holds at least 

50 percent market share
2011 30 85 30
2012 26 87 29
2013 25 88 31
2014 21 88 33
2015 19 90 31
2016 15 90 28
2017 14 96 28
2018 12 98 31

Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: This table includes the 50 states and the District of Columbia. All states had more than three 
issuers in their individual markets during this time period. Where multiple issuers in a state shared a 
parent company, we aggregated the individual issuers to the parent company level. We calculated 
market share using covered life-years, which measure the average number of lives insured, including 
dependents, during the reporting year.

From 2017 through 2018, 34 states experienced increases in 
concentration among the three largest issuers; nine states remained 
consistent during this period; and eight states experienced decreases 
from the prior year. (See fig. 3.)

• Of the 34 states with increases, eight had increases of 5 or more 
percentage points, with a median increase of 2 percentage points. For 
example, in Indiana, the state with the largest percentage point 
increase from 2017 to 2018, two issuers exited the individual market, 
contributing to more concentration among remaining issuers.

• Of the eight states with decreases, one had a decrease of 5 or more 
percentage points, with a median decrease of 3 percentage points.
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Figure 3: Percentage Point Change in Market Share Held by the Three Largest Issuers in the Individual Market from 2017 
through 2018, by State
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Note: This figure includes the 50 states and the District of Columbia. All states had more than three 
issuers in their individual markets during this time period. Where multiple issuers in a state shared a 
parent company, we aggregated the individual issuers to the parent company level. We calculated 
market share using covered life-years, which measure the average number of lives insured, including 
dependents, during the reporting year.
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All Federally Facilitated 
Individual Market 
Exchanges Were Highly 
Concentrated in Both 2017 
and 2018, an Increase 
from Prior Years

The 39 sta tes using the federa lly  fac ilita ted individual m arket exchanges 
becam e m ore concentrated from  2015 through 2018, w ith  all states being 
h igh ly concentra ted in 2017 and 2 0 1 8 .18 From 2015 through 2018, states 
tha t a lready had the top three issuers hold ing a t least 80 percent m arket 
share becam e even m ore concentrated, often e ither because the num ber 
o f issuers decreased— such tha t the  state only has three or few er issuers 
tha t hold 100 percent o f the m arket share by defau lt— or the existing 
issuers accrued the entire ty o f the m arket share w ith in  a s ta te .19 For 
exam ple, the  num ber o f sta tes w ith  three or few er issuers increased from  
13 states in 2015 to 32 states in 2018. (See fig. 4.)

Exchange Enrollment Increased as a Proportion of the Overall Individual 
Market in Federally Facilitated Exchange States from 2015 through 2018

In addition to finding that federally facilitated exchange markets were highly 
concentrated, we also found that exchange enrollment became a larger proportion 
of overall individual market enrollment in federally facilitated exchange states from 
2015 through 2018. Specifically, we found that exchange enrollment accounted for 
approximately

• 54% of the overall individual market in 2015
• 62% of the overall individual market in 2016

65% of the overall individual market in 2017 and
• 72% of the overall individual market in 2018.

Source: GAO analysis of data from the Centers for Medicare & Medicaid Services | GAO-21-34

18 We present statistics by state in appendix II.

19Twelve states were not included in our review of the individual exchanges because they 
used state-based exchanges in 2018 (California, Colorado, Connecticut, District of 
Columbia, Idaho, Maryland, Massachusetts, Minnesota, New York, Rhode Island, 
Vermont, Washington). Because we are only reporting on federally facilitated exchanges 
in this report, we excluded these twelve states from our analysis of 2015 through 2018 
data presented in appendix III. Data on federally facilitated and state-based exchange 
concentration from 2015 through 2017 are presented in GAO-19-306.
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Figure 4: Extent to Which the Three Largest Individual Market Exchange Issuers 
Had at Least 80 Percent Market Share, on Average, in 39 States’ Rating Areas, 2015 
through 2018

Notes: We defined “highly concentrated” as three or fewer issuers holding at least 80 percent of the 
market share. Twelve states were not included in this figure because they used state-based 
exchanges in 2018 (California, Colorado, Connecticut, District of Columbia, Idaho, Maryland, 
Massachusetts, Minnesota, New York, Rhode Island, Vermont, Washington). Additionally, Hawaii is 
not included in this figure for 2015 because we were unable to obtain data for that year. The 
remaining 38 states, including the District of Columbia, are included in 2015, and Hawaii is included 
for later years. One state, Kentucky, had a state-based exchange in 2015 and 2016 but a federally 
facilitated exchange in 2017 and 2018. We previously collected data from Kentucky on its state-based 
exchange enrollment in 2015 and 2016, which we present alongside federal data from 2017 and 2018 
in this report. Where multiple issuers in a state shared a parent company, we aggregated the 
individual issuers to the parent company level. We calculated market share using covered life-years, 
which measure the average number of lives insured, including dependents, during the reporting year. 
Market share in this figure refers to the average market share of the three largest issuers across a 
state’s rating areas—geographic areas established by states and used, in part, by issuers to set 
premium rates—weighted by the number of covered life-years in each rating area. Issuer counts in 
this figure reflect the number of issuers, on average, across a state’s rating areas, weighted by the 
number of covered life-years in each rating area.
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We also found that many states’ individual market exchanges 
experienced large increases in the extent of concentration from 2017 
through 2018. (See fig. 5.)

• Concentration increased in 23 out of the 39 states, with a median 
increase of 17 percentage points. In 15 of these 23 states, 
concentration increased 5 or more percentage points. For example, 
Delaware, the state with the largest percentage point increase, went 
from two issuers in 2017 to one issuer participating in 2018.

• The 12 states with decreases had a median decrease of 4 percentage 
points, and six had decreases of 5 or more percentage points.
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Figure 5: Percentage Point Change in Average Market Share of the Largest Individual Market Exchange Issuer across Rating 
Areas from 2017 through 2018, by State
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Notes: Twelve states were not included in this figure because they used state-based exchanges in 
2018 (California, Colorado, Connecticut, District of Columbia, Idaho, Maryland, Massachusetts, 
Minnesota, New York, Rhode Island, Vermont, Washington). Additionally, Hawaii is not included in 
this figure for 2015 because we were unable to obtain data for that year. The remaining 38 states, 
including the District of Columbia, are included, and Hawaii is included for later years. Where multiple 
issuers in a state shared a parent company, we aggregated the individual issuers to the parent 
company level. We calculated issuers' market share using covered life-years, which measure the 
average number of lives insured, including dependents, during the reporting year. Market share refers 
to the average market share of the largest issuer across a state's rating areas—geographic areas 
established by states and used, in part, by issuers to set premium rates—weighted by the number of 
covered life-years in each rating area. In some cases, the identity of the largest issuer varied across 
rating areas in a state, and changed over time.

Concentration in 
Small Group Health 
Insurance Markets 
Increased from 2015 
through 2018

Enro llm ent in s ta tes ’ sm all group health insurance m arkets genera lly 
becam e m ore concentrated from  2011 through 2018, but the pattern 
becam e m ore pronounced a fter 2015 .20 From 2011 through 2018, the 
m edian num ber o f issuers per state decreased from  13 to 5, and the 
num ber o f states w ith  high concentration increased from  36 sta tes to 46 
states. (See fig. 6.) W e also found tha t a s ing le  issuer held a t least 50 
percent m arket share in 33 states in 2018, even in sta tes tha t still had 
m any issuers partic ipating in the m arket. For exam ple, a lthough M ichigan 
had 13 issuers in 2018, a s ingle issuer, B lue C ross Blue Shield of 
M ichigan, held around 63 percent o f the m arket share .21

20See GAO-19-306

21See appendix IV for additional data on the small group market from 2011 through 2018.
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F ig u re  6: N u m b e r o f  S ta te s  W h e re  th e  M arke t S h a re  o f  th e  T h re e  L arg e s t Issuers  in
th e  S m a ll G ro u p  M arke t W a s  at L eas t 80  P ercen t, 2011 th ro u g h  2018

Note: This figure includes the 50 states and the District of Columbia. A number of states had exactly 
three participating issuers in at least 1 year—Rhode Island in 2013, Delaware from 2016 through 
2018, Vermont from 2012 through 2016, Wyoming in 2017, Alabama in 2018, Mississippi in 2018, 
Nebraska in 2018, and South Carolina in 2018. Therefore, these three issuers held 100 percent of the 
market share in those years. Two states had less than three participating issuers in at least 1 year -  
Vermont in 2017 and 2018 and Wyoming in 2018. Small and large employers may offer fully insured 
group plans (by purchasing coverage from an issuer) or self-funded group plans (by setting aside 
funds to pay for employee health care). Most small employers purchase fully insured plans, while 
most large employers self-fund at least some of their employee health benefits. For the small group 
and large group markets, enrollment data are from fully insured plans only. Where multiple issuers in 
a state shared a parent company, we aggregated the individual issuers to the parent company level. 
We calculated market share using covered life-years, which measure the average number of lives 
insured, including dependents, during the reporting year.

While concentration fluctuated from 2011 through 2014, the market has 
seen steady increases in concentration each year from 2015 through 
2018. From 2015 through 2018, the median number of issuers decreased 
from nine per state to five per state, and the median market share of the 
top three issuers has increased by 5 percentage points, from 
approximately 89 percent to approximately 94 percent. Additionally, a 
single issuer held at least 80 percent market share in 11 states in 2018, 
an increase from six in 2015.

From 2017 through 2018, most states also experienced increases in the 
extent of concentration. (See fig. 7.) Specifically, 41 states experienced 
increases in concentration among the three largest issuers, five states
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remained consistent, and five experienced decreases from the prior year. 
Of the 41 states with increases from 2017 through 2018, nine had 
increases of 5 or more percentage points, with a median increase of 3 
percentage points. No states had decreases of 5 or more percentage 
points, with a median decrease of 1 percentage point.
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Figure 7: Percentage Point Change in Market Share Held by the Three Largest Issuers in the Small Group Market from 2017 
through 2018, by State
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Note: Five states had exactly three participating issuers in at least 1 year—Wyoming in 2017, 
Alabama in 2018, Mississippi in 2018, Nebraska in 2018, and South Carolina in 2018. Therefore, 
these three issuers held 100 percent of the market share in those years. Two states had less than 
three participating issuers in at least 1 year—Vermont in 2017 and 2018 and Wyoming in 2018. 
Therefore, these issuers held 100 percent of the market share in those years. All other states had 
more than three issuers during this time period. Small and large employers may offer fully insured 
group plans (by purchasing coverage from an issuer) or self-funded group plans (by setting aside 
funds to pay for employee health care). Most small employers purchase fully insured plans, while 
most large employers self-fund at least some of their employee health benefits. For the small group 
and large group markets, enrollment data are from fully insured plans only. Where multiple issuers in 
a state shared a parent company, we aggregated the individual issuers to the parent company level. 
We calculated market share using covered life-years, which measure the average number of lives 
insured, including dependents, during the reporting year. In some cases, the identity of the largest 
three issuers changed over time.

Concentration in 
Large Group Health 
Insurance Markets 
Remained Generally 
Steady from 2011 
through 2018

C oncentra tion  in s ta tes ’ large group health insurance m arkets rem ained 
genera lly  s teady from  2011 through 2018. The m edian num ber o f issuers 
per state decreased from  12  issuers in 2011  to nine issuers in 2018 , w hile  
the num ber o f sta tes w ith high concentra tion  increased from  40 sta tes in 
2011 to 43 sta tes in 2015 through 2018. (See fig. 8 .)22

• In 2018, a sing le  issuer held a t least 80 percent m arket share in e ight 
states, an increase from  seven states in 2015. A  sing le  issuer held at 
least 90 percent o f the m arket share in fou r states, an increase from  
tw o sta tes in 2015.

• W e a lso found that a sing le  issuer held at least 50 percent o f the 
m arket share in 34 sta tes in 2018, even in states tha t still had m any 
issuers partic ipating in the m arket. For exam ple, a lthough Iowa had 
13 issuers in 2018, a sing le  issuer, W ellm ark Group, held around 79 
percent o f the m arket share.

22See appendix V for additional data on the large group market for 2011 through 2018.
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F ig u re  8: N u m b e r o f  S ta te s  in W h ich  th e  T h re e  L arg e s t Issuers  in th e  L arg e  G ro u p
M arke t H eld a t L eas t 80  P e rc en t M arke t S h a re , 2011 th ro u g h  2018

Notes: This figure includes the 50 states and the District of Columbia. Vermont had exactly three 
participating issuers in 2012, 2015, 2016, 2017, and 2018. Therefore, the three largest issuers were 
the only three issuers and held 100 percent of the market share in those years. All other states had 
more than three issuers in each year. Small and large employers may offer fully insured group plans 
(by purchasing coverage from an issuer) or self-funded group plans (by setting aside funds to pay for 
employee health care). Most small employers purchase fully insured plans, while most large 
employers self-fund at least some of their employee health benefits. For the small group and large 
group markets, enrollment data are from fully insured plans only. Where multiple issuers in a state 
shared a parent company, we aggregated the individual issuers to the parent company level. We 
calculated market share using covered life-years, which measure the average number of lives 
insured, including dependents, during the reporting year.

While the large group market remained generally unchanged in recent 
years, many states experienced fluctuations in the extent of concentration 
from 2017 through 2018. Specifically, 28 states experienced increases in 
concentration among the three largest issuers, one state remained 
consistent, and 22 experienced decreases from the prior year. (See fig.
9.) Of the 28 states with increases, one had an increase of 5 or more 
percentage points, with a median increase of 1 percentage point. Of the 
22 states with decreases, none had a decrease of 5 or more percentage 
points, with a median decrease of less than 1 percentage point.
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Figure 9: Percentage Point Change in Market Share Held by the Three Largest Issuers in the Large Group Market from 2017 
through 2018, by State
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Notes: This figure includes the 50 states and the District of Columbia. Vermont had exactly three 
participating issuers in 2017 and 2018. Therefore, the three largest issuers were the only three 
issuers and held 100 percent of the market share in each year. All other states had more than three 
issuers in each year. Small and large employers may offer fully insured group plans (by purchasing 
coverage from an issuer) or self-funded group plans (by setting aside funds to pay for employee 
health care). Most small employers purchase fully insured plans, while most large employers self-fund 
at least some of their employee health benefits. For the small group and large group markets, 
enrollment data are from fully insured plans only. Where multiple issuers in a state shared a parent 
company, we aggregated the individual issuers to the parent company level. We calculated market 
share using covered life-years, which measure the average number of lives insured, including 
dependents, during the reporting year. In some cases, the identity of the largest three issuers 
changed over time.

Agency Comments We provided a draft of this report to HHS for review and comment. The 
department provided technical comments, which we incorporated as 
appropriate.

We are sending copies of this report to the appropriate Congressional 
committees, the Secretary of Health and Human Services, and other 
interested parties. In addition, the report is available at no charge on the 
GAO website at http://www.gao.gov.

If you or your staff have any questions about this report, please contact 
me at (202) 512-7114 or dickenj@gao.gov. Contact points for our Offices 
of Congressional Relations and Public Affairs may be found on the last 
page of this report. GAO staff who made key contributions to this report 
are listed in appendix VI.

John E. Dicken 
Director, Health Care
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Appendix I: Number and Market Share of 
Largest Issuers Participating in Each State’s 
Individual Market

The two tables below present information on a) the number of 
participating issuers in each state’s individual health insurance market 
from 2011 through 2018 and b) the market share of the largest and three 
largest issuers from 2015 through 2018.

Table 2: Number of Issuers in Each State's Individual Health Insurance Market, 2011 through 2018

Number of issuers
State 2011 2012 2013 2014 2015 2016 2017 2018
Alabama 27 22 23 17 16 11 10 10
Alaska 13 13 14 12 10 7 5 5
Arizona 30 26 24 27 23 17 15 11
Arkansas 32 26 24 21 19 16 14 14
California 45 34 30 33 31 27 27 23
Colorado 35 29 25 26 24 19 17 15
Connecticut 26 20 19 17 15 11 9 8
Delaware 20 17 16 14 13 10 8 7
District of Columbia 18 18 18 16 13 10 8 7
Florida 40 33 31 28 30 22 20 17
Georgia 38 32 31 29 25 18 17 15
Hawaii 14 15 12 10 9 7 6 4
Idaho 23 22 19 18 17 14 11 10
Illinois 42 37 34 30 25 21 18 16
Indiana 37 30 28 23 23 19 14 11
Iowa 33 27 25 21 19 14 12 9
Kansas 35 30 28 24 20 15 15 13
Kentucky 27 22 23 21 21 17 15 14
Louisiana 34 26 26 24 22 16 15 14
Maine 20 18 18 15 12 9 8 6
Maryland 27 24 23 19 18 15 13 10
Massachusetts 31 29 28 25 25 20 19 16
Michigan 41 33 33 31 29 22 18 14
Minnesota 36 29 26 25 25 18 15 13
Mississippi 30 25 22 21 18 14 14 12
Missouri 37 31 31 25 23 18 18 15
Montana 25 22 21 20 16 13 11 8
Nebraska 31 28 26 25 19 16 13 11
Nevada 24 20 21 19 19 15 12 10
New Hampshire 20 17 15 13 14 9 7 6
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Appendix I: Number and Market Share of
Largest Issuers Participating in Each State’s
Individual Market

Number of issuers
State 2011 2012 2013 2014 2015 2016 2017 2018
New Jersey 24 24 20 19 19 16 14 12
New Mexico 28 24 22 18 18 14 13 11
New York 38 32 28 32 33 27 27 23
North Carolina 31 26 25 22 18 15 14 12
North Dakota 21 20 19 13 12 10 7 8
Ohio 43 36 34 32 29 24 20 19
Oklahoma 30 26 25 23 21 16 15 12
Oregon 31 28 25 29 25 21 17 13
Pennsylvania 38 34 36 33 31 24 22 22
Rhode Island 14 12 13 11 9 7 7 6
South Carolina 31 24 22 20 17 15 13 10
South Dakota 30 26 25 17 14 11 9 9
Tennessee 33 29 26 23 20 15 14 13
Texas 50 40 36 38 37 32 30 25
Utah 24 19 19 19 17 14 13 11
Vermont 16 14 12 10 6 5 5 5
Virginia 32 29 29 29 26 21 21 16
Washington 30 27 25 24 23 19 16 14
West Virginia 27 25 24 19 18 15 12 11
Wisconsin 42 38 35 35 31 24 23 18
Wyoming 25 23 21 16 14 11 9 7

Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: Where multiple issuers in a state shared a parent company, we aggregated the individual 
issuers to the parent company level.
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Appendix I: Number and Market Share of
Largest Issuers Participating in Each State's
Individual Market

Table 3: Market Share of the Single Largest and Three Largest Issuers in Each State's Individual Health Insurance Market, 
2015 through 2018

Market share of the largest Market share of the largest
single issuer (%) three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
Alabama BCBS OF AL GRP 85.7 76.4 97.6 97.3 99.3 99.6 99.9 99.7
Alaska OREGON DENTAL GRP 48.5 54.1 — — 98.0 99.7 99.9 100.0

PREMERA BLUE CROSS GROUP — — 99.3 99.3
Arizona BLUE CROSS AND BLUE SHIELD OF 

ARIZONA, INC.
42.2 42.0 — — 74.8 80.1 95.8 99.0

CENTENE CORP GRP — — 43.8 49.5
Arkansas ARKANSAS BCBS GRP 73.6 68.1 63.6 63.3 93.5 89.9 93.5 93.5
California BLUE SHIELD OF CALIFORNIA 

GROUP
— — 30.0 36.9 82.3 85.3 81.5 80.1

WELLPOINT INC GRP 30.9 30.3 — —
Colorado COLORADO HEALTH INSURANCE 

COOPERATIVE, INC.
23.1 — — — 63.5 79.9 87.8 83.2

KAISER FOUNDATION GRP — 35.6 41.1 41.0
Connecticut HIP INS GRP 45.1 53.6 61.4 67.7 86.6 92.1 98.4 99.3
Delaware HIGHMARK GRP 88.7 89.2 62.2 99.1 98.5 99.5 99.5 99.9
District of 
Columbia

CAREFIRST INC GRP 80.8 86.3 84.6 81.7 96.5 98.9 99.5 99.4

Florida BLUE CROSS AND BLUE SHIELD OF 
FLORIDA, INC.

33.6 43.6 60.1 68.5 65.9 69.3 88.8 93.0

Georgia CENTENE CORP GRP — — — 47.4 83.5 72.3 91.3 88.6
WELLPOINT INC GRP — — 55.5 —
HUMANA GRP 46.3 31.5 — —

Hawaii HAWAII MEDICAL SERVICE 
ASSOCIATION

57.1 60.4 58.7 58.8 99.8 99.9 99.9 99.9

Idaho BLUE CROSS OF IDAHO HEALTH 
SERVICE, INC.

60.0 49.4 34.7 50.5 89.1 86.0 78.6 91.8

Illinois HCSC GRP 80.6 65.6 73.0 76.8 89.5 83.0 89.7 91.1
Indiana CARESOURCE MANAGEMENT 

GROUP
— — — 46.3 74.9 68.3 72.5 96.1

WELLPOINT INC GRP 43.9 33.3 28.2 —
Iowa WELLMARK GROUP 68.5 66.5 63.5 58.7 97.6 98.8 95.6 99.7
Kansas BCBS OF KS GRP 41.9 56.0 61.2 67.2 93.7 89.7 97.0 92.9
Kentucky WELLPOINT INC GRP 52.5 76.3 77.9 55.7 94.3 92.0 99.3 99.8
Louisiana LOUISIANA HLTH SERV GRP 64.6 60.8 76.1 91.8 86.1 91.0 98.4 99.6
Maine MAINE COMMUNITY HEALTH 70.8 61.8 40.1 58.6 99.0 99.1 98.6 99.8

OPTIONS
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Appendix I: Number and Market Share of
Largest Issuers Participating in Each State’s
Individual Market

Maryland CAREFIRST INC GRP 86.0 77.2 76.5 66.1 97.3 95.6 99.2 99.4
Massachusetts TUFTS HEALTH PLAN 29.7 36.2 41.4 44.3 72.3 72.9 78.1 83.2
Michigan BCBS OF MI GRP 55.8 52.3 49.3 58.5 77.5 81.9 81.4 82.9
Minnesota BCBS OF MN GRP 68.4 44.7 — — 89.9 89.5 82.9 82.9

HEALTHPARTNERS GRP — — 38.4 39.2
Mississippi MISSISSIPPI INS GRP 44.1 43.5 — — 85.1 84.8 94.6 99.4

CENTENE CORP GRP — — 45.2 55.7
Missouri AETNA GRP 37.8 26.7 — — 76.8 69.9 82.4 86.2

WELLPOINT INC GRP — — 44.7 —
CIGNA HLTH GRP — — — 36.7

Montana HCSC GRP 56.8 70.4 50.6 — 92.1 99.6 99.7 99.8
MONTANA HEALTH COOPERATIVE — — — 42.9

Nebraska AETNA GRP — — 35.6 — 91.6 95.6 93.7 99.7
BLUE CROSS AND BLUE SHIELD OF 
NEBRASKA

49.1 48.5 — —

MEDICA GRP — — — 74.5
Nevada UNITEDHEALTH GRP 49.9 58.5 58.4 65.1 82.9 93.3 94.0 94.1
New Hampshire WELLPOINT INC GRP 64.5 38.7 45.7 61.1 89.9 77.7 99.7 99.8
New Jersey BCBS OF NJ GRP 56.3 59.9 71.6 61.3 90.7 87.0 98.8 97.8
New Mexico MOLINA HEALTHCARE INC GRP — — 40.4 40.6 93.4 93.9 88.8 89.9

HCSC GRP 43.5 — — —
PRESBYTERIAN HLTHCARE SERV 
GRP

— 35.5 — —

New York AMERICAN INTL GRP — 14.4 — — 42.6 41.8 45.5 52.5
FREELANCERS HEALTH SERVICE 
CORPORATION

19.1 — — —

NEW YORK STATE CATHOLIC 
HEALTH PLAN, INC.

— — 17.4 25.1

North Carolina BLUE CROSS AND BLUE SHIELD OF
NORTH
CAROLINA

75.3 60.3 95.6 96.2 98.0 99.1 99.5 99.7

North Dakota NORIDIAN MUTUAL INSURANCE 
COMPANY

77.6 74.5 82.3 85.7 95.1 99.3 99.7 99.6

Ohio MEDICAL MUTUAL OF OHIO 36.8 35.0 31.4 35.6 66.7 69.2 77.6 70.5
Oklahoma HCSC GRP 87.8 89.6 93.8 95.5 96.9 99.6 99.7 99.8
Oregon OREGON DENTAL GRP 40.7 — — — 69.7 79.2 76.7 90.1

PROVIDENCE HEALTH PLAN — 43.8 46.0 45.3
Pennsylvania HIGHMARK GRP 45.2 — — — 76.8 68.2 78.1 81.3

INDEPENDENCE HEALTH GROUP, 
INC.

— 29.0 37.9 40.0
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Appendix I: Number and Market Share of
Largest Issuers Participating in Each State’s
Individual Market

Rhode Island BLUE CROSS & BLUE SHIELD OF 
RHODE ISLAND

58.5 60.7 61.5 99.5 99.6 99.7 99.7

NEIGHBORHOOD HEALTH PLAN OF 
RHODE ISLAND

— — — 52.3

South Carolina BCBS OF SC GRP 51.3 90.2 95.7 96.5 90.3 99.3 99.7 99.8
South Dakota AVERA HEALTH PLANS, INC. — — 41.2 — 93.5 96.8 98.2 98.4

WELLMARK GROUP 61.7 49.2 — 36.4
Tennessee BCBS OF TN INC 63.2 58.6 26.8 45.0 86.8 86.3 74.5 88.5
Texas HCSC GRP 64.6 44.6 39.7 37.1 84.5 63.4 73.4 73.4
Utah IHC INC GRP 50.6 61.0 60.0 85.2 80.4 91.2 97.2 99.8
Vermont BCBS OF VT GRP 89.5 87.9 80.1 66.8 100.0 100.0 100.0 100.0
Virginia WELLPOINT INC GRP 52.7 45.8 49.9 — 73.4 69.8 75.6 72.4

CIGNA HLTH GRP — — — 24.9
Washington PREMERA BLUE CROSS GROUP 48.1 42.4 — — 78.6 77.0 70.9 88.1

KAISER FOUNDATION GRP — — 29.7 47.6
West Virginia HIGHMARK GRP 90.5 90.9 78.2 67.6 98.4 98.8 98.3 98.4
Wisconsin MOLINA HEALTHCARE INC GRP — 20.2 23.8 — 42.9 50.0 50.4 53.5

WISCONSIN PHYSICIANS SERV INS 
GRP

15.0 — — —

COMMON GROUND HEALTHCARE 
COOPERATIVE

— — — 23.3

Wyoming BLUE CROSS BLUE SHIELD OF 58.9 94.7 96.1 96.8 92.8 99.2 99.7 99.7
WYOMING

Legend: — This symbol indicates that this issuer was not the largest in that year.
Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: Where multiple issuers in a state shared a parent company, we aggregated the individual 
issuers to the parent company level. We calculated issuers' market share using covered life-years, 
which measure the average number of lives insured, including dependents, during the reporting year. 
We reprinted issuer names as they were reported in the data from the Centers for Medicare & 
Medicaid Services.
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A p p e n d i x  I I :  F e d e r a l l y  F a c i l i t a t e d  I n d i v i d u a l  

M a r k e t  E x c h a n g e  E n r o l l m e n t  C o m p a r e d  t o  

t h e  I n d i v i d u a l  M a r k e t ,  2 0 1 8

This table presents a) covered life-years in each state’s individual market 
health insurance exchange, b) covered life-years in each state’s overall 
individual market, and c) covered life-years as a proportion of each state’s 
overall individual market for the 39 states using a federally facilitated 
exchange in 2018.

Table 4: Covered Life-Years in Each State's Individual Market Federally Facilitated Health Insurance Exchange as a Proportion 
of Total Covered Life-Years in the Overall Individual Market, 2018

State

Covered life-years, 
individual market 

federally facilitated 
exchange

Covered life-years, overall 
individual market

Individual exchange covered life- 
years as a proportion of overall 

market (%)
U.S. Total 7,149,658 9,897,642 72.2
Alabama 144,889 197,891 73.2
Alaska 15,395 19,146 80.4
Arizona 138,395 208,328 66.4
Arkansas 55,389 347,119 16.0
Delaware 19,263 24,075 80.0
Florida 1,446,987 1,817,108 79.6
Georgia 362,858 400,908 90.5
Hawaii 16,050 35,212 45.6
Illinois 276,051 429,326 64.3
Indiana 133,187 150,576 88.5
Iowa 40,193 108,271 37.1
Kansas 79,794 118,601 67.3
Kentucky 73,133 108,589 67.3
Louisiana 82,978 135,770 61.1
Maine 64,089 72,763 88.1
Michigan 242,314 365,906 66.2
Mississippi 65,221 117,224 55.6
Missouri 196,898 264,509 74.4
Montana 40,784 53,969 75.6
Nebraska 76,023 109,258 69.6
Nevada 69,965 107,005 65.4
New Hampshire 38,896 90,823 42.8
New Jersey 220,602 318,410 69.3
New Mexico 40,637 58,479 69.5
North Carolina 427,785 539,601 79.3
North Dakota 19,406 45,819 42.4
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Appendix II: Federally Facilitated Individual 
Market Exchange Enrollment Compared to the 
Individual Market, 2018

State

Covered life-years, 
individual market 

federally facilitated 
exchange

Covered life-years, overall 
individual market

Individual exchange covered life- 
years as a proportion of overall 

market (%)

Ohio 185,151 287,684 64.4
Oklahoma 125,294 153,387 81.7
Oregon 127,401 189,859 67.1
Pennsylvania 332,960 471,142 70.7
South Carolina 173,445 234,830 73.9
South Dakota 26,106 57,046 45.8
Tennessee 192,009 255,781 75.1
Texas 888,153 1,122,989 79.1
Utah 167,768 215,713 77.8
Virginia 315,859 378,060 83.5
West Virginia 21,303 27,087 78.6
Wisconsin 185,361 230,940 80.3
Wyoming 21,666 28,438 76.2

Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: We calculated the size of each market using covered life-years, which measure the average 
number of lives insured, including dependents, during the reporting year. This is one of several ways 
to measure health insurance enrollment, so it may differ from other measures of market size.
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Appendix III: Number and Market Share of 
Issuers in Federally Facilitated Individual 
Market Exchanges, 2015-2018

The four tables below present information on the number of participating 
issuers and the market share of the largest issuers in each state’s 
individual market exchange, from 2015 through 2018, for the 39 states 
using a federally facilitated exchange in 2018. Specifically: table 5 
presents the total number of exchange issuers in each state; table 6 
presents the average number of exchange issuers across each state’s 
rating areas; table 7 presents the names and market shares of the single 
largest exchange issuer and the market share of the largest three issuers, 
for each state; and table 8 presents the average market share of the 
largest issuer across each state’s rating areas.

Table 5: Number of Issuers in Each State's Federally Facilitated Individual Market Health Insurance Exchange, 2015 through 
2018

Number of issuers
State 2015 2016 2017 2018
A la b a m a 3 3 1 2

A la s k a 2 2 1 1

A r iz o n a 12 8 2 2

A rk a n s a s 4 5 4 4

D e la w a re 2 2 2 1

F lo r id a 11 7 5 4

G e o rg ia 9 8 5 4

H a w a ii n /a a 2 2 2

Illin o is 8 7 5 4

In d ia n a 9 8 4 2

Io w a 4 4 4 1

K a n s a s 3 3 3 3

K e n tu c k y 5 7 3 2

L o u is ia n a 5 4 3 2

M a in e 3 3 3 2

M ic h ig a n 13 11 9 7

M is s is s ip p i 3 3 2 1

M is s o u r i 6 6 4 3

M o n ta n a 4 3 3 3

N e b ra s k a 4 4 2 1

N e v a d a 5 3 3 2

N e w  H a m p s h ire 5 5 4 3

N e w  J e rs e y 5 5 2 3

N e w  M e x ic o 5 4 4 4
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Number of issuers
State 2015 2016 2017 2018
North Carolina 3 3 2 2
North Dakota 3 3 3 2
Ohio 16 15 10 8
Oklahoma 4 2 1 1
Oregon 10 10 6 5
Pennsylvania 9 8 5 6
South Carolina 4 3 1 1
South Dakota 3 2 2 2
Tennessee 5 4 3 3
Texas 14 16 10 8
Utah 6 4 3 2
Virginia 7 9 10 6
West Virginia 1 2 2 2
Wisconsin 15 15 14 11
Wyoming 2 1 1 1

Legend: n/a = not applicable.
Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: One state, Kentucky, had a state-based exchange in 2015 and 2016 but a federally facilitated 
exchange in 2017 and 2018. We previously collected data from Kentucky on its state-based 
exchange enrollment in 2015 and 2016, which we present alongside federal data from 2017 and 2018 
in this report. Where multiple issuers in a state shared a parent company, we aggregated the 
individual issuers to the parent company level.
aData were not available from Hawaii for 2015.
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Table 6: Average Number of Federally Facilitated Individual Market Health Insurance Exchange Issuers Participating in a 
State's Rating Areas, by State, 2015 through 2018

Weighted average number of issuers participating in states' rating areas
State 2015 2016 2017 2018
A la b a m a 2 .3 2 .4 1 .0 1 .2

A la s k a 2 .0 2 .0 1 .0 1 .0

A r iz o n a 1 1 .0 6 .3 1 .2 1 .2

A rk a n s a s 3 .7 5 .0 3 .9 3 .9

D e la w a re 2 .0 2 .0 2 .0 1 .0

F lo r id a 6.1 4 .4 2 .9 2 .5

G e o rg ia 7 .8 6 .9 3 .9 2 .4

H a w a ii n /a a 2 .0 2 .0 2 .0

I llin o is 5 .7 5 .2 2 .6 2 .4

In d ia n a 6 .9 6 .7 3 .9 1 .9

Io w a 2 .6 3 .4 3 .4 1 .0

K a n s a s 2 .4 2 .4 2 .4 2 .3

K e n tu c k y 4 .8 6 .4 2 .3 1 .6

L o u is ia n a 4.1 3 .5 2 .5 2 .0

M a in e 3 .0 3 .0 3 .0 2 .0

M ic h ig a n 7 .6 6 .2 6 .2 5.1

M is s is s ip p i 2 .9 2 .9 1 .9 1 .0

M is s o u r i 3 .3 3 .7 2 .0 1 .9

M o n ta n a 4 .0 3 .0 3 .0 3 .0

N e b ra s k a 3 .9 4 .0 2 .0 1 .0

N e v a d a 4.1 2 .9 2 .9 1 .9

N e w  H a m p s h ire 5 .0 5 .0 4 .0 3 .0

N e w  J e rs e y 5 .0 5 .0 2 .0 3 .0

N e w  M e x ic o 5 .0 4 .0 4 .0 4 .0

N o rth  C a ro lin a 2 .7 2 .7 1 .3 1 .2

N o rth  D a k o ta 3 .0 3 .0 3 .0 1 .9

O h io 1 0 .0 9 .8 4 .9 4 .2

O k la h o m a 3 .6 2 .0 1 .0 1 .0

O re g o n 8 .2 7 .7 4 .6 4 .0

P e n n s y lv a n ia 4 .9 4 .0 2 .0 2 .2

S o u th  C a ro lin a 3 .6 1 .7 1 .0 1 .0

S o u th  D a k o ta 3 .0 2 .0 2 .0 2 .0

T e n n e s s e e 4.1 3.1 1 .5 1 .3

T e x a s 7 .7 7 .3 3 .5 3 .6
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Weighted average number of issuers participating in states' rating areas
State 2015 2016 2017 2018
Utah 5.3 3.1 2.8 2.0
Virginia 4.4 5.6 5.4 3.3
West Virginia 1.0 1.3 1.8 1.8
Wisconsin 6.3 6.9 5.1 3.7
Wyoming 2.0 1.0 1.0 1.0

Legend: n/a = not applicable.
Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: One state, Kentucky, had a state-based exchange in 2015 and 2016 but a federally facilitated 
exchange in 2017 and 2018. We previously collected data from Kentucky on its state-based 
exchange enrollment in 2015 and 2016, which we present alongside federal data from 2017 and 2018 
in this report. Where multiple issuers in a state shared a parent company, we aggregated the 
individual issuers to the parent company level. Rating areas are established by states and used, in 
part, by issuers to set premium rates. Issuer participation and enrollment can vary across rating areas 
in a state. The issuer counts in this table reflect the average number of participating issuers across a 
state's rating areas, weighted by the number of covered life-years in each rating area.
aData were not available from Hawaii for 2015.
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Table 7: Market Share of the Single Largest and Three Largest Issuers in Each State's Federally Facilitated Individual Market 
Health Insurance Exchange, 2015 through 2018

Market share of single largest issuer (%)
Market share of the largest 
three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
A la b a m a B C B S  O F  A L  G R P 8 0 .9 6 7 .3 1 0 0 .0 9 9 .3 1 0 0 .0 1 0 0 .0 1 0 0 .0 1 0 0 .0

A la s k a O R E G O N  D E N T A L  G R P 7 1 .3 6 9 .8 — — 1 0 0 .0 1 0 0 .0 1 0 0 .0 1 0 0 .0

P R E M E R A  B L U E  C R O S S  G R O U P — — 1 0 0 .0 1 0 0 .0

A r iz o n a C E N T E N E  C O R P  G R P 3 2 .4 — 7 2 .6 74.1 8 0 .8 7 6 .3 1 0 0 .0 1 0 0 .0

U N IT E D H E A L T H  G R P — 3 7 .6 — —

A rk a n s a s A R K A N S A S  B C B S  G R P 9 4 .2 9 1 .9 6 8 .7 6 0 .7 1 0 0 .0 9 9 .2 9 9 .9 9 9 .5

D e la w a re H IG H M A R K  G R P 9 1 .9 9 0 .5 5 4 .7 1 0 0 .0 1 0 0 .0 1 0 0 .0 1 0 0 .0 1 0 0 .0

F lo r id a B L U E  C R O S S  A N D  B L U E  S H IE L D  
O F  F L O R ID A , IN C .

2 6 .3 40 .1 5 8 .9 68 .1 66 .1 7 2 .5 9 7 .4 1 0 0 .0

G e o rg ia H U M A N A  G R P 5 6 .7 3 2 .4 — — 8 4 .9 6 8 .9 93.1 1 0 0 .0

W E L L P O IN T  IN C  G R P — — 48.1 —

C E N T E N E  C O R P  G R P — — — 5 2 .3

H a w a ii n /a a n /a a — — — n /a a 1 0 0 .0 1 0 0 .0 1 0 0 .0

H A W A II M E D IC A L  S E R V IC E  
A S S O C IA T IO N

— 5 8 .6 5 2 .8 5 0 .7

I llin o is H C S C  G R P 7 7 .4 57.1 6 6 .0 7 2 .8 9 4 .4 7 7 .3 9 0 .7 1 0 0 .0

In d ia n a W E L L P O IN T  IN C  G R P 4 7 .0 3 0 .4 — — 7 4 .7 66 .1 8 0 .3 1 0 0 .0

C E N T E N E  C O R P  G R P — — 3 5 .6 —

C A R E S O U R C E  
M A N A G E M E N T  G R O U P

— — — 5 2 .3

Io w a A E T N A  G R P 9 7 .4 7 2 .8 6 7 .0 — 9 9 .9 9 9 .8 9 9 .2 1 0 0 .0

M E D IC A  G R P — — — 1 0 0 .0

K a n s a s A E T N A  G R P 5 5 .6 — — — 1 0 0 .0 1 0 0 .0 1 0 0 .0 1 0 0 .0

B C B S  O F  K S  G R P — 6 2 .2 6 1 .3 6 3 .0

K e n tu c k y K E N T U C K Y  H E A L T H  
C O O P E R A T IV E

6 4 .3 — — — 9 3 .7 8 7 .5 1 0 0 .0 1 0 0 .0

W E L L P O IN T  IN C  G R P — 6 2 .7 5 9 .8 —

C A R E S O U R C E  
M A N A G E M E N T  G R O U P

— — — 6 5 .5

L o u is ia n a L O U IS IA N A  H L T H  S E R V  G R P 5 3 .3 4 7 .9 6 8 .2 9 0 .2 89.1 8 9 .3 1 0 0 .0 1 0 0 .0

M a in e M A IN E  C O M M U N IT Y  H E A L T H  
O P T IO N S

8 1 .0 6 7 .5 4 2 .4 6 0 .3 1 0 0 .0 1 0 0 .0 1 0 0 .0 1 0 0 .0

M ic h ig a n B C B S  O F  M I G R P 6 7 .5 5 5 .5 4 9 .5 6 1 .9 8 8 .0 8 7 .8 8 6 .0 94.1

M is s is s ip p i H U M A N A  G R P 3 8 .2 — — — 1 0 0 .0 1 0 0 .0 1 0 0 .0 1 0 0 .0
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Market share of single largest issuer (%)
Market share of the largest 
three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
CENTENE CORP GRP — 50.3 90.4 100.0

Missouri AETNA GRP 58.3 35.6 — — 86.2 71.2 91.9 100.0
WELLPOINT INC GRP — — 44.7 —
CIGNA HLTH GRP — — — 48.0

Montana HCSC GRP 46.1 61.5 43.5 — 98.2 100.0 100.0 100.0
MONTANA HEALTH 
COOPERATIVE

— — — 50.3

Nebraska AETNA GRP 60.4 47.8 56.0 — 96.5 93.9 100.0 100.0
MEDICA GRP — — — 100.0

Nevada UNITEDHEALTH GRP 42.5 56.1 56.6 63.7 86.9 100.0 100.0 100.0
New Hampshire WELLPOINT INC GRP 60.2 46.0 — 80.6 92.7 96.0 99.8 100.0

MINUTEMAN HEALTH, INC — — 43.5 —
New Jersey BCBS OF NJ GRP 54.0 60.1 68.3 54.6 95.5 89.9 100.0 100.0
New Mexico HCSC GRP 40.3 — — — 89.1 93.4 97.0 98.1

MOLINA HEALTHCARE INC GRP — 40.0 62.0 58.0
North Carolina BLUE CROSS AND BLUE SHIELD 

OF NORTH CAROLINA
67.3 46.5 95.6 96.3 100.0 100.0 100.0 100.0

North Dakota NORIDIAN MUTUAL INSURANCE 
COMPANY

69.0 54.0 71.1 80.0 100.0 100.0 100.0 100.0

Ohio MEDICAL MUTUAL OF OHIO 27.0 — — — 61.3 63.2 74.3 89.9
CARESOURCE MANAGEMENT 
GROUP

— 28.8 31.7 40.7

Oklahoma HCSC GRP 97.5 94.9 100.0 100.0 99.8 100.0 100.0 100.0
Oregon OREGON DENTAL GRP 41.9 — — — 80.3 82.5 82.0 98.3

PROVIDENCE HEALTH PLAN — 51.2 50.4 47.8
Pennsylvania HIGHMARK GRP 46.1 — — — 81.4 67.1 77.3 98.2

INDEPENDENCE HEALTH GROUP, 
INC.

— 31.0 39.4 40.6

South Carolina CONSUMERS' CHOICE HEALTH 
INSURANCE COMPANY

42.5 — — — 99.7 100.0 100.0 100.0

BCBS OF SC GRP — 95.5 100.0 100.0
South Dakota AVERA HEALTH PLANS, INC. 52.9 73.2 75.5 50.6 100.0 100.0 100.0 100.0
Tennessee BCBS OF TN INC 77.6 65.6 35.2 55.0 99.3 92.3 100.0 100.0
Texas HCSC GRP 64.9 39.6 27.8 27.0 84.7 63.5 73.6 95.4
Utah IHC INC GRP 49.1 61.9 55.2 88.5 82.7 99.1 100.0 100.0
Virginia WELLPOINT INC GRP 39.8 38.2 43.6 — 71.9 67.8 74.3 98.9

CIGNA HLTH GRP — — — 29.3
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Market share of the largest
Market share of single largest issuer (%) three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
West Virginia HIGHMARK GRP 100.0 95.9 79.4 67.5 100.0 100.0 100.0 100.0
Wisconsin COMMON GROUND HEALTHCARE 

COOPERATIVE
17.1 — — 27.7 46.7 57.6 58.7 95.8

MOLINA HEALTHCARE INC GRP — 28.4 31.0 —
Wyoming BLUE CROSS BLUE SHIELD OF 58.3 100.0 100.0 100.0 100.0 100.0 100.0 100.0

WYOMING

Legend: n/a = not applicable.
Legend: — This symbol indicates that this issuer was not the largest in that year.
Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: One state, Kentucky, had a state-based exchange in 2015 and 2016 but a federally facilitated 
exchange in 2017 and 2018. We previously collected data from Kentucky on its state-based 
exchange enrollment in 2015 and 2016, which we present alongside federal data from 2017 and 2018 
in this report. Where multiple issuers in a state shared a parent company, we aggregated the 
individual issuers to the parent company level. We measured issuers' market share using covered 
life-years, which measure the average number of lives insured, including dependents, during the 
reporting year. Market share in this table represents an issuer's total state-level market share, which 
does not take into account variations in market share across a state's exchange rating areas. We 
reprinted issuer names as they were reported in the data from the Centers for Medicare & Medicaid 
Services.
aData were not available from Hawaii for 2015.
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Table 8: Average Market Share of the Largest Issuer across a State's Rating Areas, Federally Facilitated Individual Market 
Health Insurance Exchanges, 2015 through 2018

Weighted average market share of the largest issuer across states' rating areas
State 2015 2016 2017 2018
Alabama 80.9 68.0 100.0 99.3
Alaska 71.3 69.8 100.0 100.0
Arizona 38.8 42.3 98.3 98.8
Arkansas 94.2 91.9 68.7 60.7
Delaware 91.9 90.5 54.7 100.0
Florida 58.7 62.0 70.5 69.9
Georgia 60.7 38.1 58.5 75.7
Hawaii n/aa 58.6 52.8 50.7
Illinois 78.4 61.1 70.9 75.2
Indiana 47.8 32.5 46.4 68.5
Iowa 97.4 75.5 72.6 100.0
Kansas 66.1 82.7 90.7 84.1
Kentucky 65.3 63.4 67.4 89.8
Louisiana 53.3 49.9 69.7 90.2
Maine 81.0 67.5 42.4 61.5
Michigan 67.7 57.9 56.0 62.2
Mississippi 56.9 54.3 90.4 100.0
Missouri 66.3 51.9 73.6 77.5
Montana 46.8 61.5 51.7 50.3
Nebraska 60.4 47.8 73.7 100.0
Nevada 47.9 63.4 67.2 72.4
New Hampshire 60.2 46.0 43.5 80.6
New Jersey 54.0 60.1 68.3 54.6
New Mexico 42.6 43.6 68.8 58.0
North Carolina 69.6 60.4 95.6 96.3
North Dakota 72.2 60.3 71.1 88.8
Ohio 41.1 39.2 45.1 48.6
Oklahoma 97.5 94.9 100.0 100.0
Oregon 41.9 55.6 55.0 53.6
Pennsylvania 73.3 64.4 79.6 82.3
South Carolina 59.2 95.5 100.0 100.0
South Dakota 60.7 73.2 75.5 65.6
Tennessee 77.6 65.6 83.7 87.1
Texas 69.4 43.5 53.3 51.6
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Appendix III: Number and Market Share of
Issuers in Federally Facilitated Individual
Market Exchanges, 2015-2018

Weighted average market share of the largest issuer across states' rating areas
State 2015 2016 2017 2018
Utah 54.5 61.9 61.6 88.5
Virginia 51.2 50.7 56.6 78.8
West Virginia 100.0 95.9 81.1 73.7
Wisconsin 51.8 54.1 57.5 60.1
Wyoming 61.3 100.0 100.0 100.0

Legend: n/a = not applicable.
Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: One state, Kentucky, had a state-based exchange in 2015 and 2016 but a federally facilitated 
exchange in 2017 and 2018. We previously collected data from Kentucky on its state-based 
exchange enrollment in 2015 and 2016, which we present alongside federal data from 2017 and 2018 
in this report. Where multiple issuers in a state shared a parent company, we aggregated the 
individual issuers to the parent company level. We calculated issuers' market share using covered 
life-years, which measure the average number of lives insured, including dependents, during the 
reporting year. Rating areas are established by states and used, in part, by issuers to set premium 
rates. Issuer participation and enrollment can vary across rating areas in a state. The market shares 
in this table reflect the average market share of the largest issuer across a state's rating areas, 
weighted by the number of covered life-years in each rating area. In some cases, the identity of the 
largest issuer varied across rating areas in a state and changed over time.
aData were not available from Hawaii for 2015.
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Appendix IV: Number of Issue rs and Market 
Share of Largest Issuers Participating in 
Small Group Health Insurance Market

The two tab les be low  present in form ation on a) the partic ipation o f issuers 
in each s ta te ’s sm all group health insurance m arket from  2011 through 
2018 and b) the  m arket share o f the la rgest and three la rgest issuers from 
2015 through 2018.

Table 9: Number of Issuers in Each State's Small Group Health Insurance Market, 2011 through 2018

Number of Issuers
State 2011 2012 2013 2014 2015 2016 2017 2018
Alabama 11 9 8 7 6 5 4 3
Alaska 7 6 6 6 5 4 4 4
Arizona 14 12 12 13 12 8 7 7
Arkansas 13 12 11 11 9 6 6 4
California 27 27 22 22 18 15 13 14
Colorado 11 11 9 9 10 8 6 6
Connecticut 11 8 7 9 9 7 6 6
Delaware 9 8 8 6 4 3 3 3
District of Columbia 9 7 6 6 7 5 5 5
Florida 16 13 14 13 12 9 8 9
Georgia 23 22 20 16 14 9 9 7
Hawaii 6 6 6 6 5 5 5 5
Idaho 11 10 11 10 11 10 9 9
Illinois 26 27 21 18 14 13 12 9
Indiana 27 26 24 20 18 16 11 9
Iowa 17 15 15 15 14 11 11 9
Kansas 17 14 13 10 8 6 6 5
Kentucky 10 8 9 8 8 5 5 5
Louisiana 12 10 11 10 8 6 5 5
Maine 8 6 5 5 6 5 5 5
Maryland 8 8 8 7 6 5 5 4
Massachusetts 13 14 13 13 11 12 11 9
Michigan 25 24 24 22 21 16 15 13
Minnesota 10 9 9 9 8 8 7 6
Mississippi 10 9 8 8 7 5 4 3
Missouri 19 19 17 13 11 8 8 7
Montana 10 9 8 9 8 6 5 5
Nebraska 17 15 12 12 8 7 4 3
Nevada 17 16 14 14 12 8 8 8
New Hampshire 9 7 6 7 6 6 5 4
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Appendix IV: Number of Issuers and Market
Share of Largest Issuers Participating in Small
Group Health Insurance Market

Number of Issuers
State 2011 2012 2013 2014 2015 2016 2017 2018
New Jersey 7 7 6 7 7 7 6 7
New Mexico 11 8 7 7 4 4 4 5
New York 16 14 14 16 15 16 17 16
North Carolina 16 14 13 10 10 5 5 4
North Dakota 6 6 6 6 5 5 4 4
Ohio 30 29 25 24 22 17 13 10
Oklahoma 18 16 15 11 9 8 6 5
Oregon 9 8 8 13 14 14 13 8
Pennsylvania 21 19 19 16 14 11 10 10
Rhode Island 4 4 3 5 4 4 4 4
South Carolina 15 13 12 10 8 5 4 3
South Dakota 12 11 11 11 8 7 6 5
Tennessee 15 14 14 13 11 6 5 4
Texas 27 25 23 21 18 16 14 11
Utah 12 13 12 11 10 8 8 8
Vermont 4 3 3 3 3 3 2 2
Virginia 20 15 17 15 12 11 11 10
Washington 13 12 13 12 9 8 6 7
West Virginia 14 13 12 9 6 5 5 4
Wisconsin 27 26 24 24 23 21 21 18
Wyoming 9 7 7 7 6 4 3 2

Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: Where multiple issuers in a state shared a parent company, we aggregated the individual 
issuers to the parent company level.
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Appendix IV: Number of Issuers and Market
Share of Largest Issuers Participating in Small
Group Health Insurance Market

Table 10: Market Share of the Single Largest and Three Largest Issuers in Each State's Small Group Health Insurance Market, 
2015 through 2018

Market share of the largest Market share of the largest
single issuer (%) three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
Alabama BCBS OF AL GRP 97.0 96.8 96.1 96.4 99.9 100.0 100.0 100.0
Alaska PREMERA BLUE CROSS 

GROUP
70.6 60.0 70.6 85.3 88.8 93.0 95.4 97.6

Arizona BLUE CROSS AND BLUE 
SHIELD OF ARIZONA, INC.

25.0 — — — 67.4 76.5 82.7 86.9

UNITEDHEALTH GRP — 30.7 42.0 47.6
Arkansas ARKANSAS BCBS GRP 66.8 61.0 63.9 62.3 97.9 98.0 98.1 97.3
California KAISER FOUNDATION GRP 34.4 36.2 37.5 38.9 73.8 74.9 76.0 79.3
Colorado WELLPOINT INC GRP 28.0 — — — 77.3 81.6 92.0 93.8

UNITEDHEALTH GRP — 33.4 40.0 46.1
Connecticut WELLPOINT INC GRP — — 40.3 42.6 80.2 76.5 77.7 84.7

HIP INS GRP 37.5 33.4 — —
Delaware HIGHMARK GRP 69.6 74.0 74.4 85.5 100.0 100.0 100.0 100.0
District of Columbia CAREFIRST INC GRP 82.9 82.0 80.4 78.6 96.6 96.6 96.8 97.5
Florida BLUE CROSS AND BLUE 

SHIELD OF FLORIDA, INC.
35.2 37.0 42.3 39.8 81.7 83.1 81.7 85.1

Georgia WELLPOINT INC GRP 29.0 — — — 78.4 81.0 80.2 87.1
HUMANA GRP — 35.2 37.7 39.5

Hawaii HAWAII MEDICAL SERVICE 
ASSOCIATION

47.3 48.2 48.4 49.1 86.3 87.7 88.1 89.7

Idaho BLUE CROSS OF IDAHO 
HEALTH SERVICE, INC.

53.7 47.7 42.0 48.9 95.6 97.7 95.9 94.2

Illinois HCSC GRP 65.0 69.8 72.9 73.4 87.7 90.2 93.6 95.4
Indiana WELLPOINT INC GRP 51.9 49.2 52.0 53.3 83.5 82.8 87.2 92.0
Iowa WELLMARK GROUP 77.5 82.6 84.2 81.9 95.2 96.8 97.3 98.1
Kansas BCBS OF KS GRP 63.8 63.7 61.3 56.8 84.0 85.8 87.5 87.8
Kentucky WELLPOINT INC GRP 50.8 49.7 50.2 51.0 95.8 96.3 96.8 99.6
Louisiana LOUISIANA HLTH SERV 

GRP
76.4 76.3 81.7 81.5 97.1 98.1 98.9 99.3

Maine HARVARD PILGRIM HTH 
CARE GRP

43.8 37.3 37.0 53.0 93.4 83.3 86.7 90.0

Maryland CAREFIRST INC GRP 67.3 67.5 67.4 69.5 90.8 92.4 93.4 98.8
Massachusetts BCBS OF MA GRP 42.5 44.0 50.8 53.3 79.3 79.5 80.0 81.6
Michigan BCBS OF MI GRP 52.4 55.2 56.8 63.3 78.9 83.0 84.3 88.5
Minnesota HEALTHPARTNERS GRP 42.7 44.1 43.5 43.8 92.0 92.0 87.9 93.1
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Appendix IV: Number of Issuers and Market
Share of Largest Issuers Participating in Small
Group Health Insurance Market

Market share of the largest Market share of the largest
single issuer (%) three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
Mississippi MISSISSIPPI INS GRP 79.5 82.3 83.8 85.1 99.3 99.0 99.5 100.0
Missouri WELLPOINT INC GRP 41.7 39.5 38.6 36.5 76.3 77.1 79.1 86.3
Montana HCSC GRP 70.8 80.1 68.0 55.1 94.7 98.1 99.5 99.3
Nebraska BLUE CROSS AND BLUE 

SHIELD OF NEBRASKA
38.2 50.0 62.7 56.9 89.3 95.0 96.2 100.0

Nevada UNITEDHEALTH GRP 49.6 53.0 57.6 64.8 76.1 78.0 81.0 85.0
New Hampshire WELLPOINT INC GRP 56.4 — — — 99.2 98.9 97.9 98.9

HARVARD PILGRIM HTH 
CARE GRP

— 45.8 49.7 43.0

New Jersey BCBS OF NJ GRP 54.4 53.2 56.0 63.7 87.8 87.0 88.9 95.8
New Mexico HCSC GRP 37.9 — — — 87.4 89.9 88.6 85.0

PRESBYTERIAN 
HLTHCARE SERV GRP

— 31.8 34.5 38.8

New York UNITEDHEALTH GRP 42.4 46.3 46.5 51.1 71.2 71.5 70.9 75.5
North Carolina BLUE CROSS AND BLUE 

SHIELD OF NORTH 
CAROLINA

60.0 55.1 46.2 96.4 96.3 96.7 98.6

UNITEDHEALTH GRP — — — 53.5
North Dakota NORIDIAN MUTUAL 

INSURANCE COMPANY
82.6 83.5 85.1 84.5 99.4 99.7 99.8 99.9

Ohio WELLPOINT INC GRP 37.3 36.2 36.6 35.4 80.1 80.9 80.3 83.6
Oklahoma HCSC GRP 71.0 72.9 68.1 68.0 92.6 95.2 96.3 97.9
Oregon PROVIDENCE HEALTH 

PLAN
16.1 28.2 37.6 37.9 45.4 56.6 72.8 78.2

Pennsylvania INDEPENDENCE HEALTH 
GROUP, INC.

26.1 29.5 31.2 31.3 65.3 68.1 73.1 73.9

Rhode Island BLUE CROSS & BLUE 
SHIELD OF RHODE ISLAND

78.8 82.4 82.8 81.5 99.6 99.0 98.7 98.0

South Carolina BCBS OF SC GRP 80.3 85.8 86.0 82.4 97.5 98.4 98.9 100.0
South Dakota WELLMARK GROUP 60.6 67.1 77.9 75.0 93.1 94.4 94.8 96.2
Tennessee BCBS OF TN INC 65.4 63.4 63.0 64.6 97.1 98.4 98.5 99.7
Texas HCSC GRP 60.0 56.9 65.0 69.4 89.7 91.4 92.4 94.2
Utah IHC INC GRP 54.8 61.2 67.4 71.7 83.7 91.7 91.7 94.2
Vermont BCBS OF VT GRP 88.7 89.2 86.7 65.7 100.0 100.0 100.0 100.0
Virginia WELLPOINT INC GRP 44.6 43.9 43.2 40.4 72.8 70.2 72.9 79.6
Washington PREMERA BLUE CROSS 

GROUP
56.3 53.2 36.0 36.8 81.7 86.0 89.4 91.4

West Virginia HIGHMARK GRP 80.8 80.8 83.1 81.1 98.2 97.4 95.1 99.3
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Appendix IV: Number of Issuers and Market
Share of Largest Issuers Participating in Small
Group Health Insurance Market

Market share of the largest Market share of the largest
single issuer (%) three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
Wisconsin UNITEDHEALTH GRP 33.6 39.4 28.9 31.5 56.2 56.6 52.0 57.2
Wyoming BLUE CROSS BLUE SHIELD 69.7 85.1 86.0 85.9 92.3 99.1 100.0 100.0

OF WYOMING

Legend: — This symbol indicates that this issuer was not the largest in that year.
Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: Where multiple issuers in a state shared a parent company, we aggregated the individual 
issuers to the parent company level. We calculated issuers' market share using covered life-years, 
which measure the average number of lives insured, including dependents, during the reporting year. 
We reprinted issuer names as they were reported in the data from the Centers for Medicare & 
Medicaid Services.

Page 46 GAO-21-34 Health Insurance Market Concentration



Appendix V: Number of Issuers and Market 
Share of Largest Issuers Participating in 
Large Group Health Insurance Market

The two tab les be low  present in form ation on a) the partic ipation o f issuers 
in each s ta te ’s large group health insurance m arket from  2011 through 
2018 and b) the  m arket share o f the s ing le  la rgest and three largest 
issuers from  2015 through 2018.

Table 11: Number of Issuers in Each State's Large Group Health Insurance Market, 2011 through 2018

Number of issuers
State 2011 2012 2013 2014 2015 2016 2017 2018
Alabama 7 8 7 7 7 8 6 6
Alaska 6 4 5 5 5 4 4 4
Arizona 13 13 12 12 12 11 9 9
Arkansas 10 10 9 10 10 7 8 8
California 32 28 24 25 24 23 23 25
Colorado 13 10 10 10 10 9 9 9
Connecticut 9 7 5 7 8 8 7 7
Delaware 6 6 6 5 4 5 4 5
District of Columbia 9 7 6 6 7 7 6 7
Florida 14 11 12 11 13 11 10 11
Georgia 16 16 16 14 15 13 11 10
Hawaii 7 7 7 7 6 6 7 6
Idaho 12 9 9 11 12 12 11 11
Illinois 20 21 18 18 19 18 18 17
Indiana 23 24 19 17 16 15 15 14
Iowa 14 14 14 12 13 13 14 13
Kansas 14 13 13 11 10 8 9 8
Kentucky 11 11 8 9 9 8 9 9
Louisiana 9 9 10 10 10 9 8 8
Maine 5 5 5 6 6 6 6 7
Maryland 9 7 6 6 7 6 6 5
Massachusetts 13 12 11 12 13 13 12 11
Michigan 24 25 24 25 25 19 18 17
Minnesota 14 11 11 9 11 11 11 9
Mississippi 9 9 8 9 9 7 7 8
Missouri 18 16 15 14 14 11 10 9
Montana 8 6 7 8 7 8 7 7
Nebraska 10 8 9 10 10 7 8 7
Nevada 14 13 13 13 13 10 12 12
New Hampshire 6 6 6 6 5 8 7 6
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Appendix V: Number of Issuers and Market
Share of Largest Issuers Participating in Large
Group Health Insurance Market

Number of issuers
State 2011 2012 2013 2014 2015 2016 2017 2018
New Jersey 9 10 8 9 8 8 8 8
New Mexico 10 8 7 6 6 6 5 6
New York 16 16 15 16 15 16 16 16
North Carolina 13 12 11 10 9 8 7 6
North Dakota 7 8 8 7 7 6 5 7
Ohio 20 21 18 21 21 20 15 14
Oklahoma 12 11 12 11 9 10 8 9
Oregon 12 12 11 11 15 13 13 10
Pennsylvania 17 17 18 17 16 15 17 17
Rhode Island 5 5 4 5 5 4 4 4
South Carolina 12 10 10 8 8 6 7 7
South Dakota 11 11 12 10 7 8 8 8
Tennessee 10 9 9 11 12 9 10 9
Texas 23 22 22 20 21 21 18 16
Utah 12 13 14 13 12 12 12 12
Vermont 4 3 4 4 3 3 3 3
Virginia 14 13 16 16 14 14 13 12
Washington 13 13 12 11 10 10 9 9
West Virginia 11 11 11 8 7 7 5 6
Wisconsin 28 27 27 26 25 23 21 21
Wyoming 6 6 7 7 7 6 4 4

Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: Where multiple issuers in a state shared a parent company, we aggregated the individual 
issuers to the parent company level.
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Appendix V: Number of Issuers and Market
Share of Largest Issuers Participating in Large
Group Health Insurance Market

Table 12: Market Share of the Single Largest and Three Largest Issuers in Each State's Large Group Health Insurance Market, 
2015 through 2018

Market share of the largest Market share of the largest
single issuer (%) three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
Alabama BCBS OF AL GRP 93.6 92.9 93.2 94.1 99.9 99.8 99.7 99.9
Alaska PREMERA BLUE CROSS 

GROUP
84.2 83.9 87.9 92.7 97.8 98.5 98.9 99.2

Arizona BLUE CROSS AND BLUE 
SHIELD OF ARIZONA, 
INC.

38.8 38.4 39.6 49.6 82.4 84.7 86.5 85.1

Arkansas ARKANSAS BCBS GRP 80.6 78.5 77.5 75.5 99.0 97.2 96.4 94.4
California KAISER FOUNDATION 

GRP
45.7 47.9 49.9 51.3 74.3 73.6 74.5 75.6

Colorado KAISER FOUNDATION 
GRP

46.1 48.5 48.3 48.2 84.8 85.0 87.1 84.5

Connecticut UNITEDHEALTH GRP — — — 26.8 69.1 71.0 74.6 72.9
WELLPOINT INC GRP 31.8 29.8 29.4 —

Delaware HIGHMARK GRP 67.0 69.8 62.2 68.6 97.6 97.2 94.7 97.4
District of 
Columbia

AETNA GRP 39.6 37.4 44.5 42.0 82.6 81.3 82.7 80.5

Florida BLUE CROSS AND BLUE 
SHIELD OF FLORIDA, INC.

53.2 49.4 46.4 46.6 87.5 87.8 87.8 87.7

Georgia WELLPOINT INC GRP 46.0 44.1 41.0 36.9 80.8 78.3 76.4 75.1
Hawaii HAWAII MEDICAL 

SERVICE ASSOCIATION
69.6 68.9 67.2 66.8 95.8 96.0 95.5 95.4

Idaho BLUE CROSS OF IDAHO 
HEALTH SERVICE, INC.

68.1 65.5 66.5 67.4 95.1 93.9 93.0 93.2

Illinois HCSC GRP 67.0 66.4 65.3 68.9 90.5 88.7 88.5 91.0
Indiana WELLPOINT INC GRP 60.8 61.5 61.8 65.6 89.8 90.2 92.2 92.3
Iowa WELLMARK GROUP 77.3 77.7 78.0 79.3 96.1 96.3 96.5 95.0
Kansas BCBS OF KS GRP 57.1 51.6 45.7 46.5 89.0 91.2 89.0 90.5
Kentucky WELLPOINT INC GRP 70.5 67.4 65.2 67.0 92.4 91.7 92.5 98.3
Louisiana LOUISIANA HLTH SERV 

GRP
63.6 65.0 63.9 66.0 87.8 90.6 90.9 92.3

Maine WELLPOINT INC GRP 70.0 70.3 68.5 68.9 95.6 96.1 94.8 94.5
Maryland CAREFIRST INC GRP 66.3 65.5 55.1 55.1 90.3 91.1 91.6 91.3
Massachusetts BCBS OF MA GRP 57.7 58.1 58.2 60.2 83.9 83.3 82.0 83.8
Michigan BCBS OF MI GRP 54.3 54.9 55.2 57.6 78.2 80.0 80.3 83.4
Minnesota HEALTHPARTNERS GRP 49.0 45.8 46.1 48.5 95.0 96.0 96.6 97.3
Mississippi MISSISSIPPI INS GRP 82.0 82.4 82.7 84.3 98.9 98.5 98.5 98.5
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Appendix V: Number of Issuers and Market
Share of Largest Issuers Participating in Large
Group Health Insurance Market

Market share of the largest 
single issuer (%)

Market share of the largest 
three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
Missouri WELLPOINT INC GRP 31.9 — 36.3 35.9 78.4 80.4 84.8 84.3

BCBS OF KC GRP — 29.2 — —
Montana HCSC GRP 83.0 83.4 81.1 82.3 98.3 98.0 97.4 97.9
Nebraska BLUE CROSS AND BLUE 

SHIELD OF NEBRASKA
79.1 77.1 73.2 73.5 98.9 99.3 98.3 98.8

Nevada UNITEDHEALTH GRP 66.5 65.4 65.2 66.4 88.0 88.5 87.4 89.2
New Hampshire WELLPOINT INC GRP 57.5 57.0 56.0 55.6 99.3 98.2 95.0 94.0
New Jersey BCBS OF NJ GRP 56.8 54.1 54.1 53.6 84.5 85.5 85.9 85.4
New Mexico HCSC GRP 60.5 61.8 54.6 55.2 98.4 95.1 93.2 93.0
New York UNITEDHEALTH GRP — — 15.7 16.3 47.6 46.5 45.1 46.3

LIFETIME HLTHCARE 
GRP

18.2 17.3 — —

North Carolina BLUE CROSS AND BLUE 
SHIELD OF NORTH 
CAROLINA

72.2 68.7 63.1 66.4 96.1 96.3 94.6 95.1

North Dakota NORIDIAN MUTUAL 
INSURANCE COMPANY

73.3 49.7 49.0 51.3 99.7 99.9 99.9 99.9

Ohio WELLPOINT INC GRP 43.1 44.3 44.0 42.2 77.3 80.3 82.8 82.9
Oklahoma HCSC GRP 54.0 52.5 50.7 54.2 82.1 80.6 79.9 80.7
Oregon KAISER FOUNDATION 

GRP
42.1 41.9 42.4 43.6 79.8 78.6 77.4 77.0

Pennsylvania HIGHMARK GRP 35.9 35.1 35.1 39.3 72.4 68.0 64.0 68.3
Rhode Island BLUE CROSS & BLUE 

SHIELD OF RHODE 
ISLAND

77.6 78.0 78.3 77.3 98.0 98.3 98.9 99.6

South Carolina BCBS OF SC GRP 91.1 88.6 87.7 91.1 98.7 99.0 98.1 98.6
South Dakota WELLMARK GROUP 58.3 55.1 61.7 64.9 89.5 85.7 90.0 94.4
Tennessee BCBS OF TN INC 78.4 72.5 70.6 71.8 93.9 89.8 92.0 92.8
Texas HCSC GRP 48.4 45.9 41.4 43.0 84.6 83.7 84.2 85.0
Utah IHC INC GRP 43.1 42.1 39.9 41.4 84.6 81.9 83.0 82.6
Vermont BCBS OF VT GRP 84.9 88.7 92.1 90.6 100.0 100.0 100.0 100.0
Virginia WELLPOINT INC GRP 61.2 48.3 44.3 41.6 81.5 75.5 70.9 69.3
Washington GROUP HLTH COOP GRP 32.1 32.6 — — 84.8 85.3 86.0 82.7

KAISER FOUNDATION 
GRP

— — 34.2 34.1

West Virginia HIGHMARK GRP 77.7 78.3 78.1 80.2 98.4 96.6 97.6 98.4
Wisconsin DEAN HEALTH GRP 14.5 — — — 39.8 44.4 51.0 50.6

WELLPOINT INC GRP — 15.2 — —
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Appendix V: Number of Issuers and Market
Share of Largest Issuers Participating in Large
Group Health Insurance Market

Market share of the largest 
single issuer (%)

Market share of the largest 
three issuers (%)

State Largest issuer name 2015 2016 2017 2018 2015 2016 2017 2018
UNITEDHEALTH GRP — — 18.6 —
UNIVERSITY HEALTH 
CARE & GUNDERSEN 
LUTHERAN GROUP

20.6

Wyoming BLUE CROSS BLUE 72.5 74.4 71.2 86.0 92.9 95.5 95.8 99.0
SHIELD OF WYOMING

Legend: — This symbol indicates that this issuer was not the largest in that year.
Source: GAO analysis of data from the Centers for Medicare & Medicaid Services. | GAO-21 -34

Note: Where multiple issuers in a state shared a parent company, we aggregated the individual 
issuers to the parent company level. We calculated issuers' market share using covered life-years, 
which measure the average number of lives insured, including dependents, during the reporting year. 
We reprinted issuer names as they were reported in the data from the Centers for Medicare & 
Medicaid Services.
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Trends in Subsidized and Unsubsidized Enrollment 
October 9, 2020

Key Findings

This report provides data on individual health insurance market enrollment trends for 
people who purchase health insurance with (subsidized) and without (unsubsidized) 
advanced premium tax credits (APTC).

• From plan years 2016 to 2019, unsubsidized enrollment declined by 2.8 million 
people, representing a 45 percent drop nationally. At the state level, the 
percentage change in unsubsidized enrollment over this period ranged from a 4 
percent drop in Rhode Island to a 90 percent drop in Iowa.

• The most recent year of enrollment data shows that average monthly enrollment 
across the individual market nationally decreased by 3 percent between 2018 
and 2019.

• Eighty percent of the decrease in enrollment between 2018 and 2019 occurred 
among people who did not receive APTC subsidies. Unsubsidized enrollment 
declined by 9 percent, compared to only a 1 percent decrease in subsidized 
enrollment, from 2018 to 2019.

• Though unsubsidized enrollment continued to decline in 2019, the rate of 
decline was substantially lower than the 24 percent drop in 2018 and the 20 
percent drop in 2017. This lower rate of decline occurred as premium rates 
leveled off in 2019, after increasing by double-digits in 2017 and 2018.

• Looking at state-level enrollment trends between 2016 and 2019 also shows the 
link between enrollment and premium trends. States with larger declines in 
unsubsidized enrollment tended to experience a larger increase in average 
premiums.

• Review of state-level data also shows that trends in declining enrollment began 
from 2015 to 2016 for 10 states. Declining enrollment occurred in 44 states from 
2016 to 2017, 43 states from 2017 to 2018, and 39 states from 2018 to 2019.

• Average monthly enrollment in the subsidized portion of the market grew 
substantially in comparison to the unsubsidized market. The subsidized portion 
of the market was 140 percent larger than the unsubsidized portion in 2019, up 
from 122 percent larger in 2018 and 61 percent in 2017.
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Introduction

This report provides data on enrollment trends for people who purchased on- and off-Exchange 
individual market health insurance plans, both with and without federal advanced premium tax 
credit (APTC) subsidies. These data are based on an analysis of individual market plans that 
participated in the risk adjustment program established under section 1343 of the Patient 
Protection and Affordable Care Act (PPACA) and Health Insurance Exchange effectuated 
enrollment data. The data provided in this report include state-specific, average monthly 
enrollment covering plan years 2014 to 2019. Over that period, average monthly enrollment in 
the individual market—including both subsidized and unsubsidized enrollment—peaked in 2016, 
reaching 14.5 million. Enrollment then declined by 10 percent in 2017, 7 percent in 2018, and 3 
percent in 2019. Enrollment among the unsubsidized, who do not receive APTC subsidies, saw a 
considerable decline of 9 percent from 2018 to 2019, compared to a decrease of 1 percent in 
APTC subsidized enrollment. From its peak in 2016, unsubsidized enrollment declined by 2.8 
million people by 2019, a 45 percent drop nationwide. From 2016 to 2019, unsubsidized 
enrollment declined by more than 70 percent in Arizona, Georgia, Iowa, Missouri, Nebraska, 
New Hampshire, Oklahoma, Tennessee, and West Virginia.

Despite the continued erosion of unsubsidized enrollment from 2018 to 2019, the decline is 
substantially smaller than that in the prior two years, as premiums stabilized from 2018 to 2019. 
In addition, five states experienced increases in unsubsidized enrollment in 2019, compared to 
two states in 2018.

Data and Methodology

The enrollment trends in this report cover individual health insurance coverage plans that 
participated in the HHS-operated risk adjustment program. These include individual and 
catastrophic health insurance market plans sold on- and off-Exchange but exclude grandfathered 
plans, transitional plans, excepted benefit plans, short-term, limited duration insurance, and 
student health insurance plans.1 The analysis excludes data on plans from Massachusetts and 
Vermont because both states have merged their individual and small group markets for purposes 
of the risk adjustment program.2
To derive enrollment trends for people who purchase coverage with and without APTC 
subsidies, this report uses data from the risk adjustment program and Exchange effectuated 
enrollment data. The risk adjustment program provides data on the total enrolled member 
months in all risk adjustment covered plans. Enrolled member months are the total number of 
months during the plan year for all members enrolled in a health plan.3 Effectuated Exchange 
enrollment data provide comparable enrollment data for people enrolled in coverage with APTC 
subsidies. Non-APTC enrollment, referred to as unsubsidized enrollment in this report, is derived 
by subtracting APTC subsidized enrollment from enrollment in all risk adjustment covered 
plans. Total enrolled member months is divided by 12 to establish the average monthly 
enrollment, or the average number of people enrolled during any given month.

1 See the definition for “risk adjustment covered plan” at 45 C.F.R. § 153.20.
2 https://www.regtap.info/uploads/library/RA GuidanceMergedMarkets2017 030118 5CR 030118.pdf.
3 Note that for purposes of comparison with Exchange data, enrolled member months used for this analysis differ slightly from the billable member 
months used for risk adjustment and for other reporting on the risk adjustment program.
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Note that changes in state Medicaid and Basic Health Programs can significantly affect state- 
level enrollment. State actions to expand Medicaid eligibility to 138 percent of the federal 
poverty level (or make a Basic Health Plan available) can substantially reduce the number of 
people enrolling with APTCs from one year to the next. In addition, people who enroll in an 
Exchange without APTCs can include people who enroll through Medicaid premium support 
programs.4 Thus, Medicaid expansion through premium support could increase unsubsidized 
enrollment for people without APTCs and, likewise, any modification to an existing Medicaid 
premium support program can affect unsubsidized enrollment.

National Enrollment Trends
From 2015 to 2016, individual market monthly average enrollment rose by 7 percent to 14.5 
million members. However, this trend reversed from 2016 to 2017, when enrollment declined by 
10 percent. Enrollment declined another 7 percent from 2017 to 2018. As Figure 1 shows, the 
declines in enrollment in 2016 through 2018 occurred at the same time premiums were 
increasing sharply. In 2019, average monthly premiums remained consistent with 2018 average 
monthly premiums, and enrollment declined more modestly, by 3 percent.
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Figure 1: Individual Market Average Monthly Enrollment vs. 
Average Monthly Premiums, 2015-2019
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4 Arkansas, Iowa, and New Hampshire have all provided Medicaid premium support at some point during the reporting period.
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From 2016 to 2017, enrollment declined among both the subsidized and the unsubsidized portions 
of the market, with the unsubsidized representing 85 percent of the decline in enrollment. From 
2017 to 2018, the unsubsidized represented the entire drop in enrollment, which was offset by a 
small increase in subsidized enrollment. From 2018 to 2019, enrollment again declined among 
both subsidized and unsubsidized, with the unsubsidized representing 80 percent of the decline. In 
2019, as shown in Figure 2, average monthly unsubsidized enrollment declined by 326,000 (9 
percent) compared to a decrease in subsidized enrollment of 84,000 (1 percent).
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Figure 2: Change in Individual Market Average 
M onthly Enrollment, 2018 to 2019
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Source: 2018-2019 Risk Adjustment Data and 2018-2019 Exchange Effectuated Enrollment and Payment Data

As unsubsidized enrollment continued to decline at a higher rate, the gap between subsidized and 
unsubsidized average monthly enrollment in the individual market has grown since 2015. Figure 
3 shows the enrollment trend in the subsidized and unsubsidized portion of the markets between 
2015 and 2019. The shaded area shows that the APTC subsidized market has been growing larger 
relative to the unsubsidized market between 2015 and 2019. In 2015, the subsidized portion of the 
market was 24 percent larger than the unsubsidized portion, a difference that has grown markedly 
since. In 2018 and 2019, subsidized enrollment was more than double unsubsidized enrollment.
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Figure 3: Subsidized and Unsubsidized Individual Market
Average M onthly Enrollment
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Source: 2015-2019 Risk Adjustment Data and 2015-2019 Exchange Effectuated Enrollment and Payment Data

State-Level Enrollment Trends

In the individual market, there is a continuing trend of declining enrollment across most states. 
However, the rate of decline slowed in most states in 2019 compared to the 2016-2018 period. 
Ten states began to see declines from 2015 to 2016, including a 17.6 percent decline in Alaska 
and a 13.5 percent decline in Minnesota. By 2017, the number of states experiencing declining 
individual market enrollment grew to 44, and 43 states experienced declining enrollment from 
2017 to 2018. In 2019, 39 states saw individual market enrollment decline from 2018. These 
trends were more favorable compared to those from 2017 to 2018, including ten states where the 
individual market grew from 2018 to 2019.

Declining enrollment has been more dramatic in the unsubsidized portion of state markets, but 
there were also signs of stabilization in 2019 as premiums leveled off.

Three successive years of declining enrollment from 2016 to 2019 resulted in a 45 percent drop 
in unsubsidized enrollment nationally. This represents a decline from 6.3 million to 3.4 million 
average monthly unsubsidized members. During this three-year period, some states experienced 
declines that were far more substantial than the 45 percent national average decline. At the 
extreme, unsubsidized enrollment dropped by 90 percent between 2016 and 2019 in Iowa. Over
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this period, in addition to Iowa, unsubsidized enrollment declined by more than 70 percent in 
Arizona (-76 percent), Georgia (-72 percent), Missouri (-70 percent), Nebraska (-81 percent), 
New Hampshire (-75 percent), Oklahoma (-72 percent), Tennessee (-77 percent), and West 
Virginia (-71 percent). As shown in Figure 4, these states with larger declines in unsubsidized 
enrollment tended to experience a larger increase in average premiums.
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Figure 4: Change in State Average Premium vs. Change in 
Enrollment in the Unsubsidized Individual M arket, 2016 to
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Figure 5 provides a state-by-state look at unsubsidized average monthly enrollment changes from 
2018 to 2019. During this period, 44 states experienced declining enrollment in the unsubsidized
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market. The five states experiencing the largest declines were New Hampshire5 (-71 percent), 
Virginia (-26 percent), West Virginia (-21 percent), Missouri (-21 percent), and Kansas (-21 
percent). Changes in unsubsidized enrollment ranged from a 24 percent gain in Alaska to a 71 
percent decline in New Hampshire. However, every state but three (the District of Columbia, 
New Hampshire, and North Carolina) experienced either a smaller decline from 2018 to 2019 
compared to the 2017 to 2018 period, or growth in enrollment from 2018 to 2019. Unsubsidized 
enrollment increased in five states from 2018 to 2019: Alaska (24 percent), Arizona (12 percent), 
Minnesota (7 percent), Iowa (6 percent), and New Jersey (5 percent). Statewide average 
premiums fell by more than 5 percent in each of these states from 2018 to 2019.

5 New Hampshire transitioned Medicaid expansion enrollees from Exchange plans to Medicaid managed care in January 2019. This 
change applied to approximately 40,000 enrollees, which appears to account for the entire decline in the unsubsidized market from 
plan year 2018 to plan year 2019.
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Figure 5: Percent Change in Unsubsidized Enrollment, 2018 to 2019
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Individual Health Insurance Market APTC Subsidized and Unsubsidized Average Monthly Enrollment, 2014 to  2019

2014 2015 2016 2017 2018 2019

State Subsidized Unsubsidized Subsidized U nsubsidized Subsidized U nsubsidized Subsidized U nsubsidized Subsidized Unsubsidized Subsidized U nsubsidized

AK 8,283 4,461 14,451 6,906 14,065 3,531 13,442 2,456 14,125 2,636 13,254 3,279

AL 62,238 93,722 115,213 92,683 132,648 77,700 139,996 50,681 138,233 41,202 132,717 36,924

AR 27,869 145,728 44,139 228,450 51,509 282,235 46,711 291,884 49,431 252,345 49,478 227,170

AZ 62,472 60,181 109,874 116,920 119,755 115,523 119,467 31,571 119,495 24,396 111,689 27,253

CA 864,652 768,764 1,104,101 954,032 1,141,457 1,013,307 1,129,187 971,296 1,196,566 844,535 1,174,764 791,597

CO 55,925 83,553 61,935 151,359 85,334 188,231 91,335 152,930 100,869 102,960 111,758 85,627

CT 47,624 48,342 67,844 97,086 73,501 99,867 70,071 75,502 74,045 52,785 66,966 48,472

DC 961 6,871 1,287 13,031 1,128 16,004 886 16,937 966 15,904 969 14,780

DE 8,151 7,173 16,785 16,105 19,330 15,268 18,028 10,789 17,032 6,477 17,276 5,571

FL 603,303 173,265 1,094,336 324,165 1,240,296 361,558 1,229,240 314,501 1,371,754 243,292 1,474,516 216,372

GA 185,250 85,273 340,487 184,319 363,833 213,915 338,217 158,333 330,535 62,773 337,826 60,866

HI 2,481 17,101 11,274 23,777 10,886 22,968 13,583 19,584 13,729 16,433 14,238 16,347

IA 17,221 40,337 31,115 51,501 38,778 43,539 37,011 26,706 37,164 4,129 41,179 4,383

ID 49,484 27,396 71,647 40,525 77,665 41,541 73,142 33,022 76,425 25,203 76,830 22,669

IL 118,752 154,711 211,553 274,792 231,892 271,089 230,265 165,646 240,510 123,730 226,065 111,221

IN 80,848 31,387 134,373 70,485 124,333 80,283 101,588 66,031 92,956 42,294 87,173 41,144

KS 32,811 26,507 61,244 62,093 68,798 62,054 70,441 41,765 71,108 23,632 69,688 18,690

KY 45,374 27,471 59,760 45,503 57,877 48,569 54,449 39,264 58,204 19,714 58,059 17,371

LA 55,125 34,956 112,975 63,476 141,299 67,753 90,846 42,942 76,250 30,563 69,942 28,386

MD 39,900 64,001 77,739 163,908 95,084 160,476 98,261 128,946 110,632 82,595 114,189 77,635

ME 30,920 6,801 56,845 15,817 63,402 18,756 57,984 19,913 57,883 14,918 52,589 14,671

MI 145,220 102,939 239,332 155,916 238,431 172,593 215,804 157,664 210,416 122,135 202,809 109,918

MN 13,811 223,772 25,292 252,637 42,631 197,681 61,932 92,539 62,832 86,111 59,219 91,731

MO 92,598 41,525 172,128 83,155 199,238 89,722 175,662 61,527 174,062 33,921 156,258 26,664

MS 35,858 13,404 62,735 26,765 60,959 30,138 57,172 23,691 64,178 19,070 72,918 17,062

MT 24,500 32,469 38,138 42,323 39,605 35,995 38,625 22,099 35,760 17,542 34,241 15,531

NC 228,142 76,311 386,157 122,230 426,753 115,214 407,524 76,602 406,670 79,664 402,226 74,849

ND 6,976 13,588 10,004 29,494 16,012 26,318 16,399 25,221 16,893 22,660 17,224 20,388
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Individual Health Insurance Market APTC Subsidized and Unsubsidized Average Monthly Enrollment, 2014 to 2019 (Continued)
2014 2015 2016 2017 2018 2019

State Subsidized Unsubsidized Subsidized U nsubsidized Subsidized U nsubsidized Subsidized U nsubsidized Subsidized Unsubsidized Subsidized U nsubsidized

NE 28,029 31,549 53,228 42,080 66,354 41,257 66,602 21,978 73,513 8,956 76,949 7,816

NH 21,958 11,960 27,370 23,089 30,451 65,667 27,844 69,095 30,065 54,735 28,665 16,142

NJ 95,269 82,490 165,220 137,104 186,444 150,161 185,258 157,645 178,312 134,611 162,892 140,916

NM 16,769 18,347 29,181 47,476 29,731 42,209 31,066 34,492 33,803 24,874 30,364 22,215

NV 22,754 26,257 45,984 69,971 63,748 66,549 59,514 56,091 62,054 39,870 58,503 36,662

NY 184,288 155,325 244,393 229,000 112,922 246,104 120,407 216,111 133,154 187,229 140,173 175,385

OH 89,201 60,809 143,087 106,060 157,136 119,429 145,792 104,961 143,676 73,131 132,806 69,176

OK 38,062 29,806 78,783 81,673 103,199 65,769 109,723 26,281 120,156 19,263 131,110 18,278

OR 46,555 98,818 68,098 136,180 87,436 137,234 95,919 114,465 98,489 92,410 95,106 82,609

PA 194,532 144,563 290,771 295,186 286,907 284,844 289,737 204,355 299,649 156,498 266,152 145,577

RI 20,334 14,477 25,783 15,512 27,652 17,970 23,376 19,657 26,394 17,892 27,027 17,237

SC 66,374 23,594 135,801 49,536 160,746 56,115 157,420 44,497 162,859 38,926 167,649 37,708

SD 8,876 12,905 15,728 23,660 20,671 20,876 23,796 12,226 24,684 9,399 24,495 8,481

TN 79,926 55,167 140,103 110,012 178,488 118,944 167,618 60,367 175,560 28,569 155,951 27,501

TX 381,158 213,528 698,768 491,960 804,423 446,661 778,233 276,431 807,405 192,075 822,509 176,854

UT 38,951 48,140 103,938 60,965 135,947 64,127 143,625 54,376 156,607 38,605 165,977 36,547

VA 121,241 61,955 246,856 158,010 286,524 157,547 281,606 136,781 277,453 66,466 218,775 48,928

WA 99,453 193,648 114,164 197,260 113,719 199,058 112,775 181,823 128,435 122,448 126,429 102,795

WI 92,181 39,090 151,723 60,601 174,641 72,071 166,310 62,992 164,999 41,935 157,413 40,008

WV 12,272 8,931 23,113 20,327 26,063 17,143 22,799 10,676 19,390 6,294 16,527 4,946

WY 8,686 5,004 14,901 7,489 19,138 7,137 19,273 7,054 20,869 4,392 20,794 4,174
TOTAL §4,613,617 3,748,369 §7,549,756 6,072,605 §8,248,839 6,268,703 §8,025,959 4,992,392 §8,356,247 3,772,200 §8,272,321 3,446,527

Source: 2014-2019 Risk Adjustment Data and 2014-2019 Exchange Effectuated Enrollment and Payment Data

This communication was printed, published, or produced and disseminated at U.S. taxpayer expense.
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At a Glance
In this report, the Congressional Budget Office examines policy approaches that could achieve near-universal 
health insurance coverage using some form of automatic coverage through a default plan. As defined by CBO, 
a proposal would achieve near-universal coverage if close to 99 percent of citizens and noncitizens who are 
lawfully present in this country were insured either by enrolling in a comprehensive major medical plan or 
government program or by receiving automatic coverage through a default plan.

Components o f Proposals That Would Achieve Near-Universal Coverage
Policy approaches that achieved near-universal coverage would have two primary features:

■ At a minimum, if they required premiums, those premiums would be subsidized for low- and moderate- 
income people, and

■ They would include a mandatory component that would not allow people to forgo coverage or that would 
provide such coverage automatically.

The mandatory component could take the form of a large and strongly enforced individual mandate pen-
alty—which would induce people to enroll in a plan on their own by penalizing them if they did not— or a 
default plan that would provide automatic coverage for people who did not purchase a health insurance plan 
on their own during periods in which they did not have an alternative source of insurance. Because lawmak-
ers recently eliminated the individual mandate penalty that was established by the Affordable Care Act, this 
report focuses on approaches that could achieve near-universal coverage by using premium subsidies and 
different forms of automatic coverage through a default plan.

Policy Approaches
CBO organized existing proposals into four general approaches, ranging from one that would retain existing 
sources of coverage to one that would almost entirely replace the current system with a government-run program. 
All four approaches would provide automatic coverage to people who did not enroll in a plan on their own.

■ Two approaches would fully subsidize coverage for lower-income people and partially subsidize coverage 
for middle-income and some higher-income people while retaining employment-based coverage. 
Financing would come, in part, from broad-based tax revenues that were not linked to health insurance 
coverage. Financing also would come from higher taxes on those uninsured people who were covered by 
the default plan and whose premiums were not fully subsidized; those taxes would be equivalent to their 
share of the premium. Collecting such taxes from uninsured people would pose challenges.

■ Two approaches would fully subsidize coverage for people at all income levels. Financing would come 
entirely from broad-based tax revenues, and people who did not enroll in a health insurance plan would 
not owe additional taxes.

Under some approaches, the default plan would be privately managed. Under others, it would be a public 
plan, operated by the federal government.

The approaches that CBO examined would require varying amounts of government spending to cover the 
same number of people. They would all require additional federal receipts to achieve deficit neutrality.

CBO www.cbo.gov/publication/56620
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Notes
As referred to in this report, the Affordable Care Act comprises the Patient Protection and 
Affordable Care Act (Public Law 111-148), the health care provisions of the Health Care 
and Education Reconciliation Act of 2010 (P.L. 111-152), and the effects of subsequent 
judicial decisions, statutory changes, and administrative actions.
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Policies to Achieve Near-Universal 
Health Insurance Coverage

Summary
In this report, the Congressional Budget Office exam-
ines policy approaches that could achieve near-universal 
health insurance coverage. Such approaches would pro-
vide nearly all people in the United States with financial 
protection against high-cost medical events, increase 
overall access to health care, and decrease the costs that 
providers incur when they provide medical services to 
uninsured people. The approaches also would increase 
federal subsidies for health care.

As defined by CBO, a proposal would achieve near-
universal coverage if close to 99 percent of citizens and 
noncitizens who are lawfully present in this country 
were insured either by enrolling in comprehensive major 
medical coverage or by receiving automatic coverage 
through a default plan. Attaining such coverage would be 
challenging, however. CBO is not aware of any existing 
proposals— legislative or otherwise—that would achieve 
complete (that is, 100 percent) universal coverage 
because they all would require some demonstration of 
eligibility (such as meeting criteria related to citizenship 
or residency) that some eligible people would not comply 
with for various reasons.

Essential Components of Near-Universal Health 
Insurance Coverage and an Overview of the 
Approaches That CBO Analyzed
In CBO’s view, to attain near-universal coverage, a policy 
would need to provide premium subsidies for low- and 
moderate-income people and include a mandatory com-
ponent that would not allow people to forgo coverage. 
Subsidizing premiums for low- and moderate-income 
people would be essential because paying the full cost 
of comprehensive major medical coverage out of pocket 
would typically be prohibitive. A mandatory compo-
nent would be essential because some people would still 
choose not to purchase insurance even if they had the 
means to do so. The mandatory component could take

the form of a requirement that people purchase health 
insurance (sometimes known as an individual mandate), 
which would be strongly enforced with a large penalty, 
or it could provide automatic coverage through a default 
plan for people who did not purchase a health insurance 
plan of their choice.

Because the Congress recently eliminated the individual 
mandate penalty that was established by the Affordable 
Care Act (ACA), CBO did not focus on approaches that 
would achieve near-universal coverage using such a man-
date. Instead, CBO focused on approaches that would 
attain near-universal coverage by using premium subsi-
dies and different forms of automatic coverage through 
a default plan. (CBO uses the term “default plan” to 
describe a plan that would provide automatic coverage 
to people during periods in which they did not have an 
alternative source of insurance; eligible people could use 
it to receive medical care at any time.)

Under an individual mandate, a penalty is levied on peo-
ple who do not enroll in a plan. Although those people 
are required to make a payment, they do not have any 
coverage. If the penalty was large and strongly enforced, 
then nearly all people would choose to purchase insur-
ance rather than pay the penalty. By contrast, with 
automatic coverage through a default plan, the govern-
ment provides or procures insurance for people who do 
not purchase it on their own and finances the cost of 
that coverage through the tax system. Financing could 
come entirely from broad-based revenues if the default 
plan was fully subsidized, or it could come, in part, from 
premium-equivalent tax payments levied on people who 
did not purchase a plan on their own.

In this report, CBO describes the key features— specif- 
ically, the enrollment process, premiums, cost sharing 
and benefits, and the role of private insurance, public 
programs, and employment-based insurance— of four
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general approaches that could achieve near-universal 
coverage by using premium subsidies and different forms 
of automatic coverage through a default plan. Those 
approaches are as follows:

■ Approach 1. A multipayer system that retains existing 
sources of coverage while expanding eligibility for 
premium subsidies and providing partially subsidized 
default coverage through a private plan or a new 
public option.1

■ Approach 2. A multipayer system that retains 
employment-based coverage and replaces the current 
nongroup market and the acute care portions of 
Medicaid and the Children’s Health Insurance 
Program (CHIP) with a new public program that 
allows people to choose between partially subsidized 
private plans and a publicly administered plan that 
provides default coverage.

■ Approach 3. A multipayer system that provides full 
subsidies for all people to purchase a private plan 
of their choice, with a default plan that provides 
automatic coverage to people who do not enroll in a 
plan on their own.

■ Approach 4. A single-payer system that acts as a 
default plan for all people.

Those four general approaches encompass all of the 
detailed proposals that CBO has identified as potentially 
achieving near-universal coverage without the use of a 
large and strongly enforced individual mandate penalty. 
Although the four approaches described in this report 
have the potential to achieve near-universal coverage, 
CBO has not analyzed specific proposals in detail.

This report focuses on people under the age of 65; the 
Medicare program could continue to provide coverage to 
people age 65 or older under all of the approaches except 
for the one that would adopt a single-payer system. The 
report does not discuss effects on national health expen-
ditures (NHE), which might increase or decrease under 
different approaches depending on the details of the pro-
posal. Approaches that lowered out-of-pocket costs would 
increase NHE by encouraging greater use of health care, 
but that increase could be offset by other features, such as 
lower provider prices, that would result in lower NHE.

1. A multipayer health care system is one in which more than one 
insurer provides health insurance coverage.

The approaches CBO examined would require varying 
amounts of government spending to cover the same 
number of people, but they would all require at least 
some additional federal receipts to achieve deficit neutral-
ity. Whether the adopted approach is deficit-neutral is a 
choice that policymakers would need to make. Much of 
the new federal costs would stem from the additional tax 
credits or other subsidies that would be made available to 
people. Some of those subsidies would reduce or elimi-
nate the out-of-pocket premiums of people who would 
have been uninsured under the current system, and some 
would go to people who would have had coverage any-
way under the current system. Reallocating existing fed-
eral subsidies for health care (such as uncompensated care 
payments and grants to community health centers) and 
for other sources of coverage (such as the tax exclusion 
for employment-based coverage) would not be sufficient 
to entirely finance the additional federal costs that would 
be incurred under the four approaches. A complete 
discussion of how the subsidies for coverage expansions 
would be financed is outside the scope of the report.

How Subsidies Would Affect Default Coverage 
Under Different Approaches
All four of the approaches described in this report would 
provide automatic coverage through a default plan, but 
the role of default coverage would vary under each of the 
approaches. Specifically:

■ The first two approaches would fully subsidize default 
coverage for lower-income people and partially 
subsidize coverage for middle-income and some 
higher-income people. Under those approaches, the 
government would collect premium-equivalent tax 
payments from middle- and higher-income people 
who did not have an alternative source of insurance. 
Levying taxes on those people would be the 
equivalent of charging mandatory premiums for the 
default plan. To maintain incentives to enroll in other 
sources of coverage, the amount of the tax associated 
with default coverage would be made equivalent to 
the net premium the person would pay to actively 
enroll in a plan that provided similar benefits.

■ The last two approaches would fully subsidize 
default coverage for people at all income levels, 
and no premium-equivalent tax payments would 
be collected. Those approaches could be financed 
through broad-based tax revenues that are not linked 
to people’s health insurance coverage.
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Challenges Associated With Implementing 
Automatic Coverage Through a Default Plan
Providing automatic coverage through a default plan to 
achieve near-universal coverage would present several 
challenges, particularly if the plan was only partially 
subsidized. Additional challenges would arise if the 
default plan was part of a risk-adjustment system that 
shared the cost of insuring a group of enrollees across 
all plans, as the current nongroup market does. (The 
nongroup market is a private health insurance market 
that enables individuals and families who are not eligible 
for coverage through public programs or who do not 
have employment-based insurance to purchase a private 
health insurance policy.) There also would be challenges 
associated with informing people about their eligibility 
for default coverage and its associated benefits, particu-
larly the plan’s provider network.

Collecting premium-equivalent tax payments when 
default coverage was partially subsidized would require 
verifying the coverage status of all tax filers, which would 
be administratively complex. Although uninsured people 
would gain coverage through a default plan, many people 
might be surprised by the new premium-equivalent tax 
that would be required to finance their coverage if taxes 
were collected many months after the period during 
which they were uninsured (unlike a premium, which is 
collected at the time a person enrolls in health insurance). 
That tax obligation could total thousands or even tens of 
thousands of dollars, particularly for the highest-income 
families who would not qualify for any subsidies.

Additional complexities would arise if the default plan 
shared the cost of insuring more or less costly people 
with other plans through the same risk-adjustment 
system. Determining the appropriate risk-adjustment 
payments to plans (which adjust their premiums for the 
cost of their enrollees) would be challenging because it 
would require the government to determine the num-
ber of people covered by the default plan and the cost 
to insure them relative to the cost of people covered by 
other plans in the risk-adjustment system.

The government also would need to inform people about 
their eligibility for default coverage and the benefits asso-
ciated with that coverage. An outreach campaign could 
educate people about their eligibility for the default plan 
and its associated benefits, but it would be difficult to 
fully inform all people. If some providers did not par-
ticipate in the default plan’s network, informing people

about which providers did participate would present par-
ticular challenges. Some people might seek care without 
knowing whether a provider participated in the default 
plan’s network and might be unexpectedly billed large 
amounts for their care if they received treatment from a 
nonparticipating provider.

Policy Approaches That Could Achieve 
Near-Universal Coverage by Using a Default Plan
CBO analyzed four approaches that have the potential to 
achieve near-universal coverage by using both premium 
subsidies and a form of default coverage. Each approach 
involves a general strategy for covering all people in a 
defined population, and the approaches have multiple 
variants and design choices, such as how much to sub-
sidize premiums and the degree of cost sharing. (For a 
summary of approaches to achieve near-universal health 
insurance coverage through a default plan, see Table 1. 
For key features of approaches to achieve near-universal 
health insurance coverage through a default plan as com-
pared with current law, see Table 2.)

Each successive approach would require more significant 
changes to the current system and, in general, would 
be more costly to the federal government. Approaches 
that involved more incremental changes to the current 
system— specifically, Approaches 1 and 2—would entail 
fewer transition costs and changes to existing sources of 
coverage, but they would impose new tax obligations 
on some people who did not enroll in a plan, and the 
resulting system would be more complex than under 
the other approaches. Approaches that involved more 
significant changes to the current system—Approaches 3 
and 4—would require larger transition costs and changes 
to sources of coverage, but enrolling people in coverage 
would be simpler once those initial adjustments took 
place and transition costs were incurred. Those more sig-
nificant changes would allow individuals with the same 
income and similar family characteristics to receive simi-
lar subsidies for health insurance. They also would reduce 
the extent to which subsidies, namely the tax preferences 
for employment-based health insurance, increased as 
income increased, or eliminate the subsidies altogether.

The approaches that CBO analyzed are as follows:

Approach 1: Partially Subsidized Default Coverage That 
Operates in Tandem W ith Current Sources of Coverage.
This approach would use partially subsidized default cov-
erage to cover all people in a defined population who did
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Table 1.

Summary of Approaches to Achieve Near-Universal Health Insurance Coverage Through a Default Plan

Approach Summary Variants Examples
Approach 1:
Partially Subsidized 
Default Coverage That 
Operates in Tandem 
With Current Sources of 
Coverage

This approach would provide partially subsidized default coverage through a 
private or public plan to cover people who did not actively enroll in an alterna-
tive source of coverage and were not eligible for Medicaid or CHIP. Most key 
features of the ACA would remain in place, but premium subsidies would be 
extended to those whose income was less than 100 percent of the FPL and 
potentially made more generous for middle- and higher-income households.
In addition, the employer firewall would be removed.a

Private default 
plan

Public option 
as default plan

Fiedler and others 
(2019)b

Blumberg and others 
(2019a)c

Approach 2:
Partially Subsidized 
Default Coverage Through 
a Large Public Program 
That Replaces Medicaid, 
CHIP, and the Nongroup 
Market and Retains 
Employment-based 
Coverage

A new public program consisting of a publicly administered plan and several 
private-plan options would replace the existing nongroup market and Medicaid 
and CHIP acute care coverage.11 Large employers would be required to offer 
coverage or make mandatory contributions to the public program, and em-
ployees could choose to receive coverage either through their employer or 
through the public program. Premium and cost-sharing reductions would remain 
income-based and would become more generous. The public plan would provide 
partially subsidized default coverage for those without an alternative source of 
coverage.

n.a. Medicare for 
America Act of 2019 
(H.R. 2452); Center 
for American Progress 
(2019)e

Blumberg and others 
(2019b)f

Approach 3:
Premium Subsidies for 
All People and Default 
Coverage Through a Fully 
Subsidized Plan

All households would receive a subsidy generous enough to cover the entire 
cost of a specified benchmark plan in a marketplace of private plans, potentially 
including a public option. Low- and middle-income households would receive 
cost-sharing reductions, and supplemental coverage that reduced cost sharing 
or provided additional benefits could be obtained through employers. A bench-
mark zero-premium plan would provide fully subsidized default coverage for 
those without an alternative source of coverage.

Subsidy covers
catastrophic
plan

Subsidy covers 
generous plan

Dolan (2019); Gold-
man and Hagopian 
(2012)g

Halvorson and Oz 
(2020); Joyce (2019); 
Janda and Ho (2019); 
Wynne (2017)h

Approach 4:
A Single-Payer System

All eligible individuals would be enrolled in a single public plan, typically with 
no role for private coverage, and no premiums would be collected. Cost sharing 
could be income-based or, as in existing legislative proposals, zero for all 
individuals.

n.a. Medicare for All Act 
of 2019 (H.R. 1384); 
Medicare for All Act 
of 2019 (S. 1129)

Source: Congressional Budget Office.

ACA=Affordable Care Act; CHIP = Children’s Health Insurance Program; FPL = federal poverty level; H.R. = House of Representatives; S. = Senate; n.a. = not applicable.

a. Under current law, people with an affordable offer of employment-based coverage are ineligible for premium subsidies in the health insurance 
marketplaces because of a provision of the Affordable Care Act known as the employer firewall. In 2020, an offer of affordable employment-based 
coverage is defined by the Internal Revenue Service as one in which an employee’s out-of-pocket premium is less than 9.78 percent of household 
income for a single plan. For more details about the employer firewall, see Box 1 on page 22.

b. Rather than extending eligibility for marketplace subsidies to those whose income is below 100 percent of the FPL, the proposal includes features 
that would provide incentives for states that have not expanded Medicaid under the terms of the ACA to do so. See Matthew Fiedler and others, 
“ Building on the ACA to Achieve Universal Coverage," N e w  E ng lan d  J o u rn a l o f  M e d ic ine , vol. 380, no. 18 (May 2019), pp. 1685-1688, http://doi. 
org/10.1056/NEJMp1901532.

c. The proposal also would increase the generosity of marketplace subsidies and establish a federal reinsurance program for the nongroup market.
See “Simulated Reform Packages: Reform 5," in Linda J. Blumberg and others, From  In c re m e n ta l to  C om prehensive  H e a lth  Insu rance  R eform : H o w  

V arious R eform  O p tio ns  C om pare  on  C overage  a n d  Costs (Urban Institute, October 2019a), p. 6, https://tinyurl.com/yy9atuf7 (PDF, 1.05 MB).

d. The nongroup market is a private health insurance market that enables individuals and families who are not eligible for coverage through public 
programs or who do not have employment-based insurance to purchase a private health insurance plan.

e. See Medicare for America Act of 2019, H.R. 2452, 116th Cong. For related information, see Center for American Progress Health Policy Team, M edica re  

Extra: U n ive rsa l C overage fo r  Less Than $ 3  Trillion a n d  L o w e r H ea lth  Care Costs fo r  A ll (July 2019), https://tinyurl.com/yyx9f55d (PDF, 1.18 MB).

f. The proposal does not require large employers to offer coverage or make mandatory contributions. See “ Description of Policy Options: The Building 
Blocks of Healthy America," Variant 3: “HA With CARE," in Linda J. Blumberg and others, The H e a lth y  A m e rica  P rogram , A n  U pda te  a n d  A d d it io n a l 

O ptio ns  (Urban Institute, September 2019b), p. 3, https://tinyurl.com/y3x3zyrs (PDF, 533 KB).

g. See Ed Dolan, U nive rsa l C a ta s trop h ic  C overage : P rinc ip les fo r  B ipa rtisa n  H ea lth  Care R eform  (Niskanen Center, June 2019), https://tinyurl.com/y4jkfzco 
(PDF, 969 KB). See also Dana Goldman and Kip Hagopian, “The Health-Insurance Solution," N a tio n a l A ffa irs  (Fall 2012), https://tinyurl.com/y3es67tp.

h. See George Halvorson and Mehmet Oz, “ Medicare Advantage for All Can Save Our Health-Care System," Forbes (June 11,2020), https://tinyurl. 
com/yyjvw8j2; Geoffrey Joyce, “Opinion: The Success of Medicare Advantage Makes It a Better Policy Choice Than ‘Medicare for All,’" M a rke tW atch  

(November 21,2019), https://tinyurl.com/y42cj4zl; Ken Janda and Vivian Ho, “ Medicare Advantage for All," The H ill (August 27, 2019), https:// 
tinyurl.com/y6avusv8; and Billy Wynne, “The Bipartisan ‘Single Payer’ Solution: Medicare Advantage Premium Support for All," H e a lth  A ffa irs  B log

C B O  (May 11,2017), https://tinyurl.com/y6xba4hx.



OCTOBER 2020 POLICIES TO ACHIEVE NEAR-UNIVERSAL HEALTH INSURANCE COVERAGE 5

Table 2.

Key Features of Approaches to Achieve Near-Universal Health Insurance Coverage Through a Default Plan 
Compared With the System in Effect Under Current Law

Key Feature Current Law

Approach 1: 
Establishes 

Partially 
Subsidized 

Default Coveragea

Approach 2: 
Establishes a 
Large Public 

Programb

Approach 3: 
Provides Premium 

Subsidies for 
All Peoplec

Approach 4: 
Establishes a 
Single-Payer 

System

Premiums
All eligible individuals have the option of zero-premium 
primary coverage

No No No Yes Yes

Premium subsidies are more generous for lower-income 
people than for higher-income people

Yes Yes Yes n.a. n.a.

All eligible individuals with income below the federal 
poverty level have subsidized coverage

No Yes Yes Yes Yes

Cost Sharing
Cost-sharing reductions are more generous for lower- 
income people than for higher-income people

Yes Yes Yes Yes Maybe

Role of Private Plans
All eligible individuals have the option of a private plan Yes Yes Yes Yes No

Role of Employment-Based Coverage
Individuals with an offer of affordable employment-based 
coverage are eligible for premium subsidies and cost-
sharing reductions (the “employer firewall” is eliminated)11

No Yes Yes Yes n.a.

Employers are a large source of primary coverage Yes Yes Maybe No No

Employment-based coverage is eliminated No No No Noe Yes

Role of Public Coverage
Medicare is preserved for people over the age of 65 Yes Yes Yes Yes No
Medicaid and CHIP are preserved for acute care Yes Yes No No No
All eligible individuals have the option of enrolling in a 
public plan

No Maybe Yes Maybe Yes

All eligible individuals are required to enroll in a public plan No No No No Yes

Source: Congressional Budget Office.

CHIP = Children’s Health Insurance Program; n.a. = not applicable.

a. Approach 1 could be implemented through a variant that introduced a new public option as a source of coverage that also would provide default 
coverage for otherwise uninsured people who did not actively enroll in another source of coverage. The new public option could be in the form of a 
public plan offered through existing health insurance marketplaces established by the Affordable Care Act.

b. The new public program would allow people to choose between a publicly administered plan and multiple private plans meeting the same minimum 
requirements for cost sharing and covered benefits in a health insurance marketplace. Under some existing proposals, the new program also would 
replace the current Medicare program.

c. The new system would allow people to use a premium subsidy to choose among multiple private plans in a marketplace. Variations of this approach 
also could include a publicly administered plan option alongside the private plans. The new premium support system could exist alongside the 
current Medicare program, or it could be combined with the current Medicare program.

d. Under current law, people with an affordable offer of employment-based coverage are ineligible for premium subsidies in the health insurance 
marketplaces because of a provision of the Affordable Care Act known as the employer firewall. In 2020, an offer of affordable employment-based 
coverage is defined by the Internal Revenue Service as one in which an employee’s out-of-pocket premium is less than 9.78 percent of household 
income for a single plan. For more details about the employer firewall, see Box 1 on page 22.

e. The only type of employment-based coverage that would remain under this approach would be for supplemental coverage that could be used 
to reduce cost-sharing amounts, or it could be used to offer benefits that are not available through marketplace plans, such as dental and vision 
services.
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not otherwise enroll in a health insurance plan. Default 
coverage would be provided by a private or public plan 
for people who are ineligible for Medicaid and CHIP; 
it would be provided by Medicaid and CHIP to indi-
viduals who are currently eligible for but not enrolled in 
those programs. Existing sources of coverage— including 
Medicaid, CHIP, employment-based insurance, and 
nongroup insurance— and subsidies to purchase health 
insurance would remain in place.

This approach would remove the “employer firewall” 
provision of the ACA, thus making people with an offer 
of affordable employment-based coverage eligible for pre-
mium subsidies— including partially subsidized default 
coverage.2 Most of the other features of the ACA, such as 
income-related premium subsidies and insurance market 
regulations, would remain in place. This approach also 
would extend full premium subsidies to people whose 
income was below 100 percent of the federal poverty 
guidelines (commonly referred to as the federal poverty 
level, or FPL), as well as to people whose income fell 
below the tax-filing threshold.3 This approach also could 
increase the generosity of subsidies for other households.

Under variants of this approach, default coverage could 
be provided by a private plan or through a new pub-
lic option offered through the marketplaces. If default 
coverage was provided through a new public option, 
that public plan also would be available to all people 
who chose to actively enroll during an open-enrollment 
period. People who were otherwise uninsured and not 
eligible for full subsidies would be assessed a premi-
um-equivalent tax to finance their default coverage. The 
amount of that tax would be the same as the premium

2. Under current law, people with an affordable offer of 
employment-based coverage are ineligible for premium subsidies 
in the health insurance marketplaces because of a provision of 
the ACA known as the employer firewall. In 2020, an offer of 
affordable employment-based health insurance is defined by the 
Internal Revenue Service as one in which an employee’s out-of-
pocket premium is less than 9.78 percent of household income 
for a single plan.

3. Eligibility for premium tax credits in coverage year 2019 was 
based on poverty guidelines for 2018. In 2018, the FPL was 
$12,140 for a single person, and that amount increased by 
$4,320 for each additional person in a household. People with 
income below a certain level, known as the tax-filing threshold, 
are not required to file federal income tax returns. In 2019, 
the tax-filing threshold for single adults under the age of 65 
was $12,200, which was just over the eligibility threshold for 
premium tax credits.

the uninsured person would pay to enroll in a bench-
mark plan in the nongroup market that provided equiv-
alent benefits, after applying any premium tax credits for 
which he or she was eligible. That would preserve incen-
tives for people to actively enroll in other plans, such as 
subsidized nongroup plans and employment-based plans 
that they might prefer because of those plans’ more gen-
erous benefits or broader provider networks.

Compared with the other approaches CBO analyzed, 
this approach would represent the most incremental 
change because most features of the current system, other 
than the employer firewall, would remain in place. The 
transition to the system outlined in this approach would 
lead to some changes in sources of coverage. Removing 
the employer firewall without imposing additional 
penalties or requirements on employers to offer generous 
coverage probably would lead some low-income people 
who currently receive employment-based coverage to 
switch to subsidized coverage through the nongroup 
market if they had the option of paying a lower pre-
mium. In addition, some employers might discontinue 
offering coverage, leaving their employees to enroll in 
the nongroup market. People who are uninsured under 
current law would gain coverage, primarily through the 
partially subsidized nongroup market or the default plan.

Although this approach demonstrates that attaining 
near-universal coverage while retaining existing sources 
of coverage is possible, providing default coverage would 
be significantly more challenging to implement than 
under other approaches that simplified coverage options 
and subsidized premiums to a greater degree. Identifying 
the people who were covered by the new default plan 
would be particularly complex under this approach 
because the government would need to verify the cover-
age status of all eligible people and determine whether 
they were eligible for Medicaid or CHIP, which would be 
administratively complex.

Approach 2: Partially Subsidized Default Coverage 
Through a Large Public Program That Replaces 
Medicaid, CHIP, and the Nongroup Market and Retains 
Employment-Based Coverage. This approach would 
establish a new public program consisting of a publicly 
administered plan and several privately administered 
plan options to replace the current nongroup market and 
the portions of Medicaid and CHIP that cover medical 
services and prescription drugs. However, many people 
would continue to enroll in employment-based insurance
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if those plans had lower out-of-pocket premiums, 
more-generous benefits, or broader provider networks 
than the plans offered through the public program.

All low-income people would be eligible for full pre-
mium subsidies to enroll in a public or private plan 
through the large public program, and middle-income 
people would be eligible for partial premium subsidies 
that were more generous than the subsidies available 
through the marketplaces under current law. Large 
employers would be required to offer private plans or 
offer coverage through the public program by making 
mandatory contributions on behalf of their employees. 
Employees could choose to receive coverage through 
the public program (in which case, they could choose 
between the private and public plan options offered 
through the public program) or through their employer 
if the employer continued to offer private coverage.
The public program also would include income-related 
cost-sharing reductions for low-income people.

The new public program also would provide partially 
subsidized default coverage for all people who did not 
otherwise enroll in health insurance coverage. As with 
the first approach, a premium-equivalent tax would 
be imposed on middle- and higher-income uninsured 
people to finance their default coverage. That tax would 
equal the premium people would have paid to enroll in 
the public plan, so that low-income people who were eli-
gible for full premium subsidies (including people whose 
income is too low to file income tax returns) would not 
pay such a tax.

The transition to a system following this approach 
would involve more significant changes than the first 
approach because all people obtaining coverage in the 
current nongroup market or through Medicaid or 
CHIP would transition to a plan offered through the 
new public program. Some people currently enrolled in 
employment-based coverage also would transition to the 
new public program if they opted for coverage through 
the new program rather than through their employer’s 
plan, if their employer opted to offer coverage through 
the new program, or if their employer stopped offering 
coverage altogether. People who were uninsured under 
current law would gain coverage, primarily through the 
public program.

Approach 3: Premium Subsidies for All People and 
Default Coverage Through a Fully Subsidized Plan.
Under this approach, all eligible people under age 65

would receive a premium subsidy that would fully cover 
the cost of a benchmark plan (a plan used to determine 
subsidies) in a marketplace of private plans. That subsidy 
could be provided as a refundable tax credit, which would 
reduce revenues and increase outlays, or through direct 
payments, which would only increase outlays. Under 
some variants of this approach, the subsidy could be less 
generous and cover the cost of a catastrophic plan. (Such 
health insurance plans, with low premiums and high 
deductibles, have an actuarial value of less than 60 per-
cent, which means that enrollees are required to pay 
for more than 40 percent of their health care costs out 
of pocket, on average.) Alternatively, the subsidy could 
cover the full cost of a benchmark plan that was relatively 
generous, similar to a gold plan or the current Medicare 
program. (A gold plan is a health insurance plan in the 
marketplaces with an actuarial value of about 80 percent, 
which means that enrollees are required to pay for 20 per-
cent of their health care costs out of pocket, on average.) 
Another variation of this approach could include a public 
plan as an option alongside the private plans.

There would be no requirements for employers to offer 
coverage. Employers would no longer provide primary 
health insurance coverage because of the subsidized 
private coverage available to their employees, but they 
could offer supplemental coverage to reduce cost sharing 
or provide additional benefits not covered by the plans 
their employees chose in the private market. Tax pref-
erences for such supplemental coverage, like those for 
employment-based insurance under current law, would 
be eliminated. Low- and middle-income households 
would receive cost-sharing reductions under all variants 
of this approach. All people who did not otherwise enroll 
in a plan would receive fully subsidized default coverage 
through a benchmark zero-premium plan. The bench-
mark zero-premium plan could have a narrow network 
or high cost sharing that would lead some people to 
choose to pay more to enroll in a plan with a broader 
network or lower cost sharing. Under this approach, peo-
ple’s choice of health insurance plans would be preserved.

The transition to a system that provided full premium 
subsidies for all people would involve many more 
changes to the current system than the approaches 
discussed above because many people would transition 
away from employment-based coverage as their primary 
source of coverage, and private plans would have to 
adapt to a new market. To achieve deficit neutrality, large 
new sources of tax revenues would be required to finance 
universal premium subsidies, in addition to the revenues

C B O



8 POLICIES TO ACHIEVE NEAR-UNIVERSAL HEALTH INSURANCE COVERAGE OCTOBER 2020

raised because tax preferences for employment-based 
coverage would be eliminated and a greater share of 
employees’ compensation would be taxed.

Once the new system was established, implementation 
of default coverage generally would be simpler than with 
the approaches already discussed because there would 
be no need to collect premium-equivalent tax payments 
from people who would be covered automatically by 
a zero-premium default plan. Also, people would not 
need to change their coverage when they changed jobs or 
experienced a change in income.

Approach 4: A Single-Payer System. Under this 
approach, the government would enroll all eligible peo-
ple in a single-payer system, and in all existing proposals 
using this approach, there generally would be no role, or 
there would be a very limited role, for private insurance. 
If private insurance was allowed, it most likely would 
be limited to services not covered by the public plan. 
Private insurance also could be offered as an alternative 
source of coverage if some enrollees and providers were 
allowed to opt out of the single-payer system. Cost shar-
ing under this approach typically would be lower than 
under current law. There would be no premiums, and to 
achieve deficit neutrality, such a system would need to be 
financed with broad-based tax revenues.

The transition to a single-payer system would involve 
greater changes for individuals, insurers, and health care 
providers than the other approaches, and it would be 
an enormously complex undertaking. To achieve deficit 
neutrality, large new sources of tax revenues would be 
required to finance the single-payer system, and new 
financing mechanisms would need to be established. 
However, once it was established and people obtained 
proof of enrollment, they would be covered under the 
same system for the rest of their lives.

Background and Scope of the Report
Under the current multipayer health care system, people 
under the age of 65 receive health insurance from a 
variety of public and private sources, most of which are 
partially subsidized by the federal government. That sys-
tem has not resulted in near-universal health insurance 
coverage because not everyone is eligible for subsidized 
coverage— even people with very low income— and not 
everyone who is eligible for subsidized coverage chooses 
to purchase it. Lawmakers have considered a variety of 
proposals to decrease health insurance premiums and 
increase the number of people with coverage. However,

many of those proposals are not comprehensive enough 
to achieve near-universal coverage.

Three broad strategies for establishing a health insurance 
system would achieve near-universal coverage: enacting 
and enforcing a large individual mandate penalty, insti-
tuting automatic coverage through a default plan, or cre-
ating a single-payer system that would serve as a default 
plan for all people. All of those strategies would require 
generous subsidies for the low- and moderate-income 
people for whom the cost of health insurance would 
typically be prohibitive. In this report, CBO does not 
describe approaches that would achieve near-universal 
coverage by using an individual mandate penalty because 
the agency could find no recent proposals that would 
do so and because the Congress recently eliminated the 
individual mandate penalty that was established under 
the ACA.

Definition of Health Insurance Status and Coverage
CBO considers people who enroll in a private health 
insurance plan or a government program that provides 
comprehensive major medical coverage to be insured. 
Such coverage protects people against high-cost medical 
events, but it still could result in hundreds or thou-
sands of dollars in out-of-pocket costs if it required 
significant cost sharing, such as a high deductible (an 
amount a patient is required to pay before a plan begins 
covering any costs) or large copayments (fixed dollar 
amounts that a patient is required to pay when using 
particular services).

CBO considers people who are not enrolled in such a 
plan or program to be uninsured— even if they are eligible 
to immediately enroll in a plan or government program 
that would pay for any previously incurred health care 
expenses retroactively upon enrollment. For example, peo-
ple who are eligible for but not enrolled in Medicaid have 
an implicit protection against high-cost medical events 
because they can enroll in that program at any time, and 
they may have retroactive coverage for expenses incurred 
before enrollment. However, CBO still classifies those 
people as uninsured. In CBO’s view, that definition of 
uninsured aligns with the concept underlying data from 
the National Center for Health Statistics, which relies on 
individuals to report their insurance status in surveys.4

4. For previous discussion of related issues, see Congressional 
Budget Office, Health Insurance Coverage fo r  People Under Age 
65: Definitions and  Estimates fo r  201 5  to 2018  (April 2019), 
www.cbo.gov/publication/55094.
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Although this report refers to all people who are not 
enrolled in a comprehensive major medical insurance 
plan or a government program as uninsured—to be 
consistent with typical definitions— it recognizes that 
those otherwise uninsured people would have some 
financial protection against high-cost medical events 
if they had automatic coverage through a default plan. 
Consequently, in this report, CBO refers to people who 
are not enrolled in a plan but have automatic coverage 
through a default plan as having coverage and counts 
them when assessing the universality of coverage. The 
tension of describing a group of people as uninsured yet 
having coverage reflects the complexity that arises when 
people receive financial protection against high-cost 
medical events without enrolling in an insurance plan. 
Such people also could have difficulty accessing care in 
the absence of a connection to a health insurance plan 
and provider network and might forgo some care, such 
as preventive services.

As classified by CBO, a policy would achieve near-uni-
versal coverage if close to 99 percent of citizens and 
noncitizens who are lawfully present in the country were 
covered either by enrolling in a comprehensive major 
medical plan or by receiving automatic coverage through 
a default plan. In addition, a policy could achieve 
near-universal coverage of all U.S. residents if nonciti-
zens who are not lawfully present also were made eligi-
ble for coverage. Policymakers might allow for limited 
exemptions, such as for people with religious or moral 
objections.

In CBO’s assessment, no existing proposals would 
achieve complete (that is, 100 percent) universal cover-
age because they all would require some demonstration 
of eligibility (such as meeting criteria related to citizen-
ship or residency) that some eligible people would not 
comply with for various reasons. For example, some peo-
ple would not comply because of language and literacy 
barriers or fears of providing information to the federal 
government. By CBO’s classification, a health care 
system would achieve complete universal coverage only if 
all people in the country received coverage without any 
required demonstrations of eligibility criteria.

Sources of Coverage and Uninsured People 
Under Current Law
In the current multipayer system, people obtain health 
insurance from a variety of private and public sources. 
Most uninsured people have at least one subsidized 
option available to them, but others have no subsidized

option and purchasing health insurance can cost a large 
share of their income.

Sources of Health Insurance. Under current law, people 
under the age of 65 receive coverage through three major 
sources: employment-based health insurance, public pro-
grams such as Medicaid and CHIP, and nongroup health 
insurance for those who do not obtain health insurance 
through their employer and do not qualify for public 
programs. Those three sources all provide comprehensive 
major medical coverage and require no cost sharing for 
preventive care services, such as vaccinations. (A small 
number of people in the nongroup market are enrolled 
in plans that do not provide comprehensive major med-
ical coverage. CBO does not consider those plans to be 
insurance.)

However, the amount of cost sharing required for 
nonpreventive care and the network of participating 
providers vary. Employment-based plans tend to have 
greater cost sharing requirements and a broader network 
of participating providers than Medicaid. Medicaid 
and CHIP require no or very limited cost sharing, but 
many providers do not participate in those programs. 
Nongroup plans tend to require even higher cost sharing 
than employment-based plans, and they can have a more 
limited network of participating providers. However, 
nongroup plans—including those available both in and 
outside of the health insurance marketplaces established 
under the ACA—vary considerably in their levels of 
cost sharing.

Plans in the nongroup market that provide comprehen-
sive major medical coverage are classified according to 
their level of cost sharing using “metal tiers,” with more 
precious metals (for instance, gold) indicating lower 
levels of cost sharing but higher premiums. For example, 
a typical silver plan has an actuarial value of 70 per-
cent, which means that enrollees are required to pay for 
30 percent of their health care costs out of pocket, on 
average. By contrast, a typical gold plan has an actuar-
ial value of 80 percent, which means that enrollees are 
required to pay for only 20 percent of their health care 
costs out of pocket, on average. Those differences in cost 
sharing can be seen by comparing average deductibles. In 
2019, an average bronze plan had a deductible of about 
$6,300, while an average gold plan had a deductible of 
about $1,300.5 The silver plans with cost-sharing reduc-

5. See Kaiser Family Foundation, “Cost-Sharing for Plans Offered 
in the Federal Marketplace, 2014—2020” (December 2019), 
https://tinyurl.com/y448slxf.
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Figure 1.

Eligibility for Subsidized Coverage Among Uninsured People in 2019
Eligible for Subsidized Coverage Not Eligible for Subsidized Coverage

20.0 Million, 67 Percent 9.8 Million, 33 Percent
nr

2.2 2.9 5.5 9.4 4.0 3.2 2.6
Million, Million, Million, Million, Million, Million, Million,
7% 10% 19% 31% 13% 11% 9%

Made Otherwise Eligible for
Eligible for Eligible for Marketplace
Medicaid Medicaid Subsidies a
by the ACA or CHIP

Eligible for Subsidized 
Employment-Based 
Coverage b

Not Income Below Income
Lawfully FPL in a State Too High for
Present That Did Not Marketplace

Expand Subsidies 
Medicaid

Source: Congressional Budget Office.

Some people may be eligible for multiple sources of coverage. CBO classified uninsured people into mutually exclusive groups on the basis of the most 
heavily subsidized option available to them or the primary reason they were ineligible for subsidized coverage.

CBO’s estimates of the number of uninsured people and their options for coverage were drawn from its health insurance simulation model, HISIM2, and 
may differ from other sources. For more details about those estimates, see Congressional Budget Office, W ho W ent W ithou t H e a lth  Insu rance  in 20 19 , 

a n d  Why? (September 2020), www.cbo.gov/publication/56504.

ACA = Affordable Care Act; CHIP = Children’s Health Insurance Program; FPL = federal poverty level.

a. A small number of people in this group would technically be eligible for subsidies, but those subsidies would equal zero dollars.

b. A small number of people in this group were self-employed and could receive a subsidy by deducting their premiums from their income when 
calculating their federal income taxes.

tion (CSR) subsidies require even less cost sharing. Those 
subsidies are available through the health insurance mar-
ketplaces to people with income between 100 percent 
and 250 percent of the FPL.

People whose income is between 100 percent and 
400 percent of the FPL and who are not eligible for 
public coverage and do not have access to an offer of 
affordable employment-based coverage are eligible for 
premium subsidies to purchase nongroup plans through 
the health insurance marketplaces. People with an afford-
able offer of employment-based coverage are ineligible 
for such subsidies because of the employer firewall. (In 
2020, an offer of affordable employment-based coverage 
is defined by the Internal Revenue Service, or IRS, as 
one in which an employee’s out-of-pocket premium is 
less than 9.78 percent of household income for a single 
plan.) The amount of those subsidies is benchmarked to 
the cost of the second-lowest-cost silver plan, and it is 
based on affordability thresholds that vary by income.
For example, people with the lowest income receive pre-
mium subsidies that allow them to purchase that bench-
mark plan for 2.06 percent of their income. People with 
higher income receive smaller subsidies that require them 
to pay 9.78 percent of their income for the same plan.

Options Currently Available to Uninsured People. In
2019, an estimated 30 million people under the age of 
65, or 12 percent of that population, were uninsured. 
One reason for the lack of insurance coverage was a lack 
of subsidized options. About one-third of uninsured peo-
ple under the age of 65 did not have access to coverage 
that was subsidized by the government or an employer:
13 percent were noncitizens who were not lawfully 
present in this country; 11 percent had income that was 
less than 100 percent of the FPL and lived in a state that 
did not expand Medicaid; and 9 percent had income 
that was too high to qualify for marketplace subsidies 
(see Figure 1). Many of those people, including nearly 
all of the people in the first two groups, would have to 
pay large premiums relative to their income to enroll in a 
health insurance plan.6

Another reason for the lack of health insurance cover-
age is that not all people who are eligible for subsidized 
coverage choose to purchase it. About two-thirds of the 
30 million uninsured people under the age of 65 had 
access to some form of subsidized coverage but were 
not enrolled, although those options were subsidized to

6. See Congressional Budget Office, Who Went W ithout Health 
Insurance in 2019, and Why? (September 2020), www.cbo.gov/ 
publication/56504.
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different degrees: 17 percent were eligible for Medicaid 
or CHIP; 19 percent were eligible for subsidized cov-
erage through the marketplaces established under the 
ACA; and 31 percent had access to coverage through an 
employer. Most of those people could have purchased 
health insurance that cost less than 10 percent of their 
income, but fewer people had an option that cost less 
than 5 percent of their income. Those people lacked 
health insurance coverage because they did not consider 
it to be worth the cost or because of the complexities of 
the enrollment process, among other reasons.

Legislative Proposals to Incrementally Expand Access 
to Coverage and Reduce Out-of-Pocket Premiums
Lawmakers have introduced legislative proposals that 
would reform health insurance in various ways. Such 
proposals generally include provisions that would incre-
mentally expand access to coverage by providing people 
additional plan options, increasing subsidies, or reducing 
out-of-pocket premiums in other ways. For example, 
some legislative proposals have been introduced in the 
current Congress that would expand subsidies to dif-
ferent income groups, introduce a public option in the 
health insurance marketplaces, or allow people to buy 
in to public programs.7 * Although legislation that would 
reduce out-of-pocket premiums would result in expanded  
access to partially subsidized coverage and encourage 
more people to enroll in a plan, it would not by itself 
achieve near-universal coverage because some people 
would choose not to purchase health insurance. Those 
people would not otherwise have financial protection 
against high-cost medical events.

Expansion of Subsidies. Some legislative proposals, such 
as H.R. 1425, the Patient Protection and Affordable 
Care Enhancement Act, would reduce out-of-pocket 
premiums by expanding the subsidies available under 
current law to people whose income is above 400 per-
cent of the FPL and encourage more people to enroll in 
a plan. That bill also would make the premium subsi-
dies under current law more generous by reducing the 
amount of income that people must contribute toward 
their premiums. In addition, the proposal would elim-
inate the provision of the ACA that prevents low- or 
moderate-income people from receiving subsidies if a

7. For a comparison of some proposals, see Kaiser Family
Foundation, “Compare Medicare-for-All and Public Plan 
Proposals” (May 15, 2019), www.kff.org/interactive/ 
compare-medicare-for-all-public-plan-proposals.

worker has an offer of affordable employment-based 
coverage for a single plan.

Public Option. Under legislative proposals that 
would establish a public option—such as S. 3, the 
Keeping Health Insurance Affordable Act of 2019, and 
H.R. 2085, the CHOICE Act—a new public plan 
would be offered in the health insurance marketplaces 
alongside private plans, and providers’ payment rates 
would be set by the government. Some other proposals 
also would offer a public option in the individual and 
small-group markets outside of the marketplaces. Such 
proposals aim to reduce premiums and provide people 
with additional plan options.

Medicare Buy-In. Under legislative proposals that 
would establish a Medicare buy-in— such as S. 470, 
the Medicare at 50 Act, and H.R. 1346, the Medicare 
Buy-In and Health Care Stabilization Act of 2019— 
certain older adults under the age of 65 who are not cur-
rently eligible for Medicare would be allowed to purchase 
coverage through that program. Those proposals also 
would allow marketplace subsidies to be used toward the 
purchase of that coverage for people who were eligible 
for subsidies, and they would provide some people with 
additional plan options that had lower premiums than 
current nongroup options.

Medicaid Buy-In. Under legislative proposals that 
would establish a Medicaid buy-in, such as S. 489 and 
H.R. 1277, the State Public Option Act, people at all 
income levels would be allowed to purchase coverage 
through participating state Medicaid programs. Such pro-
posals would not require states to adopt that program— 
similar to states’ voluntary participation in the Medicaid 
program more broadly. Under this approach, a Medicaid 
buy-in program would be offered in the health insurance 
marketplace alongside private plans, and marketplace 
subsidies could be used toward the purchase of a Medicaid 
buy-in for people who were eligible for subsidies. Such 
proposals would provide some people with additional plan 
options that would have lower premiums than current 
nongroup options.

Strategies to Achieve Near-Universal Coverage
Under all three strategies— a large and enforced indi-
vidual mandate penalty, automatic coverage through 
a default plan, and a single-payer system— gener-
ous subsidies would be required to assist low- and
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moderateincome people for whom the cost of health 
insurance would typically be prohibitive, and a manda-
tory component would be necessary to ensure that peo-
ple did not forgo coverage. In contrast with current law, 
people would not be able to remain uninsured during 
periods in which they did not anticipate using health 
care services and enroll in a health plan only after they 
anticipated or experienced a high-cost medical event.

Large and Enforced Individual Mandate Penalty. One
way to provide coverage to nearly all people under a mul-
tipayer system would be to combine generous premium 
subsidies with a requirement that everyone purchase 
health insurance. To be effective, that requirement would 
have to be strongly enforced, and people who did not 
comply would incur large financial penalties. Such a 
strategy is used by several European countries, including 
Germany and the Netherlands, that have near-universal 
coverage through highly regulated multipayer systems.

The ACA combined an individual mandate with an 
increase in subsidized coverage options. However, the 
ACA did not result in near-universal coverage because 
the financial penalties for the individual mandate were 
modest and only partially enforced and because some 
low-income people, particularly low-income adults 
below the FPL in states that did not expand Medicaid, 
were not made eligible for the new subsidized coverage 
options. (For example, the ACA prohibited the use of 
liens or levies by the IRS to collect the financial penalties 
for not complying with the individual mandate, and 
people could not be prosecuted for failing to pay the 
penalty. However, the IRS could offset the financial pen-
alty with any tax refund owed to a person.)8 In addition, 
the Congress later eliminated the financial penalty for 
not complying with the individual mandate in Public 
Law 115-97, referred to here as the 2017 tax act.

Automatic Coverage Through a Default Plan. In the
absence of a large and strongly enforced individual 
mandate penalty to induce people to purchase coverage, 
another strategy to achieve near-universal coverage would 
be to combine premium subsidies with a mechanism that 
automatically provided coverage through a default plan. 
One strategy used by several countries with near-uni-
versal coverage is a single-payer system that serves as a

8. See Internal Revenue Service, Questions and  Answers on the 
Individual Shared Responsibility Provision (June 2020), https:// 
go.usa.gov/xGbSD.

default plan. A single-payer system is an extreme example 
of a default plan because people would not have a choice 
of a health insurance plan and everyone who was eligible 
would be enrolled in the same public plan. Automatic 
coverage through a default plan also could be used in a 
multipayer system that fully subsidized the cost of health 
insurance premiums while still allowing people to choose 
from among multiple private plans.

Such a default coverage mechanism also could be used 
to achieve near-universal coverage under a multipayer 
system that did not fully subsidize the cost of health 
insurance for all people, as is the case in Switzerland. 
However, the system would become significantly more 
complex for the government to administer because it 
would need a way to identify and collect payments 
from people who chose not to enroll in a plan and were 
not eligible for full subsidies.9 Those people would be 
required to make a payment if they did not enroll in any 
source of coverage, as would be the case under a system 
that used an individual mandate penalty. However, 
they would receive health insurance coverage through a 
default plan for any period in which they did not have 
another source of coverage—which is different from 
what would occur under a system that used an individ-
ual mandate penalty (in which a person is liable for a 
tax payment but not covered by insurance). Using the 
default plan, otherwise uninsured people could receive 
covered health care services at any time, without waiting 
for an open enrollment period.

Single-Payer System. A third strategy to achieve 
near-universal coverage would entail establishing a 
single-payer system. As discussed above, a single-payer 
system could serve as a default plan and all people who 
demonstrated eligibility would enroll in that program 
and receive care that was covered by the single-payer 
system. A single-payer system is included here as a 
separate strategy because, unlike a default plan under a 
multipayer system, the government would operate the 
single-payer system, and it would determine payment 
rates for health care providers. Premiums would be fully 
subsidized through broad-based tax revenues. Such a

9. See Ewout van Ginneken and Thomas Rice, “Enforcing
Enrollment in Health Insurance Exchanges: Evidence From the 
Netherlands, Switzerland, and Germany,” Medical Care Research 
and Review (April 2015), vol. 72 no. 4, pp. 496—509, https:// 
doi.org/10.1177/1077558715579867.
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strategy is used by several countries, including Canada, 
Denmark, and the United Kingdom.10

Scope of the Report
This report discusses the primary features of four general 
approaches that could achieve near-universal coverage 
using a combination of premium subsidies and automatic 
coverage through a default plan, including a single-payer 
system. The role of default coverage would vary across 
each of the four approaches, but in all cases, a default 
plan would provide coverage to people during periods 
in which they did not have another source of coverage, 
whether or not they used any health care services during 
the year. CBO focused on approaches that would achieve 
near-universal coverage by using the strategy of automatic 
coverage through a default plan, rather than by using 
large and strongly enforced individual mandate penal-
ties, because the Congress recently eliminated the ACA’s 
individual mandate penalty.11 CBO is not aware of any 
current detailed proposals that would reinstate an indi-
vidual mandate penalty that would be strongly enforced 
and large enough to result in near-universal coverage.

Policymakers would need to specify numerous details 
in drafting legislation that followed any of those 
approaches, and this report does not address every aspect 
that would need to be specified. For example, the report 
does not discuss the extent to which noncitizens who are 
not lawfully present would be eligible for subsidized cov-
erage. This report focuses on how expansions of health 
insurance coverage could achieve the goal of near-univer-
sal coverage; a discussion of how the subsidies for those 
coverage expansions would be financed is outside the 
scope of the report. The report also does not include esti-
mates of the budgetary effects of any of the approaches 
because those effects would vary considerably under 
different variants of the approaches and would depend 
on how numerous other details were specified.

10. For additional discussion of single-payer systems, see 
Congressional Budget Office, Key Design Components and  
Considerations fo r  Establishing a Single-Payer System (May 2019), 
www.cbo.gov/publication/55150; and Chris Pope, Medicare fo r  
All? Lessons From Abroad fo r  Comprehensive Health-Care Reform 
(Manhattan Institute, November 2019), https://tinyurl.com/ 
tqq9d52.

11. For CBO’s analysis of the effect of the ACA’s individual mandate 
penalty, see Congressional Budget Office, Re-pealing the Individual 
Health Insurance Mandate: A n  Updated Estimate (November 
2017), www.cbo.gov/publication/53300.

Automatic Coverage Through a Default Plan 
for People Without an Alternative Source of 
Health Insurance: Design Considerations 
and Challenges
All four approaches discussed in this report would make 
use of a default plan to achieve near-universal coverage. 
The role of the default plan would vary on the basis of 
the design and other features of the policy approach.
The defining feature of each type of default coverage is 
that everyone without an alternative source of insurance 
could receive covered care— including comprehensive 
major medical services and prescription drugs— at any 
time, without waiting for an open-enrollment period.

Some features of the default coverage would depend on 
the answers to the following questions: Would default 
coverage be partially subsidized and require mandatory 
contributions from uninsured people who are eligible for 
such coverage, or would it be fully subsidized through 
broad-based tax revenues? How heavily subsidized would 
the default coverage be if it was only partially subsidized? 
And, would default coverage be provided through a 
private or public plan?

Implementing default coverage would present particu-
lar challenges if it was partially subsidized. Additional 
challenges would arise if the default plan was included in 
a risk-adjustment system that shared the cost of insuring 
a group of enrollees with other plans that were available 
for active enrollment. There also would be challenges 
associated with informing people about their eligibility 
for default coverage and the benefits associated with that 
coverage, particularly the default plan’s provider network.

Enrollment in a Default Plan and Use of 
Health Care Under That Plan
The default plan would provide coverage to everyone 
during periods in which they did not have an alternative 
source of insurance, whether or not they used any health 
care services or actively initiated coverage during the 
year. The key feature of default coverage is that eligi-
ble people could enroll in the default plan and receive 
covered health care services at any time, without waiting 
for an open-enrollment period. To use the default plan to 
receive covered health care services, people could enroll 
in the plan in one of three ways:

■ Point-of-Service Enrollment. Certain health care 
providers would be authorized to enroll their 
patients at the point of service, which means that
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an uninsured person seeking care through those 
providers would receive health care covered by the 
default plan without any prior active enrollment. The 
providers that facilitated such enrollment would be 
similar to the providers— for instance, most hospitals 
and certain other safety-net providers such as 
community health centers— that currently assist with 
the enrollment of uninsured patients in Medicaid 
and CHIP (when they are eligible). For example, a 
person who sought care in a hospital emergency room 
or medical clinic would be signed up for coverage by 
the provider at that time. The provider would bill the 
default plan for payment, minus any required patient 
cost sharing, for any patient who did not provide 
proof of enrollment in another source of health 
insurance. Other providers that agreed to participate 
in the default plan would accept payment from the 
default plan, but they would first require patients to 
enroll in and provide proof of default coverage before 
seeking care.

■ Self-Enrollment. Individuals could actively enroll at 
any time in a default plan through an online portal 
or an alternative process. Under such a process, they 
would receive proof of coverage and information on 
the benefit package, provider network, and other 
features of the default plan. That would allow the 
person to make an appointment with any health care 
provider in the default plan’s network and to present 
proof of enrollment as a source of payment at any 
participating provider.

■ A utom a tic  Enrollment. Some people could be enrolled 
automatically in the default plan and then informed 
of their enrollment. Automatic enrollment would
be more feasible for people who were eligible for full 
premium subsidies if the government had sufficient 
information about their income eligibility and 
coverage status.

Default Coverage Under Medicaid and CHIP. Medicaid 
and CHIP provide default coverage under current law 
for some low-income adults and children, with no 
waiting period to enroll in those programs. For Medicaid 
and some CHIP programs, certain providers are autho-
rized to enroll people who appear to be eligible for those 
programs on a presumptive basis at the point of ser-
vice using a simplified income screen. For example, an 
uninsured person who visits an emergency room today 
can be enrolled in Medicaid by the hospital on the basis 
of a simplified income screen, if he or she appears to be

eligible. In many states, people who enroll in Medicaid 
also can receive retroactive coverage for up to three 
months before their application date for any medical 
expenses incurred during that period. That retroactive 
coverage removes the financial liability from individu-
als for the three-month period and allows providers to 
receive payment for services that are rendered before 
those individuals can submit a complete application.

However, many people may not be aware that they are eli-
gible for Medicaid or CHIP, or that the presumptive and 
retroactive eligibility policies exist. As a result, those peo-
ple may be less likely to seek health care than people who 
are enrolled and know they have coverage. If a default 
plan was available to all otherwise uninsured people, those 
people might be more aware of the option of accessing 
health care that was paid for by a default plan and more 
likely to seek care as a result than uninsured people who 
are eligible for Medicaid and CHIP under current law.

Differences Between Automatic Enrollment in a 
Default Plan and Automatic Coverage by That Plan.
Under all four approaches discussed in this report, a 
default plan would provide autom atic coverage to all eli-
gible but otherwise uninsured people even if they never 
enrolled in a plan. Each approach also could make use of 
autom atic  enrollm ent in other types of health insurance to 
minimize the number of eligible people who never enroll 
in a plan. Automatic enrollment identifies eligible people 
and registers them for coverage, typically when no premi-
ums are required. However, many uninsured people are 
not eligible for zero-premium options under current law, 
and identifying eligible uninsured people to auto-enroll 
would be challenging. Automatic enrollment typically 
applies on a prospective basis, meaning that people gain 
coverage only after they are identified as uninsured and 
their enrollment is processed, which could be many 
months after they become uninsured. By contrast, auto-
matic coverage does not require identifying uninsured 
people at the moment they become uninsured.

Under automatic enrollment, more people would be 
enrolled in coverage than under current law, but eligible 
people who could not be automatically enrolled would 
not be covered, and people who were automatically 
enrolled would generally have coverage only after their 
enrollment was processed. In CBO’s assessment, it would 
be extremely difficult to identify and automatically enroll 
otherwise uninsured people when they owed premiums, 
and millions of people would remain uninsured unless 
a default plan that provided automatic coverage also
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was established. Most Medicaid and some CHIP enroll- 
ees would have retroactive coverage for any expenses 
incurred up to three months before enrollment, but peo-
ple automatically enrolled in marketplace plans would 
have no such protections under current law.

Under autom atic coverage, all people without other 
sources of health insurance would be covered by a default 
plan. Expanding the use of automatic enrollment in 
public and private coverage would increase the number 
of people who were enrolled in a health insurance plan 
throughout the year and potentially reduce the number 
of remaining uninsured people who would be responsible 
for tax payments to finance default coverage. However, 
if an automatic coverage mechanism was not in place, 
the approach would not reach near-universal cover-
age because some people could not be auto-enrolled. 
(Other analysts use different terminology to refer to 
automatic coverage through a default plan, including 
retroactive coverage by a backstop plan and continuous 
auto-enrollment with retroactive enforcement.)

Key Design Choices Associated With Default Coverage
Proposals to establish default coverage would require 
several key design choices, including the extent to which 
coverage would be subsidized and whether it would be 
provided by a private or a public plan. Another design 
choice would center on the degree of cost sharing that 
would be required under the default plan.

Partially or Fully Subsidized Default Coverage? A key
design choice for establishing default coverage would 
be how heavily to subsidize the cost of that coverage for 
otherwise uninsured people who would be covered by 
the default plan. If default coverage was partially sub-
sidized, some people in the eligible population, such as 
those with low income, would receive a subsidy to cover 
the entire cost of a benchmark plan while other people 
in the eligible population, such as middle-income people 
and some high-income people, would receive a subsidy 
to partially cover the cost of a benchmark plan; other 
high-income people would not be eligible to receive any 
subsidies. Financing would come, in part, from higher 
taxes on those uninsured individuals who were cov-
ered by the default plan and, in part, from broad-based 
tax revenues that were not linked to health insurance 
coverage. Default coverage would be partially subsidized 
under Approaches 1 and 2, both of which would subsi-
dize the entire cost of a benchmark plan for low-income 
people, but it would provide only partial subsidies for 
middle-income and some higher-income people.

Levying taxes on uninsured people who were covered 
by the default plan would be the equivalent of charging 
mandatory premiums for that coverage. To maintain 
incentives to enroll in other sources of coverage, the 
amount of the tax associated with default coverage would 
be made equal to the net premium the individual would 
pay to actively enroll in a benchmark plan providing 
the same benefits. However, some people would choose 
to continue enrolling in employment-based coverage or 
other types of plans if those plans included a broader 
network or more generous benefits.

Some proposals refer to financing for a default plan as 
retroactive premiums because the funds collected at 
the end of the year would serve as payment for default 
coverage provided during the previous year. Legislation 
specifying such financing as a tax would increase the 
likelihood that those payments would be upheld as 
constitutional. Although those people would be required 
to make a payment if they did not enroll in any source 
of coverage— as was the case with the ACA’s individual 
mandate penalty—they also would receive health insur-
ance coverage through a default plan for any period in 
which they did not have another source of coverage.

The amount of the premium-equivalent tax could vary 
on the basis of income or other criteria. For example, 
if partially subsidized default coverage was added to 
existing sources of coverage and subsidies, the bench-
mark plan could be a silver plan available through the 
health insurance marketplaces. The amount of the 
premium-equivalent tax would then be the premium 
uninsured people would pay to enroll in that silver plan 
after applying any premium tax credits for which they 
were eligible.

If default coverage was fully subsidized for all eligi-
ble people, everyone in the eligible population would 
receive a subsidy to cover the entire cost of a bench-
mark plan. Such coverage would be implemented under 
Approaches 3 and 4. Financing would come entirely 
from broad-based tax revenues, and people who did not 
enroll in a health insurance plan would not owe addi-
tional taxes.

A Private or Public Default Plan? Proposals would need 
to specify whether default coverage would be provided 
through a private or a public plan. If a private or public 
plan in the marketplace served as a default plan, all plans 
in the nongroup market would adjust their premiums 
to reflect the expected costs of adding enrollees through
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the default coverage mechanism to the existing risk- 
adjustment system. If default coverage was provided by 
a private plan, a government agency would receive tax 
revenues to finance default coverage and use those reve-
nues to make periodic premium payments to the private 
default plan for each person estimated to be covered by 
that plan. The legislation might specify the characteristics 
of the private plan that would be designated to serve as 
the default plan— such as the least expensive silver plan 
offered in the health insurance marketplace. A private 
default plan also could be identified through a compet-
itive bidding process, with plans submitting premium 
bids on the basis of the expected costs of providing 
coverage to people who would be enrolled through the 
default coverage mechanism.

If the default plan was a public plan, such as a new 
public option offered through the marketplaces, the 
government would set the premium in one of two ways: 
on the basis of the expected costs of providing coverage 
to people who would enroll through the marketplaces 
and the default coverage mechanism, as well as the costs 
of any risk-adjustment payments; or on the basis of 
private-market estimates of the cost of insuring a person 
of average health status, such as the benchmark premium 
of the second-lowest-cost silver plan in the marketplace. 
Other plans would adjust their premiums if the public 
default plan was part of the same risk-adjustment system.

If default coverage was provided by a private plan, pro-
vider networks and payment rates could be negotiated by 
insurers and providers, subject to existing requirements 
about network adequacy. If default coverage was pro-
vided by a public plan, administrators could set payment 
rates, establish criteria regarding provider participation, 
and impose other requirements based on those used by 
the Medicare program or develop new approaches.

Under variants of Approaches 1 and 3, the default plan 
would be a private plan. Default coverage also could be 
provided by a public plan, such as a new public option 
under one variant of Approach 1. A public plan also 
would serve as the default plan under Approach 2, one 
variant of Approach 3, and Approach 4.

Default coverage could vary on the basis of the charac-
teristics of the population. For example, Medicaid and 
CHIP could continue to serve as default coverage for 
people who were eligible for but not currently enrolled in 
those programs, and another private or public plan could

serve as default coverage for other uninsured individuals 
who were not eligible for Medicaid or CHIP (as under 
Approach 1).

Other Design Choices. Other design choices for default 
coverage would include the degree of cost sharing that 
individuals would be responsible for when using care 
under the default plan. The generosity of the default 
plan could affect the size of the premium-equivalent tax 
for people whose coverage was not fully subsidized. For 
example, if a gold plan was specified as the default plan, 
all people who were enrolled in the plan would have lower 
cost sharing than if they were enrolled in a catastrophic 
plan, but people who were not eligible for subsidies would 
owe a larger amount in premium-equivalent taxes.

Key Challenges of Implementing Default Coverage
The key challenges of implementing default coverage are 
as follows: how to ensure that the appropriate premium- 
equivalent tax payments are collected if default coverage 
is partially subsidized; how to determine the appropriate 
premium adjustments for plans when the default plan 
is part of a risk-adjustment system; and how to inform 
people about their eligibility for default coverage and the 
default plan’s benefits, particularly the provider network.

Implementing default coverage would be less admin-
istratively complex if the requirements for assessing 
premium-equivalent taxes to finance default coverage 
were straightforward and fewer alternative sources of cov-
erage were available. For example, implementing default 
coverage in a single-payer system (as in Approach 4) 
would present the fewest challenges relative to other 
approaches because coverage would be fully subsidized 
through broad-based tax revenues and the government 
would not need to verify enrollment in other sources of 
coverage. However, a single-payer system would result in 
the largest increase in government spending.

Implementing partially subsidized default coverage that 
operated in tandem with currently available sources of 
coverage (including Medicaid, CHIP, employment-based 
insurance, and private nongroup insurance) would 
present the most challenges relative to other approaches. 
That is because the government would need to verify 
enrollment using data from many potential sources of 
coverage and collect premium-equivalent tax payments 
from people who were not enrolled in those other plans 
or programs.
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Collecting Premium-Equivalent Taxes W hen Default 
Coverage Is Partially Subsidized. Under Approaches 1 
and 2, which would provide partially subsidized default 
coverage, the government would collect premium-equiv-
alent taxes from people who were covered by the default 
plan because they did not have an alternative source of 
coverage. Collecting those taxes would be challenging for 
several reasons. First, in many cases, it would be difficult 
to determine which people did not have an alternative 
source of coverage and therefore were responsible for pre-
mium-equivalent taxes. Second, the tax payments would 
be large for higher-income people without other sources 
of coverage who were eligible for small or no subsidies. 
Third, both of the two main options for structuring the 
taxes would add additional complexity to the tax system 
and would make withholding the appropriate amount 
of taxes from workers’ paychecks throughout the year 
more difficult.

Iden tify ing  People Responsible fo r  Paying Prem ium - 
E quiva len t Taxes. Under Approaches 1 and 2, the IRS 
would need to identify the coverage status of all income 
tax filers and determine their eligibility for premium 
subsidies in order to collect premium-equivalent taxes. 
When tax returns were filed, each person’s insurance 
status and eligibility for subsidized coverage would 
be assessed for each month of the previous calendar 
year.12 For each month that an individual did not have 
an alternative source of coverage, the person would be 
considered to have been covered by the default plan and, 
depending on that person’s income and eligibility for 
premium subsidies, he or she would owe additional tax 
payments. If default coverage was partially subsidized, 
the premium-equivalent tax would be set equal to the 
premium of the default plan minus any premium tax 
credits or subsidies for which the person was eligible.

The IRS would determine coverage status on the basis 
of self-reported information that would be verified by 
matching it to information submitted by third parties 
(such as insurance companies). However, the currently 
available third-party information is not accurate enough

12. For a detailed proposal that would require the IRS to collect 
additional tax payments linked to coverage status, see the 
description of a retroactive coverage backstop in Christen L. 
Young, Three Ways to M ake Health Insurance Auto-Enrollment 
Work (USC-Brookings Schaeffer Initiative for Health Policy, 
June 2019), www.brookings.edu/wp-content/uploads/2019/06/ 
Yonu_Autoenrollment_6.19.19.pdf (445 KB).

to adequately enforce such a policy.13 Imposing new 
taxes on the basis of coverage status— and collecting 
those taxes—would require the IRS to obtain more accu-
rate and comprehensive data on insurance status than are 
currently available through the information returns filed 
by third parties. The IRS could use that more accurate 
data to verify the information that people report on their 
tax returns. Legislation establishing the default coverage 
policy could include additional reporting requirements 
and provide funding for the IRS to improve its ability 
to accurately measure the monthly coverage status of tax 
filers, which would enhance the IRS’s ability to audit.

The IRS would only be able to verify the coverage status 
of, and enforce the collection of tax payments from, 
people who filed income tax returns. Exempting people 
whose income fell below the tax-filing threshold from the 
tax obligations associated with default coverage would 
facilitate enforcement. Exempting those people would 
have a very small effect on the taxes collected because 
they tend to have very low income and they would be 
eligible for large premium subsidies to offset all or nearly 
all of the tax obligation under all of the proposals that 
CBO reviewed. (For tax year 2019, a single adult under 
the age of 65 did not have to file an income tax return 
if his or her gross income was less than $12,200, which 
was just over the eligibility threshold for a premium tax 
credit. The legislation also could adjust the tax-filing 
threshold.)

Under proposals in which the Medicaid and CHIP 
programs continued to exist and provide default coverage 
for people who were eligible for those programs—sim- 
ilar to Approach 1— the IRS also would have to iden-
tify whether people were eligible for those programs to 
determine whether they would be responsible for taxes 
to finance the default plan. That would require collecting 
information from state agencies or making a simplified

13. A recent study found that the number of people identified as not 
having insurance using the currently available third-party reporting 
(13 percent) was substantially higher than the number of people 
estimated to not have insurance using nationally representative 
survey data (9 percent to 10 percent). By contrast, the number 
of people without coverage who self-reported being uninsured 
on their tax returns (8 percent) was lower than the nationally 
representative estimates. Those differences indicate that currently 
available third-party reporting to the IRS is insufficient to verify 
the self-reported information. See Ithai Z. Lurie and James Pearce, 
Health Insurance Coverage From Administrative Tax Data, Office 
of Tax Analysis Working Paper 117 (Department of the Treasury, 
February 2019), https://go.usa.gov/xGBZV (PDF, 18.49 KB).
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eligibility determination on the basis of the income and 
age that tax filers reported on tax returns. It would be 
challenging for the IRS to make accurate eligibility deter-
minations during the tax-filing process, because eligibil-
ity for Medicaid and CH IP is based on monthly income, 
which may vary throughout the year, whereas the IRS 
relies on annual income.

A m o u n t o f  the N ew  Taxes. Partially subsidized default 
coverage could create a large new tax obligation for 
people without an alternative source of coverage, partic-
ularly people with income that was too high to qualify 
for premium subsidies. For example, if people with 
income above 400 percent of the FPL were not eligi-
ble for any subsidies other than for employment-based 
coverage (as is the case under current law), the new 
tax obligation for someone with an income just above 
the eligibility threshold ($48,560 for a single person in 
2019) would have been about $5,700 for a 40-year-old 
if the cost of the default plan was similar to the cost of 
the second-lowest-cost silver plan under current law in 
2019.14 That would have amounted to about 12 per-
cent of income for someone with an income just above 
400 percent of the FPL and about 8 percent of income 
for someone with an income equal to 600 percent of the 
FPL.

Those amounts far exceed the maximum of 2.5 percent 
of income that was specified under the ACA as the pen-
alty for not having health insurance coverage before that 
penalty was eliminated under the 2017 tax act. However, 
those people also would receive health insurance cover-
age through a default plan for the period in which they 
did not have another source of coverage; that would not 
be the case under systems using an individual mandate 
penalty. As people became more familiar with such a pol-
icy over time, more people might elect to actively enroll 
in a plan and pay premiums earlier in the year, which 
would reduce the number of people responsible for large 
tax payments at the time tax returns were filed.

It could be difficult for the IRS to enforce the payment 
of premium-equivalent taxes, particularly if those taxes 
were large and exceeded the amount of the tax refund 
that filers were owed otherwise. The IRS had limited

14. For estimates of average marketplace premiums, see Kaiser Family 
Foundation, “Average Marketplace Premiums by Metal Tier, 
2018—2020,” https://tinyurl.com/y2pzmu34.

authority to collect the individual mandate penalties 
specified under the ACA. Legislation that enacted 
partially subsidized default coverage could grant the IRS 
greater authority to collect premium-equivalent taxes 
by garnishing wages, imposing liens, or other means. 
However, those strategies might be controversial.

Structuring P rem ium -E quiva len t Taxes. The premium- 
equivalent tax could be structured and collected in two 
main ways, both of which would add reporting require-
ments and additional complexities to the tax system. The 
simplest option would be to levy a tax directly on those 
covered by the default plan. That would include people 
who enrolled in the default plan on their own or through 
a health care provider or who were enrolled by the 
government automatically. It also would include people 
whom the IRS determined did not have another source 
of coverage for certain periods of the year. That option 
would be more likely to result in large tax bills at the end 
of the year for people covered by the default plan, unless 
withholding was adjusted by those taxpayers during the 
year to reflect their lack of coverage and anticipated tax 
obligation. Although income withholding amounts can 
be changed, most workers do not routinely make adjust-
ments. People who actively enrolled in the default plan 
during the year could begin making estimated tax pay-
ments when they enrolled. Alternatively, the IRS could 
automatically withhold people’s estimated tax obligations 
if their coverage status could not be verified.

Another option for collecting the new tax would be to 
levy a premium-equivalent tax on all tax filers, including 
people who were enrolled in coverage for the entire year. 
People who demonstrated through third-party reporting 
that they had qualifying health insurance would then be 
able to fully offset that tax obligation with a tax credit of 
equivalent size. Efforts could be made to allow insured 
filers to adjust their withholding accordingly throughout 
the year to anticipate the offsetting tax credit. However, 
because some people who were enrolled in employ-
ment-based insurance or other plans might not adjust 
their withholding, this option probably would cause 
some of those people to pay too much in taxes during 
the year and then receive large tax refunds at the end of 
the year when the IRS determined that they were eligible 
for a fully offsetting tax credit. This option would reduce 
the number of people with a large tax obligation due at 
the time of tax filing, but it also would be more complex 
to administer.

C B O



OCTOBER 2020 POLICIES TO ACHIEVE NEAR-UNIVERSAL HEALTH INSURANCE COVERAGE 19

Determining Payments to Insurers W hen the Default 
Plan Is Part of a Risk-Adjustment System. To ensure 
that the premium-equivalent taxes for the default plan 
were similar to equivalent plans that were available for 
active enrollment, the default plan could be part of a 
risk-adjustment system that included those plans. In a 
risk-adjustment system, all plans in the system make 
or receive payments that adjust their premiums for the 
costliness of their enrollees relative to that of enrollees 
in other plans in the system. In anticipation of receiving 
or making those payments, plans in the risk-adjustment 
system set their premiums in part to reflect the cost of 
covering all enrollees in the risk pool. (A risk pool refers 
to a group of plans that share the cost of covering all 
enrollees in the pool. Those costs are shared through a 
risk-adjustment system.) Determining the appropriate 
payments to compensate plans that are included in the 
risk-adjustment system would require determining the 
number of people covered by the default plan and the 
expected cost to insure them relative to that of enrollees 
in other plans.

D eterm in ing  the N u m b er  o f  People Covered by the D efau lt 
Plan. One challenge would be estimating the number of 
people who would be covered by the default plan. Two 
groups would be covered by the default plan: people 
who were enrolled in the plan and people whom the IRS 
would need to identify as not having another source of 
coverage. (People might enroll during the year on their 
own or through a health care provider, or they might be 
enrolled by the government automatically.) The people 
who enrolled in the default plan during the year would 
all be identified, but the IRS might have difficulty iden-
tifying everyone else without another source of coverage 
because of the gaps in reporting discussed earlier. In 
addition, it would be even more difficult for the IRS to 
identify the coverage status of people who did not file 
tax returns because their income fell below the tax-filing 
threshold. If the IRS underestimated the number of peo-
ple who did not have another source of coverage during 
the year, the people who enrolled in the default plan 
during the year (many of whom would do so only after 
experiencing a costly episode of care) would represent a 
larger share of the people who were identified as covered 
by the default plan. The risk-adjustment payments to the 
default plan would then have to be larger to reflect the 
higher average cost of the people who were identified as 
being covered by the default plan relative to the entire 
group of eligible people.

Setting  Payments fo r  Insurers Using a R isk-A djustm ent 
System. Once the government identified the group of 
people who would be covered by the default plan, it 
would determine the risk-adjustment payments for all 
plans in the system on the basis of the expected health 
care spending of people covered by the default plan and 
other plans in the risk pool. To determine the size of the 
payments, the government would start with a measure of 
average spending for all people in the risk pool and then 
adjust that average up or down to account for plans that 
tended to have more or less costly enrollees than average.

Those calculations would be done using a new or 
modified risk-adjustment system, but the ability of the 
risk-adjustment system to predict the expected cost of 
people covered by the default plan would be imperfect.15 
Under current law, the health insurance marketplaces use 
a risk-adjustment system established by the ACA that 
compensates insurers who attract a more costly group of 
enrollees by transferring funds from insurers who attract 
a less costly group of enrollees. That system adjusts 
payments primarily on the basis of chronic conditions, 
such as diabetes and hypertension. Such a risk-adjust-
ment system probably would not adequately compen-
sate insurers for the people who would be identified as 
being covered by the default plan because their spending 
would disproportionately include acute care events, such 
as heart attacks and car accidents. Modifications to the 
risk-adjustment system would be required to adequately 
capture the differences in costs between people who 
would be covered by the default plan and people who 
would actively enroll in other plans. Risk scores for some 
people who were eligible for default coverage would have 
to be computed solely on the basis of their demographic 
characteristics.

15. Existing risk-adjustment systems (such as those used in the 
Medicare Advantage and Medicare Part D programs and the 
nongroup market) do not entirely capture the cost of people 
in the markets in which they are currently used. In  particular, 
some plans are able to receive larger risk-adjustment payments 
because they record additional health conditions for their 
enrollees. See Michael Geruso and Timothy Layton, “Upcoding: 
Evidence From Medicare on Squishy Risk Adjustment,” Journal 
o f  Political Economy, vol. 128, no. 3 (2020), pp. 984—1026, 
http://doi.org/10.1086/704756. Research also shows that 
insurers change their benefit designs to attract enrollees who 
result in risk-adjustment payments that are large relative to 
their cost. See Colleen Carey, “Technological Change and Risk 
Adjustment: Benefit Design Incentives in Medicare Part D,” 
American Economic Journal: Economic Policy, vol. 9, no. 1 (2017), 
pp. 38-73, http://doi.org/10.1257/pol.20140171.
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Determining the appropriate risk-adjustment payments 
also would depend on the overall risk pool that the 
default plan was a part of—that is, the other plans that 
participated in the risk-adjustment system. The default 
plan could be part of the same risk pool as other plans 
that are available for active enrollment, such as the 
nongroup market under current law. The default plan 
probably would draw a less costly group of people than 
the current nongroup market because, on average, those 
who do not enroll in coverage tend to spend less on 
health care. If the IRS was able to accurately identify the 
less-costly people who would be covered by the default 
plan, then adding a default plan to the same risk pool 
as the current nongroup market would probably reduce 
overall premiums in that market.

O ther R isk-M anagem ent Tools. The government also 
might need to use other tools to compensate insur-
ers for the cost and financial risk of administering the 
default plan or for the cost of being part of the same 
risk-adjustment system. Particularly in the initial years, 
private insurers would be uncertain as to the number of 
people who would be covered by the default plan and 
their health care spending. As a result of that uncertainty, 
private insurers might be less willing to participate in 
a risk-adjustment system that included a default plan 
or they would require higher premiums to take on the 
additional risk of offering coverage in the initial years 
of implementation. To mitigate those concerns, the 
government could use other tools, such as a reinsurance 
or risk-corridor program, to reduce uncertainty and 
stabilize premiums for the default plan and other plans 
in the risk pool in the initial years after the default plan 
was introduced.

A reinsurance program would compensate all insurers 
that participated in the same risk-adjustment system 
(for example, all insurers in the nongroup market) if the 
market as a whole experienced unanticipated higher costs 
in the years following the introduction of the default 
plan. A risk-corridor program would compensate partic-
ular plans (such as the default plan) if their actual costs 
exceeded anticipated costs by a particular threshold.

Informing People About Their Eligibility for Default 
Coverage and the Plan’s Benefits. In order for the 
default plan to provide comprehensive access to care to 
otherwise uninsured people, those without an alternative 
source of coverage would need to be made aware that 
they were automatically covered by the default plan and

be informed of the plan’s benefits. In the initial years fol-
lowing implementation of default coverage, an outreach 
campaign could educate people about their eligibility for 
the default plan and its associated benefits. People would 
need to know who would be covered by the default plan 
automatically, what cost sharing would be required by 
that plan, and which providers participated in the default 
plan. An effective outreach campaign would increase the 
number of people who would seek health care know-
ing that the cost of their care would be covered by the 
default plan, but it would be difficult to fully inform 
all people.

If only some providers participated in the default plan, 
informing people about which providers were included 
in the default plan’s network would be challenging 
because, in many cases, those people would not have 
previous experience using the default plan. If people 
were not adequately informed, some would seek care 
without knowing whether a provider was in or out of the 
default plan’s network. If people received treatment from 
a provider that did not participate in the network of the 
default plan, they could encounter “surprise billing”— 
that is, they could be required unexpectedly to pay for 
the full cost of that care at the out-of-network rate (a 
price that is typically much higher than the rate nego-
tiated by insurers for providers that participate in the 
plan’s network).

Policy Approaches
CBO identified four general approaches that have 
the potential to achieve near-universal coverage using 
premium subsidies and automatic coverage through a 
default plan that would be partially or fully subsidized. 
The introduction of default coverage could be accom-
plished while otherwise preserving most features of the 
current system or by completely overhauling the system. 
The four approaches described here cover that spectrum; 
each successive approach would require more significant 
changes.

Approach 1: Partially Subsidized Default Coverage 
That Operates in Tandem With Current Sources of 
Coverage
Policies based on this model would retain most key 
features of the current system. Specifically, employment- 
based coverage would continue to play a large role, 
income-based subsidized coverage would still be available 
through existing health insurance marketplaces, and
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current eligibility criteria for Medicaid and CHIP would 
be preserved.

The most significant new feature of this approach relative 
to current law would be the introduction of automatic 
coverage through a partially subsidized default plan for 
people who do not otherwise enroll in health insurance 
and are not eligible for Medicaid or CHIP. To provide 
subsidized default coverage to nearly all people who do 
not enroll in another source of coverage, the employer 
firewall also would be eliminated. (See Box 1 for a dis-
cussion of the challenges of providing default coverage 
while retaining the employer firewall.) Full premium 
subsidies would be extended to people whose income 
is below 100 percent of the FPL. Policies based on this 
approach could further reduce out-of-pocket premiums 
and encourage active enrollment in coverage from other 
sources by increasing the generosity of premium subsi-
dies for other income groups.

Default Coverage. For people who are ineligible for 
Medicaid and CHIP and not enrolled in another source 
of coverage, default coverage would be provided either by 
a private plan or by a new public health insurance option 
that would be offered through existing health insur-
ance marketplaces. Premium-equivalent taxes would be 
collected from those otherwise uninsured people through 
the tax system to help finance the default coverage and 
maintain incentives for people to actively enroll in other 
sources of insurance. Those taxes would be equal to 
the premium of the default plan less any premium tax 
credits for which the person was eligible (similar to the 
amounts those people would pay to enroll in an equiva-
lent plan through the marketplaces) for each month the 
person did not have another source of coverage. Lower- 
income people would contribute less to the financing of 
default coverage, and people whose income fell below 
the tax-filing threshold would not be required to pay any 
premium-equivalent taxes. People who are currently eli-
gible for but not enrolled in Medicaid and CHIP would 
receive default coverage through those programs (and no 
premium-equivalent taxes would be collected).

Enrollment Process. The enrollment process for 
Medicaid and CHIP, nongroup coverage, and other 
sources of coverage would remain unchanged from 
that in effect under current law. For people who did 
not actively enroll in a plan during an open-enrollment 
period, a default private or public plan (or Medicaid 
and CHIP, for those who were eligible) would provide

coverage without the need for individuals to actively 
enroll. To use the default plan to receive covered health 
care, individuals who were uninsured could enroll in the 
plan at any time themselves or through certain health 
care providers.

Premiums. Under this approach, premiums for 
nongroup coverage would continue to be subsidized 
through premium tax credits for low- and middle-in-
come people who obtained coverage through the health 
insurance marketplaces.

Prem ium  Subsidies fo r  Nongroup Coverage. Eligibility 
for premium tax credits to purchase nongroup coverage 
through the health insurance marketplaces would be 
extended to those whose income is below 100 percent of 
the FPL, allowing them to purchase a plan at a zero net 
premium and filling in the “coverage gap” for people in 
states that have not expanded Medicaid under the ACA. 
(Under current law, many adults who reside in states that 
have not expanded Medicaid and whose income is below 
100 percent of the FPL have no options for subsidized 
coverage because they are ineligible for both Medicaid 
and premium subsidies for plans obtained through the 
health insurance marketplaces. Those people are often 
referred to as falling into a coverage gap.)

Eligibility for health insurance subsidies could be 
extended to additional households by raising the eligi-
bility threshold for premium subsidies from 400 per-
cent of the FPL to 500 percent of the FPL, or higher. 
Under current law, people whose income is just under 
400 percent of the FPL are eligible for subsidies that 
limit their cost of purchasing a silver plan to 9.78 per-
cent of their income, whereas people with income just 
over 400 percent of the FPL receive no subsidies. (In 
2019, the eligibility threshold was $48,560 for a single 
person and $100,400 for a family of four.) People who 
are eligible for subsidies pay premiums that are based pri-
marily on their income. People who are not eligible for 
subsidies pay premiums that primarily depend on their 
age, and those premiums are smaller for younger people. 
The effect on premium payments of having income just 
below or above the eligibility threshold is correspond-
ingly small for younger people and much larger for older 
people. For example, 27-year-old single adults paid about 
9 percent of their income, on average, for the lowest-cost 
silver plan in 2019 if their income was $45,000 (eligible 
for a subsidy) or $50,000 (not eligible). Sixty-year-old 
single adults paid, on average, about 8 percent of their
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Box 1.

Introducing Default Coverage While Maintaining an Employer Firewall: Implications and Challenges

Under current law, people with an offer of affordable 
employment-based coverage are ineligible for premium subsi-
dies in the health insurance marketplaces because of a provi-
sion of the Affordable Care Act known as the employer firewall. 
In 2020, an offer of affordable employment-based coverage 
is defined by the Internal Revenue Service as one in which an 
employee’s out-of-pocket premium is less than 9.78 percent of 
household income for a single plan. The employer firewall was 
enacted as a way to minimize reductions in employment-based 
insurance by preventing people with an offer of affordable 
employment-based coverage from switching to subsidized 
coverage in the marketplaces and to encourage employers to 
continue offering such coverage.

Although introducing default coverage while maintaining an 
employer firewall is possible, the Congressional Budget Office 
did not find any detailed policy proposals that would achieve 
near-universal coverage while maintaining the firewall. Main-
taining an employer firewall would present several challenges. 
Those challenges would arise only for proposals in which 
default coverage was partially subsidized. An employer firewall 
would not be relevant for proposals in which default coverage 
was fully subsidized through broad-based tax revenues.

The key implications of introducing default coverage while 
maintaining the employer firewall, compared with approaches 
that would remove the firewall, are as follows:

■ Fewer changes would be made to people’s sources of 
coverage under current law, depending on the relative 
generosity of the subsidy for default coverage and other 
sources of coverage.

■ Fewer gains in coverage would occur if people with an 
offer of affordable employment-based insurance were not 
required to enroll in default coverage. If those people were 
eligible for default coverage and responsible for the asso-
ciated tax payment, the firewall would prevent them from 
being eligible for subsidies to offset the tax obligation, and 
they would be liable for a large tax payment.

■ Administrative complexity would be greater because a 
government entity would have to verify whether each unin-
sured person had an offer of affordable employment-based 
coverage.

Fewer Changes to Sources of Coverage
Under proposals that introduced default coverage and retained 
the employer firewall, there probably would be fewer changes 
to current sources of coverage than under the approaches 
described in this report that would remove the firewall. That 
is, more people with employment-based insurance probably 
would retain that coverage if the firewall remained intact.

The extent of changes to sources of coverage would depend 
on the relative generosity of the subsidy for default cover-
age and other sources of coverage, the size of the firm, and 
the income distribution of employees eligible for an offer 
of employment-based coverage. If the subsidy available for 
default and other sources of coverage was the same as the 
premium tax credits under current law, employers’ incentives 
to offer coverage most likely would be similar to the incentives 
that exist under current law. However, if subsidies became 
more generous and enough employees found subsidized 
default and other coverage to be a more attractive alternative 
to employment-based coverage, some employers might have 
fewer incentives to offer coverage.

Fewer Gains in Coverage If People With an Offer 
of Affordable Employment-Based Insurance Were 
Ineligible for Default Coverage
A policy that introduced partially subsidized default coverage 
while maintaining the employer firewall would need to specify 
whether people with an offer of affordable employment-based 
coverage who chose not enroll in their employer’s plan (or an 
alternative plan) would be required to enroll in default cover-
age and responsible for the associated premium-equivalent 
tax to finance that coverage. If those people were eligible for 
default coverage and responsible for paying the associated 
tax, the firewall would prevent them from being eligible for 
subsidies (such as premium tax credits) to offset the tax obliga-
tion. Those people would then be liable for a large tax, which 
could be surprising and particularly burdensome for people 
with modest income.

A proposal could include additional requirements to minimize 
the number of people who would be covered by the default 
plan and responsible for large tax payments. For example, 
the policy could require employers to automatically enroll 
all of their employees in their least expensive plan during 
the open-enrollment period unless the employee chose an 
alternative plan offered by the employer, provided proof of

Continued
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Box1. Continued

Introducing Default Coverage While Maintaining an Employer Firewall: Implications and Challenges

other coverage, or opted out. (A requirement that certain 
large employers with more than 200 employees auto-enroll 
those employees in a health insurance plan was attempted in 
the past, but that requirement was not implemented and was 
repealed by Bipartisan Budget Act of 2015 before it took effect. 
Some of the concerns related to employer auto-enrollment 
include how to determine whether an employee already has 
coverage through a family member or dependent and how 
much discretion employers have in choosing a health insurance 
plan for their employees.)

Alternatively, if a proposal prevented people with an offer of 
affordable employment-based coverage from receiving default 
coverage and it did not levy the associated tax to finance 
default coverage, such a proposal would result in fewer gains 
in coverage. In that case, many uninsured people who do not 
currently take up their offer of affordable employment-based

coverage (or another source) would probably continue to 
decline such coverage, leaving millions of people without 
health insurance.

Increased Administrative Complexity
Maintaining an employer firewall alongside default coverage 
would increase the administrative complexity and cost of 
implementing default coverage. Those administrative complex-
ities and costs would arise because a government entity would 
have to verify whether each uninsured person had an offer of 
affordable employment-based coverage, which could require 
developing new reporting systems. The effectiveness of the 
employer firewall also would depend on how strongly it was 
enforced-proposals that increased the relative generosity of 
the subsidy for default and other coverage would increase the 
need to enforce compliance with the employer firewall.

income if that income was was $45,000 and 23 percent 
if their income was $50,000.16 Extending eligibility 
to households whose income is up to 500 percent or 
more of the FPL would eliminate any sharp increases 
in premiums for people in that income range, but older 
people just above the new eligibility threshold might face 
a similar sharp increase.

Premium subsidies could be made more generous by 
decreasing the affordability thresholds (the percentage 
of income that people who qualify for subsidies are 
expected to pay for a benchmark plan) or by benchmark-
ing the subsidy level to a more generous plan— for exam-
ple, to the second-lowest-cost gold plan rather than the 
second-lowest-cost silver plan. More generous subsidies 
would both reduce the amount that people would pay 
to enroll in nongroup plans and reduce the size of the 
premium-equivalent tax that would be levied on people 
if they did not enroll in a plan. But larger subsidies also 
would increase the cost to the government.

Gross Prem ium s in  the Nongroup M arket. Gross premi-
ums (the total premium charged by insurers before any

16. See Figure 2 in Rachel Fehr and others, How Affordable Are 
201 9  A C A Premiums fo r  Middle-Income People? (Kaiser Family 
Foundation, March 2019), https://tinyurl.com/y2lvvmkh.

premium subsidies are applied) in the nongroup market 
probably would decrease because previously uninsured 
and less costly individuals would be brought into the risk 
pool through default coverage.

If the approach included a new public option, premi-
ums could be even lower. The public option could have 
lower premiums than comparable private plans available 
through the health insurance marketplaces if the pub-
lic option had lower costs— because of lower provider 
payment rates or administrative costs, for example. Gross 
premiums in the marketplaces also might decrease if the 
public option put downward pressure on the premiums 
of private plans. Alternatively, the public option could 
have higher premiums if it operated less efficiently, used 
fewer managed care tools that constrained utilization 
(such as prior authorization or gatekeeping), or attracted 
enrollees who were less healthy in ways that were not 
captured by the risk-adjustment system. A public option 
with higher premiums also could have a broader network 
of participating providers or higher payment rates, which 
would make care more accessible.

In addition, some low- and middle-income people who 
previously obtained coverage through their employ-
ers would be brought into the nongroup market once 
they were eligible for premium subsidies— because of
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the elimination of the firewall—which could increase 
or decrease gross premiums, depending on the average 
spending of those enrollees.

N e t Prem ium s in  the Nongroup M arket. Those lower gross 
premiums in the nongroup market would primarily 
decrease net premiums (the premiums paid by individ-
uals after any premium subsidies are applied) for unsub-
sidized, higher-income households because net premi-
ums for subsidized households are already capped as a 
percentage of their income. Net premiums for low- and 
middle-income subsidized households could decrease if 
the policy increased the generosity of premium subsidies 
in the ways discussed earlier. Net premiums also would 
fall to zero for low-income households that became 
newly eligible for premium subsidies because they were 
living in a state that had not expanded Medicaid.

Prem ium s fo r  O ther Types o f  Insurance. Premiums for 
employment-based insurance would continue to be 
subsidized through existing tax preferences. Premiums 
for some employment-based plans might change, 
depending on whether the people who switched from 
employment-based coverage to subsidized marketplace 
coverage were more or less healthy than the people who 
retained employment-based coverage. Premiums for 
people obtaining coverage through other sources (such as 
CHIP) would remain about the same.

Cost Sharing and Benefits. Cost sharing for existing 
sources of coverage could remain unchanged from cur-
rent law under some specifications, or it could decrease. 
For example, cost sharing could decrease for some groups 
if eligibility for cost-sharing reductions was expanded, 
or if premium subsidies were benchmarked to a more 
generous plan, such as a gold plan. Covered benefits for 
existing sources of coverage would remain unchanged 
from current law. The default private or public plan 
could be required to have the same amount of cost shar-
ing as the benchmark plan used to determine premium 
subsidies (currently a silver plan, with income-based 
CSRs) or a less generous plan.

Role of Private Plans. Private plans would continue to 
play a large role under this approach. Most people under 
the age of 65 would continue to receive private cover-
age either through employers or through the nongroup 
market. Enrollment in nongroup private plans would 
increase if default coverage was provided by a private 
plan. People who were newly eligible for subsidized

coverage through the marketplaces would enroll in 
private plans, and some people would gain coverage 
through a private default plan.

Even if the approach included a public option, private 
plans would still continue to play a large role. Most peo-
ple under the age of 65 would continue to receive private 
coverage through employers or in the nongroup market. 
Enrollment in nongroup private plans could increase or 
decrease: O n the one hand, some people would switch 
from private coverage to the new public option; on 
the other hand, the total size of the nongroup market 
would increase as more people whose income fell below 
100 percent of the FPL became eligible for premium 
subsidies and as some low- and middle-income workers 
switched from employment-based coverage to a subsi-
dized marketplace plan.

Role of Employment-Based Coverage. Employment- 
based coverage would play a smaller role under this 
approach than under current law, but most people who 
currently obtain coverage through employers probably 
would continue to do so, in part because of its tax advan-
tages. Employment-based insurance also would continue 
because of its effectiveness in pooling risks and because 
of the lower costs for some administrative activities (for 
instance, for marketing and collecting premiums) com-
pared with nongroup insurance.

Eliminating the employer firewall would lead some 
low- and middle-income people who are eligible for 
employment-based coverage to forgo that coverage in 
favor of subsidized marketplace or default coverage. 
Lower-income workers who were eligible for the largest 
premium subsidies would be the most likely to choose 
marketplace coverage over employment-based coverage, 
and some firms would design their insurance offerings to 
encourage them to do so. For example, some firms might 
increase employees’ premium contributions to a level 
that would make it more expensive for their lower-in-
come workers to purchase the employment-based plan 
rather than purchase subsidized marketplace coverage.

N u m b er  o f  Employers O ffering Insurance. Employers 
would respond differently to the elimination of the 
firewall, depending on the income mix of their workers 
and the number of workers in their firm. Employers with 
workers whose income was too high to qualify for mar-
ketplace subsidies would have a strong incentive to offer 
insurance even in the absence of the firewall. Employers
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with only some workers who were eligible for such subsi-
dies would weigh the costs and benefits to their employ-
ees of offering insurance. Those employers also would 
consider what fraction of their employees would be likely 
to take up that offer, because insurers often charge higher 
premiums to small firms that do not have high participa-
tion rates among their workers. Small firms with many 
workers who qualified for subsidies would be the most 
likely to stop offering coverage if removing the firewall 
caused those workers to switch to subsidized marketplace 
coverage.

Altogether, employers probably would have fewer incen-
tives to offer coverage once the employer firewall was 
eliminated, but the number of employers that changed 
their offerings would depend on the generosity of the 
premium subsidies available to their workers. If  the 
generosity of premium subsidies for marketplace plans 
remained unchanged from current law, the number of 
employers who stopped offering insurance would proba-
bly be small. Some employers might not offer coverage if 
enough of their employees found subsidized marketplace 
and default coverage to be a more attractive alternative 
than employment-based coverage. In that case, employ-
ers generally would offset that reduction in health bene-
fits by offering higher wages to their employees.

However, eliminating the employer firewall might lead 
a few additional employers to offer coverage. Currently, 
some firms may choose not to offer coverage because if 
they did so, the firewall would prevent their low- and 
middle-income employees from enrolling in more attrac-
tive subsidized marketplace coverage. If the firewall was 
eliminated, those firms could offer coverage primarily for 
the benefit of higher-income employees, who would not 
qualify for subsidies, without preventing their low- and 
middle-income employees from being eligible for sub-
sidized marketplace or default coverage. Because enroll-
ment in that employment-based coverage would largely 
be limited to higher-income employees, those firms’ total 
costs of offering coverage would be lower in the absence 
of the firewall.

Although eliminating the firewall might lead slightly 
more firms to offer employment-based coverage, over-
all enrollment in that coverage probably would decline 
because the number of low- and middle-income 
employees switching to marketplace or default coverage 
probably would exceed the number of higher-income

employees enrolling in newly offered employment-based 
coverage.

Role of Public Programs. Under this approach, existing 
public programs would play a role similar to the role 
they play under current law. Many low-income people 
would continue to receive coverage through Medicaid 
or CHIP, and some would continue to use other public 
coverage, such as Medicare for the disabled.

Along with extending eligibility for marketplace sub-
sidies to people whose income was below 100 percent 
of the FPL, the federal government would finance the 
entire cost of the expansion population in states that 
expanded Medicaid under the terms of the ACA (rather 
than 90 percent of the costs as under current law).
That would give state policymakers flexibility to choose 
whether to provide subsidized coverage to people below 
100 percent of the FPL through Medicaid or market-
place plans. Because both forms of coverage would be 
fully subsidized by the federal government, states that 
have already expanded Medicaid under the terms of 
the ACA would not have a financial incentive to scale 
back their expansion of the program. Other states could 
choose to expand Medicaid (with the federal government 
financing the entire cost) or they could cover those peo-
ple through marketplace subsidies, depending on their 
priorities. Fully financing the cost of Medicaid enrollees 
made eligible through expansion under the terms of the 
ACA would increase costs incurred by the federal govern-
ment for covering those people.

Public plans would play a larger role if the approach 
included a new public option that was offered through 
health insurance marketplaces and that provided default 
coverage. More people would be enrolled in public 
coverage through the new public option, but enrollment 
in the public option would be a small share of overall 
enrollment because most people who currently obtain 
private insurance through employers would continue to 
do so, and some people in the nongroup market would 
continue to choose private plans.

Variants and Examples of This Approach. Covering all 
people without an alternative source of coverage with 
a default plan could be accomplished in different ways 
by defining what type of entity would provide default 
coverage. Variants of this approach include a default plan 
that would be provided by private insurers or through a
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public option that also would be available to all people 
through existing health care marketplaces.

Private D efau lt Coverage. Under this variant, a private 
plan could serve as default coverage for people who did 
not enroll in another plan or program. A proposal by 
Fiedler and others incorporates all of the key features 
of this approach, including a similar default coverage 
mechanism and the expansion of eligibility for subsi-
dized coverage, but it does so in ways that are somewhat 
different from those described here.17 For example, 
rather than extending eligibility for marketplace subsi-
dies to those whose income was below 100 percent of 
the FPL, the proposal would provide states that have not 
expanded Medicaid incentives to do so. That proposal 
has the potential to achieve near-universal coverage if all 
states chose to expand Medicaid when faced with those 
incentives.

Public O ption Offered Through the Marketplaces. A 
public option that was offered through the existing 
health insurance marketplaces could provide near-uni-
versal coverage if the option acted as a default plan and 
provided coverage to all otherwise uninsured people.
The public option could be specified to have the same 
generosity as the benchmark plan used to determine the 
amount of premium subsidies (currently, a silver plan), 
with comparable income-based cost-sharing-reduction 
subsidies. People who were assigned to the public option 
through the default mechanism would be responsible for 
tax payments that were equal to the net premium they 
would have faced had they enrolled through the health 
insurance marketplaces.

Another proposal, by Blumberg and others, would incor-
porate all of the key features of this approach, including 
introducing a public option with a similar default role 
and expanding eligibility for subsidized coverage.18 
That proposal also would increase the generosity of

17. See Matthew Fiedler and others, “Building on the ACA to 
Achieve Universal Coverage,” New  England Journal o f  Medicine, 
vol. 380, no. 18 (May 2, 2019), pp. 1685-1688, http:// 
doi.org/10.1056/NEJMp1901532.

18. See “Simulated Reform Packages: Reform 5,” in Linda J. 
Blumberg and others, From Incremental to Comprehensive Health
Insurance Reform: How Various Options Compare on Coverage and  
Costs (Urban Institute, October 2019), p. 6, https://tinyurl.com/ 
yy9atuf7 (PDF, 1.05 MB).

marketplace subsidies and establish a federal reinsurance 
program for the nongroup market. Many other proposals 
would introduce a public option in the nongroup mar-
ket, but they would not achieve near-universal coverage 
unless paired with a default coverage mechanism.19

Approach 2: Partially Subsidized Default Coverage 
Through a Large Public Program That Replaces 
Medicaid, CHIP, and the Nongroup Market and 
Retains Employment-Based Coverage
Under this approach, a new public health insurance 
program would replace the current nongroup market and 
Medicaid and CHIP acute care coverage, and all coverage 
would be provided through employers, the new public 
program, or existing public programs such as TRICARE. 
The public program would allow people to choose 
between a publicly administered plan and multiple 
privately administered plans meeting the same minimum 
requirements for cost sharing and covered benefits. That 
structure would be similar to that of the Medicare pro-
gram, which allows beneficiaries to choose between the 
publicly administered Medicare fee-for-service program 
and private Medicare Advantage plans. The publicly 
administered plan would serve as the default plan, which 
would provide automatic coverage for people who did 
not have an alternative source of coverage.

Large employers would be required to offer coverage that 
qualified for the same tax preferences that are available 
under current law or to make mandatory contributions 
to the public program. Employees could choose to 
receive coverage through their employer or the public 
program. All low- and middle-income people, includ-
ing those with an offer of employment-based coverage, 
would be eligible for premium subsidies to purchase 
coverage through the public program.

Enrollment Process. Enrollment in the public pro-
gram could occur through an online portal or an alter-
native process administered by one or more federal 
or state agencies, whereas the enrollment process for 
employment-based coverage and other sources of cov-
erage would remain unchanged from the processes used

19. See the Keeping Health Insurance Affordable Act of 2019, S. 3, 
116th Cong.; the Choose Medicare Act, H.R. 2463 and S. 1261, 
116th Cong.; the Medicare-X Choice Act of 2019, H.R. 2000 
and S. 981, 116th Cong.; and the C HO ICE Act, H.R. 2085 and 
S. 1033, 116th Cong.
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under current law. For people who did not actively enroll 
in a plan, the public plan would provide default coverage 
without the need for active enrollment.

Premiums. Premiums in the new public program could 
be regulated in a manner similar to that governing the 
nongroup market under current law (which stipulates 
that premiums can vary by age, family size, geography, 
and tobacco use). Alternatively, they might be allowed 
to vary on the basis of a more limited set of factors (such 
as requiring that a plan charge the same premium to all 
people within the same geographic area). Those choices 
would affect both the gross premiums under the new 
program and the net premiums that different people 
would face after applying any relevant premium subsi-
dies. As under current law, premium subsidies would be 
based on the percentage of income that people would be 
required to pay to purchase a benchmark plan.

Gross Prem ium s in  the Public Program. Gross premiums in 
the public program would depend on the average health 
care spending of people who were enrolled in the pro-
gram, which might be different from the average spend-
ing of people enrolled in nongroup plans under propos-
als similar to Approach 1 (whether or not a public option 
was offered). In addition to covering people currently 
enrolled in marketplace plans and other nongroup insur-
ance plans, the public program would cover people who 
are currently uninsured (who tend to be younger and 
healthier), those who are currently enrolled in Medicaid 
and CHIP (who tend to be less healthy), and some 
people who are currently enrolled in employment-based 
plans (who could be more or less healthy, depending on 
the generosity of the public program and how employers 
adjusted their coverage offerings in response to the new 
policy).

N e t Prem ium s in  the Public Program. If premiums in the 
new program were regulated in a manner similar to that 
governing the nongroup market under current law, net 
premiums in the proposed public program would be 
lower than in the nongroup market (as it operates under 
current law) for the low- and middle-income people 
who were eligible for subsidies. People with low income 
would receive a subsidy that would cover the full cost of 
the benchmark plan used to determine subsidies in the 
new public program. Middle-income people would be 
eligible for more generous premium subsidies than the 
ones that are available through the health insurance mar-
ketplaces under current law. As with Approach 1, people

who received coverage through the default mechanism 
would have a net tax liability equal to the income-based 
premiums they would have paid if they had actively 
enrolled in the public plan. Higher-income people who 
enrolled in the new public program and were not eligible 
for subsidies would face the entire gross premium of 
plans in the program.

Prem ium s fo r  Em ploym ent-Based Insurance. Premiums 
for employment-based coverage also might change if 
the public program attracted a large number of people 
who currently are enrolled in employment-based plans, 
and if the risk profile of those remaining in employ-
ment-based coverage differed from that existing under 
current law. For example, if the public program attracted 
less healthy individuals (who tend to be more costly to 
insure), premiums could decrease for those remaining in 
employment-based coverage.

Cost Sharing and Benefits. Plans in the public pro-
gram would be required to have a minimum generosity 
level. For example, they could be required to have the 
same generosity as a silver or gold plan, with income- 
based cost-sharing requirements. As is the case with 
cost-sharing reductions in the marketplaces under cur-
rent law, lower-income individuals would be responsible 
for smaller cost-sharing payments. Depending on the 
specifications of the benefit design, cost sharing could 
remain unchanged from current law, or it could decrease. 
For example, cost sharing could decrease for some groups 
if income-based cost sharing was more generous than 
under current law or if the minimum plan generosity 
required by the public program was specified to be 
greater than under current law.

Covered benefits could be specified to include the 
essential health benefits required in the marketplaces 
under current law, or they could be expanded to include 
additional services, such as dental and vision coverage 
and long-term services and supports. (Long-term services 
and supports consist of health care and related services 
provided to people with functional or cognitive limita-
tions to help them perform routine daily activities over 
an extended period).

Role of Private Plans. Private plans would continue 
to play a large role in both the new public program 
and employment-based insurance. Some people under 
the age of 65 would continue to receive private cov-
erage through their employers, but enrollment in
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employment-based insurance would decrease as some 
workers and their families enrolled in the new public 
program. The extent to which people shifted to the pub-
lic program would depend on the generosity of premium 
subsidies, the generosity of coverage under the program 
(that is, the actuarial value and covered benefits) rela-
tive to employment-based coverage, and the size of the 
required employer contributions and any other require-
ments or penalties to continue offering coverage.

Role of Employment-Based Coverage. Employment- 
based coverage would continue, but it would play a 
smaller role under this approach than under current 
law. Large employers would be required to offer private 
coverage or to offer coverage through the public pro-
gram by making mandatory contributions on behalf of 
their employees (in which case employees could choose 
between private plans and the public plan offered 
through the public program). Those mandatory contri-
butions would be larger than the penalties employers 
face for not offering coverage under current law. The 
ability of employers to make contributions toward plans 
offered through the public program would resemble 
the final rule governing recent health reimbursement 
arrangements in effect under current law; that rule allows 
employers to direct a limited amount of pretax premium 
contributions to subsidize their employees’ choice of 
private plans offered in the nongroup market.20

Many large employers probably would continue offering 
coverage outside of the public program, particularly if 
the cost of offering that coverage was less than the contri-
butions they would be required to make to offer cover-
age through the public program; but the incentives for 
employers to continue offering coverage would depend 
on various features of the policy. For example, if the 
mandatory contributions were structured as a percentage 
of the employer’s payroll, firms employing higher-income 
workers probably would find it less expensive to continue 
offering coverage outside of the public program. If the 
policy did not include sufficiently large employer penal-
ties or requirements to offer coverage, employers would 
have less incentive to offer coverage outside of the public 
program.

20. For further discussion of the final rule for health reimbursement
arrangements, see Katie Keith, “Final Rule on Health Reimbursement 
Arrangements Could Shake Up Markets,” Health Affairs Blog 
(June 14, 2019), https://tinyurl.com/y6re7gdt.

A more generous level of benefits and premium subsidies 
for plans offered through the public program also would 
make covering employees through the public program 
more attractive than offering coverage outside of the 
program. Although many employers would continue 
to offer coverage, others would discontinue coverage 
and their employees would receive coverage through 
the public program. Some people, particularly those in 
lower-income households who would have low or no 
premiums for the public program, would opt for the 
public program over employment-based coverage even 
if their employer offered coverage. As a result, people 
who retained employment-based coverage would have 
higher income, on average, than the people enrolled in 
employment-based coverage under current law and than 
participants in the public program would have under this 
approach.

Role of Public Programs. Enrollment in public coverage 
would increase relative to current law. Although many 
people would enroll in the public plan through the new 
public program, many others would select a private plan 
through the new program or through their employers. 
The new public program could be based on an existing 
program, such as Medicare, or it could be an entirely 
new program. Some individuals would continue to use 
other public coverage, such as the coverage Medicare 
provides for the disabled.

Examples of This Approach. The Medicare for America 
Act of 2019 (H.R. 2452) uses a model that is similar to 
the one described in this approach. That bill incorpo-
rates all of the key features of this approach, including a 
new large public program called Medicare for America 
that would entirely replace Medicaid, CHIP, and the 
nongroup market.21 * It also includes requirements for 
large employers and other elements that ensure many 
people would continue to use private employment-based 
coverage.

However, H.R. 2452 offers more specific details than the 
general approach described here, and it includes some 
elements that are different. For example, H.R. 2452 also 
would eliminate the existing Medicare program, and 
it would cover those people in the new Medicare for

21. See the Medicare for America Act o f 2019, H.R. 2452, 116th 
Cong. For a related proposal, see Center for American Progress 
Health Policy Team, Medicare Extra: Universal Coverage fo r  Less 
Than $3 Trillion and  Lower Health Care Costs fo r  A ll  (July 2019),
https://tinyurl.com/yyx9f55d (PDF, 1.18 MB).
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America program, which would allow them to choose 
either a publicly administered plan or one of multiple 
participating private plans. Large employers would pay 
an 8 percent payroll tax to help finance the new public 
program if they did not offer coverage.

If enacted, the legislation would require the govern-
ment to auto-enroll all uninsured people in Medicare 
for America. In CBO’s assessment, however, prospective 
auto-enrollment of all uninsured people would not be 
feasible because it would require the government to 
identify every person at the moment they lost other 
coverage and to begin collecting premiums from them. 
The legislation has the potential to achieve near-universal 
coverage if the public program also served as a default 
plan that provided automatic coverage to uninsured 
people who could not be auto-enrolled.

A different proposal by Blumberg and others also shares 
the key features of this approach, including a new regu-
lated marketplace of private plans and a public plan that 
would replace the current nongroup market, Medicaid, 
and CHIP; generous subsidies to purchase insurance 
through that marketplace; a continued role for employ-
ment-based coverage; and default coverage through a 
public plan.22 However, that proposal would not require 
large employers to offer coverage or make mandatory 
contributions.

Approach 3: Premium Subsidies for All People and 
Default Coverage Through a Fully Subsidized Plan
The defining feature of this approach (often called a 
premium support system) is that all people in the eligible 
population under the age of 65 would receive a premium 
subsidy from the government that was large enough to 
cover the entire cost of a benchmark plan. Under this 
approach, a specified level of benefits would be provided, 
along with cost-sharing reductions for low-income 
people. People would use the subsidy to purchase a plan 
of their choice from a health insurance marketplace that 
included multiple private plans and, potentially, a public 
option. Under this approach, preferential tax treatment

22. That proposal refers to default coverage as continuous
autoenrollment with retroactive enforcement. See “Description 
o f Policy Options: The Building Blocks of Healthy America,” 
Variant 3: “HA With CARE,” in Linda J. Blumberg and others, 
The Healthy America Program, A n  Update and Additional Options 
(Urban Institute, September 2019), p. 3, https://tinyurl.com/ 
y3x3zyrs (PDF, 533 KB).

for employment-based health insurance would be elim-
inated. Employers would have little incentive to offer 
primary health insurance coverage, but they might offer 
supplemental coverage to reduce cost sharing or provide 
additional benefits not covered by marketplace plans.

The subsidies could be provided as a refundable tax 
credit, which would reduce revenues and increase out-
lays, or as direct payments, which would only increase 
outlays; the two would be economically equivalent.23 
Different variants could specify a less generous level of 
benefits (for instance, catastrophic coverage only) that 
would be similar to those available through a bronze 
plan under current law. Alternatively, the variants could 
specify a more generous level of benefits that would be 
similar to those available through Medicare or a gold 
plan.

This approach would represent a significant change from 
the current system: Employment-based insurance would 
have a much smaller role than under current law, and 
Medicaid and CHIP would no longer provide primary 
coverage for acute care services, which include compre-
hensive major medical services and prescription drugs. 
The Medicare program would continue to exist for peo-
ple over the age of 65 and the disabled population.

A fully subsidized benchmark plan would provide default 
coverage for people who did not actively enroll in a plan 
and would require no additional tax payments. Because 
no additional tax payments for default coverage would 
need to be collected from uninsured people, default 
coverage would be substantially easier to implement than 
would be the case with Approaches 1 and 2.

23. For example, under President George H.W. Bush’s 1992 
proposal, low- and middle-income individuals who were 
not covered by Medicare, Medicaid, the Veterans Health 
Administration, or the Civilian Health and Medical Program of 
the Uniformed Services would have been eligible for a tax credit 
or tax deduction to purchase health insurance. The tax credit 
would have extended up to a certain threshold based on modified 
adjusted gross income and then it would have been phased out. 
Such a proposal paired with the additional elements of default 
coverage or a large and enforced individual mandate penalty 
could achieve near-universal coverage. See R. Glenn Hubbard, 
“The President’s 1992 Health Care White Paper: An Economic 
Perspective,” N ational Tax Journal, vol. 45 no. 3 (1992), pp. 
347—356, https://ntanet.org/NTJ/45/3/ntj-v45n03p347-56- 
president-1992-health-care.html.
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Enrollment Process. People would use the premium sub-
sidy to purchase a plan from a health insurance market-
place. They would be able to select a new plan each year 
during an open-enrollment period.24 For people who did 
not actively enroll in a plan, a default zero-premium plan 
would provide coverage without the need for them to 
actively enroll.

Premiums. A premium subsidy that was equal to the full 
premium of a specified benchmark plan in the market-
place would be more equitable if it varied with both 
age and income instead of just with income.25 * * People 
who chose the benchmark plan (or a plan that cost less 
than the benchmark plan) could enroll without paying 
a premium. They could still choose to enroll in a more 
expensive plan, which would cover additional benefits or 
have lower cost sharing, but they would be responsible 
for any additional costs above the benchmark subsidy. 
The premium subsidy could be made more or less gener-
ous by adjusting the plan to which it was benchmarked.

Cost Sharing and Benefits. The premium subsidy would 
be large enough to cover the entire cost of a benchmark 
plan with a minimum level of cost-sharing and covered 
benefits. The minimum amount of cost sharing could be 
relatively high, as in a plan that provided only basic cat-
astrophic coverage for high-cost medical events in excess 
of a certain dollar amount, or it could be relatively low, 
similar to that of a gold plan available through the cur-
rent health insurance marketplaces. Cost-sharing reduc-
tions also would be available for certain populations, 
such as low-income people. People without cost-sharing 
reductions could choose to enroll in a plan with lower 
cost-sharing amounts.

24. Some people also would be eligible to switch plans during a 
special enrollment period if they experienced a qualifying life 
event, such as the birth of a child.

25. If the 3:1 age-rating rule in effect under current law remained 
in place and the refundable tax credit or direct payment did not
vary with age, the level of benefits that could be purchased with 
the refundable tax credit or direct payment amounts would vary 
by age— for instance, a 64-year-old person would be able to 
buy a much less generous plan than a 21-year-old. The amount 
o f benefits that could be purchased with a refundable flat tax 
credit or direct payment also would vary by geographic area 
because premiums vary by geographic area and state. For further 
discussion of flat premium tax credits, see American Academy 
o f Actuaries, “Auto-Enrollment Into Individual Market Health 
Insurance Coverage” (September 2018), https://tinyurl.com/
y5a3v6yo (PDF, 215 KB).

The required covered benefits under a premium support 
system could be similar to the essential health bene-
fits specified by the ACA or the benefits provided by 
Medicare, or they could be based on something else, 
such as a cost-effectiveness criterion. They could include 
additional benefits, such as dental and vision services.

Role of Private Plans. Private plans would continue to 
play a significant role under this approach. People under 
the age of 65 could use the premium subsidy to purchase 
a private plan from a marketplace; otherwise, they would 
be covered under a zero-premium default plan.

Role of Employment-Based Insurance. Employers prob-
ably would have little incentive to offer primary health 
insurance coverage under a premium support system if 
everyone in the eligible population received a premium 
subsidy from the government to purchase coverage 
through a marketplace. However, depending on the pre-
mium subsidy amount, cost-sharing requirements, and 
the type of benefits offered by the marketplace plans, this 
approach could allow employers to offer supplemental 
coverage to their employees. Such supplemental cover-
age could be used to reduce cost-sharing amounts, or it 
could be used to offer benefits that were not available 
through marketplace plans, such as dental and vision ser-
vices. If a marketplace plan provided basic catastrophic 
coverage, for example, then employers could offer cov-
erage that provided the same benefits they would have 
provided under current law on top of the catastrophic 
coverage. In such a case, their employees would experi-
ence little change in health insurance benefits under this 
approach compared with current law.

Because tax preferences for employment-based health 
insurance would be eliminated under this approach, 
people with the same income and similar family respon-
sibilities would receive the same benefits for medical 
costs, and subsidies would not be larger in higher tax 
brackets. (Current law results in larger subsidies for peo-
ple in higher tax brackets because of the structure of tax 
preferences for employment-based coverage).

Role of Public Programs. A premium support system 
could include a public option that would be available 
along with private plans in the new marketplace. As in 
Approach 1, the public option could be modeled on an 
existing public program, such as Medicare. A premium 
support system also would need to specify the role of 
other public programs, such as Medicaid, TRICARE, and 
the Veterans Health Administration. Some components
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of those programs could continue to operate or provide 
benefits for services not covered by the premium support 
system. The Medicaid and CHIP programs would be 
substantially smaller because they would no longer pro-
vide primary coverage for acute care services. But those 
programs could continue to provide long-term services 
and supports for low-income and disabled populations.

Variants and Examples of This Approach. An approach 
that offered everyone a subsidy covering the entire cost 
of a benchmark plan that would be purchased through 
a marketplace would depend on the way the bench-
mark plan was defined and how the marketplace was 
structured.

Fully Subsid ized  Catastrophic Coverage fo r  A ll. One 
variant would be to benchmark premium subsidies to a 
catastrophic plan with high levels of first-dollar cost shar-
ing, such as a high-deductible plan.26 However, under 
the catastrophic plan, there would be no cost sharing for 
the treatment of chronic conditions and preventive ser-
vices, such as vaccinations and prenatal care. Deductibles 
would vary on the basis of household income, and indi-
viduals whose income was below a certain level would 
not have a deductible. People could use their subsidy to 
enroll in a catastrophic plan at no cost or they could use 
their subsidy toward the cost of a more generous plan 
offered through a marketplace of private plans if they 
paid the additional premium. Under this variant, there 
also could be a public option in the marketplace. Various 
analysts have proposed an approach similar to the one 
described here.27

Fully Subsid ized  Generous Coverage fo r  A ll. Another 
variant of this approach would be to benchmark pre-
mium subsidies to a plan with generous benefits, similar 
to the Medicare program or a gold plan under cur-
rent law. Under this approach, people would use their 
subsidy to purchase a plan of their choice from a health 
insurance marketplace that included multiple private

26. First-dollar cost sharing is the amount that an enrollee is required 
to pay out of pocket before the health plan starts to pay for
benefits.

27. See Ed Dolan, Universal Catastrophic Coverage: Principles fo r  
Bipartisan Health Care Reform (Niskanen Center, June 2019), 
https://tinyurl.com/y4jkfzco (PDF, 969 KB). See also Dana 
Goldman and Kip Hagopian, “The Health-Insurance Solution,” 
N ational Affairs (Fall 2012), https://tinyurl.com/y3es67tp.

plans.28 A public option also could be offered alongside 
private plans, similar to the current Medicare program, 
which gives people the choice of enrolling in traditional 
Medicare or a Medicare Advantage plan.29 An approach 
that offered fully subsidized generous coverage would 
require more federal spending than an approach that 
offered fully subsidized catastrophic coverage.

Approach 4: A Single-Payer System
Under a single-payer system, everyone in the defined 
population would receive health insurance coverage from 
the same public plan, and there generally would be no 
role for private insurance. There would be no premiums, 
and to achieve deficit neutrality, such a system would 
need to be financed through broad-based tax revenues; 
that is, new mechanisms of financing also would be 
required.30 This approach would involve the most sig-
nificant departure from the current health care system, 
and it would be an enormously complex undertaking. 
Under current law, people receive coverage through 
various public and private sources, as described earlier in 
this report. Under a single-payer system, there generally 
would be no role for employment-based insurance, and 
the role of other public programs, such as Medicaid and 
Medicare, would be greatly reduced or eliminated.

Enrollment Process. Under a single-payer system, the 
government would strive to enroll all people in the 
defined population in the public plan. People also could 
be automatically enrolled at the time they were issued 
Social Security numbers, newborns could be enrolled 
in hospitals, and other eligible people could be enrolled 
at the time they sought medical care. Some people 
seeking medical care would not be eligible for enroll- 
ment— because they were visiting from another country,

28. See George Halvorson and Mehmet Oz, “Medicare Advantage for 
All Can Save O ur Healthcare System,” Forbes (June 11, 2020), 
https://tinyurl.com/yyjvw8j2.

29. See Billy Wynne, “The Bipartisan ‘Single Payer’ Solution: 
Medicare Advantage Premium Support for All,” Health Affairs 
Blog (May 2017), https://tinyurl.com/y6xba4hx; Geoffrey 
Joyce, “Opinion: The Success of Medicare Advantage Makes It 
a Better Policy Choice Than ‘Medicare for All,’” MarketWatch 
(November 21, 2019), https://tinyurl.com/y42cj4z; and Ken 
Janda and Vivian Ho, “Medicare Advantage for All,” The H ill 
(August 27, 2019), https://tinyurl.com/y6avusv8.

30. For further details, see Congressional Budget Office, Key
Design Components and Considerations fo r  Establishing a 
Single-Payer Health Care System (May 2019), www.cbo.gov/ 
publication/55150.
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for instance— and the enrollment system would need 
to confirm that they were not eligible. Because people 
would need to provide information to the enrollment 
system and some would not do so, coverage would not 
be completely universal.

Premiums. There would be no premiums under a 
single-payer system. To achieve deficit neutrality, such a 
system would need to be financed through broad-based 
tax revenues.

Cost Sharing and Benefits. A single-payer system would 
have lower cost sharing than the average under current 
law. Such a system could include no cost sharing for 
most services. If the single-payer system included cost 
sharing, there could be exceptions for certain popula-
tions, such as people with low income, children, and the 
disabled.

The single-payer system would provide comprehensive 
major medical coverage, but certain items and services, 
such as over-the-counter medications and cosmetic 
procedures, could be excluded from coverage. Existing 
proposals cover a more comprehensive set of benefits 
than many current sources of coverage, including dental, 
vision, hearing, and long-term services and supports, but 
a single-payer system could be designed without those 
additional benefits.

Role of Private Plans. There generally would be no role, 
or a very limited role, for private insurance. If private 
insurance was allowed, it could be limited to services not 
covered by the public plan. However, private insurance

also could be offered as an alternative source of coverage 
if enrollees and providers were allowed to opt out of the 
single-payer system. Alternatively, private insurance could 
provide benefit enhancements, such as faster access to 
care or private rooms instead of semiprivate rooms for 
inpatient stays, or it could be used to access providers that 
opt out of the single-payer system or to seek care abroad.

Role of Employment-Based Insurance. Employment- 
based insurance probably would no longer exist under a 
single-payer health system, or its role would be greatly 
reduced. For instance, it might provide supplemental 
coverage for services not covered by the public plan or 
reduce cost-sharing amounts, if any.

Role of Public Programs. Most public programs, such as 
Medicaid, CHIP, and Medicare probably would have a 
limited role or be eliminated under a single-payer system. 
Some components of those programs could continue to 
operate separately and provide benefits for services not 
covered by the single-payer health plan. For example, 
Medicaid and CHIP could continue to provide long-term 
services and support benefits only to low-income popula-
tions, but the Medicare program would no longer exist.

Examples of This Approach. The two versions of the 
Medicare for All Act of 2019 include many of the fea-
tures described in this approach, including no premiums, 
comprehensive major medical coverage, limited to no 
cost sharing, and no private insurance that would dupli-
cate the benefits of the single-payer system.31

31. See the Medicare for All Act o f 2019, H.R. 1384 and S. 1129, 
116th Cong.

C B O



List of Tables and Figures

Tables
1. Summary of Approaches to Achieve Near-Universal Health Insurance

Coverage Through a Default Plan 4
2. Key Features of Approaches to Achieve Near-Universal Health Insurance

Coverage Through a Default Plan Compared With the System in Effect Under Current Law 5

Figure
1. Eligibility for Subsidized Coverage Among Uninsured People in 2019 10

C B O



About This Document

This report was prepared at the request of Chairman John Yarmuth of the House Committee on 
the Budget and Representatives Angie Craig, Lizzie Fletcher, and Susan Wild. In keeping with the 
Congressional Budget Office’s mandate to provide objective, impartial analysis, the report makes 
no recommendations.

Jared Maeda and Karen Stockley wrote the report with guidance from Chapin White 
and Jeffrey Kling. Caroline Hanson, Grace Hwang, Sarah Masi, John McClelland,
Alexandra Minicozzi, Lyle Nelson, and Julie Topoleski provided useful comments.
Christian Henry and Rachel Matthews fact-checked the report.

Edwin Dolan of the Niskanen Center, Matthew Fiedler of the Brookings Institution,
Glenn Hubbard of Columbia University, Topher Spiro of the Center for American Progress, and 
Gail Wilensky of Project Hope provided helpful comments. The assistance of external reviewers 
implies no responsibility for the final product, which rests solely with CBO.

Robert Sunshine reviewed the report. Loretta Lettner was the editor, and Casey Labrack 
was the graphics editor. An electronic version is available on CBO’s website (www.cbo.gov/ 
publication/56620).

CBO continually seeks feedback to make its work as useful as possible. Please send any comments 
to communications@cbo.gov.

Phillip L. Swagel 
Director 
October 2020

C B O



ISSUE BRIEF
NOVEMBER 2020

The Benefits and Limitations 
of State-Run Individual 
Market Reinsurance

Justin Giovannelli
Associate Research Professor 
Georgetown University Center 

on Health Insurance Reforms

JoAnn Volk
Research Professor 
Georgetown University Center 

on Health Insurance Reforms

Rachel Schwab
Research Associate 
Georgetown University Center 

on Health Insurance Reforms

Emily Curran
Associate
McDermott Will & Emery

ABSTRACT
ISSUE: Cost is a major barrier for many individuals seeking to 
enroll in or use comprehensive health insurance, despite historic 
gains in coverage since the Affordable Care Act (ACA). Though state 
policymakers have numerous options for improving the affordability of 
individual market coverage, they have most often chosen to implement 
state-run reinsurance programs. Reinsurance has been popular with 
states because the ACA’s temporary federal reinsurance program was 
successful and because state reinsurance can be funded in significant 
part with federal dollars available through an ACA Section 1332 waiver.

GOAL: Examine the benefits and limitations of waiver-funded state 
reinsurance programs.

METHODS: Analysis of state reinsurance programs; applicable federal 
and state laws, regulations, and guidance; and other state and federal 
proposals to address coverage affordability.

KEY FINDINGS AND CONCLUSIONS: States have customized waiver- 
funded reinsurance to meet their specific needs. States with reinsurance 
have experienced significantly lower individual market premiums 
and stable insurer participation. However, these premium reductions 
generally only benefit unsubsidized enrollees and the impact on 
coverage take-up is unclear. States prioritizing broader improvements 
should consider other policies in tandem with or in lieu of reinsurance, 
but need federal leadership and support to succeed.

TOPLINES
► To make individual market 

coverage more affordable, 
states have considered a 
range of policies but have 
pursued one approach more 
than others: reinsurance.

► The success of reinsurance in 
reducing unsubsidized premiums 
has made individual market 
coverage more affordable, but 
the broader impact of these 
programs on the cost of coverage 
has been more modest.

The
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INTRODUCTION

The Affordable Care Act (ACA) produced historic 
expansions in coverage and has provided millions of 
Americans — including many who have experienced 
hardship during the COVID-19 pandemic — with vital 
access to comprehensive health insurance.1 Even so, cost 
continues to present a major barrier to coverage for many.2 
Though federal subsidies for ACA marketplace coverage 
can substantially reduce costs for eligible individuals, 
the uninsured rate remains relatively high among people 
with moderate and lower incomes.3 Meanwhile, many 
individuals — including those with incomes above the 
eligibility threshold, those who fall into the “family glitch,” 
and undocumented residents — do not qualify for federal 
financial assistance.4 Following large premium increases 
in 2017 and 2018, individual market enrollment among

those who do not receive a federal subsidy dropped 
precipitously and has not rebounded.5

Though states have considered a range of policies to make 
individual market coverage more affordable, they have 
pursued one approach more than others: reinsurance.6 By 
2021, 14 states will operate individual market reinsurance 
programs, each designed to moderate premium increases 
and provide market stability by offsetting some costs 
borne by insurers of covering enrollees with high medical 
expenses.7 For the first three years of ACA marketplace 
coverage (2014-2016), a federal reinsurance program 
lowered premiums and stabilized markets nationwide.8 
Efforts to make that program permanent foundered, 
but its success — and, crucially, states' ability to finance 
reinsurance with federal dollars available through the 
ACA's Section 1332 waiver program — paved the way for 
states to establish their own programs (Exhibit 1).

Exhibit 1. State Individual M arket Reinsurance Programs Supported by Section 1332 Waiver Funding, 
by Year o f Adoption

B  Has operated a waiver-funded 
reinsurance program since 2018 
(3 states)

B  Has operated a waiver-funded 
reinsurance program since 2019 
(4 states)

B  Has operated a waiver-funded 
reinsurance program since 2020 
(5 states)

B  Will operate a waiver-funded 
reinsurance program beginning 
in 2021 (2 states)

B  Has applied to operate a waiver- 
funded reinsurance program 
beginning in 2022 (1 state)

Notes: Section1332ofthe ACAauthorizesstatesto applytowaivespecifiedprovisionsofthehealth lawtofacilitatestate-specific programsforimprovingcoverage. 
Ifastate's "innovationwaiver” programisforecast toreducefederalspending, thestateis entitledtohavethesesavings passedthroughto it for purposes of 
implementingtheprogram. The states identified in this map have secured, or are seeking, approval for innovation waivers that use these federal "pass-through” funds 
to partially finance the state's reinsurance program.

Data: Authors' analysis.
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At the federal level, the rationale for deploying reinsurance as part of the 
emergency response to COVID-19 has weakened considerably. The pandemic 
has reduced overall demand for health care services, boosting insurer profits, 
and has had only a modest — and often negligible — effect on 2021 individual 
market premiums, making an additional influx of funds unnecessary.9 Yet for 
states weighing whether to maintain or pursue waiver-funded reinsurance over a 
longer time horizon, considerations differ.

This brief examines states' efforts to implement reinsurance programs, and 
considers flexibilities in funding and program design, the effect of reinsurance 
on individual market premiums, and trends in enrollment and insurer 
participation. Finally, it identifies the limitations of state-run reinsurance and 
key considerations for states.

PROGRAM FUNDING AND DESIGN: A STRAIGHTFORWARD 
FRAMEWORK WITH OPTIONS TO INNOVATE

Funding

States' reinsurance programs receive substantial funding from the federal 
government, with “pass-through” dollars available through an ACA Section 
1332 waiver. In 10 of the 12 states where programs have commenced operations, 
waiver funding covers the majority of program costs and in all states, it is this 
federal support that has made reinsurance viable. Still, states must cover a share 
of costs and have developed several funding mechanisms to do so.

Eight of the 12 states rely at least in part on insurer assessments to finance 
their obligations, while five have used general appropriations to cover some 
or all state costs (Appendix Exhibit 1). But states have increasingly pursued 
other funding sources. Two states with individual mandates — New Jersey 
and Rhode Island — use the penalty dollars they collect to fund reinsurance.10 
Pennsylvania, which recently assumed responsibility for its ACA marketplace 
from the federal government, will finance its new reinsurance program with 
savings generated by running its coverage portal more efficiently.11

Other states have acted quickly and creatively to repurpose revenue from an 
expiring federal tax on health insurers. When Congress temporarily suspended 
the federal health insurance provider tax for 2019, Maryland required 
insurers — which benefit from and lobbied for reinsurance — to pay a fee 
equivalent to their forgone tax obligation to fund the program.12 Later, after 
Congress permanently repealed the tax, Colorado and New Jersey followed 
a course similar to Maryland and established state replacements to help fund 
both reinsurance and forthcoming coverage subsidy programs.13

WHAT ARE SECTION 1332
WAIVERS?

• Section 1332 of the ACA allows 
states to apply to the federal 
government to waive certain 
provisions of the health law to 
implement their own programs 
to improve health insurance 
coverage.

• States can waive rules 
governing the ACA's 
marketplaces, premium and 
cost-sharing subsidies, and 
essential health benefits, 
among others.

• States may not waive ACA 
protections for people with 
preexisting conditions, 
prohibitions on health status 
and gender rating, and 
nondiscrimination rules.

• States can access federal 
funding through the waiver. If 
a state's waiver plan is forecast 
to reduce federal spending 
on marketplace subsidies, 
the federal government will 
pass through those savings to 
the state for the purpose of 
implementing its waiver.

• The program does not give 
states carte blanche to waive 
federal law. A waiver cannot be 
approved unless it complies 
with statutory "guardrails” that 
disallow any proposal likely to 
undermine comprehensive 
and affordable coverage, 
cover fewer people, or impose 
additional costs on the federal 
government.

• States must have statutory 
authority to submit the waiver 
application to the federal 
government and implement 
the waiver program.

commonwealthfund.org Issue Brief, November 2020
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Program Parameters

Nearly all state reinsurance programs follow a “claims- 

based" model similar to the ACA's temporary federal 

program: they reimburse insurers a percentage (i.e., the 

coinsurance rate) of all high-cost claims that exceed a 

specified threshold (i.e., the attachment point), up to a cap. 

In contrast, Alaska has a “conditions-based" program, under 

which insurers are reimbursed for the costs of enrollees 

with specified high-cost health conditions. Maine uses a 

hybrid of the two models (Appendix Exhibit 2).

States have used design and program parameters to 

attain specific policy outcomes. For example, Colorado 

policymakers structured their program to have the 

greatest impact in areas that have historically faced the 

highest health care and premium costs. The state adjusts 

the coinsurance rate by region: in the most expensive 

areas, the state picks up a larger share of eligible claims, 

thereby providing greater premium relief.14 Georgia plans 

to establish a program with similar parameters in 2022.15

In Alaska, insurance regulators modified the list of 
conditions covered by the reinsurance program to include 
symptoms of COVID-19.16

WAIVER-FUNDED REINSURANCE: LOWER 
UNSUBSIDIZED PREMIUMS AND STABLE 
INSURER PARTICIPATION, BUT ENROLLMENT 
EFFECTS UNCLEAR

Premiums
Every state that has implemented a waiver-funded 
individual market reinsurance program has experienced 
lower unsubsidized premiums as a result (Exhibit 2). The 
magnitude of these savings, largely a function of program 
funding levels and market size, has varied substantially. 
Rhode Island's program, operating with a budget of $15 
million, reduced rates in its inaugural year (2020) by an 
average of about 4 percentage points. In Maryland, the 
state's $462 million program lowered average premiums 
by nearly 40 percentage points in its first year (2019).
In most states, reinsurance has produced an annual 
reduction in premiums of more than 10 percentage points.

Exhibit 2. Im pact o f W aiver-Funded State Reinsurance Programs on Individual M arket Unsubsidized 
Premiums, 2 0 1 8 -2 0 2 0

Average percentage-point reduction in unsubsidized premium rates because of reinsurance

State 2018 2019 2020

Alaska 30.2% 34.0% 37.1%

Colorado — — 22.4%

Delaware — — 13.8%

Maine — 13.9% 7.2%

Maryland — 39.6% 35.8%

Minnesota 16.8% 20.2% 21.3%

Montana — — 8.9%

New Jersey — 15.5% 16.9%

North Dakota — — 20.0%

Oregon 7.2% 6.7% 8.0%

Rhode Island — — 3.8%

Wisconsin — 9.9% 11.0%

Note: The table displays the difference in the average statewide premium with waiver-funded reinsurance and without it, where each rating area within the state
is weighted equally.

Data: Center for Consumer Information and Insurance Oversight, State Relief and Empowerment Waivers: State-Based Reinsurance Programs, June 2020.
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These programs have continued to generate premium 
reductions in the years following initial implementation. 
The reinsurance programs in Alaska and Minnesota 
have produced successively greater impact in each year 
of operation, with Alaska's premium reductions topping 
30 percentage points every year. Maryland's program, 
meanwhile, caused a roughly 36 percentage point drop in 
premiums in its second year.

M arketplace Enrollm ent

Though reinsurance has demonstrably reduced 
unsubsidized individual market premiums, its effect on 
marketplace enrollment is less clear. During program 
development, nearly all states projected that reinsurance

would generate only a small (less than 3%) boost in 
take-up. Raw enrollment trends suggest the positive 
effects may indeed have been limited (Exhibit 3). Seven 
of the 12 states with reinsurance programs have seen 
marketplace plan selections decline by at least 2 percent 
following program implementation, while two states have 
experienced corresponding increases. In three states, plan 
selections were flat.

These data do not rule out the possibility that reinsurance 
has affected enrollment. When these programs were 
being implemented, plan selections across the country 
trended downward. Evidence suggests that broader 
policy developments in the individual market, including 
massive cuts to consumer enrollment assistance programs,

Exhibit 3. Total N um ber o f Consumers W ho Selected a M arketplace Plan by th e  End o f Open  
Enrollm ent, 2 0 1 7 -2 0 2 0

State 2017 2018 2019 2020 Change in plan selections, 
pre/post program implementation*

Reinsurance programs implemented in 2018
Alaska 19,145 18,313 17,805 17,696 -7.6%

Minnesota 109,974 116,358 113,552 110,042 0.1%

Oregon 155,430 156,105 148,180 145,264 -6.5%
Total U.S. 12,216,003 11,750,175 11,444,141 11,409,447 -6.6%

Reinsurance programs implemented in 2019
Maine 79,407 75,809 70,987 62,031 -18.2%**

Maryland 157,832 153,584 156,963 158,934 3.5%

New Jersey 295,067 274,782 255,246 246,426 -10.3%
Wisconsin 242,863 225,435 205,118 195,498 -13.3%

Total U.S. 12,216,003 11,750,175 11,444,141 11,409,447 -2.9%

Reinsurance programs implemented in 2020
Colorado 161,568 161,764 170,325 166,852 -2.0%

Delaware 27,584 24,500 22,562 23,962 6.2%
Montana 52,473 47,699 45,374 43,822 -3.4%

North Dakota 21,982 22,486 21,820 21,666 -0.7%
Rhode Island 29,456 33,021 34,533 34,634 0.3%

Total U.S. 12,216,003 11,750,175 11,444,141 11,409,447 -0.3%

Note: The table displays total plan selections at the end of each open enrollment period, not effectuated enrollments.

* The change in enrollment pre/post program implementation shows the percentage change in plan selections from the year prior to implementation of the 
reinsurance program to 2020. For example, the entry for Maryland shows the percentage change in plan selections from 2018 and 2020. For the U.S. total, the 
change in enrollment column reflects the percentage change in plan selections nationwide from the corresponding year to 2020.

** Maine expanded Medicaid in early 2019. As a result, marketplace enrollees with incomes between 100% and 138% of the federal poverty level became eligible 
for Medicaid and likely left the marketplace to enroll in public coverage.

Data: Authors' analysis of the Centers for Medicare and Medicaid Services' annual marketplace open enrollment period public use files.
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support by the Trump administration for skimpier 
coverage products sold outside of the marketplaces, and 
ongoing legal challenges to the ACA, may have played a 
role in depressing marketplace enrollment.17 This negative 
effect may have swamped any increase in take-up due to 
reinsurance.18 Conversely, because reinsurance may reduce 
the buying power of subsidized enrollees (by decreasing the 
size of the premium tax credit), it is possible these programs 
have marginally reduced sign-ups.19 Additional analysis, 
controlling for critical factors, is needed to determine the 
extent to which the programs have influenced enrollment.

Insurer Participation
Along with moderating premiums, a core objective 
of reinsurance is to offer certainty and stability to the 
market, to encourage ongoing and increased participation 
by insurers. In this regard, the programs appear to have 
been effective. Since implementation, all states have 
enjoyed stable insurer participation (Exhibit 4). Four states 
have gained one insurer, while seven have recorded no net

change. Only one state has seen a reduction in their total 
number of carriers. In Oregon, an insurer with a small 
share of marketplace enrollment withdrew prior to the 
2018 plan year.

THE LIMITS OF REINSURANCE
The success of reinsurance in reducing unsubsidized 
premiums has made coverage more affordable for the many 
consumers who, because they are ineligible for federal 
subsidies, bear the full burden of rate increases. The broader 
impact of these programs on the cost of coverage, however, 
has been more modest.

Partly, this is because of the interaction between 
reinsurance and the ACA's subsidy structure. The size of 
an eligible enrollee's premium subsidy depends on her 
household income and the cost of a benchmark plan sold in 
the marketplace.20 As unsubsidized premiums have risen, 
so too has the value of the premium tax credit, and this 
increased buying power has generally insulated subsidized 
enrollees from rate hikes.21 But this effect works both ways.

Exhibit 4. Individual M arket Insurer Participation, M arketplace Plans Only, 2 0 1 7 -2 0 2 0

State 2017 2018 2019 2020 Change in participation, 
pre/post program implementation*

Reinsurance programs implemented in 2018
Alaska 1 1 1 2 +1

Minnesota 4 4 4 4 —
Oregon 6 5 5 5 -1

Reinsurance programs implemented in 2019
Maine 3 2 3 3 +1

Maryland 3 2 2 2 —
New Jersey 2 3 3 3 —
Wisconsin 15 11 12 12 +1

Reinsurance programs implemented in 2020
Colorado 7 7 7 8 +1
Delaware 2 1 1 1 —

Montana 3 3 3 3 —
North Dakota 3 2 3 3 —

Rhode Island 2 2 2 2 —

Note: The table displays the total number of insurers that offered qualified health plans through the state's ACA marketplace in the given year.

* The change in participation pre/post program implementation shows the difference between the number of insurers participating in the state's marketplace in 
2020, compared to the number of insurers that participated in the marketplace in the year prior to implementation of the reinsurance program.

Data: Authors' analysis of state rate filings and data from HealthCare.gov.
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In states where reinsurance has reduced unsubsidized 
premiums, it also has decreased the size of the premium 
tax credit.22 Subsidized enrollees can generally compensate 
for this reduction in their buying power by shopping 
around during open enrollment.23 But for these consumers, 
reinsurance does little to improve affordability (though 
greater market stability and insurer participation may 
produce benefits over time). Indeed, there is some reason to 
believe that even modest decreases in buying power may 
push some to disenroll.24

Reinsurance also has not addressed the underlying 
drivers of health care costs. While current programs offset 
expensive claims, they are not designed to encourage 
more efficient care management or lower provider prices.
A reinsurance program could be developed with such 
objectives: Colorado initially sought to fund its program 
by requiring hospitals to bring their reimbursement rates 
into line with a pricing benchmark linked to Medicare 
rates. However, the Trump administration signaled it would 
not approve a waiver program that regulates provider 
payments, forcing the state to abandon this approach.25

Finally, though most reinsurance programs are set to last 
for at least five years (i.e., the initial term of a Section 1332 
waiver), states may find it difficult to sustain their share of 
funding. In particular, economic damage wrought by the 
pandemic could complicate near-term financing plans and 
act as a barrier to program adoption.26 If and when a state 
program is scheduled to expire, policymakers will face the 
task of winding it down without spiking rates, a challenge 
for which there is no clear solution.

DISCUSSION
Whether via tax deduction, tax credit, or direct funding, 
the federal government subsidizes the health insurance 
costs of the vast majority of Americans.27 Individual market 
consumers ineligible for ACA subsidies are the major 
exception.

By lowering individual market premiums, state-operated 
reinsurance effectively subsidizes coverage for this 
population, providing help unavailable elsewhere.
Premium reductions, market stability, and access to federal 
financing to establish the programs have engendered

rare bipartisan support for reinsurance. Consequently, 
reinsurance has frequently gained traction among state 
policymakers, even as other affordability reforms have not.

Yet, these substantive and practical advantages do not 
make reinsurance, on its own, a sufficient solution to the 
problem of affordability. Nor do they suggest reinsurance 
is a necessary approach for all states; alternatives may 
prove superior. Policymakers must carefully consider their 
objectives as they weigh potential reforms.

For example, if a state aims to make comprehensive 
coverage more affordable for a broad swath of residents, the 
effect of reinsurance will be limited. In contrast, state-run 
coverage subsidy programs, which can be tailored to help 
both consumers ineligible for ACA subsidies and those for 
whom such assistance may be insufficient, are likely to have 
a more substantial impact.28

States that run their own marketplaces, and therefore 
have administrative and operational control over 
enrollment, may find that subsidies offer a better return 
than reinsurance or that these initiatives should proceed in 
tandem. States that lack such flexibility and find it harder to 
develop a coordinated subsidy program have other options. 
Large benefits can be expected from expanding Medicaid, if 
the state has not already done so.29 On a smaller scale, states 
could set standard cost-sharing parameters for marketplace 
health plans that promote high-value care — for example, 
requiring that such services be covered before a deductible 
is met.30

For states seeking to address underlying health care costs, 
waiver-funded reinsurance has little to offer at the moment.31 
Yet, if states were freed to pursue waivers that include 
provider price regulations (the Trump administration's 
prohibition on such waivers is simply a policy preference 
and not grounded in federal law), they could employ cost 
containment measures within their programs.

Many state reforms, including both reinsurance and 
subsidies, require a sustained financial commitment. Yet 
in many states, funding such initiatives is a continuing 
challenge made even harder by the pandemic. To make 
comprehensive coverage affordable, consumers need 
federal leadership and support.
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Appendix Exhibit 1. First-Year Program Costs and State Funding Sources for Waiver-Funded 
State Reinsurance Programs

STATE FUNDING SO U R C ES

Total
planned
program

cost

State 
share of 
costs*

Assessment on:

State (year)
Health

insurers Providers
General
funds Other

Alaska
(2018) $60m 3% X

X
Assessment applies to all lines of insurance

Colorado
(2020) $250m 32% X** X** X** _

Delaware
(2020) $27m 19% X _ _ _

Maine
(2019) $93m 33% X _ _

X
Premiums for policies ceded to program

Maryland
(2019) $462m 19% X _ _ _

Minnesota
(2018) $136m 4% __ X X _

Montana
(2020) $35m 35% X _ _ _

New Jersey 
(2019) $295m 39% _*** _ X

X
Revenue from individual mandate

North
Dakota
(2020) $47m 55% X

Oregon
(2018) $90m 39% X

X
Excess funds held by two other state 

programst
Rhode Island 
(2020) $15m 65% _ _ X

X
Revenue from individual mandate

Wisconsin
(2019) $200m 36% _ _ X _

Note: Except where otherwise indicated in the notes, the table provides data for the first year in which the state's reinsurance program operated with funding 
secured by an ACA Section 1332 waiver.

* The state's share of program funding equals the difference of the total planned program cost and the amount of federal pass-through funding allocated for the 
year identified (as determined by the federal government), expressed as a percentage.

** Legislation enacted in 2020 significantly changed the state funding mechanisms for Colorado's reinsurance program. The new law eliminates general fund 
support for the program; eliminates the assessment on hospitals for two years but establishes a new hospital assessment beginning in 2022; and imposes a fee on 
insurers starting in 2021.

*** Beginning in 2021, New Jersey will impose an assessment on health insurers that will be used, in part, to fund the state's reinsurance program. 

t  Oregon used excess funds from other state programs in 2018, only. Starting in 2020, the state's insurer assessment was expanded to apply to stop loss insurance.

Data: Authors' analysis o f state Section 1332 reinsurance waiver applications, related federal correspondence, and state implementing legislation, regulations, and
guidance; Center for Consumer Information and Insurance Oversight, State Relief and Empowerment Waivers: State-Based Reinsurance Programs, June 2020.
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Appendix Exhibit 2. Key Characteristics of Waiver-Funded State Reinsurance Programs During 
the First Year of Implementation

State
(year)

Program
design

Total
planned
program

cost
Attachment

point
Coinsurance

rate Cap Otherfeatures

Alaska
(2018)

Condition-
based $60m __ _ _

Program covers all claims costs for 
33 specified conditions* *

Colorado
(2020)

Claims-
based $250m $30,000

Tier 1: 45% 
Tier 2: 50% 

Tier 3: 85%** $400,000
Delaware
(2020)

Claims-
based $27m $65,000 75% $215,000 _

Maine
(2019) Hybrid $93m $47,000

$47,000- 
$77,000: 90% 

>$77,000: 
100%*** None***

Payment parameters apply to:
1) all policies covering an individual 
with one of eight specified conditions; 
and 2) other policies ceded to the 

program by the insurer

Maryland
(2019)

Claims-
based $462m $20,000 80% $250,000 _

Minnesota
(2018)

Claims-
based $136m $50,000 80% $250,000 _

Montana
(2020)

Claims-
based $35m $40,000 60% $101,750 _

New Jersey 
(2019)

Claims-
based $295m $40,000 60% $215,000 _

North
Dakota
(2020)

Claims-
based $47m $100,000 75% $1m

Oregon
(2018)

Claims-
based $90m $95,000 59% $1m _

Rhode
Island
(2020)

Claims-
based $15m $40,000 50% $97,000

Wisconsin
(2019)

Claims-
based $200m $50,000 50% $250,000

Note: Except where otherwise indicated in the notes, the table provides data for the first year in which the state's reinsurance program operated with funding 
secured by an ACA Section 1332 waiver.

* In 2020, Alaska regulators modified the list of reimbursable conditions to include symptoms of COVID-19.

** Colorado's program is designed to be more generous (i.e., pay a higher coinsurance rate) in geographic areas that historically have the highest health care 
costs and the highest health insurance premiums. As specified in its implementing legislation, the program should produce reductions in claims costs of between 
15%-20% for geographic areas in Tier 1; 20%-25% for areas in Tier 2; and 30%-35% for areas in Tier 3. The state set coinsurance rates at levels designed to achieve 
these targets.

*** For claims above $1 million, Maine's program pays net of amounts covered by the federal risk adjustment program high-cost risk pool.

Data: Authors' analysis o f state Section 1332 reinsurance waiver applications, related federal correspondence, and state implementing legislation, regulations, and
guidance; and Center for Consumer Information and Insurance Oversight, State Relief and Empowerment Waivers: State-Based Reinsurance Programs, June 2020.

commonwealthfund.org Issue Brief, November 2020



The Benefits and Limitations of State-Run Individual Market Reinsurance 10
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status, and access to other forms of affordable and 
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ineligible for premium subsidies, as are undocumented 
immigrants. And under a current rule, families who 
have access to employer-sponsored insurance are 
ineligible for premium subsidies if the cost of coverage 
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of “affordable" — even if the cost of coverage for the 
entire family would fail the affordability test. This 
policy, known as the “family glitch," is widely viewed
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of the ACA, and renders more than 6 million people 
ineligible for federal subsidies. See Matthew Buettgens, 
Lisa Dubay, and Genevieve M. Kenney, “Marketplace 
Subsidies: Changing the ‘Family Glitch' Reduces Family 
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substantial reductions in federal funding for outreach 
and enrollment, the repeal of the individual mandate 
penalty, and promotion by the Trump administration 
of skimpier coverage products. See note 17, below.

6. Justin Giovannelli, JoAnn Volk, and Kevin Lucia,
States Work to Make Individual Health Coverage More 
Affordable, But Long-Term Solutions Call for Federal 
Leadership (Commonwealth Fund, Jan. 2020).

7. Justin Giovannelli, Kevin Lucia, and Sabrina Corlette, 
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updated Oct. 1, 2020.

8. American Academy of Actuaries, Drivers of 2017Health 
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Insurance Premium Changes (AAA, Aug. 2015).

9. Reed Abelson, “Major U.S. Health Insurers Report Big 
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Aug. 5, 2020; and Daniel McDermott et al., An Early 
Look at 2021 Premium Changes on ACA  Exchanges and 
the Impact of COVID-19 on Rates (Henry J. Kaiser Family 
Foundation, July 2020).
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10. “New Jersey 1332 Waiver Application,” State of New 
Jersey, July 2, 2018; and “Rhode Island's 1332 Waiver 
Application,” State of Rhode Island, July 8, 2019.

11. “Pennsylvania's 1332 Waiver Application,” 
Commonwealth of Pennsylvania, Feb. 11, 2020.

12. Md. Code, Ins. § 6-102.1.
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of the pandemic, additional states may see value in 
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Limited Navigator Funding for Federal Marketplace 
States (Henry J. Kaiser Family Foundation, Nov. 2019).

For a discussion of the impact of federal actions on 
the state-run marketplaces, see Justin Giovannelli and 
Emily Curran, How Did State-Run Health Insurance 
Marketplaces Fare in 2017? (Commonwealth Fund,
Mar. 2018). For an exhaustive accounting of efforts by 
the Trump administration to undermine the ACA, 
see Center on Budget and Policy Priorities, “Sabotage 
Watch: Tracking Efforts to Undermine the ACA,” CBPP, 
last updated June 22, 2020.
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sign-ups. For example, the state with the biggest 
enrollment decline since reinsurance implementation, 
Maine, expanded Medicaid during the same period. 
This decision shifted many marketplace enrollees to 
public coverage and likely accounts for a significant 
portion of the observed reduction.

19. See David Anderson, Andrew Sprung, and Coleman 
Drake, “ACA Marketplace Plan Affordability Is Likely 
to Decrease for Subsidized Enrollees in 2020,” Health 
Affairs Blog, Nov. 22, 2019; and Coleman Drake and 
Jean M. Abraham, “Individual Market Health Plan 
Affordability After Cost-Sharing Reduction Subsidy 
Cuts,” Health Services Research 54, no. 4 (Aug. 2019): 
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2019; and John Ingold, “Colorado's Reinsurance Program 
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Dine, Making Health Insurance More Affordable for 
Middle-Income Individual Market Consumers (Center 
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sharing subsidies that provide an additional source
of financial assistance for eligible residents to use to 
purchase coverage. For example, beginning with the 
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subsidies to individuals eligible for the ACA's premium 
tax credits, as well as financial assistance to residents 
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But there are more im plications -  som e m undane but substantial -  at stake here for 

states should the court significantly a lter or elim inate the ACA. This blog and the  

accompanying slide deck outlines the far-reaching effect of states’ health insurance 

programs stripped of the ACA.

For starters, the ACA required states to significantly alter how Medicaid eligibility  

and enrollm ent is conducted and changed how financial eligibility is determ ined for 

m any Medicaid enrollees. It required a single application to be used for m ultip le  

health coverage programs and stream lined how eligibility is conducted. Federal 

dollars supported the buildout of new technologies and other adm inistrative  

apparatus to support the new, consolidated eligibility and enrollm ent systems and 

to link Medicaid to health insurance exchanges. This w ork was transform ative and is 

now w ell established in all states, but w ithout the ACA:

•  Would states be required to again retool all their systems and do it w ithout the  

federal m oney th a t helped build them?

•  Would states face federal penalties for noncom pliant eligibility determ inations  

as they transitioned Medicaid expansion enrollees off coverage and revamped  

their systems to once again adm inister traditional Medicaid programs?

•  W hat about the cost and ensuing confusion as children of state employees, now  

eligible for the Children’s HeaIth Insurance Program (CHI P) and ACA funding, lose 

that coverage and revert back to their parents’ health coverage?

If the ACA’s expanded coverage to fill the  Medicare Part D’s “donut hole” is 

elim inated, how w ill states protect low-incom e Medicare beneficiaries who are 

dually eligible for Medicare and Medicaid, and at w hat cost?

Im portantly, the ACA set national standards for insurance regulation, particularly for 

small group and individual markets. Before the ACA, insurers used crude tools to 

lower costs and m axim ize revenue, imposing annual and lifetim e limits on claims, 

refusing to cover pre-existing conditions, using discrim inatory rating practices, 

denying renewals, and rescinding coverage w hile shifting more and m ore costs to  

out-of-pocket expenses for consumers. The ACA prohibited such practices and 

imposed m edical loss ratios on all markets to lim it w hat insurers could charge in 

overhead and adm inistration.
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In providing advanced prem ium  tax credits (APTC) and health insurance exchanges 

to help consumers find and secure affordable, comprehensive coverage, the ACA 

stabilized and grew the individual markets in states. The loss of these consumer 

protections and subsidies w ill a lter the dynam ic of these markets and challenge 

states to m aintain coverage. W hile 40 states have enacted laws to allow  children to 

stay on a parent’s plan until age 26, som e m ake that coverage optional for insurers, 

not a requirem ent. As the chart in this slide deck dem onstrates, som e states have 

concretized parts of the ACA in their state laws, protecting those w ith pre-existing 

conditions, lim iting out of pocket exposure, and banning annual and lifetim e  

benefits. But the m ajority of states have not followed suit and the loss of APTCs that 

make that coverage affordable w ill com plicate state policym aking decisions.

These few  examples of the data included in NASHP’s slide deck make clear that the  

ACA is deeply em bedded in state program operations, policy and law. The 

elim ination of the ACA would indeed create profound loss for the millions of people 

covered by the program, but the disruption it would cause states’ insurance markets 

and adm inistrative and IT infrastructure cannot be ignored. As the court hears oral 

argum ents and ultim ately makes its decision, states must be prepared for potential 

upheaval as 11 years of w ork im plem enting and refining the ACA could be upended.
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H ealth  insurance can be expensive, and is th e re fo re  o ften  o u t o f  reach fo r  low er and  
m o d e ra te  incom e fam ilies . To m ake coverage o b ta in ab le  fo r  fam ilies  th a t o therw ise  
could not a ffo rd  it and to  encourage broad partic ipation  in hea lth  insurance, th e  
A ffo rd ab le  Care Act (ACA) includes provisions to  low er p rem iu m s and o u t-o f-p o cket 
costs fo r  peop le  w ith  low  and m o d est incom es.

This b rie f provides an overv iew  o f th e  financial assistance provided u n d er th e  ACA fo r  
people  purchasing coverage on th e ir  ow n th ro u g h  health  insurance M arketp laces (also 
called Exchanges).

Health Insurance Marketplace Subsidies
The ACA offers  financial assistance to  reduce m o n th ly  p rem iu m s and o u t-o f-pocket 
costs in an e ffo rt to  exp and access to  a ffo rd ab le  health  insurance fo r  individuals w ith  
m o d e ra te  and low -incom e -  particu larly  those w ith o u t access to  a ffo rd ab le  coverage  
th ro u g h  th e ir  em p lo yer, M edicaid , o r M ed icare . T h e re  are  tw o  types o f subsidies  
availab le to  M arketp lace  enro llees. The first, called th e  p rem iu m  ta x  cred it (PTC, or 
APTC w h en  paid in advance), w orks to  reduce enro llees ' m o n th ly  p rem iu m  paym ents  
fo r  insurance coverage. The second typ e  o f financial assistance, th e  cost-sharing  
reduction  (CSR), reduces enro llees' o u t-o f-p o cket costs w h en  th e y  go to  th e  d o cto r or  
have a hospital stay. In o rd e r to  receive e ith e r typ e  o f  financial assistance, qualify ing  
individuals and fam ilies  m ust enro ll in a plan o ffe red  th ro u g h  a health  insurance  
M arketp lace  (https://www.healthcare.goV/health-plan-information/L

PREMIUM TAX CREDIT

The p rem iu m  ta x  cred it reduces M arketp lace  enro llees' m o n th ly  p rem iu m  paym ents  
fo r  insurance plans purchased th ro u g h  a M arketp lace . H ealth  insurance plans o ffe red  
th ro u g h  a M arketp lace  a re  s tandard ized  into fo u r "m etal" levels o f  coverage: bronze, 
silver, gold, and p la tinum . B ronze plans ten d  to  have th e  low est p rem iu m s b u t leave  
th e  en ro llee  subject to  h igher ou t-o f-p o cket costs w h en  th e y  receive health  care  
services, w h ile  p la tinum  plans te n d  to  have th e  highest p rem iu m s b u t have very  low  
o u t-o f-p o cket costs. The p rem iu m  ta x  cred it can be app lied  to  any o f these  m etal
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levels, bu t can n o t be app lied  to w a rd  th e  purchase o f  catastrophic  coverage. 
C atastroph ic health  plans (https://www.healthcare.gov/choose-a-plan/plans- 
categories/#catastrophid typically have a low er m o n th ly  p rem iu m  th an  o th e r Q ualified  

H ealth  Plans in th e  M arketp lace , but g en era lly  req u ire  benefic iaries to  pay all o f  th e ir  
m edical costs until th e  ded uctib le  is m et. To qua lify  fo r  a catastrophic  plan, an  
individual m ust e ith e r be u n d er 30  years o f age o r elig ible fo r  a "hardship  exem ption ."

Who is eligible for the prem ium  tax  credit?

In o rd e r to  receive th e  p rem iu m  ta x  cred it fo r  coverage starting  in 2021 , a M arketp lace  
en ro llee  m ust m e e t th e  fo llow ing  criteria:

.  Have a household  incom e fro m  one to  fo u r tim es  (100% -400%  of) th e  Federal 
Poverty Level (FPL), w hich fo r  th e  2021 b en efit yea r will be d e te rm in e d  based on  
2 0 2 0  poverty  guidelines. In 2021 , th e  subsidy range in th e  continen ta l U.S. is fro m  
$12 ,7 6 0  to  $51 ,0 4 0  fo r  an individual and fro m  $26 ,2 0 0  to  $ 1 0 4 ,8 0 0  fo r  a fam ily  o f  
four.

.  N o t have access to  a ffo rd ab le  coverage th ro u g h  an em p lo yer (including a fam ily  
m em ber's  em p lo yer)

.  N o t elig ible fo r  coverage th ro u g h  M ed icare , M edicaid , th e  Children's H ealth  
Insurance Program  (CHIP), o r o th e r fo rm s  o f  public assistance

.  Have U.S. citizenship o r p ro o f o f  legal residency (Law fully present im m igran ts  w hose  
household  incom e is b e low  100%  FPL and are  not o therw ise  elig ible fo r  M edicaid  
are  elig ible fo r  ta x  subsidies th ro u g h  th e  M arketp lace  if th e y  m ee t all o th e r elig ibility  
req u irem en ts .)

.  If  m arried , m ust file  taxes jo in tly  in o rd e r to  qualify

For th e  purposes o f  th e  p rem iu m  ta x  credit, household  incom e is defin ed  as th e  
M o dified  A djusted Gross Incom e (M AG I) o f  th e  taxp ayer, spouse, and d ep en d en ts . The  
MAGI calculation (http://laborcenter.berkelev.edu/rnodified-adiusted-gross-incorne-under-the- 
affordabie-care-actn includes incom e sources such as w ages, salary, fo re ig n  incom e, 
in terest, d ividends, and Social Security.
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Table 1: Premium Subsidy Ranges, by Income in 2020 and 2021

Income
% Poverty

Income Range in Dollars 
for the 2020 benefit year

Income Range in Dollars 
for the 2021 benefit year

Single Individual Family of Four Single Individual Family of Four

Under 100% Less than $12,490 Less than $25,750 Less than $12,760 Less than $26,200

100%-133% $12,490-$16,612 $25,750 -  $34,248 $12,760-$16,971 $26,200 -  $34,846

133%-150% $16,612-$18,735 $34,248 -  $38,625 $16,971 -$19,140 $34,846 -  $39,300

150%-200% $18,735-$24,980 $38,625-$51,500 $19,140-$25,520 $39,300 -  $52,400

200%- 250% $24,980-$31,225 $51,500-$64,375 $25,520-$31,900 $52,400 -  $65,500

250%- 300% $31,225-$37,470 $64,375 -  $77,250 $31,900-$38,280 $65,500 -  $78,600

300% -  400% $37,470 -  $49,960 $77,250-$103,000 $38,280-$51,040 $78,600-$104,800

Over 400% More than $49,960 More than $103,000 More than $51,040 More than $104,800

NOTES: Alaska and Hawaii have different poverty guidelines. Note that tax credits for the 2021 benefit year are 
calculated using 2020 federal poverty guidelines, while tax credits for the 2020 benefit year are calculated using 
2019 federal poverty guidelines.
SOURCE: KFF

E m ployer coverage is considered  a ffo rd ab le  if  th e  em ployee 's  co n tribu tion  is less th an  
9 .83  percen t (https://www.irs.gov/pub/irs-drop/rp-20-36.pdfi o f his o r her household  incom e  

(fo r th e  em ployee's coverage only, not including th e  cost o f  ad d ing  fam ily  m em bers). 
The em ployer's  coverage m ust also m e e t th e  "m in im u m  value" standard , m ean ing  th a t  
th e  plan has an actuaria l va lue o f a t least 60  percen t (eq u iva len t to  a b ronze plan). In 
situations in w hich th e  em ployer's  plan fails to  m ee t one o r both  o f  these  
req u irem en ts , th e  em p lo yee  and th e ir  fam ily  m ay be elig ible fo r  subsidized health  
insurance coverage th ro u g h  th e  M arketp laces if  th e y  m ee t th e  o th e r criteria  listed 
above.

In States th a t exp an d ed  M edicaid  (http://kff.org/health-reform/state-indicator/state-activity- 
around-expanding-medicaid-under-the-affordable-care-act/1. ta x  cred it elig ibility effective ly  

ranges fro m  138%  to  400%  o f th e  poverty  level (because a lm ost all peop le  w ith  
incom es be low  138%  o f poverty  are  elig ible fo r  M edicaid  and th e re fo re  a re  not eligible  
fo r  subsidized M arketp lace  coverage). In states th a t did not exp and  M edicaid  
(http://kff.org/health-reform/state-indicator/state-activitv-around-expanding-medicaid-under-the- 
affordabie-care-act/i. ta x  cred it elig ibility ranges fro m  100%  to  400%  o f poverty. Residents  

o f th ese  states w h o  have incom es be low  100%  o f poverty  and w h o  do not qua lify  fo r  
M edicaid  u n d er th e ir  state's elig ibility criteria  (https://www.kff.org/state-categorv/medicaid- 
chip/medicaidchip-eligibility-limits/i are  also not elig ible fo r  any p rem iu m  ta x  credits. KFF 

estim ates  th a t 2 .3  m illion A m ericans (https://www.kff.org/medicaid/issue-brief/the-coverage-gap- 
uninsured-poor-adults-in-states-that-do-not-expand-medicaid/1 living in states th a t did not 
exp and  M edicaid  fall in to  th is coverage gap.
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The ACA includes stipu lations to  o ffe r  p rem iu m  ta x  credits and M edicaid  coverage to  
elig ible law fu lly  present im m igrants . Like U.S. citizens, law fu lly  p resen t im m igran ts  are  
elig ible fo r  subsidized coverage in th e  M arketp laces if th e y  m ee t th e ir  state's incom e  
elig ibility rules. Law fully present im m igran ts  w h o  m ee t th e  incom e elig ibility rules fo r  
M edicaid  in th e ir  state  m ay be elig ible fo r  M edicaid , but, w ith  th e  exception  o f  
p reg n an t w o m e n  in certain  states, are  g en era lly  subject to  a five -year w a itin g  period  
b efo re  th e y  can apply. Im m igrants , w h o  w ou ld  o th erw ise  be elig ible fo r  M edicaid  but 
have not ye t com ple ted  th e ir  five -year w a itin g  period, m ay  instead qua lify  fo r  p rem iu m  
ta x  credits th ro u g h  th e  M arketp lace . If  an individual in th is circum stance has an incom e  
b elow  100  percen t o f  poverty, fo r  th e  purposes o f  ta x  cred it eligibility, his o r her  
incom e will be tre a te d  as though  it is equal to  poverty  (m ean in g  th a t th e  en ro llee  
w o u ld  pay no m o re  th a n  2 .07%  o f incom e fo r  a b en ch m ark  silver plan in 2021). 
Im m ig ran ts  w h o  are  not law fu lly  present a re  inelig ible to  enro ll in hea lth  insurance  
th ro u g h  th e  M arketp laces, receive p rem iu m  ta x  credits th ro u g h  th e  M arketp laces, o r 
enro ll in n o n -em erg en cy  M edicaid  and CHIP.

W hat am ount o f prem ium  tax  credit is available to people?

The p rem iu m  ta x  cred it is d e te rm in ed  based on a capped am o u n t an individual or  
fa m ily  m ust spend on th e ir  m o n th ly  paym ents  fo r  hea lth  insurance if th e y  enro ll in a 
"benchm ark" plan. The cap dep ends on th e  fam ily's incom e, w ith  low er-incom e fam ilies  
having a low er cap and h igher incom e fam ilies  having a h igher cap (Table 2).

Table 2: Premium Cap, by Income in 2020 and 2021

Income
% Poverty

Premium Cap
Max % of income for 2nd lowest silver plan

2020 2021

Under 100% No Cap No Cap

100%-133% 2.06% 2.07%

133%-150% 3.09%-4.12% 3.10%-4.14%

150%-200% 4.11%-6.49% 4.14%-6.52%

200%- 250% 6.49% -  8.29% 6.52% -  8.33%

250%- 300% 8.29% -  9.78% 8.33% -  9.83%

300% -  400% 9.78% 9.83%

Over 400% No Cap No Cap

NOTES: Alaska and Hawaii have different poverty level guidelines. Note that the premium tax credits for the 2021 
benefit year are calculated using 2020 federal poverty guidelines, while tax credits for the 2020 benefit year are 
calculated using 2019 federal poverty level guidelines. SOURCE: KFF
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The "benchm ark" fo r  d e te rm in in g  th e  a m o u n t o f  th e  subsidy is th e  second-low est cost 
silver plan ava ilab le to  th e  individual o r fa m ily  th ro u g h  th e ir  state's M arketp lace . If  th e  
cost o f  th e  enrollee 's  b en ch m ark  silver plan exceeds th e ir  p rem iu m  cap, th en  th e  
fed era l g o v ern m en t will pay an y  a m o u n t over th e  cap. The a m o u n t o f  th e  ta x  credit, 
th e re fo re , is equal to  th e  d iffe ren ce  betw een  th e  individual o r fam ily's p rem iu m  cap  
and th e  cost o f  th e  b en ch m ark  silver plan.

As noted  above, th e  p rem iu m  ta x  cred it can th en  be app lied  to w a rd  any o th e r plan  
sold th ro u g h  th e  M arketp lace  (w ith th e  exception  o f catastrophic  coverage). The  
a m o u n t o f  th e  ta x  cred it rem ains th e  sam e, so a person w h o  chooses to  purchase a 
plan th a t is m o re  expensive th an  th e  b en ch m ark  plan will have to  pay th e  d iffe ren ce  in 
cost. Conversely, a person w h o  chooses a less expensive plan, such as a b ronze plan, 
m ay end up paying as little as zero  dollars p er m o n th  fo r  th e  p rem iu m . An exam p le  
b elow  shows how  th e  p rem iu m  ta x  credits w ou ld  w o rk  fo r  an individual d uring  th e  
2021 b en efit year.

Premium tax credits at 250% FPL in 2021

•  Pat is 30  years old and estim ates  h er 2021 incom e will be 250%  o f  poverty  (ab o u t 
$31 ,9 0 0  p er year)

•  Suppose th e  second-low est cost silver plan ava ilab le to  Pat in th e  M arketp lace  is 
$ 5 0 0  per m onth

•  U n d er th e  ACA, w ith  an incom e o f $31 ,9 0 0  p er year, Pat w o u ld  have a cap o f  8 .33%  
o f  incom e fo r  th e  second-low est cost silver plan

•  This m eans th a t Pat w o u ld  have to  pay no m o re  th an  $221 per m o n th  (8 .33%  o f  
$31 ,900 , d ivided by 12 m onths) to  enro ll in th e  second-low est cost silver plan

•  The ta x  cred it ava ilab le to  Pat w o u ld  th e re fo re  be $27 9  p er m o n th  ($500  p rem iu m  
m inus $221 cap)

•  Pat can th e n  ap p ly  th is $279  per m o n th  d iscount to w a rd  th e  purchase o f  any  
bronze, silver, gold, o r p la tin u m  M arketp lace  plan available

The p rem iu m  ta x  cred it can not be app lied  to  th e  portion  o f  a person's p rem iu m  th a t is 
fo r  non-essentia l hea lth  benefits. For exam ple , a plan m ay o ffe r a den ta l o r vision  
b en efit th a t is not considered to  be "essential" by th e  state o r fed era l d efin itio n . In th a t  
case, th e  person w ou ld  have to  pay fo r  th e  corresponding  portion  o f  th e  p rem iu m  
w ith o u t financial assistance. Sim ilarly, if th e  person sm okes cigarettes and is charged a 
higher p rem iu m  fo r  sm oking, th e  p rem iu m  ta x  cred it is not app lied  to  th e  portion  o f  
th e  p rem iu m  th a t is th e  tobacco surcharge.

How will prem ium  tax credit be provided?
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To receive th e  p rem iu m  ta x  credit, an individual o r fam ily  m ust purchase insurance  
coverage th ro u g h  th e  M arketp laces. W h en  th e y  app ly  fo r  M arketp lace  coverage, 
enro llees  will receive a subsidy d e te rm in a tio n , letting th e m  know  w h e th e r th e y  are  
elig ible fo r  a p rem iu m  ta x  cred it and th e  a m o u n t th e y  m ay receive. The person o r  
fa m ily  th en  has th e  option  to  receive th e  ta x  cred it in advance, claim  it la te r w h en  th ey  
file  th e ir  ta x  re tu rn , o r som e co m bination  o f  th e  tw o  options.

The advanced p rem iu m  ta x  cred it op tion  allows consum ers to  receive th e ir  ta x  cred it a t 
th e  tim e  o f purchase, and choose how  m uch o f th e  advance p rem iu m  ta x  cred it to  
ap p ly  to w a rd  th e ir  p rem iu m s each m o n th . If  th e  en ro llee  chooses th e  advanced option , 
th e n  th e  IRS will pay insurers d irectly  such th a t th e  cost o f  th e  p rem iu m  is reduced  
u p fro n t fo r  th e  consum er. W ith  th is option , th e  en ro llee  w ou ld  need to  reconcile th e ir  
p rem iu m  ta x  cred it a t ta x  tim e  th e  fo llow ing  year. (For peop le  receiving an advanced  
p ay m e n t o f  th e  p rem iu m  ta x  cred it in 2021 , th e  reconciliation w o u ld  occur w h en  th ey  
file  th e ir  2021 ta x  re tu rn  in 2022). If th e  individual o r fam ily  had a significant change in 
th e ir  incom e fro m  th e  tim e  th e y  firs t app lied  fo r  M arketp lace  coverage, th e y  m ay be 
asked to  repay som e o r all o f  th e  ta x  credit; o r conversely, th e y  m ay be ow ed an  
add ition al ta x  cred it w h en  filing th e ir  taxes. The tab le  be low  indicates th e  m ax im u m  
rep ay m en t lim its fo r  an individual and fam ily , w hich varies d ep en d in g  on incom e level 
(Table 3).

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

A lternative ly, an individual o r fam ily  can o p t to  pay th e ir  en tire  p rem iu m  costs each  
m o n th  and w a it to  receive th e ir  ta x  cred it a t th e  tim e  th e y  file  th e ir  annual incom e ta x  
re tu rn  th e  fo llow ing  year. The p rem iu m  ta x  cred it is ava ilab le to  qualify ing  enro llees  
regardless o f w h e th e r th e y  have fed era l incom e ta x  liability, a lthough an individual is 
req u ired  to  file  a ta x  re tu rn  fo r  a given b en efit yea r in o rd e r to  receive financial 
assistance.

Cost-Sharing Subsidies
In add ition  to  th e  p rem iu m  ta x  credits, consum ers m ay  also be elig ible fo r  a second  
fo rm  o f financial assistance —  cost-sharing reductions. Cost-sharing subsidies reduce a 
person o r fam ily's o u t-o f-p o cket costs, such as deductib les, copaym ents, and
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coinsurance, w h en  th e y  use health  care services.

Unlike th e  p rem iu m  ta x  credits (which can be app lied  to w a rd  any m etal level o f  
coverage), cost-sharing reductions are  on ly  ava ilab le th ro u g h  a silver m etal level plan.
In essence, th e  cost-sharing reductions increase th e  actuaria l va lue (a m o u n t covered  
by th e  health  insurance plan) o f  a silver m etal level plan, in som e cases m aking th e  
plan s im ilar to  a gold o r p la tinum  plan.

Are cost-sharing subsidies still available for 2021?

Yes. C ost-sharing subsidies a re  still availab le fo r  elig ible M arketp lace  enrollees. 
A lthough th e  fed era l g o v e rn m e n t will no longer be re im b urs in g  insurers fo r  these  
subsidies, insurers a re  requ ired  by law  to  reduce cost sharing fo r  low er-incom e  
enro llees.

Who is eligible for the cost-sharing subsidy?

People w h o  are  elig ible to  receive a p rem iu m  ta x  cred it and have household  incom es  
fro m  100%  to  250%  o f  poverty  are  elig ible fo r  cost-sharing subsidies. (The cost-sharing  
subsidies are  availab le on ly to  th e  low est-incom e M arketp lace  enro llees w h o  m ee t all 
o f th e  o th e r criteria  fo r  receiving th e  p rem iu m  ta x  credit). Again, th e  elig ible individual 
o r fam ily  m ust purchase a silver level plan in o rd e r to  receive th e  cost-sharing subsidy. 
H ow ever, A m erican  In d ia n /N a tive  Alaskan enro llees can receive cost-sharing  
reductions th ro u g h  fo r  any m etal level plan purchased th ro u g h  th e  M arketp laces.

W hat am ount o f cost-sharing reductions are available to enrollees?

The ACA sets th e  m ax im u m  o u t-o f-p o cket (OOP) spending lim its, b u t o th erw ise  does  
not specify th e  com bination  o f deductib les, copaym ents, and coinsurance th a t plans  
m ust use to  m e e t th e  actuaria l va lue req u irem en ts . For exam ple , one insurer m ay  
choose to  have a re lative ly  high ded uctib le  but low  copaym ents fo r  office visits and  
o th e r services, w h ile  a n o th e r m ay choose a low er ded uctib le  but h igher copaym ents or 
coinsurance fo r  each service.

W ith o u t th e  cost-sharing reductions, th e  o u t-o f-p o cket m ax im u m  m ay be no m o re  th an  
$8 ,5 5 0  fo r  an individual and $17 ,1 0 0  fo r  tw o  o r m o re  peop le  in 2021 . (This is th e  
highest a plan m ay  set th e  OOP m ax, but plans fre q u e n tly  com e w ith  a low er OOP  
m ax). W ith  th e  cost-sharing reduction, th e  o u t-o f-p o cket m ax im u m  can be no h igher 
th an  $2 ,850  to  $6 ,800  fo r  an individual, o r  $5 ,700  to  $13 ,6 0 0  fo r  a fa m ily  in 2021, 
d ep en d in g  on incom e. The tab le  b e lo w  presents th e  reduced ou t-o f-p o cket m ax im u m s  
and increased actuaria l values a fte r  cost-sharing subsidies are  app lied , w ith in  each  
incom e range.
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Table 4: Maximum Annual Limitation on Cost-Sharing

Income
Actuarial Value of a silver plan

OOP Max for Individual/Family
(% Federal Poverty Level) 2020 20

Under 100% 70% $8,150/$16,300 $8,550 /

100% -150% 94% $2,700 /  $5,400 $2,850

150%-200% 87% $2,700 /  $5,400 $2,850

200%- 250% 73% $6,500/$13,000 $6,800 /

Over 250% 70% $8,150/$16,300 $8,550 /

SOURCE: "Patient Protection and Affordable Care Act; HHS Notice of Benefit and Payment Parameters for 2021," Federal Regi

Typically, silver plans have an actuaria l va lue o f 70% , m ean ing  th a t on average th e  plan  
pays 70%  o f th e  cost o f  covered benefits  fo r  a s tandard  population  o f  enro llees, w ith  
th e  rem ain in g  30%  o f  to ta l costs being covered by th e  enro llees in th e  fo rm  o f  
deductib les, copaym ents, and coinsurance. By low ering  an individual o r fam ily's o u t-o f-
pocket costs, th e  cost-sharing reductions increase th e  actuaria l va lue o f  th e  silver plan  
to  73, 87, o r 9 4  percen t d ep en d in g  on th e  enrollee 's  incom e.

How will cost-sharing reductions be provided?

W h en  enro lling  in a silver plan, an elig ible en ro llee  is placed into  a plan th a t has th e  
cost-sharing reduction  au to m atica lly  app lied . This m eans th a t th e  silver plan th ey  
choose will a lread y  have a low ered  ou t-o f-p o cket m ax im u m  th an  th e  sam e plan w ou ld  
in th e  absence o f  a cost-sharing reduction . Unlike th e  p rem iu m  ta x  credit, th e re  is no  
option  fo r  cost-sharing reductions to  be paid to  th e  enro llee .

Conclusion
In com bination , th e  p rem iu m  ta x  credits and cost-sharing reductions req u ire  health  
plans o ffe ring  coverage to  low er-incom e enro llees  th ro u g h  th e  M arketp laces to  
increase th e  actuaria l va lue o f th e  plans, and in a w ay  th a t caps enro llees ' o u t-o f-p o cket 
liab ility w ith in  th e  specified levels.

Financial assistance to  m ake insurance m o re  a ffo rd ab le  and increase insurance  
coverage is a key e le m e n t o f  th e  ACA. P rem ium  ta x  credits and cost-sharing reductions  
o f vary ing  levels are  availab le to  individuals and fam ilies  w ith  low  to  m o d era te  
incom es, m aking coverage and care m o re  a ffo rd ab le . These financial assistance  
m echanism s, w hich rep resen t a substantia l share o f th e  fed era l cost o f  th e  ACA, m ake  
health  insurance m o re  a ffo rd ab le  fo r  low  to  m o d e ra te  incom e fam ilies, enab ling  th e m  
to  purchase coverage and gain b e tte r access to  care.
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Introduction
As th e  S u p rem e C ourt p repares  to  h ear th e  m ost recent cha llenge
(https://www.kff.org/health-reform/issue-brief/explaining-california-v-texas-a-guide-to-the-case- 
chaiienging-the-aca/i to  th e  A ffo rd ab le  Care Act (ACA), w e  consider w h a t loss o f th e  ACA 

w o u ld  m ean  fo r  w o m en . The broad reach o f  th e  ACA and its im p act on w om en 's  
coverage is considerab le  (https://www.kff.org/health-reform/issue-brief/potential-impact-of- 
california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/V as m illions have gained  

private  o r public coverage, no-cost coverage fo r  reco m m en d ed  preventive  services 
including m an y  pregnancy-re la ted  services, caps on ou t-o f-p o cket spending, and  
protections against d iscrim ination  based on sex in th e  insurance m arket. The  
expansion o f coverage u n d er th e  ACA w as financed  in p art by increases in a va rie ty  o f  
taxes, w hich d irectly  o r ind irectly  affect w o m e n  as w ell. All o f  th ese  changes -  som e  
affecting  both m en and w o m e n  and som e affecting  w o m en  specifically —  are  a t risk in 
th e  upcom ing case.

Affordable coverage options for m any uninsured women will shrink as federal 
funding for Medicaid expansion and subsidized care are elim inated, if  the ACA is 
overturned.

Since th e  ACA w e n t in to  effect, th e  un insured ra te  am o n g  ad u lt w o m e n  u n d er 65 has 
declined am o n g  all dem o g rap h ic  groups (Figure 1). This is a d irect result o f  th e  ACA's 
m ajo r coverage provisions: expansion o f M edicaid , th e  subsidized plans available  
th ro u g h  th e  M arketp laces, and th e  provision th a t allows w o rkers  to  enro ll ad u lt 
children up to  age 26  as d ep en d en ts  in th e ir  parents ' em ployer-spon sored  plans. There  
has also been a sharp  d ro p  in th e  un insured  rate  am o n g  m en over th e  past decade,
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but co m p ared  to  w o m en , m en (https://www.kff.org/uninsured/issue-brief/kev-facts-about-the- 
uninsured-populationfl rem ain  m o re  likely to  be un insured and com prise m o re  th an  h a lf 
(55% ) o f th e  rem ain in g  uninsured population .

Figure 1: Uninsured Rates Have Dropped Among Most Groups of Women Since 
the ACA

States w ou ld  not be able to  sustain th e  costs o f coverage fo r  th e  exp an d ed  M edicaid  
population , especially in th e  face o f b u d g etary  shortfa lls  arising fro m  th e  pandem ic . 
Coverage in th e  individual insurance m arke t w ou ld  be u n a ffo rd ab le  to  m an y  people  
w ith o u t fed era l subsidies, reversing coverage gains o f th e  past decade and leading to  a 
rise in un insured  w o m en .

Gains in coverage and affordability o f services for pregnancy-related care, pre- 
and post- partum , would be lost.

The ACA m ad e  m an y  im p ro vem en ts  to  su p p o rt care fo r  p reg n an t people . In th e  private  
insurance m arket, th e  ACA estab lished a flo o r fo r  "essential hea lth  benefits  
(https://www.kff.org/health-reform/perspective/questions-about-essential-health- 
benefits/#:~:text=The%20law%20specifies%20that%20the.including%20behavioral%20health%20treatm 
ent%3B%20prescriptionV, (EHB) th a t individual m a rke t plans m ust cover, including  

m a te rn ity  care , (https://www.kff.org/wp-content/uploads/2013/01/how-accessible-is-individual- 
health-insurance-for-consumer-in-less-than-perfect-health-report.pdfi w hich m ost non-group  

plans did not include p rio r to  th e  ACA. F u rth erm o re , all p rivate plans (group and n o n -
group) as w ell as M edicaid  expansion p rogram s are  now  req u ired  to  cover ro u tin e  
pregnancy screenings and vitam ins, a t no cost u n d er th e  ACA's p reventive  services 
policy. This extends to  th e  p o s tp artu m  period  as w ell, w ith  all plans now  req u ired  to  
cover lactation counseling and breast pum ps w ith o u t charge. The law  also requires  
em ployers  w ith  a t least 50 em ployees to  provide b reak  tim e  and a private space fo r
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hou rly  w o rkers  to  express m ilk. O ne study
(https://ajph.aphapublications.org/doi/abs/10.2105/AIPH.2017.304108?url ver=Z39.88- 
2003&rfr id=ori%3Arid%3Acrossref.org&rfr dat=cr pub%3Dpubmed1 fo u n d  a 10%  increase in 

breas tfeed ing  d u ra tio n  associated w ith  coverage fo r  b reas tfeed ing  supports  and  
a n o th e r study rep o rted  th a t w h ile  som e w o m e n  w e re  not provided  
(https://www.whiiournal.com/article/S1049-3867(15)00117-6/fulltextl w ith  a d e q u a te  b reak  tim es  

and private spaces to  pum p, those w h o  did w e re  tw ice as likely to  be exclusively  
breas tfeed ing  a t six m onths.

Coverage fo r  m a te rn ity  services has been req u ired  fo r  decades in m ost em p lo yer-  
sponsored plans due to  th e  Pregnancy D iscrim ination  Act
(https://www.eeoc.gov/statutes/pregnancv-discrimination-act-19781 and u n d er M edicaid  as a 

m a n d a to ry  b en efit in all states. N ationally, th e  M edicaid  p rogram  covers m o re  th an  
fo u r in ten  births
(https://www.cdc.gov/nchs/products/databriefs/db318.htm#:~:text=Kev%20findings8rtext=Medicaid%20 
was%20the%20source%20of.to%20women%20aged%2025%E2%80%93341 and Over h a lf in several 
states. For low -incom e m o th ers  in expansion states, M edicaid  expansion has a ffo rd ed  
g re a te r con tinu ity  in coverage, as m an y  can now  retain  M edicaid  coverage because  
th e y  qua lify  u n d er th e  ACA's h igher elig ibility level, w h ereas  in non-expansion states, 
m an y w o m e n  lose coverage ju s t tw o  m onths a fte r  giving birth  (Figure 2). Recently, long  
o verd u e  a tte n tio n  on m atern a l m o rta lity  has h ighlighted th e  im p o rtan ce  o f coverage  
before, during, and a fte r  pregnancy. O ne study
(https://www.sciencedirect.com/science/article/abs/pii/S104938672030005Q1 fo u n d  th a t M edicaid  

expansion w as associated w ith  low er m atern a l m o rta lity  rates co m p ared  to  n o n -
expansion states.

Figure 2

In E x p a n s io n  S ta te s , H ig h e r R a te s  o f M e d ic a id  C o v e ra g e  and  
F e w e r U n in s u re d  B e fo re  an d  A fte r  P re g n a n c y

Coverage status of women who have given birth in prior year
(41 states in Pregnancy Risk Assessment Monrtonng System. 2015-2017)

■ E xpansion S ta tes ■ N on-expansion S tates

Pre-Preq nancy Delivery Postpartum

Figure 2: In Expansion States, Higher Rates of Medicaid Coverage and Fewer 
Uninsured Before and A fter Pregnancy
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Health insurance plans could reinstate discrim inatory policies like gender rating  
(charging women more than men for the same benefits), excluding m atern ity  
benefits, and denying coverage or charging more for those w ith  pre-existing 

conditions.

The ACA ban ned  a n u m b e r o f practices th a t w e re  co m m o n  am o n g  non-group  insurers  
p rio r to  th e  law. In ad d itio n  to  exclud ing benefits  im p o rta n t fo r  w o m e n  such as 
pregn ancy-re la ted  care, m an y  individual m arke t insurers charged w o m e n  m o re  th an  
m en fo r  th e  sam e coverage, a practice called ge n d e r ra tin g
(https://www.ncsl.0rg/p0rtais/l /documents/health/COGeninsur8Q9.pdfi. A lthough g e n d e r rating  

affected  both w o m e n  and m en, yo u n g er w o m e n  w e re  ro u tin e ly  charged m ore  
(https://www.gao.gov/assets/660/656i21 .pdfi th an  m en fo r  plans th a t typically  did not include  

m a te rn ity  care. O ne 2 0 1 2  study
(https://www.nwlc.org/sites/default/files/pdfs/nwlc 2012 turningtofairness report.pdfithat review ed  

g en d er-b ased  d iffe ren tia ls  in individual m arke t p rem iu m s fo u n d  th a t reprodu ctive  age  
w o m e n  w e re  consistently charged h igher rates th an  m en th e  sam e age, up to  85%  
higher d ep en d in g  on th e  state. Conversely, th e  study fo u n d  th a t am o n g  55 -year olds, 
som e plans charged slightly h igher rates to  m en, but th e  m ag n itu d e  in d iffe ren ce  w as  
m uch low er co m p ared  to  yo u n g er people.

Pre-ACA, it w as also ro u tin e  fo r  non -group  plans to  d en y  coverage o r charge h igher 
p rem iu m s based on an individual's hea lth  status. W e  es tim a te  th a t 30%  o f n o n -e lderly  
ad u lt w o m e n  have pre-ex is ting conditions (https://www.kff.org/health-reform/issue-brief/pre- 
existing-condition-prevalence-for-individuals-and-familiesfl. such as breast cancer, h ea rt disease, 
o r pregnancy th a t w ou ld  have m ad e  th e m  inelig ible fo r  purchasing an individual 
insurance policy b efo re  th e  ACA. W o m en  have h igher rates o f  p re-existing  conditions  
th an  m en, particu larly  d uring  th e  reprodu ctive  years (Figure 3).

Figure 3: W omen, Particularly Younger W omen, Are More Likely than Men to  
Have Pre-Existing Conditions

Affordability challenges could worsen w ithout the ACA. The lim it on annual out- 
of-pocket charges under private insurance m ight be revoked and plans could also 
resume charging women out-of-pocket for contraception, cancer screenings such 

as mammograms and colonoscopies, well wom an checkups, and other 
preventive services.

The ACA addressed several a ffo rd ab ility  challenges exp erien ced  by w o m en , w h o  on 
average use (https://iamanetwork.com/iournals/iama/fullarticle/2340987) th e  health  system  

m o re  o ften  and have h igher hea lth  e x penses
(https://www.healthsystemtracker.org/indicator/spending/per-capita-spendingfl co m p ared  to  m en.
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A m on g adu lts and children in large em p lo yer plans, KFF ana lysis
(https://www.healthsystemtracker.org/cha rt-collection/know-people-high-pocket-spending/#item-high- 
oop percent-of-nonelderlv-people-with-large-emplover-coverage-who-have-out-of-pocket-spending- 
2000-bv-gender-20i71 finds th a t average o u t-o f-p o cket spending is 35%  h igher am o n g  

fem ales  co m p ared  to  m ales. The ACA requires plans to  cap annual o u t o f  pocket 
charges fo r  enro llees ($8 ,150  fo r  individuals and $16 ,3 0 0  fo r  fam ilies  in 2020). This w as  
not requ ired  p rio r to  th e  ACA, and 17%  (https://www.kff.org/wp-
content/uploads/20i3/04/8085.pdfi o f  w o rkers  covered by em ployer-spon sored  insurance  

w e re  in plans w ith o u t an y  lim it on ou t-o f-p o cket spending.

Cost protections are  also in tegrated  in th e  ACA re q u ire m e n t th a t all private  plans and  
M edicaid  expansion p rogram s cover p reventive  services (https://www.kff.org/health- 
reform/report/preventive-services-tracker/) reco m m en d ed  by th e  U.S. Preventive Services 

Task Force (https://www.uspreventiveservicestaskforce.org/uspstf/recommendation-topics/uspstf- 
and-b-recommendations  ̂(USPSTF), th e  H ealth  Resources and Services A d m in istra tion  

(https://www.hrsa.gov/womens-guidelines/index.htmh. and th e  CDC'S Advisory C o m m ittee  on 

Im m u n iza tio n  Practices (https://www.cdc.gov/vaccines/hcp/acip-recs/index.htmh. w ith o u t  

charging cost-sharing. The slate o f  covered services includes m an y  th a t a re  exclusively  
o r d isp ro p o rtio n a te ly  used by w o m en , such as p renata l tests, b reas tfeed ing  services, 
m am m o g ram s, bone den sity  screenings fo r  o ld e r w o m en , and all FDA app ro ved  
prescribed contraceptives fo r  w o m en , including m o re  expensive m ethods such as long  
acting reversib le contraceptives (lUDs and im plants). O u r analysis  
(https://www.sciencedirect.com/science/article/pii/S2590151620300198?via%3Dihub1 has 

d o cu m en ted  th e  sharp  im p act o f  th e  contraceptive  coverage req u irem en t, w ith  m ost 
w o m e n  now  having no ou t-o f-p o cket spending fo r  con traception  (Figure 4).

Figure 4: Out-of-Pocket Spending for Contraceptives Plummeted A fter the ACA 
W ent into Effect

Should th e  ACA be o vertu rn ed , plans could raise th e  a m o u n t o f  o u t-o f-p o cket charges  
th e y  allow , and full coverage fo r  p reventive  services w o u ld  no longer be requ ired  by 
fed era l law, a llow ing private  plans to  re tu rn  to  pre-ACA cost sharing  practices. A lthough  
som e States (https://www.kff.org/womens-health-policy/issue-brief/state-and-federal-contraceptive- 
coverage-requirements-implications-for-women-and-employers/1 have th e ir  ow n req u irem en ts  

fo r  con traceptive  coverage and o th e r services, s tate  laws do not have th e  sam e reach  
as th e  ACA because th e y  do not ap p ly  to  se lf-funded  em p lo yer plans (which cover 67%  
(https://www.kff.Org/report-section/ehbs-2020-summary-of-findings/1 o f w o rkers  w ith  em p lo yer  

coverage), and m an y  individuals w o u ld  not be assisted. The loss o f  th e  ACA could m ake  
m an y services u n a ffo rd ab le  and o u t o f  reach fo r  w o m en , w h o  on average have h igher 
health  care expenses, low er incom es, fe w e r financial assets, and h igher poverty  rates  
th an  m en.
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Older women and women w ith  long-term disabilities who are covered by 
Medicare m ay lose full coverage for preventive services and face higher out-of-
pocket spending.

For M ed icare  (https://www.kff.org/health-reform/issue-brief/potential-innpact-of-california-v-texas- 
decision-on-kev-provisions-of-the-affordable-care-act/#medicare) beneficiaries, th e  ACA 

e lim in a ted  o u t-o f-p o cket charges fo r  p reventive  services reco m m en d ed  by th e  USPSTF, 
such as screenings fo r  breast cancer, osteoporosis, and depression . The ACA also  
ad d ed  a new  ann ual w ellness visit to  M ed icare , w hich is covered at no cost to  
beneficiaries. W ith o u t th e  ACA, M ed icare  m ay re tu rn  to  charging 20%  co-insurance fo r  
preventive services, as w as th e  case b efo re  its en ac tm en t, m ean ing  m illions o f  w o m en  
w ith  M ed icare  w o u ld  face h igher o u t-o f-p o cket costs fo r  n eeded  preventive  services.

N early  all (94% ) w o m en  covered by M ed icare  use a prescription m edication . The ACA 
helped reduce beneficiaries' ou t-o f-p o cket drug  spending if  th e y  reached th e  M ed icare  
Part D coverage gap, o r "d o n u t hole (https://www.kff.org/medicare/issue-brief/closing-the- 
medicare-part-d-coverage-gap-trends-recent-changes-and-whats-ahead/V'. w h e re  beneficiaries  

w e re  responsib le fo r  th e  full costs o f th e ir  prescription m edications p rior to  th e  ACA. 
The ACA g rad u a lly  closed th e  d o n u t hole by phasing dow n coinsurance charges and  
add ing  a m an u fac tu re r price d iscount on b ran d -n a m e  drugs in th e  d o n u t hole. T h ere  is 
u n certa in ty  a ro u n d  w h a t m ight hap pen  to  th e  ACA's coverage gap provision as a result 
o f th e  S u prem e C ourt case, since th e  provision w as m odified  by sub sequent legislation  
(https://www.kff.org/medicare/issue-brief/summarv-of-recent-and-proposed-changes-to-medicare- 
prescription-drug-coverage-and-reimbursement/L H ow ever, if  th e  ACA is Struck dow n in its 

entire ty , including th e  coverage gap provision and su b sequent changes to  it, th a t could  
m ean  an increase in ou t-o f-p o cket d rug  spending fo r  w o m en  en ro lled  in Part D w ith o u t  
low -incom e subsidies w h o  have d rug  spending in th e  d o n u t hole, w hich w as th e  case 
fo r  15%  o f w o m e n  en ro lled  in Part D in 2018 .

Conclusion

This is not th e  firs t t im e  th a t th e  S u p rem e C ourt will be decid ing an ACA case w ith  g rea t 
consequences fo r  w om en 's  hea lth . In th e  last six years, th e  C ourt has ruled on th re e  
cases (https://www.kff.org/womens-health-policv/issue-brief/round-3-legal-challenges-to-contraceptive- 
coverage-at-scotus/i ab o u t th e  ACA's con traceptive  coverage req u irem en t, p erm ittin g  

m o re  em p lo yer exem p tio n s  and resulting in m o re  w o m e n  losing g u aran teed  
con traceptive  coverage w ith o u t cost sharing. Fully o vertu rn in g  th e  ACA w o u ld  have  
even b ro ad er ram ifications, reversing m an y  o f th e  im p o rta n t gains in coverage and th e  
insurance re fo rm s th a t have b en efited  w o m e n  across th e  country.
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On Novem ber 10, the US Supreme C ourt will hear oral arguments in the California v. 
Texas case. In this case, a group of state attorneys general, led by the Texas attorney  

general, argues th a t the entire  Affordable Care A ct (ACA) is now unconstitutional 

because of a 2 0 1 7  tax law th a t elim inated the ACA’s individual m andate penalties
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In our recent analysis, w e found if th e  Suprem e C o u rt overturns th e  ACA, an additional 

21 .1  m illion people nationw ide w ould  be uninsured in 2022 . W e  also found the  

following consequences of elim inating the ACA:

• 9.3 million people would lose incom e-related subsidies fo r m arketplace insurance 

in 2022;

• Medicaid and Children’s Health Insurance Program coverage would decline by 15.5  

million people in 2022; and

• federal governm ent spending on health care would fall by $ 1 5 2  billion per year in 

2022.

Based on this study, w e produced additional, state-level estimates of the effects on 

coverage by age group (table 1) and race and ethnicity (table 2) if the AC A is 

overturned. Full data tables w ith  additional elem ents not shown in these tables are 

downloadable separately. Some of our key findings fo r 2 0 2 2  include the following:

1. Invalidating th e  A C A  w ill increase uninsurance am ong th e  nonelderly in every  

age group. Children ages 18 and younger will feel the smallest effect because their  

pre-ACA eligibility fo r public insurance coverage (through Medicaid and the  

Children’s Health Insurance Program) is greatest. Still, 1.7 million more children 

will be uninsured, an increase of 4 8  percent. Adults ages 5 0  to  6 4  will experience a 

95 percent increase in uninsurance, an additional 5.6 million people. And 4.9  

million young adults ages 19 to  26  will be uninsured, a 76  percent increase 

compared w ith  current law. Adults ages 2 7  to  4 9  will experience a 6 0  percent 

increase in uninsurance, 8.8  million more uninsured.

2. States experiencing th e  largest coverage gains under th e  A C A  w ill experience th e  

largest increases in the  uninsured. These states include those that expanded 

Medicaid eligibility under the law, those w ith  high enrollm ent rates in the ACA- 

subsidized M arketplaces, and those th a t had high uninsurance rates before  

im plem entation of the law.

For example, Pennsylvania and Michigan are among the most populous states that 

will have the largest percent increases in the uninsured if the AC A is overturned. In 

Pennsylvania, the uninsurance rate among young adults will climb by more than  

170  percent (to 2 7  percent uninsured). For adults ages 27  to  49 , the uninsurance 

rate will increase by 152  percent (to 2 0  percent uninsured), and fo r adults ages 50  

to  64, by 154  percent (to 16 percent uninsured). In Michigan, the uninsurance rate
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148 percent fo r adults ages 5 0  to 6 4  (to 18 percent uninsured).

Among states th a t have not expanded Medicaid eligibility, Florida will experience 

the largest increases in the uninsured in both absolute numbers and percentage 

term s because the state has high enrollm ent in the AC A M arketplace. In Florida, 

the insurance rate among young adults will increase 35  percent (to 36  percent 

uninsured). For 27-to -49-year-o lds, it will increase 5 2  percent (to 3 0  percent 

uninsured), and fo r 50-to -64-year-o lds, it will increase 89  percent (to 25  percent 

uninsured).

3. People o f all races and ethnicities w ill experience large increases in uninsurance.

Again, the largest increases across races and ethnicities will occur in states that 

expanded Medicaid eligibility under the law. In 10 states w ith  sufficient sample 

sizes to  measure the effects (Michigan, California, Idaho, M ontana, N ew  Mexico, 

Utah, W ashington, N ew  Jersey, Virginia, and Ohio), uninsurance rates will more  

than double among Am erican Indians and Alaska Natives. In Louisiana, Kentucky, 

Michigan, Indiana, and Pennsylvania, uninsurance rates fo r non-Hispanic Black 

people will nearly trip le  or more. Uninsured non-Hispanic w hite  people will more 

than double in num ber in 29  states. Uninsurance among the Hispanic population 

will more than double in Pennsylvania and N ew  Mexico.

4. States th a t did not expand M edicaid  e lig ib ility  under the  A C A  stand to  lose 

som ew hat less coverage, but uninsurance w ill still increase substantially among  

people o f all races and ethnicities. Across all nonexpansion states combined, 

uninsurance among American Indians and Alaska Natives will increase 26  percent 

(to 23  percent uninsured). Among Asian and Pacific Islander populations, 

uninsurance will increase by 25  percent (to 21  percent uninsured). Among non-

Hispanic Black people, uninsurance will increase by 3 4  percent (to 19 percent 

uninsured). The num ber of uninsured Hispanic people will increase 15 percent in 

these states (to 33  percent uninsured). Uninsurance among non-Hispanic w hite  

people will increase 36  percent (to 15 percent uninsured), and uninsurance among 

other races and ethnicities will increase by 28  percent (to 14 percent uninsured).

If the Supreme C ourt overturns the AC A in California v. Texas, coverage will fall 

considerably in every state and w ithin every age group and across people of all races and 

ethnicities. And as w e have estim ated previously, federal spending on health care will fall 

in every state, and health care providers—hospitals, physicians, prescription drug 

m anufacturers—will experience sizable decreases in revenue. The gains in access and
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However, the implications of the law being invalidated have fa r greater reach than w e  

can estim ate, because virtually all insurers, providers, and households across the country  

have been affected by the law’s many provisions. Policymakers have straightforw ard  

legislative options th a t could protect the AC A as it is operating under current law if they  

are passed before the court issues its decision; thus far, Congress has not passed bills to  

do so.

Full data tables with additional elements not shown in these tables are downloadable 
separately.

I ncrease in Uninsurance by Age Group and State if the ACA Is Overturned, 2022

Ages 18 and Younger Ages 19 to 26 A ges27to49 A ges50to64

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Total (US) 

Expansion states

1,747 48% 4,946 76% 8,838 60% 5,619 95%

Total 1,397 73% 4,457 139% 7,060 90% 4,225 129%

Alaska 3 19% 10 57% 23 57% 12 57%
Arizona 38 32% 42 30% 92 27% 50 33%
Arkansas 32 113% 86 193% 153 139% 77 167%
California 352 105% 1,240 161% 1,613 86% 1,118 161%
Colorado 46 95% 146 147% 185 76% 105 113%
Connecticut 8 38% 68 168% 90 92% 73 164%
Delaware 2 22% 4 29% 11 36% 8 69%
District of Columbia NS NS NS NS 17 78% 12 151%
Hawaii 3 25% 5 17% 13 24% 8 41%
Idaho 25 91% 42 126% 88 131% 40 122%
Illinois 19 11% 227 121% 283 56% 207 98%
Indiana 64 79% 150 163% 254 115% 117 112%
Iowa 22 165% 66 226% 87 125% 46 144%
Kentucky 52 162% 154 270% 214 156% 122 180%
Louisiana 48 142% 149 193% 236 128% 121 140%
Maine 5 76% 19 171% 45 216% 36 240%
Maryland 25 64% 98 124% 161 75% 111 127%
Massachusetts 24 83% 46 70% 109 106% 63 123%
Michigan 69 97% 202 198% 374 152% 197 148%
Minnesota 9 22% 99 197% 121 89% 87 141%
Montana 12 135% 33 224% 50 149% 28 126%
Nebraska 10 42% 29 104% 58 95% 29 125%
Nevada 52 102% 69 101% 125 64% 67 82%
New Hampshire 4 48% 23 175% 38 115% 27 138%
New Jersey 61 76% 135 109% 298 80% 168 111%
New Mexico 23 64% 78 189% 135 133% 82 220%
NewYork 28 37% 214 101% 459 74% 267 136%
North Dakota 3 18% 13 70% 15 54% 8 74%
Ohio 61 66% 201 162% 318 98% 193 106%
Oregon 37 118% 101 151% 175 101% 95 127%
Pennsylvania 77 70% 233 171% 444 152% 240 154%
Rhode Island 4 54% 35 299% 32 111% 26 216%
Utah 43 59% 57 96% 113 90% 47 113%
Vermont NS NS NS NS 6 40% 6 67%
Virginia 64 80% 164 95% 292 80% 157 117%
Washington 51 112% 152 111% 250 84% 128 109%
West Virginia 17 215% 50 245% 84 159% 47 168%

Ages 18 and Younger Ages 19 to 26 A ges27to49 Ages 50 to 64
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Nonexpansion states

Total 350 20% 488

Alabama 9 47% 13
Florida 149 59% 204
Georgia 36 36% 38
Kansas 3 6% 8
Mississippi 3 5% 8
Missouri 6 7% 14
North Carolina 37 44% 45
Oklahoma 7 5% 16
South Carolina 15 28% 19
South Dakota 1 9% 3
Tennessee 21 44% 15
Texas 58 8% 86
Wisconsin 4 7% 19
Wyoming 1 5% 3

15% 1,778 26% 1,393 53%

10% 54 22% 46 52%
35% 649 52% 498 89%
11% 154 22% 115 43%
10% 28 18% 19 36%
9% 36 24% 31 39%
9% 59 20% 48 38%

16% 176 29% 129 61%
12% 61 25% 45 51%
14% 69 25% 58 52%
11% 8 21% 5 27%
9% 77 21% 58 37%
8% 348 15% 296 38%

25% 50 32% 40 46%
18% 9 31% 6 36%

U R B A N  I N ST I T U T E

Source: Urban Institute Health Insurance Policy Simulation Mode 1,2020.
Notes: ACA = Affordable Care Act; NS = not shown. Some estimates have been suppressed here because sample sizes in some states for 
particular ages are too small to confidently produce reliable estimates. Estimates assume Medicaid coverage expansion waivers in place in seven 
states before the ACAare reinstated. It is likely that some of these waivers will not be reinstated, however, making ourestimated inreasesin 
uninsurance conservative.
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American Indian/
Alaska Native Asian/Pacific Islander Non-Hispanic Black Hispanic Non-Hispanic White

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Additional
uninsured

(thousands)

Percent 
increase in 

uninsurance

Total (US) 488 75% 1,261 76% 3,103 84% 4,298 41% 11,674 85%

Expansion states

Total 412 117% 1,141 98% 2,350 160% 3,514 65% 9,439 125%

Alaska 19 68% NS NS NS NS NS NS 23 45%
Arizona NS NS NS NS 12 46% 79 21% 106 37%
Arkansas NS NS NS NS 75 234% 21 46% 241 170%
California 99 166% 554 130% 289 189% 1,817 90% 1,479 154%
Colorado NS NS NS NS 25 153% 116 62% 309 124%
Connecticut NS NS 7 65% 35 175% 46 67% 144 149%
Delaware NS NS NS NS 6 50% 2 11% 17 47%
District of Columbia NS NS NS NS 30 153% NS NS 4 27%
Hawaii NS NS 12 34% NS NS 3 25% 6 14%
Idaho 7 161% NS NS NS NS 24 60% 160 144%
Illinois 7 81% 32 56% 183 122% 133 35% 374 81%
Indiana NS NS 10 55% 81 192% 39 46% 443 129%
Iowa NS NS NS NS NS NS 14 69% 182 164%
Kentucky NS NS NS NS 56 211% 16 48% 454 205%
Louisiana NS NS 10 98% 268 255% 19 33% 245 125%
Maine NS NS NS NS NS NS NS NS 98 203%
Maryland NS NS 21 62% 159 164% 30 23% 175 119%
Massachusetts NS NS 15 87% 26 99% 41 85% 151 103%
Michigan 16 167% 16 72% 172 198% 39 73% 585 157%
Minnesota NS NS NS NS 28 129% 16 32% 237 122%
Montana 15 145% NS NS NS NS NS NS 101 160%
Nebraska NS NS NS NS NS NS 13 40% 93 107%
Nevada NS NS NS NS 37 139% 88 48% 148 104%
New Hampshire NS NS NS NS NS NS NS NS 83 129%
New Jersey 6 116% 47 68% 132 170% 177 57% 288 112%
New Mexico 51 131% NS NS NS NS 165 138% 88 176%
NewYork 10 73% 174 131% 148 105% 249 57% 369 104%
North Dakota 6 56% NS NS NS NS NS NS 28 51%
Ohio 7 104% 10 49% 140 144% 26 49% 577 108%
Oregon NS NS NS NS 10 176% 45 55% 314 137%
Pennsylvania NS NS NS NS 166 191% 90 103% 685 148%
Rhode Island NS NS NS NS NS NS 15 76% 67 206%
Utah 8 127% 8 66% NS NS 41 39% 194 116%
Vermont NS NS NS NS NS NS NS NS 14 34%
Virginia 9 108% 37 61% 190 146% 51 27% 380 107%
Washington 25 125% 41 78% 26 109% 79 48% 394 123%
West Virginia NS NS NS NS NS NS NS NS 182 183%

American Indian/
Alaska Native Asian/Pacific Islander Non-Hispanic Black Hispanic Non-Hispanic White

Additional Percent Additional Perent Additional Percent Additional Percent Additional Percent
uninsured increase in uninsured increase in uninsured increase in uninsured increase in uninsured increase in

(thousands) uninsurance (thousands) uninsurance (thousands) uninsurance (thousands) uninsurance (thousands) uninsurance

Nonexpansion states
Total 76 26% 120 25%

Alabama NS NS NS NS
Florida 11 55% 41 50%
Georgia 2 15% 18 26%
Kansas 1 15% NS NS
Mississippi NS NS NS NS
Missouri NS NS NS NS
North Carolina 9 41% 10 27%
Oklahoma 23 21% NS NS
South Carolina NS NS 3 26%
South Dakota 4 21% NS NS
Tennessee NS NS 4 21%
Texas 12 22% 32 16%
Wisconsin 3 39% NS NS
Wyoming NS NS NS NS

753 34% 784 15% 2,235 36%

36 25% 5 8% 79 29%
243 58% 372 35% 812 79%
120 31% 24 7% 176 30%

6 25% 7 9% 42 19%
32 22% 1 4% 41 22%
17 18% 4 6% 101 21%
96 40% 25 9% 242 42%
11 24% 10 9% 81 26%
47 31% 8 9% 99 32%
NS NS NS NS 13 20%
31 27% 5 5% 127 27%

105 23% 318 11% 314 22%
8 40% 5 7% 92 36%

NS NS NS NS 16 27%

Source: Urban Institute Health Insurance Policy Simulation Model,2020.
Notes: ACA = Affordable Care Act; NS = not shown. Some estimates have been suppressed here because sample sizes in some states for particular races and ethnicities 
a re too small to confidently produce reliable estimates. Estimates assume Medicaid coverage expansion waivers in place in seven states before the ACA a re reinstated.lt 
is likely that some of these waivers will not be reinstated, however, making our estimated inreases in uninsurance conservative.
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Insurers p lann ing  to  o ffe r hea lth  plans on th e  A ffo rd ab le  Care Act (ACA) m arketp laces  
m ust su b m it filings to  state  o r fed era l regulators deta iling  th e ir  plan offerings and  
justify ing  th e ir  p rem iu m s fo r  th e  upcom ing year. Rates a re  fina lized  in early  fall 
(O cto b er 15, 2020 ) ahead  o f  th e  annual open  e n ro llm e n t period, set to  begin on 
N o vem b er 1, 2020 .

This year, insurers set p rem iu m s fo r  2021 am id  th e  coronavirus pandem ic , w hich has 
created  considerab le  u n certa in ty  as to  w h a t hea lth  costs, u tilization and en ro llm e n t will 
look like next year. In 2020 , m an y  insurers have provided p rem iu m  re lie f a n d /o r  
vo lu n tarily  w aived  cost-sharing (https://www.healthsystemtracker.org/brief/cost-sharing-waivers- 
and-premium-relief-by-private-plans-in-response-to-covid-19/  ̂fo r  C O VID -19 tre a tm e n t fo r  th e ir  

m em b ers  due to  excessive profits and low  m edical loss ra tio s (https://www.kff.org/private- 
insurance/issue-brief/health-insurer-financial-performance-amid-the-coronavirus-pandemic/) during  

th e  pandem ic . In o u r ea rlie r look a t p re lim in ary  ra te  filings in 10 states, w e  fo u n d  th a t  
w h ile  overall proposed ra te  increases fo r  2021 ap p eared  m odest, m ost insurers w ere  
tak ing  a "w ait-and-see" approach , electing to  hold o ff  on fac to rin g  th e  pan dem ic  into  
th e ir  p rem iu m s fo r  next yea r until th e y  had m o re  p red ictab ility  and claim s experience.

N o w  th a t 2021 rates a re  being fina lized , th is b rie f sum m arizes  th e  m ost cu rren t  
p rem iu m  rate  filings in all 50  states and th e  D istrict o f  C o lum bia. W e review ed rate  
filings fo r  an overall average p rem iu m  increase across all plans on th e  individual 
m arket, w ith  a focus on th e  e ffec t o f  th e  pan dem ic  on ra te  changes. W e  find  th a t th e  
m ajo rity  o f  ra te  changes fo r  2021 are  still m o d era te , w ith  increases o r decrease o f  a 
fe w  percentage points. Proposed ra te  changes range fro m  a -42 .0%  decrease to  a 
25.6%  increase, though  h a lf fall be tw een  a 3 .5%  decrease and 4 .6%  increase (Table 1). 
In su rer and state  level rates are  show n in Tab le  2.
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Table 1: Overall Rate Change and COVID-19 Load Among ACA Marketplace Plans

Overall Rate Change Impact of COVID-19 on Rates*

25th Percentile -3.5% 0.0%

Median 1.1% 0.0%

75th Percentile 4.6% 2.0%

*Among plans that specified an impact of COVID-19. Many filings included COVID-loads that were redacted. 
SOURCE: KFF analysis of insurer rate filings to state regulators.

118  o f th e  273  (43% ) filings specified th e  e ffec t o f  CO VID -19 on th e ir  rates fo r  next year. 
A m on g these  insurers, th e  im p act o f  C O VID -19 on 2021 p rem iu m s ranges fro m  a 3.4%  
decrease to  an 8.4%  increase, w ith  h a lf o f  insurers fa lling  b etw een  no im p act (0.0% ) 
and 2 .0%  increases (Table 1). M an y  insurers used s im ilar language to  describe th e ir  
approach  to  th e  pandem ic , noting  th a t it w ou ld  put both upw ard  and d o w n w ard  
pressure on health  costs in 2021 (see exam ples  below ).

The m ost co m m o n  factors  th a t insurers cited as driving up health  costs in 2021 w ere  
th e  continued  cost o f  C O VID -19 testing, th e  potentia l fo r  w id esp read  vaccination, th e  
reb o u n d in g  o f  m edical services delayed  fro m  2020 , and m o rb id ity  fro m  d e fe rred  or  
fo reg o n e  care. A t th e  sam e tim e , m an y  insurers expect health  care u tilization to  rem ain  
low er th an  usual next yea r as peop le  continue to  observe social d istancing m easures  
and avoid ro u tin e  care, especially in absence o f  a vaccine o r in th e  even t o f  fu tu re  
w aves o f th e  virus. At least 53 insurers included a CO VID -19 im p act o f  0%  on th e ir  
p rem iu m s because th e y  did not have enough in fo rm atio n  to  con fiden tly  a lte r  th e ir  
p rem iu m s o r es tim ated  th a t th ese  factors  w ou ld  o ffset one an o th e r. 29  o f th e  273  
filings (11 %) did not m entio n  C O VID -19 a t all in th e ir  ra te  filings.

The range o f CO VID -19 loads included in 2021 ra te  filings p artly  reflects d ifferences in 
issuers' assum ptions ab o u t th e  course o f  th e  pan d em ic  and individual beh avio r next 
year. B elow  are  a handfu l o f  rep resen ta tive  exp lan ations th a t insurers provided to  
ju s tify  any im p act th a t C O VID -19 had on th e ir  overall 2021 ra te  filings. These exam ples  
provide a g lim pse o f th e  d iffe re n t expectations th a t insurers have regard ing  th e  
availab ility  and d istribution  o f a vaccine, th e  e x te n t to  w hich p en t-u p  d em an d  fo r  
health  care services will rebou nd  in 2021 , and various o th e r factors.

Pent-up demand and m orbidity adjustments. M an y  insurers expect th a t health  
costs will increase in 2021 due to  p en t-up  d em an d  fo llow ing  d e fe rred  care, d irect costs 
re la ted  to  C O VID -19 testing  and tre a tm e n t, and vaccination costs, assum ing a vaccine  
will be read y  and availab le to  th e  g en era l public next year. Som e insurers also 
antic ip ate  increased m o rb id ity  resulting fro m  d e fe rre d  care and th e  im p act o f  th a t  
d e fe rre d  care on chronic conditions, as w ell as fro m  th e  im p act o f  th e  econom ic  
d o w n tu rn  on individuals' health  and insurance status.
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Fidelis (New  York) -  8.4% COVID-load

"P rem ium  rates have been ad justed  8 .4%  to  reflect th e  es tim a ted  im p act o f  th e  
C O VID -19 pan dem ic  and secondary effects on th e  cost to  provide hea lthcare  
coverage in 2021 . The m o rb id ity  ad ju s tm en t reflects th e  an tic ip ated  com bined  
im p act o f  C O V ID -19-re la ted  cost drivers on hea lthcare  u tilization and in tensity  
in 2021 , including:

1. D irect cost o f  acute  C O VID -19 tre a tm e n t, testing, and vaccination.

2. P ent-up  d em an d  fo llow ing  social d istancing "lockdown" m easures

3. M o rb id ity  im p act o f  econom ic d isruption  in th e  fo rm  o f  jo b  te rm in atio n s , 

lead ing  to  en ro llm e n t shifts fro m  em p lo yer sponsored coverage to  

ind ividual ACA and fro m  individual ACA to  M edicaid  o r un insured

4. M o rb id ity  im p act o f  lasting pop ulation  health  changes prec ip ita ted  by th e  

pandem ic , including hea lthcare  com plications fo llow ing  recovery fro m  

severe cases o f CO VID-19, and w o rsen ed  health  outcom es due to  d e fe rred  

o r avo ided preventive  care and m ain ten an ce  care fo r  chronic conditions  

d uring  social d istancing lockdown periods"

Vaccination costs. Som e insurers specify loads fo r  a likely vaccine. For instance, MVP  
H ealth  Care in V e rm o n t loaded an add ition al 1.0%  to  p rem iu m s in p rep ara tio n  fo r  
covering one dose o f a CO VID -19 vaccination (priced a t $75) fo r  80%  o f th e ir  enro llees. 
(M VP also loaded a n o th e r 0 .3%  fo r  d e fe rre d  services.) O th e r insurers re fra in ed  fro m  
fac to ring  in CO VID -19 vaccine costs, citing a lack o f cred ib le  in fo rm atio n .
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MVP (Vermont) -  1.3% COVID-load

"MVP is assum ing th a t a vaccine to  p reven t th e  novel coronavirus (C O VID -19) 
will be tested  and w id e ly  ava ilab le in 2021 . To account fo r  th e  costs an 
im m u n iza tio n  w ou ld  add to  claim  cost, M VP is assum ing th a t an im m u n iza tio n  
w ould  be covered in full a t th e  cost o f  $75  p er dose. M VP is also assum ing th a t  
80%  o f  th e  population  w ou ld  obta in  th e  vaccine (based on an analysis by 
W akely  Consulting), w hich corresponds to  a P M PM  claim  cost o f  $5 .00  PM PM . 
This fac to r is increasing th e  exp erien ce period  allow ed claim  cost by 1.0%."

No adjustments to premiums from  COVID-19. M a n y  insurers re fra in ed  fro m  
specifying any CO VID -19 ra te  im pact. O f those th a t did, several insurers said th ey  
w o u ld  not ad just th e ir  rates, citing u n certa in ty  a b o u t how  th e  pan dem ic  will a ffect 
costs next year. O thers expect th e  upw ard  and d o w n w ard  effects on costs resulting  
fro m  th e  pan dem ic  will have a net im p act o f  zero . In som e states such as Connecticut, 
insurers did not app ly  ad ju stm en ts  d u e  to  C O VID -19 u n d er th e  d irection o f state  
regulators.

CareSource Indiana, Inc (Indiana) -  0% COVID-load

"At th e  tim e  o f th is rate  filing  subm ission, w e  acknow ledge th e re  is substantial 
u n certa in ty  regard ing  th e  im p act o f  th e  C O VID -19 pan dem ic  on setting  
p rem iu m  rates, including w h e th e r th e  pan dem ic  will increase o r decrease costs 
in 2021 . D ue to  this uncertain ty, w e  have chosen not to  m ake ad ju s tm en t to  
th e  2021 p rem iu m  rates."

Expected decreases in prem ium  costs due to COVID-19. Though less co m m on, a fe w  
insurers expect th a t circum stances su rro u n d in g  C O VID -19 w ill have a net negative  
effec t on th e ir  costs.
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Maine Community Health Options (Maine) -  -1.2% COVID-load

"An ad ju s tm en t o f  -1.2%  w as app lied  to  th e  201 9  exp erien ce to  reflect th e  
estim ated  im p act o f  th e  C O VID -19 pandem ic . The ad ju s tm en t w as developed  
w ith  consideration  to  th e  fo llow ing  key drivers o f  cost im pacts:

1. W e  have assum ed a reduction  in to ta l claim s exp erien ce in 2021 o f 1.5%  due  

to  d e fe rre d  and avo ided care th a t will resu lt fro m  a second w ave  o f  

infections, likely to  coincide w ith  th e  w in te r  flu  season.

2. W e  have assum ed an increase in claim  costs o f  0 .34%  to  cover th e  costs o f  

continu ing  testing  fo r  C O VID -19.

3. No a d ju s tm en t has been m ad e  to  account fo r  add ition al costs re lated  to  a 

poten tia l vaccine. N o t enough cred ib le  in fo rm atio n  exists to  a llow  th e  

d ev e lo p m e n t o f  es tim ates  re la ted  to  th e  cost and ava ilab ility  o f  a vaccine."

DISCUSSION

M ost p rem iu m  changes on th e  ACA m arketp laces will be m odest head ing  into  2021, 
even w ith  th e  u n certa in ty  su rro u n d in g  th e  pandem ic . M ost individual m arke t insurers  
th a t specify th e  im p act o f  th e  pan dem ic  on th e ir  2021 p rem iu m s are  loading an extra  
couple percentage points on to  th e  p rem iu m  (w ith th e  m edian  CO VID -19 fac to r being  
1.9% ). Thus fa r  during  th e  pandem ic , individual m arke t insurers have rem ain ed  
p ro fitab le  and loss ratios have been low  (https://www.kff.org/private-insurance/issue- 
brief/health-insurer-financial-performance-amid-the-coronavirus-pandemic/V on average, SO large  

p rem iu m  increases w ou ld  have been hard to  justify . T h a t said, th e  range o f  
assum ptions th a t insurers have m ad e  ab o u t vaccine costs and availability, enro llee  
utilization, and gen era l m o rb id ity  d em o n stra te  ju s t how  m uch u n certa in ty  rem ains  
ab o u t th e  state  o f  th e  pan dem ic  head ing  into  next year.

Methods

Data w ere collected from  health insurer rate filings submitted to state regulators. Most 
rate inform ation is available in the for of a SERFF filings (System for Election rate and 
Form Filing) that includes a base rate and other factors that build up to an individual 
rate. This analysis only includes rate filings that were m ade public on or before October 
15, 2020.
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Table 2: Rate Change and COVID-19 Load Among ACA Marketplace Plans, By State and Insurer

State/lnsurer Rate Change Impact of COVID-19 on 
Rates

Alabama*

Blue Cross Blue Shield of Alabama 4.90% Unknown

Bright Health Insurance Company 25.60% Unknown

Alaska*

Moda Assurance Company 0.11% No mention

Premera Blue Cross Blue Shield of Alaska -4.15% No mention

Arizona*

Blue Cross and Blue Shield of Arizona 1.82% Unknown

Bright Health Company of Arizona 9.33% Unknown

Cigna Healthcare of Arizona 1.87% No mention

Health Net of Arizona -0.80% Unknown

Oscar Health Plan -6.75% Unknown

Arkansas

Celtic Insurance Company 4.91% Unknown

QCA Health Plan 3.05% Unknown

QualChoice Health and Life Insurance 3.00% Unknown

USAble Mutual Insurance 2.90% 0.00%

Oscar Insurance Company New entrant Unknown

HMO Partners Health Advantage New entrant 0.00%

California

Blue Cross of California (Anthem) 6.00% No mention

Blue Shield of California -2.40% Unknown

Chinese Community Health Plan -1.30% Unknown

Health Net 3.40% 1.20%

Kaiser Permanente 1.00% Unknown

LA Care Health Plan -4.60% No mention

Molina Healthcare -3.80% 0.90%

Oscar Health Plan of California 7.60% Unknown

Sharp Health Plan -0.50% 0.00%

Valley Health Plan 9.00% Unknown

Western Health Advantage -2.60% Unknown
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Colorado

Anthem (HMO Colorado Inc.) 0.30% Unknown

Bright Health Insurance Company -5.50% Unknown

Cigna Health and Life Insurance Company 3.00% 1.00%

Denver Health Medical Plans -4.60% 6.40%

Friday Health Plan -5.10% No mention

Kaiser Foundation Health Plan of Colorado -1.50% 0.00%

Oscar Health Plan -4.20% Unknown

Rocky Mountain HMO -10.00% 0.00%

Connecticut

Anthem Health Plans 1.90% 0.00%**

Connecticare -0.10% 0.00%**

Delaware

Highmark Blue Cross Blue Shield -1.00% Unknown

District of Columbia

CareFirst HMO (Blue Choice) 0.10% Unknown

CareFirst PPO 1.00% Unknown

Kaiser Foundation Health Plan -1.97% Unknown

Florida

AvMed -3.30% 2.00%

Blue Cross and Blue Shield of Florida 3.70% 2.00%

Bright Health Insurance Company of Florida 3.70% 2.00%

Celtic Insurance Company 3.90% 2.00%

Cigna Health And Life Insurance Company -1.40% 2.00%

Florida Health Care Plan, Inc. -0.10% 2.00%

Health First Commercial Plans 4.80% 2.00%

Health Options, Inc 2.50% 2.00%

Molina Healthcare of Florida -1.80% 2.00%

Oscar Insurance Company of Florida 2.90% 2.00%

Georgia*

Alliant Health Plans 18.34% Unknown

Ambetter of Peach State 7.43% 0.00%

Anthem Blue Cross and Blue Shield 10.10% 3.00%

CareSource Georgia -10.29% Unknown
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Kaiser Foundation Health Plan of Georgia -19.02% 2.50%

Oscar Health Plan of Georgia 2.11% Unknown

Hawaii

Kaiser Foundation Health Plan -1.06% No mention

Hawaii Medical Service Association -3.10% No mention

Idaho

Blue Cross of Idaho Health Service -3.50% No mention

Mountain Health Cooperative 2.00% 0.00%

Pacific Source Health Plans -7.10% 0.00%

Regence Blue Shield of Idaho -1.30% No mention

SelectHealth 5.90% No mention

Illinois*

Blue Cross Blue Shield of Illinois -0.12% Unknown

Celtic Insurance Company 0.26% 0.00%

Cigna Healthcare of Illinois, Inc. 0.89% 1.00%

Health Alliance Medical Plans, Inc. 0.00% Unknown

Quartz Health Benefit Plans Corporation -10.05% Unknown

Indiana

Anthem Insurance Companies, Inc. -0.30% No mention

CareSource Indiana, Inc. 4.30% 0.00%

Celtic Insurance Company -0.55% 1.90%

Iowa*

Medica Insurance Company 2.45% Unknown

Wellmark Health Plan of Iowa, Inc. -42.04% Unknown

Oscar Health Plan of Iowa New entrant Unknown

Kansas*

Blue Cross and Blue Shield of Kansas 0.70% Unknown

Cigna Health and Life Insurance 9.96% 1.00%

Medica Insurance Company 7.78% 5.00%

Oscar Insurance Company -7.86% Unknown

Sunflower State Health Plan 4.00% Unknown

Kentucky

Anthem Health Plans of Kentucky 5.69% 2.60%

https://www.kff.org/private-insurance/issue-brief/2021-premium-changes-on-aca-exchanges-and-the-impact-of-covid-19-on-rates/?utm_campaign=KF... 8/16



11/12/2020 2021 Premium Changes on ACA Exchanges and the Impact of COVID-19 on Rates | KFF

Care Source Kentucky 4.00% Redacted

Louisiana*

CHRISTUS Health Plan Louisiana 7.44% Unknown

HMO Louisiana 9.50% Unknown

Louisiana Health Service & Indemnity 7.95% Unknown

Vantage Health Plan 2.64% Unknown

Maine

Anthem Health Plans of Maine -12.50% 2.50%

Harvard Pilgrim Health Plan -13.00% 0.00%

Maine Community Health Options -13.70% -1.20%

Maryland

CareFirst Blue Choice -11.90% 0.00%

CareFirst CFMI -17.10% 0.00%

CareFirst GHMS -17.10% 0.00%

Kaiser Foundation Health Plan -11.00% 0.00%

Optimum Choice (UnitedHealthcare) New Entrant Unknown

Massachusetts*

Blue Cross and Blue Shield of Massachusetts HMO 
Blue

6.17% 0.00%

Fallon Community Health Plan 3.52% 0.00%

Harvard Pilgrim Health Care 7.25% No mention

Health New England 2.23% Unknown

Tufts Associated HMO 9.03% Unknown

Tufts Health Public Plans 12.27% 0.00%

UnitedHealthcare Insurance Company 15.10% Unknown

BMC HealthNet Unknown Unknown

AllWays Health Partners Unknown Unknown

Michigan*

Blue Care Network of Michigan 2.50% No mention

Blue Cross Blue Shield of Michigan 1.70% No mention

Oscar Insurance Company 6.00% 4.00%

McLaren Health Plan Community -2.00% 0.00%

Meridian Health Plan of Michigan -5.60% 2.00%

Molina Healthcare of Michigan 0.40% Unknown
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Physicians Health Plan 3.10% 3.00%

Priority Health Insurance -0.13% 0.00%

Total Health Care USA -0.39% 0.00%

Minnesota

Blue Plus HMO 4.21% Unknown

Group Health Plan Inc 0.67% Unknown

Medica Insurance Company 2.42% Unknown

Preferred One Insurance Company 1.05% Unknown

Quartz Health Plan New entrant Unknown

UCare MN 1.60% 0.00%

Mississippi*

Ambetter of Magnolia Inc. 11.19% Unknown

Molina Healthcare of Mississippi, Inc -2.67% Unknown

Missouri*

Blue Cross and Blue Shield Kansas City New entrant No mention

Celtic Insurance Company 9.10% Unknown

Cigna Health & Life Insurance Company 1.40% Unknown

Cox Health Systems Insurance Company 13.60% No mention

Healthy Alliance Life Insurance Company -1.44% Unknown

Medica Insurance Company -7.50% Unknown

Oscar Insurance Company 6.40% Unknown

SSM Health Insurance Company -0.49% Unknown

Montana

HCSC (Blue Cross Blue Shield of Montana) 0.00% No mention

Montana Health Co-Op 0.68% No mention

Pacific Source Health Plans 5.00% No mention

Nebraska*

Medica Insurance Company 5.36% Unknown

Bright Health Unknown Unknown

Nevada

Friday Health Plans of Nevada New entrant Unknown

Health Plan of Nevada Incorporated 5.00% Unknown

HMO Colorado INC D/BA HMO Nevada 3.90% Unknown

Hometown Health Plan -5.00% Unknown
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Hometown Health Providers Insurance -1.60% Unknown

Rocky Mountain Hospital and Medical Service 11.00% Unknown

SelectHealth New entrant Unknown

Sierra Health and Life Insurance Company 9.80% Unknown

SilverSummit Health Plan 2.30% Unknown

New Hampshire*

Celtic Insurance Company -4.50% 0.00%

Harvard Pilgrim Health Care -13.54% 0.00%

Matthew Thornton Health Plan (Anthem BCBS) -15.12% Unknown

New Jersey*

AmeriHealth HMO 11.22% 1.00%

AmeriHealth Insurance Company of Newjersey 3.82% 1.00%

Horizon Healthcare Services -1.43% Unknown

Oscar Garden State Insurance 10.59% Unknown

New Mexico

Molina Healthcare of New Mexico -0.40% Unknown

Blue Cross Blue Shield of New Mexico (HCSC) -7.61% Unknown

True Health -1.40% No mention

Friday Health Plans New Entrant Unknown

Western SkyAmbetter New Entrant Unknown

New York

Capital District Physicians Health Plan 4.30% 0.00%

Health Insurance Plan of Greater New York (Emblem) 3.80% 2.00%

Excellus -0.20% 0.50%

Fidelis (NY Quality Healthcare Corp) 1.60% 8.40%

Healthfirst PHSP, Inc. -2.50% 0.00%

Healthnow New York -2.80% 2.00%

HealthPlus HP 1.00% 5.15%

IHBC -5.30% 0.00%

MetroPlus 5.00% 2.10%

MVP Health Plan 3.80% 1.60%

Oscar 4.90% 7.40%

UnitedHealthcare of New York 4.80% 1.00%
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North Carolina*

Ambetter of North Carolina 3.90% 0.00%

BCBSof NC 4.10% Unknown

Bright Health Company of North Carolina 1.98% Unknown

CIGNA Healthcare of North Carolina -10.50% No mention

Oscar Health Plan of NC New entrant Unknown

UnitedHealthCare of Wisconsin, Inc. New entrant Unknown

North Dakota*

Blue Cross Blue Shield of North Dakota 4.42% No mention

Medica Health Plans 13.16% Unknown

Sanford Health Plan 20.33% Unknown

Ohio*

AultCare Insurance Company -4.99% 2.00%

Buckeye Community Health Plan 1.35% 0.00%

Ca resource 9.30% 0.00%

Community Insurance Company -3.22% Unknown

Medical Health Insuring Corp. of Ohio 2.30% 0.00%

Molina Healthcare of Ohio -0.80% 0.00%

Oscar Buckeye State Insurance Corporation -0.90% 0.30%

Oscar Insurance Corporation of Ohio 6.70% -0.10%

Paramount Insurance Company 8.94% 0.00%

SummaCare 2.50% 0.00%

Oklahoma*

Blue Cross Blue Shield of Oklahoma -0.05% Unknown

Bright Health Insurance Company 1.84% Unknown

CommunityCare HMO Inc. -24.40% Unknown

Medica Insurance Company -5.27% Unknown

Oscar Insurance Company New entrant Unknown

UnitedHealthcare New entrant Unknown

Oregon

Bridgespan Health Company 11.10% 0.00%

Kaiser Foundation Health Plan of the Northwest -3.51% 0.00%

Moda 4.70% 0.90%

PacificSource Health Plans 4.20% 0.00%
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Providence Health Plan 1.40% 1.00%

Regence Blue Cross Blue Shield 2.50% 0.00%

Pennsylvania

Capital Advantage Assurance Company -14.43% 0.00%

Highmark Inc. -0.67% 2.50%

Highmark Benefits Group -3.96% 2.50%

Highmark Coverage Advantage 3.12% 2.50%

Geisinger Health Plan -11.28% 0.00%

Geisinger Quality Options -13.57% 0.00%

Keystone Health Plan East -3.91% 1.00%

QCC Insurance Company -3.88% 1.00%

UPMC Health Options 1.28% 0.00%

PA Health and Wellness -6.60% 1.40%

Oscar Health Plan of PA 6.68% 2.10%

Rhode Island*

Blue Cross Blue Shield of Rhode Island 4.96% Unknown

Neighborhood Health Plan of Rhode Island 5.60% 2.50%

South Carolina

Absolute Total Care, Inc 8.50% 0.00%

Blue Cross and Blue Shield of South Carolina -1.85% Unknown

Bright Health Company of South Carolina -0.05% Unknown

Molina Healthcare of South Carolina -3.60% Unknown

South Dakota*

Avera Health Plans, Inc. 4.29% Unknown

Sanford Health Plan 0.24% 1.02%

Tennessee

Celtic Insurance Company -2.50% 2.00%

Cigna Health and Life Insurance Company -6.01% 1.00%

Blue Cross Blue Shield of Tennessee 9.82% 1.80%

Bright Health Insurance Company of Tennessee 3.01% -2.00%

Oscar Healthcare 9.90% -0.50%

United healthcare Insurance Company New entrant 0.00%

Texas*
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Blue Cross Blue Shield of Texas 2.97% Unknown

Celtic Insurance Company 11.69% 0.00%

CHRISTUS Health Plan 3.16% Unknown

Community Health Choice, Inc. 8.65% Unknown

Molina Healthcare of Texas, Inc. 5.30% Unknown

Oscar Insurance Company 9.91% Unknown

Sendero Health Plans, Inc. 8.81% 0.00%

SHA FirstCare Health Plans 2.81% -3.40%

Utah

Cigna Health and Life Insurance Company 2.20% 1.00%

Molina Healthcare of Utah -1.63% 0.00%

Regence BlueCross BlueShield of Utah -7.31% 0.00%

SelectHealth -1.60% No mention

University of Utah Health Insurance Plans 3.00% Unknown

Vermont

Blue Cross Blue Shield of Vermont 4.20% 0.00%

MVP Health Care 2.70% 1.30%

Virginia*

CareFirst BlueChoice, -9.70% 0.00%

Cigna Health and Life Insurance Company -11.70% 1.00%

Group Hospitalization and Medical Services 5.20% 0.00%

Health Keepers -7.70% Unknown

Kaiser Foundation Health Plan of the Mid-Atlantic 
States

-13.00% 0.00%

Optima Health Insurance Company -2.00% Unknown

Optima Health Plan -  HMO 7.74% 0.90%

Optimum Choice, Inc. New entrant Unknown

Oscar Insurance Company 2.20% 0.20%

Piedmont Community Healthcare HMO, Inc. -3.40% Unknown

Washington

Bridgespan Health Comapny -0.17% Unknown

Community Health Network of Washington New entrant No mention

Coordinated Care Corporation 0.93% Unknown

Kaiser Foundation Health Plan of the Northwest -1.87% No mention
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Kaiser Foundation Health Plan of Washington -4.86% Unknown

Lifewise Health Plan of Washington -2.06% Unknown

Molina Flealthcare of Washington Inc. -3.19% 3.20%

Pacific Source Health Plans 7.63% Unknown

Premera Blue Cross -8.67% Unknown

Providence Health Plan 3.18% No mention

Regence Blue Cross Blue Shield of Oregon -4.08% Unknown

Regence BlueShield -5.35% Unknown

UnitedFlealthcare of Oregon New entrant 2.50%

West Virginia*

CareSource West Virginia Co. 6.26% Unknown

Flighmark Blue Cross Blue Shield West Virginia 4.34% Unknown

The Health Plan of West Virginia, Inc. 3.67% No mention

Wisconsin*

Aspirus Arise Health Plan of Wisconsin, Inc -12.89% -2.20%

Children's Community Health Plan -7.47% Unknown

Common Ground Flealthcare Cooperative -6.25% Unknown

Dean Health Plan -2.27% Unknown

Group Health Cooperative of South Central Wisconsin -6.81% Unknown

FlealthPartners Insurance Company -3.40% Unknown

Medica Community Health Plan 5.87% Unknown

MercyCare FIMO, Inc. -1.39% Unknown

Molina Flealthcare of Wisconsin, Inc. -3.50% Unknown

Network Health Plan 3.34% Unknown

Wyoming

Blue Cross Blue Shield of Wyoming -10.2% Unknown

indicates that the rates shown for the state have not been finalized.
**Connecticut Insurance Department instructed insurers to include a COVID-impact of 0%
NOTE: 'Unknown' includes plans where the rate change or impact of COVID-19 on rates was redacted or otherwise 
unavailable for some reason.
SOURCE: KFF analysis of insurer rate filings to state regulators.
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Competition in health insurance: A comprehensive study of U.S. markets

I. Introduction and background
This is the 19th edition of the American Medical 
Association's "Competition in health insurance:
A comprehensive study of U.S. markets." This study 
presents new data on the degree of competition 
in health insurance markets across the country. It 
is intended to help researchers, policymakers, and 
federal and state regulators identify markets where 
consolidation among health insurers may cause 
competitive harm to consumers and providers of care.

This study addresses the following questions: Are health 
insurance markets competitive, or do health insurers 
exercise market power? Are proposed mergers between 
insurers likely to maintain, enhance or create such 
power? These are important questions of public policy 
because the use of market power harms society in both 
output and input markets. When an insurer exercises 
market power in its o u tp u t market (the sale of insurance 
coverage), premiums are higher than in a competitive 
market. When an insurer exercises market power in 
its in p u t market (e.g., physician services), payments 
to health care providers are below competitive levels.
In both settings, the quantity of insurance coverage 
provided is lower than in a competitive market. In short, 
the exercise of market power adversely affects health 
insurance coverage and health care.

A first step in assessing the existence of or the potential 
for market power is to examine market concentration, 
as high concentration tends to lower competition 
and facilitate the exercise of market power. The U.S. 
Department of Justice (DOJ) and the Federal Trade 
Commission (FTC) examine market concentration in 
their evaluation of proposed mergers between firms.1 
Thus, it is critical to have this type of information readily 
available. In this study, we present new information on 
market concentration in the health insurance industry. 
Using 2019 data from Decision Resources Group (DRG),2 
the most comprehensive and consistent source of data 
on enrollment in health maintenance organization 
(HMO), preferred provider organization (PPO), point-of- 
service (POS), public health exchange and consumer- 
driven health plans (CDHP),3 we report the two largest

1. U.S. Department of Justice and Federal Trade Commission, Horizontal Merger Guidelines. 
Issued Aug. 19, 2010.

2. Decision Resources Group was form erly known as HealthLeaders-InterStudy— a Decision 
Resources Group company.

3. We do not report CDHP enrollments as a separate plan type. CDHP lives are bolted on 
to the other plan types, most frequently to PPO plans.

insurers' commercial market shares and Herfindahl- 
Hirschman Indices (HHIs) for 384 metropolitan statistical 
areas (MSAs), the 50 states and the District of Columbia.4

Among the key findings in this year's update is that, 
based on the DOJ/FTC Horizontal Merger Guidelines, 
74% of MSA-level markets were highly concentrated 
(HHI>2500). The average market was also highly 
concentrated, with an HHI of 3473. Other findings are 
that in 92% of MSA-level markets, at least one insurer 
had a commercial market share of 30% or greater, and in 
48% of markets, a single insurer's share was at least 50%.

We also calculated changes in market concentration 
between 2014 and 2019.5 Despite a small decrease in 
2019, we found an upward trend in concentration over 
this period. On net, markets are more concentrated 
than they were five years ago. The share of markets that 
are highly concentrated increased from 71% to 74%.
The level of market concentration also increased, with 
the average HHI rising by 151 points.6 * * Fifty-six percent 
of markets experienced an increase in the HHI, and in 
17% of markets the increase was at least 500 points. In 
markets with a rise in the HHI, the average increase was 
481 points.

We found evidence of increases in concentration in 
markets that were already highly concentrated in 2014 
as well as in those that were not. More than half (52%) 
of the markets that were highly concentrated in 2014 
became even more concentrated by 2019. Twenty-five 
percent of the markets that were n o t highly concentrated 
in 2014 experienced an increase in the HHI large enough 
to place them in the highly concentrated category by
2019. Another 40% also had an increase, though not large 
enough to make them highly concentrated.

High concentration levels in health insurance markets 
are largely the result of consolidation (i.e., mergers and 
acquisitions), which can lead to the exercise of market 
power and, in turn, harm to consumers and providers of 
care. Both consummated and proposed consolidation

4. For convenience, the District of Columbia is classified as a "state" in this study.

5. There was a change in MSA definitions between the 2016 and 2017 data. For a detailed 
description of this change, see footnote 5 in the AMA's 2018 "Competition in health 
insurance" study at https://www.ama-assn.org/system/files/2018-11/competition-health- 
insurance-us-markets_1.pdf.

6. The change in MSA definitions noted in footnote 5 above factors into the long-term
measurement of changes in HHI. However, we believe the impact to be minor. For further
details, see footnote 33, below.
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of health insurers should raise serious antitrust 
concerns. Conceptually, mergers and acquisitions can 
have beneficial and harmful effects on consumers. 
However, only the latter has been observed. It appears 
that consolidation has resulted in the possession and 
exercise of health insurer m o n o p o ly  p o w e r—the ability 
to raise and maintain premiums above competitive 
levels—instead of the passing of any benefits obtained 
through to consumers.

Research suggests that health insurers exercise market 
power and that competition among them lowers 
health plan premiums. One study assessed whether 
health insurers charge higher premiums to employers 
that earn higher profits—i.e., whether they engage 
in d ire c t price discrimination. This would imply that 
insurers exercise market power. The study found 
evidence of this behavior and concluded that health 
insurers possess and exercise market power in an 
increasing number of geographic markets.7 Another 
study examined the effect of changes in market 
concentration (HHI) on premiums across the United 
States. Using the 1999 merger between Aetna and 
Prudential as an instrumental variable for the HHI, 
it found that changes in market concentration were 
positively associated with premiums.8 A 2013 case study 
examined the 2008 merger between UnitedHealth and 
Sierra Health Services, which led to a large increase in 
concentration in Nevada health insurance markets. The 
study concluded that premiums in Nevada markets 
increased in the wake of the merger.9 Other research 
found evidence that competition in the public health 
exchanges—in the form of more insurers—also 
lowered premiums.10 Finally, eliminating an insurer for 
an employer to choose from can lead to large (16.6%) 
increases in premiums.11

High barriers to entry into health insurance markets also 
enable insurers to exercise market power.12 Examples of

7. Dafny L. Are Health Insurance Markets Competitive? Am Econ Rev. 2010;100(4):1399-1431.

8. Dafny L., Duggan, M., Ramanarayanan, S. Paying a Premium on Your Premium? 
Consolidation in the US Health Insurance Industry. Am Econ Rev. 2012;102(2):1161-1185.

9. Guardado, J., Emmons, D., Kane, C. The Price Effects o f a Large Merger of Health Insurers:
A Case Study of UnitedHealth-Sierra. HMPI. 2013;1(3):16-35. Available at http://hm pi.org/ 
wp-content/uploads/2017/02/HMPI-Guardado-Emmons-Kane-Price-Effects-of-a-Larger- 
Merger-of-Health-Insurers.pdf. Accessed July 20, 2020.

10. Dafny, L., Gruber, J., Ody, C. More Insurers Lower Premiums: Evidence from Initial Pricing in 
the Health Insurance Marketplaces. Am J  Health Econ. 2015;1(1):53-81, and Abraham, J., 
Drake, C., McCullough J., Simon, K. What Drives Insurer Participation and Premiums in the 
Federally-Facilitated Marketplace? Int J  Health Econ Manag. 2017; Apr 2017:1-18.

11. Ho, K., Lee R.S. Insurer Competition in Health Care Markets. Econometrica. 2017;85(2): 
379-417.

12 . Robinson J. Consolidation and the transformation of com petition in health insurance. 
HealthAff. 2004;31(6):12-24.

barriers include state regulatory requirements, the cost 
of developing a provider network and the development 
of sufficient business to permit the spreading of risk. 
Evaluating entry barriers is critical to antitrust analysis.
If entry were easy, neither high market shares nor high 
concentration levels would necessarily translate into 
higher premiums because potential entry would force 
insurers to keep premiums in check. However, barriers 
to entry allow insurers with market power to charge 
premiums above competitive levels for an extended 
period of time.

Health insurer consolidation can lead to the exercise 
of another type of market power. Where health 
insurers have market power in their output market (i.e., 
monopoly power), it is very likely they also have market 
power in their input market (e.g., in the purchasing 
of physician services). This is because, geographically, 
these markets roughly coincide.13 Market power in input 
markets is known as m on op son y  p ow er—the ability 
to reduce and maintain input prices (e.g., prices paid 
to physicians) below competitive levels. The exercise 
of monopsony power would also reduce the quantity 
(or quality) of health care below competitive levels 
and in turn harm consumers. Research finds evidence 
that insurer consolidation leads to the exercise of 
monopsony power vis-a-vis physicians in the form of 
lower physician earnings and employment.14 For these 
reasons, proposed mergers that create or increase 
insurers' monopsony power should also raise antitrust 
concerns.15

In fact, the DOJ has challenged three health insurer 
mergers based in part on the merged entity's potential 
to exercise monopsony power over physicians.16, 17 * * 
In the Aetna-Prudential and the United-Pacificare 
cases, the DOJ focused on the increased difficulty a 
physician practice could face in replacing business 
should the merged insurer terminate its contract.

13. See e.g., Capps, C. Buyer Power in Health Plan Mergers. J  Comp Law and Econ. 2009; 
6:375-391.

14. Dafny L., Duggan, M., Ramanarayanan, S. Paying a Premium on Your Premium? 
Consolidation in the US Health Insurance Industry. Am Econ Rev. 2012;102(2):1161-1185.

15. Schwartz, M. Buyer Power Concerns and the Aetna-Prudential Merger. Fifth Annual Health 
Care Antitrust Forum, Northwestern University School of Law, Chicago, Ill., October 1999. 
www.justice.gov/atr/public/speeches/3924.pdf. Accessed July 20, 2020.

16. See Complaints, U.S. v. Aetna Inc. (June 21, 1999), U.S. v. UnitedHeath Group Inc. (Dec. 20, 
2005) and U.S. and multiple states v. Anthem, Inc. and Cigna Corp. (July 21, 2016).

17. In another proposed merger in 2010, the DOJ announced that it would file an antitrust 
lawsuit to block Blue Cross Blue Shield of Michigan from acquiring Physicians Health Plan
of Mid-Michigan. As a result, the companies abandoned the acquisition. The DOJ argued
that the merger would allow the merged entity to control physician payment and thereby 
lower the quality of care. See DOJ. Press release. March 8, 2010. justice.gov/atr/public/ 
press_releases/2010/256259.htm. Accessed July 20, 2020.
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The DOJ considered two buy-side  shares—the share 
of individual practice revenue accounted for by the 
merging insurers, and insurers' locality-wide post-
merger share of patients.18 A high post-merger share of 
physician practice revenue increases monopsony power 
by making it more costly for the practice to replace 
lost patients. This effect is reinforced in markets with a 
high post-merger share of patients as it would shrink 
the pool of potential replacement patients in the event 
of a contract termination. As we have found in the 
past, this edition of "Competition in health insurance" 
strongly suggests that most markets are characterized 
by insurers with high market shares of patients, which 
increases the risk of the exercise of monopsony power.

Another factor that increases this risk is that most 
physicians work in small practices. Fifty-seven percent 
of those providing patient care are in practices with 10 
or fewer physicians.19 Under antitrust law, independent 
physicians cannot negotiate collectively with health 
insurers. This imbalance in relative size leaves most 
physicians with a weak bargaining position relative to 
commercial payers. To the extent there is anticompetitive 
behavior by insurers, this would compromise the quantity 
and quality of care.

In the third, and perhaps most important of those 
merger cases, the DOJ and state attorneys general

18. Capps, C. Buyer Power in Health Plan Mergers. J  Comp Law and Econ. 2009;6:375-391.

19. Kane C. Updated Data on Physician Practice Arrangements: For the First Time, Fewer 
Physicians are Owners than Employees. Policy Research Perspectives, 2019-3. https:// 
www.ama-assn.org/system/files/2019-05/prp-fewer-owners-benchmark-survey-2018. 
pdf. Published May 2019. Accessed July 20, 2020.

from multiple states filed suit in July 2016 to block 
Anthem's acquisition of Cigna.20 Among other things, 
the plaintiffs alleged that "Anthem's high market 
shares already give it significant bargaining leverage 
with doctors and hospitals," and that "...this merger 
would substantially increase Anthem's ability to dictate 
the reimbursement it pays providers, threatening 
the availability and quality of medical care." Notably, 
Anthem did not dispute that it would lower provider 
reimbursement, but instead claimed that those savings 
would result from efficiencies, which it could then pass 
through to consumers as lower premiums. However, the 
courts found that those purported efficiencies were not 
cognizable.21 * * In February 2017, the U.S. District Court 
sided with the plaintiffs, and this decision was affirmed 
by the Second Circuit Court of Appeals. Although 
Anthem continued its attempt to acquire Cigna, the 
merger was ultimately abandoned in May 2017.

In sum, we find that the majority of health insurance 
markets in the United States are highly concentrated 
and that, on average, markets are more concentrated in 
2019 than they were in 2014. Coupled with evidence on 
their anticompetitive behavior, this strongly suggests 
that health insurers are exercising market power 
in many parts of the country and, in turn, causing 
competitive harm to consumers and providers of care.

20. See Complaint at https://www.justice.gov/opa/file/877886/download. Accessed 
July 20, 2020.

21. See the blog Code Red: Two Economists Examine the U.S. Healthcare System, The Anthem-
Cigna Merger. Available at https://coderedblog.com/2017/07/18/the-anthem-cigna-
merger/ Accessed Oct. 1,2018.

II. Data and methodology
A. Product and geographic market definition
In order to calculate firms' market shares, we first 
define the market in which competition takes place. 
Markets are characterized by two aspects: a product 
market and a geographic market. A p ro d u c t m a rke t is 
a product or group of products for which there are no 
adequate substitutes. In the health insurance industry, 
the main product types are PPO, HMO, POS and the 
exchanges (EXCH). Because it is not clear whether they 
are substitutes, we examine those products separately in 
addition to a combined HMO+PPO+POS+EXCH product 
market.

The other dimension that needs to be defined is the 
relevant g eograph ic  m arket. The geographic market 
is the area within which consumers can turn to 
alternative producers in response to an increase in 
price. In determining the extent of the market for health 
insurance, distance is a critical consideration. The local 
nature of health care delivery and the marketing and 
other business practices of health insurers strongly 
suggest that health insurance markets are local. 
Consumers buy coverage that serves them close to 
where they work and live. Thus, "Competition in health 
insurance" reports data at the MSA level as well as the 
state level.

© 2020 American Medical Association. All rights
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B. Data
The data used for this study were obtained from the 
Decision Resources Group (DRG) Managed Market 
Surveyor. The data for the HMO, PPO and POS products 
are as of Jan. 1,2019, and for the exchanges as of July 
1,2019. DRG collects commercial medical enrollment 
data from managed care organizations (MCO) through 
the DRG National Medical and Pharmacy Census. MCOs 
are asked for their national, state and county level 
enrollment for each product type (e.g., PPO) and funding 
type (e.g., fully insured). In cases where MCOs do not 
provide county level enrollment, DRG may use previously 
reported enrollment data to calculate county level shares 
of state enrollment. The county level enrollment is then 
aggregated to the state level. Commercial enrollment 
is based on the membership's residence and includes 
Individual, Group, Federal Employee Health Benefit 
Plan, Consumer Driven Health Plan (CDHP),22 State/Local 
Employee Plan, Blue Card HOME, Student Health, EPO 
and public health exchange lives.

DRG started collecting public exchange data as of 
its January 2014 Census.23 Those data are based on 
enrollees who paid premiums for coverage. We include 
data on individuals and families but exclude  Small 
Business Health Insurance Option Program (SHOP) lives.

Our objective is to present data on competition in 
commercial health insurance markets. Accordingly, 
we report market shares and HHIs for a combined 
HMO+PPO+POS+EXCH commercial product market as 
well as for HMO, PPO, POS and exchange markets 
separately. The key variables we use from the DRG 
Managed Market Surveyor to obtain this information are:

• Commercial HMO enrollment

• Commercial PPO enrollment

• Commercial POS enrollment

• Public exchange enrollment

For each MSA and state, we use enrollment in those 
products to calculate:

• Health insurer market shares

• Market-level Herfindahl-Hirschman Indices (HHIs)

22. CDHP-covered lives are not reported as a separate category, but are instead bolted on to 
the other product types, most frequently to PPO plans.

23. When exchange lives were not available from the health insurers or secondary research, 
DRG estimated enrollment using a regression model.

We seek to calculate market shares and HHIs based 
on enrollment in fully and self-insured plans. To do so, 
however, we do not use the entire database as provided 
by DRG; we exclude certain MCOs and geographic 
areas. First, with two exceptions, we exclude insurers' 
enrollment from states where they are not licensed 
to sell insurance. Blue Cross Blue Shield Association 
(BCBS) companies that use the Blue brand typically do 
not compete with one another. Yet some BCBS insurers 
report enrollment in other Blue insurers' states where 
they are not licensed.24 25 26 We exclude that enrollment 
because there is no competition among branded 
companies and to avoid double-counting lives.

In other cases, a Blue company (e.g., Independence) 
may own a subsidiary that does not use the Blue 
brand (e.g. AmeriHealth). Because branded and non-
branded insurers can compete with each other, we 
do not exclude the non-branded companies. For 
example, AmeriHealth is owned by Independence 
Health Group and sells insurance in New Jersey, where 
Horizon BCBSNJ also operates. Because AmeriHealth is 
unbranded, we do not exclude it from New Jersey.

The second exception is that we do not exclude 
enrollment of non-BCBS insurers in states adjacent to 
their license-state. This is because the data are based on 
the membership's residence.2526

Second, we only present market shares and HHIs for 
areas where the enrollment data plausibly capture 
a reasonable fraction of the insured population. 
Specifically, we calculate the ratio of total commercial 
enrollment reported by all health insurers in an area 
to an estimate of the commercially insured population, 
and only present areas where this ratio is between

24. This is due to the BlueCard® program, which enables members of one BCBS company 
to get health care while traveling or living in another BCBS company's service area.
It is designed for members who have a child attending an out-of-state school, have 
family members living in different service areas, have a long-term work assignment in 
another state, or are retirees w ith  dual residence. Claims payment, adjustments, and 
issue resolutions are done by the local Blue. See: https://www.bcbsil.com/pdf/standards/ 
manual/bluecard_program_manual.pdf. Accessed July 20, 2020.

25. For example, an insurer may be licensed in New York, but could also report enrollees 
in New Jersey. We keep the New Jersey enrollees in the data because they may work in 
New York but live in New Jersey. However, we do not include BCBS enrollments reported 
in neighboring states because that enrollment is often too large to plausibly represent 
neighboring states' residents. It most likely is due to the BlueCard® program.

26. We make one other minor exclusion. Self-insured employers typically use third-party 
administrators (TPA) to administer benefits. If TPAs are also risk-bearing insurers, they 
are included in this study. We exclude other non-risk-bearing MCOs— typically known 
as PPO rental networks— since they are not insurers— i.e. never bear risk— and to avoid 
double counting enrollees. There were only three of them in the 2019 DRG data so the 
implications of their exclusions are negligible.
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30% and 150%.27 In this edition, however, no areas are 
excluded because of this criterion. The data perform 
well in capturing insured lives. On average, the state- 
and MSA-level data respectively capture 82% and 79% 
of the commercially insured populations.28

Finally, for HMO, PPO, POS and the combined product 
markets, we only present data for areas where there are 
at least 5,000 reported enrollees in that product across 
all insurers. Accordingly, we do not present HMO data 
for Alaska, Mississippi, Montana, Nebraska, Wyoming 
and 156 MSAs, and we do not report POS data for 
Hawaii and 80 MSAs because each of those areas had 
fewer than 5,000 reported enrollees in those products. 
Finally, for the exchanges, we only present data in areas 
where there are at least 1,000 reported enrollees across 
all insurers. We do not report exchange data for six MSAs 
due to that restriction.29' 30

C. Market share and HHI calculations
This study reports competition data for five product 
markets (HMO+PPO+POS+EXCH, HMO, PPO, POS 
and EXCH). For each product market, we calculate 
the market share in a geographic area by dividing 
an insurer's enrollment by the sum of all insurers' 
enrollment and multiplying the result by 100.

We also present the market-level HHI for each product 
market. The HHI is a measure of market concentration, 
which is a useful indicator of market power and serves as 
a signal of the likely impact of a merger on competition. 
The DOJ and FTC use the HHI as an aid in assessing 
the potential for anticompetitive effects of proposed 
horizontal mergers. Higher HHIs indicate greater 
concentration.

The HHI is the sum of the squared market shares of 
all firms in a market. To illustrate, suppose a market 
consisted of four firms and that each one held a 25%

27. The commercially insured population (INS) was calculated as: INS = POP -  UNINS -  
(MEDICARE +  MEDICAID -  DUAL), where POP is population, UNINS is number of uninsured 
persons, MEDICARE is number of Medicare beneficiaries, MEDICAID is the number of 
Medicaid beneficiaries, and DUAL represents persons eligible for both Medicare and 
Medicaid benefits.

28. The distributions of these ratios are as follows. States: Four percent of states, > =  0.30 
and < 0.50; 20% of states, > 0.50 and < 0.70; 47% of states > 0.70 and < 0.90, and 29% 
of states > =  0.90. MSAs: Three percent of MSAs, > =  0.30 and < 0.50; 31% of MSAs, > 0.50 
and < 0.70; 37% of MSAs > 0.70 and < 0.90, and 29% of MSAs > =  0.90.

29. Although we do not present data for areas where there are fewer than 5000 reported 
enrollees in products other than the exchanges and fewer than 1000 enrollees in the 
exchanges, we still include those enrollments in the calculation of the combined product 
market (HMO+PPO+POS+EXCH).

30. In addition, we exclude state- and MSA-level exchange data for North Dakota because
they appeared to be incomplete. As a result, the combined product market for these 
geographic areas only consists of HMO+PPO+POS lives.

share. The HHI for that market would be 2500:

252 + 252 + 252 + 252 = 2,500

If the number of firms in a market increased, the HHI 
would generally decrease, and vice versa. The largest 
value the HHI can reach is 10,000, which is obtained when 
there is a single firm in the market—i.e., a monopoly.

D. DOJ/FTC merger guidelines
In evaluating horizontal mergers, the DOJ and FTC 
consider both the post-merger market concentration 
level and the increase in concentration resulting from a 
merger. Markets are classified into three types:

• Unconcentrated markets: HHI below 1,500

• Moderately concentrated markets: HHI between 1,500 
and 2,500

• Highly concentrated markets: HHI above 2,50031

Additionally, the DOJ and FTC employ the following 
general standards to evaluate the competitive effects of 
a merger:

• Small change in concentration: Mergers involving an 
increase in the HHI of less than 100 points are unlikely 
to have adverse competitive effects and ordinarily 
require no further analysis.

• Unconcentrated markets: Mergers resulting in 
unconcentrated markets are unlikely to have adverse 
competitive effects and ordinarily require no further 
analysis.

• Moderately concentrated markets: Mergers resulting 
in moderately concentrated markets that involve
an increase in the HHI of more than 100 points 
potentially raise significant competitive concerns and 
often warrant scrutiny.

• Highly concentrated markets: Mergers resulting in 
highly concentrated markets that involve an increase 
in the HHI of between 100 points and 200 points 
potentially raise significant competitive concerns and 
often warrant scrutiny. Mergers resulting in highly 
concentrated markets that involve an increase in the 
HHI of more than 200 points will be presumed to be 
likely to enhance market power. The presumption 
may be rebutted by persuasive evidence showing that 
the merger is unlikely to enhance market power.

31. See Section 5.3 o f the Department o f Justice and Federal Trade Commission Horizontal 
Merger Guidelines. Issued Aug. 19, 2010.
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III. Summary of findings and conclusion
The results are presented in Section IV. Tables 1-5 report 
the HHI and market shares of the two largest insurers in 
each state and MSA. Table 1 presents this information 
for the combined HMO+PPO+POS+EXCH product 
market while Tables 2, 3, 4 and 5 pertain to the HMO, 
PPO, POS, and exchange markets, respectively.32 Finally, 
Table 6 reports the HHIs by product type for all states 
and MSAs, as well as the mean and median HHI for each 
product across MSAs. The HMO, PPO and POS data are 
from Jan. 1,2019, and the exchange data are from July
I ,  2019.

After implementing the restrictions discussed in Section
II. B, the numbers of states and MSAs for which we report 
data differ by product market. Data for the combined 
HMO+PPO+POS+EXCH market and the PPO market
are reported for 384 MSAs and 51 states, HMO data 
are reported for 228 MSAs and 46 states, POS data are 
presented for 304 MSAs and 50 states, and exchange 
data are reported for 375 MSAs and 50 states. A 
summary of the MSA-level findings is presented below.

A. Market concentration (HHI)
In terms of market concentration (HHI), we found the 
following:

• Seventy-four percent (284) of the combined 
HMO+PPO+POS+EXCH markets are highly 
concentrated (HHI>2,500).

• Ninety-six percent (220) of the HMO markets are 
highly concentrated (HHI>2,500).

• Eighty-six percent (330) of the PPO markets are highly 
concentrated (HHI>2,500).

• One hundred percent (303) of the POS markets are 
highly concentrated (HHI>2,500).

• Ninety-nine percent (371) of the exchanges are 
highly concentrated (HHI>2,500).

• The average HHI in the combined 
HMO+PPO+POS+EXCH markets was 3473, and the 
median HHI was 3176.

32. The HHIs and market shares are rounded. As a result, in a few HMO, POS and exchange 
markets where the second largest insurer has very few covered lives (Tables 2, 4 and 5), the 
market share appears as zero. However, the actual, unrounded shares are just above 0%.

• The average HHI in the HMO markets was 5404, and 
the median HHI was 4917.

• The average HHI in the PPO markets was 4182, and 
the median HHI was 3843.

• The average HHI in the POS markets was 7076, and 
the median HHI was 6771.

• The average HHI in the exchanges was 6623, and the 
median HHI was 6157.

B. Market concentration (HHI) changes in 
combined HMO+PPO+POS+EXCH markets,
2014-2019
In terms of changes in market concentration (HHI), we
found the following:

• The average HHI increased by 151 points between 
2014 and 2019.33

• The share of markets that are highly concentrated 
increased from 71% to 74% between 2014 and 2019.34

• Fifty-six percent of markets experienced an increase 
in the HHI between 2014 and 2019. Among those 
markets, the average increase was 481 points.35

• Forty-eight percent of markets experienced an 
increase in the HHI of at least 100 points between 
2014 and 2019.

33. The change in MSA definitions between the 2016 data and that which followed factors 
into the long-term measurement of changes in HHI. However, we believe the impact 
to be minor. First, the areas around some of the largest U.S. cities were, through 2016, 
represented in the data as metropolitan divisions— components of MSAs. After 2016 they 
were instead included as a smaller number of MSAs "proper." This change from a greater 
number o f less populous areas (which tend to have higher HHIs) to a smaller number of 
more populous areas (which tend to have lower HHIs) likely leads to an understatement
in the average HHI increase over time. Second, about 7% of MSAs are "new" in the 
data for 2017-2019. Previously they were micropolitan statistical areas. They did not 
have population counts large enough to be considered metropolitan. These relatively 
lower-population areas tend to be more concentrated and their movement into the MSA 
category likely leads to an overstatement in the average HHI increase over time. Because 
they account for a small share of MSAs, we expect that their upward influence is small. 
Indeed, when we compared only the 318 areas that were considered MSAs and had 
identical codes in 2014 and 2019 the increase in the average HHI was slightly lower (103 
points). The comparison of the 318 areas, however, has the drawback of also excluding 
some areas whose codes changed for the reason o f "name alone" or who had only minor 
changes in their geographic boundaries. Thus, making comparisons on the full set of data 
in both years is our preferred approach.

34. The increase in the share o f markets that are highly concentrated, 71% to 74%, is the 
same whether it is based on all MSAs or only the 318 MSAs w ith  identical codes in both 
years of data.

35. This increase and the statistics in the follow ing four bullets are based on the 318 MSAs 
w ith identical codes in 2014 and 2019.
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• Seventeen percent of markets experienced an 
increase in the HHI of at least 500 points between 
2014 and 2019.

• Fifty-two percent of markets that were already highly 
concentrated in 2014 experienced an increase in the 
HHI between 2014 and 2019.

• Of the markets that were not highly concentrated in 
2014, 25% experienced an increase in the HHI large 
enough to place them in the highly concentrated 
category by 2019. Another 40% also had an increase, 
though not large enough to make them highly 
concentrated.

C. Market shares
In terms of market shares, we found the following:

HMO+PPO+POS+EXCH product market
• In 92% (353) of the MSAs, at least one insurer had a 

combined HMO+PPO+POS+EXCH market share of 
30% or greater.

• In 48% (183) of the MSAs, one insurer had a combined 
HMO+PPO+POS+EXCH market share of 50% or 
greater.

• In 10% (38) of the MSAs, one insurer had a combined 
HMO+PPO+POS+EXCH market share of 70% or 
greater.

HMO product market
• In 98% (224) of the MSAs, at least one insurer had an 

HMO market share of 30% or greater.

• In 73% (166) of the MSAs, one insurer had an HMO 
market share of 50% or greater.

• In 41% (94) of the MSAs, one insurer had an HMO 
market share of 70% or greater.

PPO product market
• In 96% (370) of the MSAs, at least one insurer had a 

PPO market share of 30% or greater.

• In 61% (235) of the MSAs, one insurer had a PPO 
market share of 50% or greater.

• In 24% (91) of the MSAs, one insurer had a PPO market 
share of 70% or greater.

POS product market
• In 100% (304) of the MSAs, at least one insurer had a 

POS market share of 30% or greater.

• In 92% (279) of the MSAs, one insurer had a POS 
market share of 50% or greater.

• In 66% (202) of the MSAs, one insurer had a POS 
market share of 70% or greater.

Exchanges
• In 98% (369) of the MSAs, at least one insurer had an 

exchange market share of 30% or greater.

• In 84% (314) of the MSAs, one insurer had an 
exchange market share of 50% or greater.

• In 56% (210) of the MSAs, one insurer had an 
exchange market share of 70% or greater.

D. Conclusion
In this study, we present data on competition in health 
insurance markets across the United States. Specifically, 
we report market share and concentration (HHI) data 
for 51 states (including the District of Columbia) and 
384 MSAs. This is the most complete picture available 
of competition in health insurance markets. Our data 
are based on commercial enrollment in HMO, PPO, POS, 
and public exchange plans, and include participation in 
consumer-driven health plans.

We find that the majority of U.S. commercial health 
insurance markets are highly concentrated, as well as an 
upward trend in average market concentration between 
2014 and 2019. These markets are ripe for the exercise 
of health insurer market power, which harms consumers 
and providers of care. Our findings should prompt 
federal and state antitrust authorities to vigorously 
examine the competitive effects of proposed mergers 
between health insurers.

Given the uncertainty in predicting the competitive 
effects of consolidation, some mergers that are 
allowed cause competitive harm. For example, in 
2008 a merger between UnitedHealth and Sierra was 
allowed under the condition that UnitedHealth divest 
most of its Medicare Advantage business in the Las 
Vegas area.36 Nevertheless, we found in other work that 
premiums in the commercial health insurance markets 
in Nevada increased in the wake of that merger.37 
Retrospective studies on health insurer consolidation

36. See Final Judgement at: http://www.justice.gov/atr/cases/f237600/237613.htm. Accessed 
July 20, 2020.

37. Guardado, J., Emmons, D., Kane, C. The Price Effects of a Large Merger o f Health Insurers:
A Case Study of UnitedHealth-Sierra. HMPI. 2013;1(3):16-35. Available at http://hm pi.org/ 
wp-content/uploads/2017/02/HMPI-Guardado-Emmons-Kane-Price-Effects-of-a-Larger- 
Merger-of-Health-Insurers.pdf. Accessed July 20, 2020.
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add to our understanding of its competitive effects.38 
Such retrospective studies complement the present 
methodology of predicting the competitive effects of 
mergers at the time of announcement and, in turn, help 
guide merger enforcement policy.

After years of largely unchallenged consolidation in the 
health insurance industry, a few subsequent attempts 
to consolidate have received closer scrutiny. In 2007, 
a merger proposed by Independence Blue Cross and 
Highmark was called off because the Pennsylvania 
Insurance Department insisted that one of them drop 
its Blues brand. The companies refused and instead 
called off the merger. In 2010, Blue Cross Blue Shield of 
Michigan called off its acquisition of Physicians Health 
Plan of Mid-Michigan because the DOJ announced it 
would file a lawsuit to block the acquisition.

Most notably, in 2015, two mergers involving four 
of the largest health insurers in the country were 
announced. Anthem attempted to acquire Cigna, and 
Aetna sought to acquire Humana. Proposed mergers 
of this magnitude are precisely the motivation for 
this study—to help identify markets where mergers 
would cause competitive harm. Upon announcement 
of these mergers, the AMA used data from previous 
editions of "Competition in health insurance" to assess 
their competitive effects. Specifically, we calculated 
the changes in market concentration (HHI) that would 
result from the mergers and, according to the DOJ/
FTC Horizontal Merger Guidelines, classified markets 
based on how anticompetitive the mergers would 
be. We found that the mergers would be deemed 
anticompetitive in numerous markets across the United 
States.39 Consistent with our findings and after close 
to a year of antitrust scrutiny, the DOJ and attorneys 
general from multiple states sued to block both 
acquisitions.40 After intense battle in the courts, the DOJ 
and state attorneys general ultimately prevailed, and 
both mergers were abandoned by the merging parties. 
Our studies will continue to monitor competition in 
health insurance markets and be used to assess the 
competitive effects of proposed mergers among 
health insurers.

38. Ashenfelter, O.C., Hosken D., Weinberg M. Generating Evidence to Guide Merger 
Enforcement. National Bureau o f Economic Research Working Paper 14798; March 2009.

39. See https://www.ama-assn.org/about/competition-health-insurance-research. Accessed 
July 20, 2020.

40. See lawsuits announcement at https://www.justice.gov/opa/pr/justice-department-and- 
state-attorneys-general-sue-block-anthem-s-acquisition-cigna-aetna-s. Accessed
July 20, 2020.
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IV. State and MSA tables
Table 1. Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019

Combined HMO+PPO+POS+EXCH (total) product markets

State  and M SAs TO TA L HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

A labam a 7461 BCBS AL 86 UnitedHealth Group 6

Anniston-Oxford, AL 8313 BCBS AL 91 Cigna 2

Auburn-Opelika, AL 6980 BCBS AL 83 Cigna 6

Birmingham-Hoover, AL 7148 BCBS AL 84 UnitedHealth Group 8

Daphne-Fairhope-Foley, AL 6725 BCBS AL 81 UnitedHealth Group 9

Decatur, AL 7683 BCBS AL 87 Cigna 5

Dothan, AL 7960 BCBS AL 89 UnitedHealth Group 5

Florence-Muscle Shoals, AL 7636 BCBS AL 87 Cigna 5

Gadsden, AL 8261 BCBS AL 91 UnitedHealth Group 4

Huntsville, AL 7523 BCBS AL 86 Cigna 4

Mobile, AL 7240 BCBS AL 85 UnitedHealth Group 7

Montgomery, AL 7717 BCBS AL 88 UnitedHealth Group 5

Tuscaloosa, AL 8290 BCBS AL 91 UnitedHealth Group 3

A laska 4333 Aetna 51 Premera 42

Anchorage, AK 4036 Premera 47 Aetna 42

Fairbanks, AK 4400 Aetna 47 Premera 47

A rizo n a 2273 UnitedHealth Group 31 Aetna 23

Flagstaff, AZ 4618 BCBS AZ 66 UnitedHealth Group 12

Lake Havasu City-Kingman, AZ 3377 BCBS AZ 50 UnitedHealth Group 26

Phoenix-Mesa-Chandler, AZ 2302 UnitedHealth Group 32 Cigna 22

Prescott Valley-Prescott, AZ 3728 BCBS AZ 56 UnitedHealth Group 20

Sierra Vista-Douglas, AZ 2819 BCBS AZ 44 UnitedHealth Group 22

Tucson, AZ 2622 UnitedHealth Group 40 BCBS AZ 24

Yuma, AZ 3476 BCBS AZ 55 UnitedHealth Group 13

A rkan sas 3054 BCBS AR 49 UnitedHealth Group 19

Fayetteville-Springdale-Rogers, AR 3069 BCBS AR 50 UnitedHealth Group 16

Fort Smith, AR-OK 1982 BCBS AR 29 UnitedHealth Group 26

Hot Springs, AR 3221 BCBS AR 52 UnitedHealth Group 19

Jonesboro, AR 3427 BCBS AR 54 UnitedHealth Group 15

Little Rock-North Little Rock-Conway, AR 3157 BCBS AR 48 UnitedHealth Group 25

Pine Bluff, AR 4424 BCBS AR 64 UnitedHealth Group 13

C aliforn ia 2161 Kaiser 36 Anthem 23

Bakersfield, CA 2714 Anthem 39 Kaiser 26

Chico, CA 4339 Anthem 58 BS of CA 31

El Centro, CA 2541 BS of CA 42 Anthem 20

Fresno, CA 2544 Anthem 36 BS of CA 25

Hanford-Corcoran, CA 2745 Anthem 40 BS of CA 30

Los Angeles-Long Beach-Anaheim, CA 2031 Kaiser 32 Anthem 25

Madera, CA 2533 Anthem 35 Kaiser 26

Merced, CA 3835 Anthem 57 BS of CA 22

Modesto, CA 3030 Kaiser 46 Anthem 26

Napa, CA 3519 Kaiser 49 Anthem 32
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State  and M SAs TO TA L HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Oxnard-Thousand Oaks-Ventura, CA 2335 Anthem 36 Kaiser 23

Redding, CA 4798 Anthem 64 BS of CA 25

Riverside-San Bernardino-Ontario, CA 2640 Kaiser 44 Anthem 19

Sacramento-Roseville-Folsom, CA 2932 Kaiser 50 Anthem 14

Salinas, CA 3571 Anthem 52 BS of CA 28

San Diego-Chula Vista-Carlsbad, CA 1559 Kaiser 29 Anthem 16

San Francisco-Oakland-Berkeley, CA 2811 Kaiser 48 Anthem 15

San Jose-Sunnyvale-Santa Clara, CA 2245 Kaiser 39 Anthem 18

San Luis Obispo-Paso Robles, CA 3765 Anthem 52 BS of CA 30

Santa Cruz-Watsonville, CA 2184 Anthem 35 BS of CA 20

Santa Maria-Santa Barbara, CA 3134 Anthem 45 BS of CA 32

Santa Rosa-Petaluma, CA 4195 Kaiser 62 Anthem 13

Stockton, CA 3589 Kaiser 55 Anthem 22

Vallejo, CA 5059 Kaiser 70 Anthem 10

Visalia, CA 3994 Anthem 58 BS of CA 23

Yuba City, CA 3817 Anthem 57 BS of CA 18

C o lo rado 1975 UnitedHealth Group 25 Anthem 22

Boulder, CO 2016 Cigna 25 UnitedHealth Group 22

Colorado Springs, CO 1940 UnitedHealth Group 25 Anthem 25

Denver-Aurora-Lakewood, CO 2065 UnitedHealth Group 26 Kaiser 24

Fort Collins, CO 2359 Anthem 37 UnitedHealth Group 20

Grand Junction, CO 3152 UnitedHealth Group 45 Anthem 24

Greeley, CO 1988 Cigna 24 UnitedHealth Group 23

Pueblo, CO 2413 Anthem 34 UnitedHealth Group 27

C o n n e cticu t 2193 Anthem 33 UnitedHealth Group 19

Bridgeport-Stamford-Norwalk, CT 2193 UnitedHealth Group 29 Anthem 24

Hartford-East Hartford-Middletown, CT 2160 Anthem 32 Cigna 23

New Haven-Milford, CT 2413 Anthem 38 Aetna 21

Norwich-New London, CT 3062 Anthem 47 UnitedHealth Group 25

Delaw are 4719 Highmark 64 Aetna 24

Dover, DE 5405 Highmark 71 Aetna 20

D istrict o f C o lum b ia 1926 CareFirst 30 UnitedHealth Group 21

Washington-Arlington-Alexandria, DC-VA-MD-WV 1686 CareFirst 25 UnitedHealth Group 16

Florida 2358 BCBSFL 38 UnitedHealth Group 21

Cape Coral-Fort Myers, FL 3175 BCBSFL 49 UnitedHealth Group 19

Crestview-Fort Walton Beach-Destin, FL 4563 BCBS FL 65 UnitedHealth Group 15

Deltona-Daytona Beach-Ormond Beach, FL 2603 BCBS FL 39 UnitedHealth Group 27

Gainesville, FL 5429 BCBS FL 72 Aetna 11

Homosassa Springs, FL 4067 BCBS FL 59 UnitedHealth Group 23

Jacksonville, FL 3272 BCBS FL 51 Aetna 18

Lakeland-Winter Haven, FL 2252 BCBS FL 31 UnitedHealth Group 25

Miami-Fort Lauderdale-Pompano Beach, FL 1828 BCBS FL 27 UnitedHealth Group 23

Naples-Marco Island, FL 3644 BCBS FL 54 Cigna 20

North Port-Sarasota-Bradenton, FL 2996 BCBS FL 46 UnitedHealth Group 20

Ocala, FL 4670 BCBS FL 65 UnitedHealth Group 17

Orlando-Kissimmee-Sanford, FL 2429 BCBS FL 32 Cigna 28
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State  and M SAs TO TA L HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Palm Bay-Melbourne-Titusville, FL 2249 BCBSFL 32 Cigna 26

Panama City, FL 5381 BCBSFL 72 UnitedHealth Group 13

Pensacola-Ferry Pass-Brent, FL 4154 BCBS FL 60 UnitedHealth Group 20

Port St. Lucie, FL 3706 BCBS FL 57 UnitedHealth Group 15

Punta Gorda, FL 3188 BCBS FL 50 UnitedHealth Group 19

Sebastian-Vero Beach, FL 4007 BCBS FL 60 UnitedHealth Group 16

Sebring-Avon Park, FL 3284 BCBS FL 50 UnitedHealth Group 21

Tallahassee, FL 7757 BCBS FL 88 UnitedHealth Group 7

Tampa-St. Petersburg-Clearwater, FL 2276 BCBS FL 32 UnitedHealth Group 27

The Villages, FL 4823 BCBS FL 66 UnitedHealth Group 18

G eo rgia 2356 Anthem 41 UnitedHealth Group 15

Albany, GA 4136 Anthem 62 UnitedHealth Group 13

Athens-Clarke County, GA 2925 Anthem 49 UnitedHealth Group 14

Atlanta-Sandy Springs-Alpharetta, GA 2114 Anthem 36 UnitedHealth Group 17

Augusta-Richmond County, GA-SC 2517 Anthem 41 BCBS SC 20

Brunswick, GA 3129 Anthem 52 UnitedHealth Group 13

Columbus, GA-AL 3104 Anthem 52 Cigna 12

Dalton, GA 2968 Anthem 39 Cigna 35

Gainesville, GA 2429 Anthem 41 Cigna 19

Hinesville, GA 4182 Anthem 63 Humana 9

Macon-Bibb County, GA 3542 Anthem 55 UnitedHealth Group 17

Rome, GA 2887 Anthem 46 Cigna 22

Savannah, GA 2120 Anthem 36 UnitedHealth Group 17

Valdosta, GA 5014 Anthem 69 UnitedHealth Group 13

Warner Robins, GA 5456 Anthem 73 UnitedHealth Group 8

Haw aii 4901 HMSA (BCBS HI) 66 Kaiser 21

Kahului-Wailuku-Lahaina, HI 3919 Kaiser 46 HMSA (BCBS HI) 42

Urban Honolulu, HI 5097 HMSA (BCBS HI) 68 Kaiser 18

Idaho 2468 BC of ID 45 Cambia 13

Boise City, ID 2305 BC of ID 42 Cambia 13

Coeur d'Alene, ID 1927 BC of ID 35 Kaiser 18

Idaho Falls, ID 2896 BC of ID 50 Intermountain 13

Lewiston, ID-WA 2230 Premera 31 BC of ID 25

Pocatello, ID 3542 BC of ID 56 Cambia 13

Twin Falls, ID 2413 BC of ID 43 Cambia 14

Illino is 3913 HCSC (BCBS) 59 UnitedHealth Group 15

Bloomington, IL 4670 HCSC (BCBS) 66 Hlth Alliance 13

Carbondale-Marion, IL 2644 HCSC (BCBS) 44 Cigna 17

Champaign-Urbana, IL 4260 Hlth Alliance 62 HCSC (BCBS) 15

Chicago-Naperville-Elgin, IL-IN-WI 3911 HCSC (BCBS) 59 UnitedHealth Group 14

Danville, IL 3176 HCSC (BCBS) 45 Hlth Alliance 32

Davenport-Moline-Rock Island, IA-IL 2643 UnitedHealth Group 40 HCSC (BCBS) 28

Decatur, IL 4865 HCSC (BCBS) 68 UnitedHealth Group 11

Kankakee, IL 4244 HCSC (BCBS) 62 UnitedHealth Group 13

Peoria, IL 3121 HCSC (BCBS) 47 UnitedHealth Group 27
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State  and M SAs TO TA L HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Rockford, IL 4820 HCSC (BCBS) 67 UnitedHealth Group 12

Springfield, IL 2965 HCSC (BCBS) 46 Hlth Alliance 22

Ind iana 3553 Anthem 56 UnitedHealth Group 16

Bloomington, IN 3930 Anthem 60 IU Health 12

Columbus, IN 3246 Anthem 51 S.E. Indiana Hlth 23

Elkhart-Goshen, IN 4000 Anthem 60 UnitedHealth Group 16

Evansville, IN-KY 3907 Anthem 60 UnitedHealth Group 15

Fort Wayne, IN 3194 Anthem 52 UnitedHealth Group 17

Indianapolis-Carmel-Anderson, IN 3804 Anthem 58 UnitedHealth Group 20

Kokomo, IN 5640 Anthem 74 UnitedHealth Group 11

Lafayette-West Lafayette, IN 2844 Anthem 46 IU Health 19

Michigan City-La Porte, IN 4705 Anthem 67 UnitedHealth Group 14

Muncie, IN 4212 Anthem 62 IU Health 14

South Bend-Mishawaka, IN-MI 2898 Anthem 49 BCBS MI 14

Terre Haute, IN 5291 Anthem 72 UnitedHealth Group 9

Iowa 3177 Wellmark (BCBS) 47 UnitedHealth Group 29

Ames, IA 4672 Wellmark (BCBS) 64 UnitedHealth Group 22

Cedar Rapids, IA 3563 Wellmark (BCBS) 54 UnitedHealth Group 20

Davenport-Moline-Rock Island, IA-IL 2643 UnitedHealth Group 40 HCSC (BCBS) 28

Des Moines-West Des Moines, IA 3192 UnitedHealth Group 40 Wellmark (BCBS) 38

Dubuque, IA 3030 Wellmark (BCBS) 44 UnitedHealth Group 30

Iowa City, IA 4611 Wellmark (BCBS) 66 UnitedHealth Group 12

Sioux City, IA-NE-SD 2070 Wellmark (BCBS) 32 UnitedHealth Group 28

Waterloo-Cedar Falls, IA 3139 UnitedHealth Group 44 Wellmark (BCBS) 32

K ansas 2471 BCBS KS 42 Aetna 16

Lawrence, KS 3181 BCBS KS 50 Aetna 15

Manhattan, KS 5950 BCBS KS 76 UnitedHealth Group 7

Topeka, KS 5642 BCBS KS 74 UnitedHealth Group 11

Wichita, KS 3270 BCBS KS 44 Aetna 33

K e ntu cky 4409 Anthem 64 Humana 14

Bowling Green, KY 4290 Anthem 62 Humana 17

Elizabethtown-Fort Knox, KY 5159 Anthem 70 Humana 15

Lexington-Fayette, KY 4667 Anthem 65 Humana 17

Louisville/Jefferson County, KY-IN 3948 Anthem 60 UnitedHealth Group 13

Owensboro, KY 5715 Anthem 74 UnitedHealth Group 11

Lo u isian a 4269 LA Hlth Serv & Ind (BCBS) 62 UnitedHealth Group 17

Alexandria, LA 4792 LA Hlth Serv & Ind (BCBS) 67 UnitedHealth Group 18

Baton Rouge, LA 4449 LA Hlth Serv & Ind (BCBS) 64 UnitedHealth Group 13

Hammond, LA 4575 LA Hlth Serv & Ind (BCBS) 65 UnitedHealth Group 15

Houma-Thibodaux, LA 4539 LA Hlth Serv & Ind (BCBS) 64 UnitedHealth Group 20

Lafayette, LA 4700 LA Hlth Serv & Ind (BCBS) 66 UnitedHealth Group 16

Lake Charles, LA 4259 LA Hlth Serv & Ind (BCBS) 62 UnitedHealth Group 15

Monroe, LA 4376 LA Hlth Serv & Ind (BCBS) 62 UnitedHealth Group 22

New Orleans-Metairie, LA 3918 LA Hlth Serv & Ind (BCBS) 58 UnitedHealth Group 20

Shreveport-Bossier City, LA 4627 LA Hlth Serv & Ind (BCBS) 66 UnitedHealth Group 16
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State  and M SAs TO TA L HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

M aine 2818 Anthem 47 Harvard Pilgrim 13

Bangor, ME 2570 Anthem 43 Cigna 20

Lewiston-Auburn, ME 2530 Anthem 41 Cigna 20

Portland-South Portland, ME 2765 Anthem 46 Harvard Pilgrim 16

M aryland 2813 CareFirst 46 Aetna 15

Baltimore-Columbia-Towson, MD 3146 CareFirst 50 Cigna 15

California-Lexington Park, MD 3986 CareFirst 59 Aetna 13

Cumberland, MD-WV 2587 CareFirst 37 UnitedHealth Group 26

Hagerstown-Martinsburg, MD-WV 1880 CareFirst 23 Cigna 21

Salisbury, MD-DE 2846 Highmark 43 CareFirst 27

M assachusetts 2004 BCBS MA 36 Tufts 18

Barnstable Town, MA 2661 BCBS MA 36 Harvard Pilgrim 34

Boston-Cambridge-Newton, MA-NH 1731 BCBS MA 31 Harvard Pilgrim 16

Pittsfield, MA 2936 BCBS MA 49 Baystate 17

Springfield, MA 1802 BCBS MA 27 Baystate 21

Worcester, MA-CT 1676 BCBS MA 32 Tufts 14

M ichigan 4724 BCBS MI 67 Spectrum Hlth 10

Ann Arbor, MI 6142 BCBS MI 78 Aetna 7

Battle Creek, MI 5796 BCBS MI 75 UnitedHealth Group 9

Bay City, MI 5725 BCBS MI 74 Henry Ford HS 12

Detroit-Warren-Dearborn, MI 4815 BCBS MI 68 Henry Ford HS 9

Flint, MI 4910 BCBS MI 68 Henry Ford HS 13

Grand Rapids-Kentwood, MI 4060 BCBS MI 57 Spectrum Hlth 27

Jackson, MI 5925 BCBS MI 76 Henry Ford HS 9

Kalamazoo-Portage, MI 5282 BCBS MI 70 UnitedHealth Group 16

Lansing-East Lansing, MI 5634 BCBS MI 72 Sparrow (Physicians HP) 19

Midland, MI 5544 BCBS MI 71 Aetna 21

Monroe, MI 5205 BCBS MI 71 Henry Ford HS 7

Muskegon, MI 4720 BCBS MI 65 Spectrum Hlth 21

Niles, MI 5376 BCBS MI 72 UnitedHealth Group 7

Saginaw, MI 4919 BCBS MI 67 Henry Ford HS 18

M innesota 2771 BCBS MN 45 HealthPartners 19

Duluth, MN-WI 2723 BCBS MN 46 HealthPartners 16

Mankato, MN 4580 BCBS MN 63 Medica 22

Minneapolis-St. Paul-Bloomington, MN-WI 2252 BCBS MN 38 HealthPartners 23

Rochester, MN 4754 BCBS MN 65 Medica 22

St. Cloud, MN 3345 BCBS MN 51 HealthPartners 20

M ississipp i 3584 BCBS MS 55 UnitedHealth Group 17

Gulfport-Biloxi, MS 3949 BCBS MS 60 UnitedHealth Group 16

Hattiesburg, MS 3589 BCBS MS 52 UnitedHealth Group 27

Jackson, MS 4137 BCBS MS 62 UnitedHealth Group 13

M issouri 1907 Anthem 26 UnitedHealth Group 26

Cape Girardeau, MO-IL 3236 Anthem 41 UnitedHealth Group 38

Columbia, MO 3691 UnitedHealth Group 55 Anthem 21

Jefferson City, MO 3058 Anthem 39 UnitedHealth Group 36
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State  and M SAs TO TA L HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Joplin, MO 2082 Anthem 35 UnitedHealth Group 20

Kansas City, MO-KS 2740 BCBS KS City 45 UnitedHealth Group 18

Springfield, MO 1661 UnitedHealth Group 25 Anthem 18

St. Joseph, MO-KS 3799 BCBS KS City 59 UnitedHealth Group 12

St. Louis, MO-IL 2270 UnitedHealth Group 33 Anthem 26

M ontana 2901 HCSC (BCBS) 41 Cigna 32

Billings, MT 3060 HCSC (BCBS) 45 Cigna 30

Great Falls, MT 3545 HCSC (BCBS) 51 Cigna 29

Missoula, MT 3086 HCSC (BCBS) 43 Cigna 34

N ebraska 3076 BCBS NE 46 UnitedHealth Group 28

Grand Island, NE 3638 BCBS NE 55 UnitedHealth Group 20

Lincoln, NE 3470 BCBS NE 50 UnitedHealth Group 30

Omaha-Council Bluffs, NE-IA 2727 UnitedHealth Group 35 BCBS NE 35

N evada 2318 UnitedHealth Group 38 Anthem 22

Carson City, NV 2123 Anthem 37 UHS (Prominence HP) 18

Las Vegas-Henderson-Paradise, NV 2776 UnitedHealth Group 46 Anthem 18

Reno, NV 1944 UnitedHealth Group 28 Anthem 26

New H am pshire 2894 Anthem 47 Cigna 20

Manchester-Nashua, NH 2874 Anthem 46 Cigna 18

New Je rse y 2659 Horizon BCBS 40 Aetna 24

Atlantic City-Hammonton, NJ 6537 Horizon BCBS 80 Aetna 8

Ocean City, NJ 6034 Horizon BCBS 77 Aetna 9

Trenton-Princeton, NJ 2991 Horizon BCBS 39 Aetna 34

Vineland-Bridgeton, NJ 4246 Horizon BCBS 58 Aetna 28

New M exico 2729 HCSC (BCBS) 44 Presbyterian 25

Albuquerque, NM 2467 Presbyterian 34 HCSC (BCBS) 32

Farmington, NM 2707 HCSC (BCBS) 42 UnitedHealth Group 22

Las Cruces, NM 3984 HCSC (BCBS) 61 Presbyterian 12

Santa Fe, NM 2385 HCSC (BCBS) 36 Presbyterian 28

New York 1542 UnitedHealth Group 27 Anthem 16

Albany-Schenectady-Troy, NY 2463 CDPHP 39 UnitedHealth Group 25

Binghamton, NY 3729 Lifetime Hlthcare 55 UnitedHealth Group 23

Buffalo-Cheektowaga, NY 2839 Independent Hlth 48 Lifetime Hlthcare 14

Elmira, NY 4453 Lifetime Hlthcare 62 UnitedHealth Group 23

Glens Falls, NY 1973 UnitedHealth Group 28 CDPHP 28

Ithaca, NY 3201 Lifetime Hlthcare 40 Aetna 37

Kingston, NY 2178 UnitedHealth Group 36 MVP Hlth Care 24

New York-Newark-Jersey City, NY-NJ-PA 1676 UnitedHealth Group 26 Anthem 18

Poughkeepsie-Newburgh-Middletown, NY 1903 UnitedHealth Group 30 Anthem 24

Rochester, NY 6073 Lifetime Hlthcare 77 MVP Hlth Care 9

Syracuse, NY 4847 Lifetime Hlthcare 67 UnitedHealth Group 16

Utica-Rome, NY 3663 Lifetime Hlthcare 54 UnitedHealth Group 24

Watertown-Fort Drum, NY 3706 Lifetime Hlthcare 55 UnitedHealth Group 21

N orth C aro lin a 3720 BCBS NC 55 UnitedHealth Group 19

Asheville, NC 4446 BCBS NC 63 UnitedHealth Group 18
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Burlington, NC 3599 BCBS NC 53 UnitedHealth Group 19

Charlotte-Concord-Gastonia, NC-SC 2536 BCBS NC 39 UnitedHealth Group 21

Durham-Chapel Hill, NC 3490 BCBS NC 52 Aetna 20

Fayetteville, NC 4441 BCBS NC 63 UnitedHealth Group 20

Goldsboro, NC 5825 BCBS NC 75 Cigna 13

Greensboro-High Point, NC 3801 BCBS NC 54 UnitedHealth Group 26

Greenville, NC 6501 BCBS NC 80 Cigna 12

Hickory-Lenoir-Morganton, NC 4874 BCBS NC 66 UnitedHealth Group 21

Jacksonville, NC 5710 BCBS NC 74 UnitedHealth Group 10

New Bern, NC 6279 BCBS NC 78 Cigna 10

Raleigh-Cary, NC 3179 BCBS NC 48 UnitedHealth Group 21

Rocky Mount, NC 5086 BCBS NC 69 UnitedHealth Group 13

Wilmington, NC 3881 BCBS NC 52 UnitedHealth Group 32

Winston-Salem, NC 3644 BCBS NC 52 Cigna 22

N orth D akota 3710 BCBS ND 54 Sanford 26

Bismarck, ND 3703 BCBS ND 54 Sanford 27

Fargo, ND-MN 2199 BCBS ND 34 BCBS MN 24

Grand Forks, ND-MN 2340 BCBS ND 34 BCBS MN 27

O hio 2170 Anthem 33 Medical Mutual 25

Akron, OH 2412 Medical Mutual 39 Anthem 25

Canton-Massillon, OH 2055 Medical Mutual 36 Anthem 22

Cincinnati, OH-KY-IN 3133 Anthem 50 UnitedHealth Group 23

Cleveland-Elyria, OH 2845 Medical Mutual 46 Anthem 21

Columbus, OH 2151 UnitedHealth Group 29 Anthem 27

Dayton-Kettering, OH 3153 Anthem 50 UnitedHealth Group 23

Lima, OH 2517 Medical Mutual 41 Anthem 24

Mansfield, OH 2985 Medical Mutual 48 Anthem 19

Springfield, OH 2285 Anthem 37 UnitedHealth Group 22

Toledo, OH 1993 Medical Mutual 31 Anthem 22

Weirton-Steubenville, WV-OH 2035 Anthem 36 Medical Mutual 18

Youngstown-Warren-Boardman, OH-PA 1907 Anthem 29 Medical Mutual 27

O klah om a 3531 HCSC (BCBS) 55 UnitedHealth Group 17

Enid, OK 3820 HCSC (BCBS) 58 UnitedHealth Group 15

Lawton, OK 4896 HCSC (BCBS) 69 UnitedHealth Group 9

Oklahoma City, OK 3424 HCSC (BCBS) 54 UnitedHealth Group 16

Tulsa, OK 2910 HCSC (BCBS) 45 UnitedHealth Group 25

O rego n 1477 Cambia 21 Kaiser 20

Albany-Lebanon, OR 1517 Cambia 27 UnitedHealth Group 14

Bend, OR 1847 Cambia 29 PacificSource 25

Corvallis, OR 2008 Cambia 37 Moda Health 14

Eugene-Springfield, OR 1926 PacificSource 30 Cambia 25

Grants Pass, OR 1922 Cambia 27 PacificSource 23

Medford, OR 1899 Cambia 32 Moda Health 19

Portland-Vancouver-Hillsboro, OR-WA 1744 Kaiser 29 Providence Hlth 20

Salem, OR 1995 Kaiser 33 Cambia 23
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Pen nsylvan ia 1723 Highmark 28 Aetna 20

Allentown-Bethlehem-Easton, PA-NJ 1928 Highmark 33 Capital BC 18

Altoona, PA 2771 Highmark 35 UPMC 35

Bloomsburg-Berwick, PA 3722 Geisinger 55 Highmark 21

Chambersburg-Waynesboro, PA 3263 Highmark 50 Capital BC 22

East Stroudsburg, PA 3492 Highmark 55 Aetna 13

Erie, PA 3073 Highmark 43 UPMC 30

Gettysburg, PA 2791 Highmark 45 Capital BC 23

Harrisburg-Carlisle, PA 2838 Highmark 45 Capital BC 21

Johnstown, PA 3001 Highmark 39 UPMC 34

Lancaster, PA 3124 Highmark 47 Capital BC 27

Lebanon, PA 3459 Highmark 53 Capital BC 21

Philadelphia-Camden-Wilmington, PA-NJ-DE-MD 2365 Independence Hlth Grp 35 Aetna 29

Pittsburgh, PA 2833 UPMC 36 Highmark 35

Reading, PA 2655 Highmark 42 Capital BC 24

Scranton--Wilkes-Barre, PA 3408 Highmark 49 Geisinger 30

State College, PA 2902 Highmark 43 Aetna 24

Williamsport, PA 2612 Highmark 42 Geisinger 22

York-Hanover, PA 2680 Highmark 43 Capital BC 23

R h o de Island 2937 BCBS RI 39 UnitedHealth Group 35

Providence-Warwick, RI-MA 1741 UnitedHealth Group 24 BCBS RI 22

South Carolina 4573 BCBS SC 64 Cigna 15

Charleston-North Charleston, SC 4926 BCBS SC 68 Cigna 12

Columbia, SC 5003 BCBS SC 68 Cigna 14

Florence, SC 4770 BCBS SC 66 UnitedHealth Group 16

Greenville-Anderson, SC 4028 BCBS SC 58 Cigna 20

Hilton Head Island-Bluffton, SC 5051 BCBS SC 69 UnitedHealth Group 13

Myrtle Beach-Conway-North Myrtle Beach, SC-NC 2955 BCBS SC 47 UnitedHealth Group 18

Spartanburg, SC 4313 BCBS SC 61 Cigna 19

Sumter, SC 4940 BCBS SC 67 Cigna 17

South D akota 2696 Avera Hlth 34 Wellmark (BCBS) 32

Rapid City, SD 2640 Wellmark (BCBS) 38 Avera Hlth 25

Sioux Falls, SD 2496 Wellmark (BCBS) 32 Avera Hlth 30

Tennessee 2957 BCBSTN 44 Cigna 26

Chattanooga, TN-GA 2457 BCBSTN 40 Cigna 19

Clarksville, TN-KY 2266 Anthem 32 BCBSTN 30

Cleveland, TN 3463 BCBSTN 51 Cigna 25

Jackson, TN 3111 BCBSTN 45 Cigna 28

Johnson City, TN 4578 BCBSTN 64 Cigna 14

Kingsport-Bristol, TN-VA 2657 BCBSTN 38 Anthem 26

Knoxville, TN 3267 BCBSTN 47 Cigna 23

Memphis, TN-MS-AR 2632 Cigna 42 BCBSTN 25

Morristown, TN 4029 BCBSTN 58 Cigna 21

Nashville-Davidson--Murfreesboro--Franklin, TN 2609 BCBSTN 37 Cigna 25
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Texas 2332 HCSC (BCBS) 36 UnitedHealth Group 21

Abilene, TX 3413 HCSC (BCBS) 54 UnitedHealth Group 16

Amarillo, TX 2437 HCSC (BCBS) 40 UnitedHealth Group 20

Austin-Round Rock-Georgetown, TX 2222 HCSC (BCBS) 31 UnitedHealth Group 25

Beaumont-Port Arthur, TX 2556 HCSC (BCBS) 40 UnitedHealth Group 20

Brownsville-Harlingen, TX 3977 HCSC (BCBS) 60 UnitedHealth Group 14

College Station-Bryan, TX 2875 HCSC (BCBS) 45 Baylor Scott & White 22

Corpus Christi, TX 2986 HCSC (BCBS) 45 UnitedHealth Group 24

Dallas-Fort Worth-Arlington, TX 2408 HCSC (BCBS) 35 UnitedHealth Group 23

El Paso, TX 2270 HCSC (BCBS) 36 Aetna 27

Houston-The Woodlands-Sugar Land, TX 2079 HCSC (BCBS) 29 UnitedHealth Group 21

Killeen-Temple, TX 2311 Baylor Scott & White 33 HCSC (BCBS) 28

Laredo, TX 4780 HCSC (BCBS) 67 UnitedHealth Group 12

Longview, TX 3161 HCSC (BCBS) 49 UnitedHealth Group 21

Lubbock, TX 3292 HCSC (BCBS) 52 UnitedHealth Group 19

McAllen-Edinburg-Mission, TX 3651 HCSC (BCBS) 57 UnitedHealth Group 14

Midland, TX 3697 HCSC (BCBS) 56 UnitedHealth Group 16

Odessa, TX 4207 HCSC (BCBS) 62 UnitedHealth Group 14

San Angelo, TX 3618 HCSC (BCBS) 54 Aetna 20

San Antonio-New Braunfels, TX 2418 HCSC (BCBS) 35 Aetna 24

Sherman-Denison, TX 2847 HCSC (BCBS) 43 UnitedHealth Group 22

Texarkana, TX-AR 2865 HCSC (BCBS) 49 BCBS AR 13

Tyler, TX 3403 HCSC (BCBS) 53 UnitedHealth Group 20

Victoria, TX 2996 HCSC (BCBS) 46 UnitedHealth Group 19

Waco, TX 2313 HCSC (BCBS) 34 Baylor Scott & White 27

Wichita Falls, TX 3831 HCSC (BCBS) 57 UnitedHealth Group 16

Utah 2457 Intermountain 42 Cambia 14

Logan, UT-ID 2706 Intermountain 46 UnitedHealth Group 16

Ogden-Clearfield, UT 2331 Intermountain 39 Aetna 17

Provo-Orem, UT 3152 Intermountain 51 Cigna 18

Salt Lake City, UT 2443 Intermountain 42 Cigna 15

St. George, UT 2869 Intermountain 48 UnitedHealth Group 15

V erm ont 3624 BCBSVT 53 Cigna 25

Burlington-South Burlington, VT 4057 BCBSVT 58 Cigna 25

V irg in ia 2317 Anthem 41 Cigna 15

Blacksburg-Christiansburg, VA 4207 Anthem 61 Aetna 19

Charlottesville, VA 2927 Aetna 38 Anthem 36

Harrisonburg, VA 4819 Anthem 67 Sentara (Optima Hlth) 12

Lynchburg, VA 3904 Anthem 60 Centra (Piedmont) 12

Richmond, VA 3158 Anthem 47 Cigna 25

Roanoke, VA 3663 Anthem 54 Aetna 25

Staunton, VA 4126 Anthem 59 Aetna 25

Virginia Beach-Norfolk-Newport News, VA-NC 3384 Anthem 52 Sentara (Optima Hlth) 22

Winchester, VA-WV 3536 Anthem 55 Aetna 13
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W ashington 1699 Kaiser 23 Premera 21

Bellingham, WA 2066 Kaiser 33 Cambia 21

Bremerton-Silverdale-Port Orchard, WA 2038 Kaiser 30 Cambia 27

Kennewick-Richland, WA 2124 Premera 31 Kaiser 27

Longview, WA 3289 Kaiser 53 Premera 18

Mount Vernon-Anacortes, WA 1936 Kaiser 28 Cambia 23

Olympia-Lacey-Tumwater, WA 1749 Kaiser 29 Premera 20

Seattle-Tacoma-Bellevue, WA 1721 Kaiser 22 Premera 22

Spokane-Spokane Valley, WA 2157 Premera 36 Kaiser 22

Walla Walla, WA 2034 Premera 33 Kaiser 21

Wenatchee, WA 2483 Premera 43 Hlth Alliance 16

Yakima, WA 1909 Premera 26 Kaiser 26

W est V irg in ia 2560 Highmark 42 Aetna 20

Beckley, WV 3464 Highmark 55 UnitedHealth Group 13

Charleston, WV 2553 Highmark 42 Aetna 18

Huntington-Ashland, WV-KY-OH 2792 Anthem 48 Highmark 15

Morgantown, WV 3226 Highmark 52 Aetna 14

Parkersburg-Vienna, WV 3204 Highmark 52 Cigna 15

Wheeling, WV-OH 1947 Anthem 36 Highmark 15

W isconsin 1501 UnitedHealth Group 28 Anthem 20

Appleton, WI 2197 UnitedHealth Group 42 Anthem 13

Eau Claire, WI 1503 Anthem 23 Marshfield (Security HP) 21

Fond du Lac, WI 2499 Quartz 35 UnitedHealth Group 33

Green Bay, WI 1739 UnitedHealth Group 35 Anthem 12

Janesville-Beloit, WI 2146 Quartz 35 SSM Health (Dean HP) 23

La Crosse-Onalaska, WI-MN 1582 Quartz 30 Anthem 15

Madison, WI 2231 Quartz 30 SSM Health (Dean HP) 30

Milwaukee-Waukesha, WI 3248 UnitedHealth Group 50 Anthem 26

Oshkosh-Neenah, WI 2430 UnitedHealth Group 44 Anthem 16

Racine, WI 3260 UnitedHealth Group 53 Anthem 18

Sheboygan, WI 3021 UnitedHealth Group 50 Anthem 18

Wausau-Weston, WI 1948 UnitedHealth Group 29 Anthem 23

W yom ing 3086 Cigna 44 BCBS WY 28

Casper, WY 4326 Cigna 61 BCBS WY 17

Cheyenne, WY 3494 Cigna 48 BCBS WY 31

Notes:

1. Source: Managed Market Surveyor Suite | MSA Medical Program | January 1, 2019 | Managed Market Surveyor | Selected Geographies | January 1,2019, and Managed Market Surveyor | 
Data Extraction | Enterprise License © 2019 DR/Decision Resources, LLC. All rights reserved.

2. Data point for the exchanges is July 1,2019.

3. State and MSA-level Herfindahl-Hirschman Indices (HHIs) and the market shares of the two largest insurers in the combined HMO+PPO+POS+EXCH (TOTAL) product market are reported. 
However, all state and MSA-level data for North Dakota exclude exchange enrollment because those data appeared to be incomplete.

4. Data are based on enrollments in both fu lly  and self-insured health plans.
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Table 2. Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019 
HMO product markets

State  and M SAs HM O HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

A labam a 8790 Triton (Viva Hlth) 94 UnitedHealth Group 6

Birmingham-Hoover, AL 7899 Triton (Viva Hlth) 88 UnitedHealth Group 12

A rizo n a 2677 BCBS AZ 33 Aetna 29

Phoenix-Mesa-Chandler, AZ 2936 BCBS AZ 37 Aetna 33

Tucson, AZ 2825 UnitedHealth Group 42 Humana 19

A rkan sas 6641 Catholic Hlth Initiatives 80 UnitedHealth Group 12

Fayetteville-Springdale-Rogers, AR 6978 Catholic Hlth Initiatives 83 UnitedHealth Group 9

Little Rock-North Little Rock-Conway, AR 5504 Catholic Hlth Initiatives 70 UnitedHealth Group 23

C aliforn ia 4798 Kaiser 68 BS of CA 8

Bakersfield, CA 4239 Kaiser 60 BS of CA 19

Chico, CA 4535 Anthem 56 BS of CA 37

El Centro, CA 3187 BS of CA 48 SIMNSA HP 25

Fresno, CA 4392 Kaiser 63 Anthem 17

Hanford-Corcoran, CA 1950 Anthem 23 UnitedHealth Group 21

Los Angeles-Long Beach-Anaheim, CA 4384 Kaiser 64 BS of CA 10

Madera, CA 4281 Kaiser 62 Anthem 16

Merced, CA 3426 Kaiser 44 Anthem 37

Modesto, CA 6294 Kaiser 79 Anthem 8

Napa, CA 7184 Kaiser 84 Anthem 10

Oxnard-Thousand Oaks-Ventura, CA 3790 Kaiser 57 Anthem 16

Redding, CA 9010 Anthem 95 Kaiser 4

Riverside-San Bernardino-Ontario, CA 5235 Kaiser 71 BS of CA 11

Sacramento-Roseville-Folsom, CA 5095 Kaiser 70 Western Hlth Advantage 12

Salinas, CA 5922 Anthem 73 Kaiser 23

San Diego-Chula Vista-Carlsbad, CA 2843 Kaiser 50 Sharp HealthCare 12

San Francisco-Oakland-Berkeley, CA 6692 Kaiser 81 Anthem 5

San Jose-Sunnyvale-Santa Clara, CA 6623 Kaiser 81 Anthem 6

San Luis Obispo-Paso Robles, CA 3181 Anthem 38 UnitedHealth Group 31

Santa Cruz-Watsonville, CA 2726 Kaiser 45 BS of CA 18

Santa Maria-Santa Barbara, CA 2557 Anthem 39 BS of CA 27

Santa Rosa-Petaluma, CA 7713 Kaiser 88 Western Hlth Advantage 4

Stockton, CA 7020 Kaiser 83 Anthem 6

Vallejo, CA 7752 Kaiser 88 Western Hlth Advantage 4

Visalia, CA 2707 Anthem 40 BS of CA 30

Yuba City, CA 3877 Kaiser 49 Anthem 38

C o lo rado 5292 Kaiser 71 Anthem 13

Boulder, CO 6227 Kaiser 77 Anthem 14

Colorado Springs, CO 4864 Kaiser 67 Anthem 16

Denver-Aurora-Lakewood, CO 6482 Kaiser 80 Anthem 8

Fort Collins, CO 4186 Kaiser 56 Anthem 31

Grand Junction, CO 8092 UnitedHealth Group 89 Anthem 9

Greeley, CO 4649 Kaiser 65 Anthem 16

Pueblo, CO 4475 Kaiser 63 Anthem 20

C o n n e cticu t 5684 Anthem 74 EmblemHealth 14

Bridgeport-Stamford-Norwalk, CT 5950 Anthem 75 UnitedHealth Group 15
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Hartford-East Hartford-Middletown, CT 5317 Anthem 71 EmblemHealth 16

New Haven-Milford, CT 5773 Anthem 74 EmblemHealth 16

Norwich-New London, CT 8021 Anthem 89 EmblemHealth 5

Delaw are 4833 Highmark 49 Aetna 49

Dover, DE 4931 Aetna 54 Highmark 45

D istrict o f C o lum b ia 2948 Kaiser 40 CareFirst 29

Washington-Arlington-Alexandria, DC-VA-MD-WV 2971 Kaiser 37 CareFirst 35

Florida 2479 BCBSFL 39 UnitedHealth Group 21

Cape Coral-Fort Myers, FL 4202 BCBSFL 61 UnitedHealth Group 16

Deltona-Daytona Beach-Ormond Beach, FL 6265 BCBS FL 78 UnitedHealth Group 15

Gainesville, FL 3189 BCBS FL 48 SantaFe (AvMed) 21

Jacksonville, FL 3629 BCBS FL 55 UnitedHealth Group 18

Lakeland-Winter Haven, FL 2389 BCBS FL 36 UnitedHealth Group 21

Miami-Fort Lauderdale-Pompano Beach, FL 2495 SantaFe (AvMed) 34 UnitedHealth Group 27

Naples-Marco Island, FL 3761 BCBS FL 55 UnitedHealth Group 20

North Port-Sarasota-Bradenton, FL 4128 BCBS FL 58 Aetna 26

Ocala, FL 5164 BCBS FL 66 UnitedHealth Group 27

Orlando-Kissimmee-Sanford, FL 2876 BCBS FL 38 UnitedHealth Group 33

Palm Bay-Melbourne-Titusville, FL 4916 Health First Hlth 67 BCBS FL 19

Pensacola-Ferry Pass-Brent, FL 5394 BCBS FL 70 UnitedHealth Group 16

Port St. Lucie, FL 4239 BCBS FL 61 UnitedHealth Group 15

Punta Gorda, FL 4945 BCBS FL 68 Aetna 14

Sebastian-Vero Beach, FL 5612 Health First Hlth 72 UnitedHealth Group 21

Tallahassee, FL 9836 BCBS FL 99 UnitedHealth Group 0

Tampa-St. Petersburg-Clearwater, FL 2541 BCBS FL 40 UnitedHealth Group 20

G eo rgia 3164 Anthem 42 Kaiser 34

Albany, GA 9330 Anthem 97 UnitedHealth Group 3

Athens-Clarke County, GA 3626 Anthem 53 Humana 23

Atlanta-Sandy Springs-Alpharetta, GA 3228 Kaiser 44 Anthem 33

Augusta-Richmond County, GA-SC 4181 Anthem 59 Humana 26

Columbus, GA-AL 4971 Anthem 65 Humana 26

Gainesville, GA 3410 Anthem 52 Kaiser 20

Macon-Bibb County, GA 5576 Anthem 72 Humana 18

Savannah, GA 4057 Anthem 52 Humana 36

Warner Robins, GA 7433 Anthem 86 Humana 8

H aw aii 5095 HMSA (BCBS HI) 57 Kaiser 43

Kahului-Wailuku-Lahaina, HI 6404 Kaiser 76 HMSA (BCBS HI) 24

Urban Honolulu, HI 5244 HMSA (BCBS HI) 61 Kaiser 39

Idaho 4174 Intermountain 48 Kaiser 42

Boise City, ID 6426 Intermountain 78 Aetna 19

Coeur d'Alene, ID 7951 Kaiser 88 Intermountain 11

Illino is 6415 HCSC (BCBS) 79 Hlth Alliance 9

Bloomington, IL 7055 Hlth Alliance 83 Humana 10

Champaign-Urbana, IL 9618 Hlth Alliance 98 Aetna 1

Chicago-Naperville-Elgin, IL-IN-WI 7906 HCSC (BCBS) 89 UnitedHealth Group 4
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Davenport-Moline-Rock Island, IA-IL 2781 UnitedHealth Group 41 Wellmark (BCBS) 22

Peoria, IL 3282 Hlth Alliance 42 HCSC (BCBS) 35

Rockford, IL 5782 HCSC (BCBS) 75 Humana 10

Springfield, IL 4258 Hlth Alliance 55 HCSC (BCBS) 34

Ind iana 4181 IU Health 51 Physicians Hlth Plan 40

Bloomington, IN 8091 IU Health 89 Physicians Hlth Plan 9

Indianapolis-Carmel-Anderson, IN 4615 Physicians Hlth Plan 63 IU Health 23

Lafayette-West Lafayette, IN 8076 IU Health 89 Physicians Hlth Plan 10

Muncie, IN 8098 IU Health 89 Physicians Hlth Plan 9

Iowa 3915 Wellmark (BCBS) 57 Medical Associates 18

Ames, IA 4320 Wellmark (BCBS) 56 UnitedHealth Group 33

Cedar Rapids, IA 7300 Wellmark (BCBS) 84 Medical Associates 13

Davenport-Moline-Rock Island, IA-IL 2781 UnitedHealth Group 41 Wellmark (BCBS) 22

Des Moines-West Des Moines, IA 4032 Wellmark (BCBS) 45 UnitedHealth Group 43

Iowa City, IA 4840 Wellmark (BCBS) 52 Medical Associates 46

Waterloo-Cedar Falls, IA 4450 Wellmark (BCBS) 50 Medical Associates 44

K ansas 4813 Aetna 65 BCBS KS 23

Wichita, KS 8327 Aetna 91 BCBS KS 8

K e ntu cky 3278 Humana 36 UnitedHealth Group 33

Lexington-Fayette, KY 3395 UnitedHealth Group 37 Humana 37

Louisville/Jefferson County, KY-IN 3039 Humana 36 UnitedHealth Group 33

Lo u isian a 4165 LA Hlth Serv & Ind (BCBS) 60 Vantage Hlth 17

Baton Rouge, LA 4176 LA Hlth Serv & Ind (BCBS) 59 Vantage Hlth 20

Lafayette, LA 6732 LA Hlth Serv & Ind (BCBS) 81 Humana 7

New Orleans-Metairie, LA 3378 LA Hlth Serv & Ind (BCBS) 49 Aetna 26

Shreveport-Bossier City, LA 3570 LA Hlth Serv & Ind (BCBS) 49 Aetna 29

M aine 4780 Anthem 60 Harvard Pilgrim 34

Bangor, ME 4694 Anthem 58 Harvard Pilgrim 36

Lewiston-Auburn, ME 5052 Anthem 64 Harvard Pilgrim 30

Portland-South Portland, ME 4745 Anthem 58 Harvard Pilgrim 38

M aryland 3985 CareFirst 57 Kaiser 23

Baltimore-Columbia-Towson, MD 4881 CareFirst 67 Kaiser 15

California-Lexington Park, MD 5044 CareFirst 66 Aetna 25

Hagerstown-Martinsburg, MD-WV 3702 CareFirst 56 UnitedHealth Group 15

Salisbury, MD-DE 2823 Aetna 34 CareFirst 31

M assachusetts 3081 BCBS MA 47 Harvard Pilgrim 24

Barnstable Town, MA 4102 BCBS MA 56 Harvard Pilgrim 30

Boston-Cambridge-Newton, MA-NH 2965 BCBS MA 43 Harvard Pilgrim 29

Pittsfield, MA 4859 BCBS MA 63 Baystate 29

Springfield, MA 2871 BCBS MA 36 Baystate 36

Worcester, MA-CT 2983 BCBS MA 49 Harvard Pilgrim 15

M ichigan 3765 BCBS MI 55 Spectrum Hlth 23

Ann Arbor, MI 6068 BCBS MI 76 Spectrum Hlth 14

Battle Creek, MI 6655 BCBS MI 79 Spectrum Hlth 20

Bay City, MI 5480 BCBS MI 69 Henry Ford HS 27
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Detroit-Warren-Dearborn, MI 4379 BCBS MI 61 Henry Ford HS 24

Flint, MI 3864 BCBS MI 51 Henry Ford HS 34

Grand Rapids-Kentwood, MI 5421 Spectrum Hlth 65 BCBS MI 35

Jackson, MI 4718 BCBS MI 63 Spectrum Hlth 24

Kalamazoo-Portage, MI 6463 BCBS MI 77 Spectrum Hlth 23

Lansing-East Lansing, MI 4724 Sparrow (Physicians HP) 52 BCBS MI 45

Midland, MI 9018 BCBS MI 95 Henry Ford HS 5

Monroe, MI 3729 BCBS MI 55 Henry Ford HS 22

Muskegon, MI 5003 Spectrum Hlth 53 BCBS MI 47

Niles, MI 7217 BCBS MI 83 Spectrum Hlth 16

Saginaw, MI 4221 BCBS MI 53 Henry Ford HS 37

M innesota 4950 HealthPartners 64 BCBS MN 28

Minneapolis-St. Paul-Bloomington, MN-WI 4471 HealthPartners 63 BCBS MN 17

M issouri 4100 BCBS KS City 56 Anthem 30

Kansas City, MO-KS 6054 BCBS KS City 76 Aetna 15

St. Louis, MO-IL 4028 Anthem 60 HCSC (BCBS) 12

N evada 7271 UnitedHealth Group 85 Renown Hlth 5

Las Vegas-Henderson-Paradise, NV 9078 UnitedHealth Group 95 Aetna 3

Reno, NV 3397 Renown Hlth 43 UHS (Prominence HP) 36

New H am pshire 5446 Anthem 65 Harvard Pilgrim 34

Manchester-Nashua, NH 5680 Anthem 69 Harvard Pilgrim 31

New Jerse y 4631 Aetna 65 UnitedHealth Group 17

Trenton-Princeton, NJ 7674 Aetna 87 UnitedHealth Group 6

Vineland-Bridgeton, NJ 9358 Aetna 97 Horizon BCBS 2

New M exico 5640 Presbyterian 73 Evolent (True Hlth) 11

Albuquerque, NM 5133 Presbyterian 69 Evolent (True Hlth) 14

Las Cruces, NM 7607 Presbyterian 87 HCSC (BCBS) 6

Santa Fe, NM 6966 Presbyterian 83 Evolent (True Hlth) 7

New York 2485 Anthem 34 EmblemHealth 33

Albany-Schenectady-Troy, NY 4917 CDPHP 67 MVP Hlth Care 18

Buffalo-Cheektowaga, NY 5559 Independent Hlth 71 HealthNow NY (BCBS) 23

Kingston, NY 3603 MVP Hlth Care 48 CDPHP 34

New York-Newark-Jersey City, NY-NJ-PA 3156 EmblemHealth 40 Anthem 38

Poughkeepsie-Newburgh-Middletown, NY 3028 Anthem 43 MVP Hlth Care 29

Rochester, NY 5013 MVP Hlth Care 57 Lifetime Hlthcare 42

Syracuse, NY 6964 MVP Hlth Care 82 Lifetime Hlthcare 16

Utica-Rome, NY 9415 MVP Hlth Care 97 CDPHP 3

N orth C aro lin a 5517 UnitedHealth Group 73 FirstHealth 8

Asheville, NC 6869 UnitedHealth Group 81 BCBS NC 19

Charlotte-Concord-Gastonia, NC-SC 5672 UnitedHealth Group 73 BCBS SC 12

Durham-Chapel Hill, NC 5699 UnitedHealth Group 74 BCBS NC 10

Greensboro-High Point, NC 8381 UnitedHealth Group 91 BCBS NC 4

Raleigh-Cary, NC 5374 UnitedHealth Group 71 Cigna 16

Winston-Salem, NC 7728 UnitedHealth Group 87 BCBS NC 9
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State  and M SAs HM O HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

N orth D akota 9698 Sanford 98 Avera Hlth 1

Bismarck, ND 9978 Sanford 100 HealthPartners 0

Fargo, ND-MN 9700 Sanford 98 BCBS MN 1

Grand Forks, ND-MN 9718 Sanford 99 BCBS MN 1

O hio 1976 ProMedica 31 Humana 21

Akron, OH 2040 Aetna 30 Humana 25

Cincinnati, OH-KY-IN 3006 Humana 46 UnitedHealth Group 24

Cleveland-Elyria, OH 2780 Aetna 35 Medical Mutual 34

Columbus, OH 3659 Humana 49 Aetna 30

Toledo, OH 8424 ProMedica 92 Humana 4

Youngstown-Warren-Boardman, OH-PA 2082 Highmark 32 Aetna 21

O klah om a 3325 CommunityCare 49 GlobalHealth 25

Oklahoma City, OK 2906 CommunityCare 43 UnitedHealth Group 24

Tulsa, OK 4031 CommunityCare 58 GlobalHealth 23

O rego n 9411 Kaiser 97 PacificSource 3

Eugene-Springfield, OR 5731 PacificSource 69 Kaiser 31

Portland-Vancouver-Hillsboro, OR-WA 9883 Kaiser 99 PacificSource 0

Salem, OR 9818 Kaiser 99 PacificSource 1

Pen nsylvan ia 2334 Independence Hlth Grp 36 Aetna 22

Allentown-Bethlehem-Easton, PA-NJ 3297 Aetna 51 Capital BC 23

Bloomsburg-Berwick, PA 9752 Geisinger 99 Capital BC 1

East Stroudsburg, PA 3789 Highmark 47 Geisinger 38

Erie, PA 5874 Highmark 74 Aetna 20

Harrisburg-Carlisle, PA 4161 Aetna 57 Geisinger 22

Lancaster, PA 4405 Capital BC 50 Aetna 43

Philadelphia-Camden-Wilmington, PA-NJ-DE-MD 4343 Independence Hlth Grp 52 Aetna 39

Pittsburgh, PA 4068 Highmark 47 UPMC 42

Reading, PA 4671 Aetna 53 Capital BC 43

Scranton--Wilkes-Barre, PA 6855 Geisinger 81 Highmark 18

State College, PA 4125 Highmark 52 Geisinger 37

Williamsport, PA 5909 Geisinger 72 Highmark 26

York-Hanover, PA 3549 Aetna 49 Capital BC 30

R h o de Island 4548 Tufts 58 Harvard Pilgrim 34

Providence-Warwick, RI-MA 4183 BCBS MA 60 Harvard Pilgrim 18

South C aro lin a 7713 BCBSSC 87 UnitedHealth Group 6

Charleston-North Charleston, SC 7761 BCBS SC 88 Aetna 9

Columbia, SC 8314 BCBS SC 91 Aetna 6

Greenville-Anderson, SC 8855 BCBS SC 94 UnitedHealth Group 3

South D akota 4988 Avera Hlth 51 Sanford 49

Rapid City, SD 4998 Sanford 51 Avera Hlth 48

Sioux Falls, SD 5493 Sanford 66 Avera Hlth 34

Tennessee 4233 Humana 61 Aetna 15

Chattanooga, TN-GA 6094 Anthem 76 Humana 16

Kingsport-Bristol, TN-VA 4609 Anthem 62 UnitedHealth Group 26

Memphis, TN-MS-AR 2885 Humana 36 Cigna 29
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Texas 2475 Baylor Scott & White 45 Aetna 12

Amarillo, TX 9117 Baylor Scott & White 95 UnitedHealth Group 3

Austin-Round Rock-Georgetown, TX 2742 Baylor Scott & White 36 Sendero Hlth Plans 34

College Station-Bryan, TX 9725 Baylor Scott & White 99 UnitedHealth Group 1

Dallas-Fort Worth-Arlington, TX 3081 Aetna 42 HCSC (BCBS) 31

Houston-The Woodlands-Sugar Land, TX 1646 Aetna 25 Memorial Hermann 17

Killeen-Temple, TX 9723 Baylor Scott & White 99 Humana 1

Lubbock, TX 9415 Baylor Scott & White 97 HCSC (BCBS) 1

San Antonio-New Braunfels, TX 2997 University HS (CFHP) 43 UnitedHealth Group 29

Waco, TX 9667 Baylor Scott & White 98 Humana 1

Utah 6133 Intermountain 75 Aetna 24

Logan, UT-ID 8171 Intermountain 90 Aetna 9

Ogden-Clearfield, UT 5076 Intermountain 58 Aetna 41

Provo-Orem, UT 7859 Intermountain 88 Aetna 10

Salt Lake City, UT 6639 Intermountain 79 Aetna 18

St. George, UT 7657 Intermountain 87 Aetna 11

V erm ont 8806 BCBSVT 94 Harvard Pilgrim 3

Burlington-South Burlington, VT 9479 BCBSVT 97 MVP Hlth Care 2

V irg in ia 1894 Kaiser 26 Anthem 23

Blacksburg-Christiansburg, VA 5585 Anthem 73 Sentara (Optima Hlth) 15

Charlottesville, VA 2557 Anthem 35 Centra (Piedmont) 26

Harrisonburg, VA 4352 Anthem 60 Sentara (Optima Hlth) 24

Lynchburg, VA 3276 Anthem 44 Centra (Piedmont) 28

Richmond, VA 2942 Anthem 43 Aetna 23

Roanoke, VA 3615 Anthem 49 Aetna 28

Staunton, VA 4520 Anthem 62 Aetna 22

Virginia Beach-Norfolk-Newport News, VA-NC 5486 Sentara (Optima Hlth) 68 Anthem 28

Winchester, VA-WV 3086 Anthem 49 Sentara (Optima Hlth) 21

W ashington 9939 Kaiser 100 UnitedHealth Group 0

Bellingham, WA 9990 Kaiser 100 UnitedHealth Group 0

Bremerton-Silverdale-Port Orchard, WA 9983 Kaiser 100 UnitedHealth Group 0

Kennewick-Richland, WA 9954 Kaiser 100 UnitedHealth Group 0

Longview, WA 9994 Kaiser 100 UnitedHealth Group 0

Olympia-Lacey-Tumwater, WA 9980 Kaiser 100 UnitedHealth Group 0

Seattle-Tacoma-Bellevue, WA 9946 Kaiser 100 UnitedHealth Group 0

Spokane-Spokane Valley, WA 9987 Kaiser 100 UnitedHealth Group 0

Yakima, WA 8637 Kaiser 93 Hlth Alliance 7

W est V irg in ia 5328 Hlth Plan Upper Ohio 71 UnitedHealth Group 11

W isconsin 1840 Quartz 32 SSM Health (Dean HP) 21

Appleton, WI 2525 Marshfield (Security HP) 40 Ascension 24

Eau Claire, WI 3890 Marshfield (Security HP) 57 Anthem 20

Fond du Lac, WI 5747 Quartz 75 SSM Health (Dean HP) 8

Green Bay, WI 2323 Marshfield (Security HP) 36 SSM Health (Dean HP) 23

Janesville-Beloit, WI 3966 Quartz 55 SSM Health (Dean HP) 29

La Crosse-Onalaska, WI-MN 2802 Marshfield (Security HP) 38 Quartz 32
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Madison, WI 3232 Quartz 40 SSM Health (Dean HP) 33

Milwaukee-Waukesha, WI 2818 Anthem 44 Ascension 22

Oshkosh-Neenah, WI 2709 Marshfield (Security HP) 43 Ascension 20

Racine, WI 2719 Anthem 37 Ascension 31

Sheboygan, WI 2195 Anthem 28 Ascension 26

Wausau-Weston, WI 2902 Marshfield (Security HP) 46 Anthem 18

Notes:

1. Source: Managed Market Surveyor Suite | MSA Medical Program | January 1, 2019 | Managed Market Surveyor | Selected Geographies | January 1,2019 | Enterprise License © 2019 DR/ 
Decision Resources, LLC. All rights reserved.

2. State and MSA-level Herfindahl-Hirschman Indices (HHIs) and the market shares of the two largest insurers in the HMO product market are reported.

3. Data are based on enroll ments in both fu lly  and self-insured health plans.

4. We do not present data for geographic areas w ith fewer than 5,000 reported HMO enrollees.

5. The HHIs and market shares are rounded. As a result, in a few  markets where the second largest insurer has very few covered lives, the market share appears as zero. The actual, unrounded 
shares are just above 0 percent.
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Table 3. Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019 
PPO product markets

State  and M SAs PPO  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

A labam a 8442 BCBS AL 92 Cigna 4

Anniston-Oxford, AL 8795 BCBS AL 94 Cigna 3

Auburn-Opelika, AL 7831 BCBS AL 88 Cigna 8

Birmingham-Hoover, AL 8391 BCBS AL 91 Cigna 4

Daphne-Fairhope-Foley, AL 7765 BCBS AL 88 Cigna 5

Decatur, AL 8464 BCBS AL 92 Cigna 6

Dothan, AL 8935 BCBS AL 94 Cigna 3

Florence-Muscle Shoals, AL 8301 BCBS AL 91 Cigna 5

Gadsden, AL 9072 BCBS AL 95 Cigna 2

Huntsville, AL 8211 BCBS AL 90 Cigna 5

Mobile, AL 8365 BCBS AL 91 Cigna 4

Montgomery, AL 8661 BCBS AL 93 Cigna 3

Tuscaloosa, AL 9133 BCBS AL 96 Cigna 2

A laska 4524 Aetna 54 Premera 39

Anchorage, AK 4192 Aetna 46 Premera 45

Fairbanks, AK 4537 Aetna 50 Premera 45

A rizo n a 2907 Aetna 35 BCBS AZ 29

Flagstaff, AZ 5262 BCBS AZ 71 Aetna 12

Lake Havasu City-Kingman, AZ 3731 BCBS AZ 56 Cigna 18

Phoenix-Mesa-Chandler, AZ 2974 Aetna 34 Cigna 34

Prescott Valley-Prescott, AZ 4235 BCBS AZ 61 Aetna 16

Sierra Vista-Douglas, AZ 3437 BCBS AZ 52 Cigna 21

Tucson, AZ 2973 BCBS AZ 38 Aetna 33

Yuma, AZ 3908 BCBS AZ 58 Cigna 16

A rkan sas 4503 BCBS AR 64 Cigna 15

Fayetteville-Springdale-Rogers, AR 4371 BCBS AR 62 Cigna 18

Fort Smith, AR-OK 2548 BCBS AR 36 HCSC (BCBS) 24

Hot Springs, AR 4556 BCBS AR 65 Cigna 12

Jonesboro, AR 5268 BCBS AR 69 Cigna 21

Little Rock-North Little Rock-Conway, AR 4992 BCBS AR 68 Cigna 16

Pine Bluff, AR 6349 BCBS AR 79 Cigna 9

C aliforn ia 3092 Anthem 47 BS of CA 23

Bakersfield, CA 4355 Anthem 61 BS of CA 24

Chico, CA 4613 Anthem 60 BS of CA 32

El Centro, CA 3842 BS of CA 55 Anthem 26

Fresno, CA 3994 Anthem 51 BS of CA 36

Hanford-Corcoran, CA 4107 Anthem 52 BS of CA 37

Los Angeles-Long Beach-Anaheim, CA 3235 Anthem 49 BS of CA 23

Madera, CA 4039 Anthem 54 BS of CA 33

Merced, CA 4372 Anthem 58 BS of CA 32

Modesto, CA 3637 Anthem 51 BS of CA 29

Napa, CA 4994 Anthem 67 BS of CA 20

Oxnard-Thousand Oaks-Ventura, CA 3711 Anthem 55 BS of CA 22

Redding, CA 4559 Anthem 60 BS of CA 30

Riverside-San Bernardino-Ontario, CA 3473 Anthem 53 BS of CA 19
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State  and M SAs PPO  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Sacramento-Roseville-Folsom, CA 2945 Anthem 45 BS of CA 23

Salinas, CA 4088 Anthem 55 BS of CA 32

San Diego-Chula Vista-Carlsbad, CA 2527 Anthem 39 BS of CA 20

San Francisco-Oakland-Berkeley, CA 2550 Anthem 37 BS of CA 22

San Jose-Sunnyvale-Santa Clara, CA 2582 Anthem 36 Aetna 24

San Luis Obispo-Paso Robles, CA 4801 Anthem 64 BS of CA 25

Santa Cruz-Watsonville, CA 3760 Anthem 55 BS of CA 24

Santa Maria-Santa Barbara, CA 3841 Anthem 53 BS of CA 31

Santa Rosa-Petaluma, CA 3077 Anthem 43 BS of CA 32

Stockton, CA 3616 Anthem 54 BS of CA 21

Vallejo, CA 2887 Anthem 44 BS of CA 21

Visalia, CA 4688 Anthem 63 BS of CA 25

Yuba City, CA 5219 Anthem 68 BS of CA 24

C o lo rado 3186 Cigna 45 Anthem 27

Boulder, CO 3373 Cigna 49 Anthem 23

Colorado Springs, CO 2949 Cigna 39 Anthem 31

Denver-Aurora-Lakewood, CO 3565 Cigna 52 Anthem 22

Fort Collins, CO 3310 Anthem 42 Cigna 36

Grand Junction, CO 3742 Cigna 53 Anthem 29

Greeley, CO 3636 Cigna 52 Aetna 23

Pueblo, CO 3667 Anthem 47 Cigna 37

C o n n e cticu t 2780 Cigna 31 Aetna 31

Bridgeport-Stamford-Norwalk, CT 2764 Aetna 34 Cigna 33

Hartford-East Hartford-Middletown, CT 3014 Cigna 38 Aetna 29

New Haven-Milford, CT 2869 Aetna 34 Anthem 32

Norwich-New London, CT 3392 Anthem 49 Aetna 22

Delaw are 5235 Highmark 69 Aetna 22

Dover, DE 6322 Highmark 78 Aetna 13

D istrict o f C o lum b ia 2098 CareFirst 32 Aetna 21

Washington-Arlington-Alexandria, DC-VA-MD-WV 2182 CareFirst 28 Cigna 26

F lo rid a 3097 BCBSFL 42 Cigna 29

Cape Coral-Fort Myers, FL 2852 BCBSFL 38 Aetna 28

Crestview-Fort Walton Beach-Destin, FL 5013 BCBS FL 69 Aetna 12

Deltona-Daytona Beach-Ormond Beach, FL 2887 BCBS FL 41 Cigna 28

Gainesville, FL 6306 BCBS FL 78 Aetna 14

Homosassa Springs, FL 5023 BCBS FL 69 Cigna 10

Jacksonville, FL 3979 BCBS FL 56 Aetna 26

Lakeland-Winter Haven, FL 2939 Cigna 36 BCBS FL 33

Miami-Fort Lauderdale-Pompano Beach, FL 3047 BCBS FL 36 Cigna 34

Naples-Marco Island, FL 3521 BCBS FL 48 Cigna 33

North Port-Sarasota-Bradenton, FL 2947 BCBS FL 43 Aetna 24

Ocala, FL 5087 BCBS FL 69 Aetna 13

Orlando-Kissimmee-Sanford, FL 3513 Cigna 50 BCBS FL 26

Palm Bay-Melbourne-Titusville, FL 3479 Cigna 50 BCBS FL 29

Panama City, FL 6339 BCBS FL 79 Cigna 9
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Pensacola-Ferry Pass-Brent, FL 4985 BCBSFL 68 Aetna 14

Port St. Lucie, FL 4223 BCBSFL 60 Cigna 23

Punta Gorda, FL 3122 BCBS FL 46 Cigna 24

Sebastian-Vero Beach, FL 5185 BCBS FL 70 Cigna 16

Sebring-Avon Park, FL 3561 BCBS FL 52 Cigna 27

Tallahassee, FL 5882 BCBS FL 75 Cigna 10

Tampa-St. Petersburg-Clearwater, FL 2882 BCBS FL 33 Cigna 33

The Villages, FL 4832 BCBS FL 67 Aetna 10

G eo rgia 2930 Anthem 34 Aetna 30

Albany, GA 4357 Anthem 62 Aetna 16

Athens-Clarke County, GA 2883 Anthem 40 Cigna 30

Atlanta-Sandy Springs-Alpharetta, GA 3004 Cigna 33 Aetna 32

Augusta-Richmond County, GA-SC 2493 BCBS SC 32 Anthem 32

Brunswick, GA 3714 Anthem 55 Cigna 21

Columbus, GA-AL 2939 Anthem 44 Cigna 26

Dalton, GA 3843 Cigna 56 Anthem 19

Gainesville, GA 3149 Cigna 42 Anthem 30

Hinesville, GA 4411 Anthem 63 Cigna 15

Macon-Bibb County, GA 3851 Anthem 56 Aetna 22

Rome, GA 3268 Cigna 45 Anthem 30

Savannah, GA 2651 Cigna 34 Anthem 30

Valdosta, GA 3875 Anthem 58 Cigna 18

Warner Robins, GA 5984 Anthem 76 Aetna 8

Haw aii 5919 HMSA (BCBS HI) 75 Univ Hlth Alliance 13

Kahului-Wailuku-Lahaina, HI 5188 HMSA (BCBS HI) 69 Univ Hlth Alliance 19

Urban Honolulu, HI 5925 HMSA (BCBS HI) 75 Univ Hlth Alliance 13

Idaho 3014 BC of ID 50 Cambia 17

Boise City, ID 2865 BC of ID 47 Cambia 17

Coeur d'Alene, ID 1864 BC of ID 30 Cambia 23

Idaho Falls, ID 3751 BC of ID 58 Cigna 12

Lewiston, ID-WA 2376 Premera 33 Cambia 26

Pocatello, ID 3654 BC of ID 57 Cambia 16

Twin Falls, ID 3218 BC of ID 52 Cambia 19

Illino is 4621 HCSC (BCBS) 65 Aetna 17

Bloomington, IL 6211 HCSC (BCBS) 78 Aetna 9

Carbondale-Marion, IL 3383 HCSC (BCBS) 52 Cigna 22

Champaign-Urbana, IL 2562 Hlth Alliance 36 HCSC (BCBS) 29

Chicago-Naperville-Elgin, IL-IN-WI 4557 HCSC (BCBS) 65 Aetna 13

Danville, IL 4312 HCSC (BCBS) 63 Hlth Alliance 15

Davenport-Moline-Rock Island, IA-IL 2727 HCSC (BCBS) 45 Wellmark (BCBS) 19

Decatur, IL 6190 HCSC (BCBS) 78 Aetna 8

Kankakee, IL 5815 HCSC (BCBS) 75 Aetna 11

Peoria, IL 3506 HCSC (BCBS) 52 UnitedHealth Group 26

Rockford, IL 5726 HCSC (BCBS) 74 Cigna 12

Springfield, IL 3663 HCSC (BCBS) 56 Aetna 19
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Ind iana 4621 Anthem 65 Cigna 16

Bloomington, IN 5992 Anthem 76 Aetna 12

Columbus, IN 5318 Anthem 71 Aetna 16

Elkhart-Goshen, IN 4866 Anthem 67 Cigna 18

Evansville, IN-KY 5029 Anthem 69 Cigna 16

Fort Wayne, IN 4082 Anthem 59 Cigna 22

Indianapolis-Carmel-Anderson, IN 5077 Anthem 69 Cigna 15

Kokomo, IN 6793 Anthem 82 Cigna 9

Lafayette-West Lafayette, IN 5206 Anthem 71 Cigna 10

Michigan City-La Porte, IN 5926 Anthem 75 Cigna 14

Muncie, IN 6575 Anthem 80 Cigna 11

South Bend-Mishawaka, IN-MI 3336 Anthem 52 BCBS MI 18

Terre Haute, IN 6002 Anthem 76 Cigna 12

Iowa 4916 Wellmark (BCBS) 67 Cigna 17

Ames, IA 7219 Wellmark (BCBS) 85 Aetna 6

Cedar Rapids, IA 4964 Wellmark (BCBS) 67 Cigna 20

Davenport-Moline-Rock Island, IA-IL 2727 HCSC (BCBS) 45 Wellmark (BCBS) 19

Des Moines-West Des Moines, IA 4445 Wellmark (BCBS) 62 Cigna 21

Dubuque, IA 5115 Wellmark (BCBS) 68 Cigna 22

Iowa City, IA 7166 Wellmark (BCBS) 84 Cigna 9

Sioux City, IA-NE-SD 2834 Wellmark (BCBS) 47 Cigna 16

Waterloo-Cedar Falls, IA 4516 Wellmark (BCBS) 59 Cigna 32

K ansas 3074 BCBS KS 48 BCBS KS City 18

Lawrence, KS 3464 BCBS KS 51 Cigna 20

Manhattan, KS 6105 BCBS KS 77 Aetna 6

Topeka, KS 6631 BCBS KS 81 Cigna 8

Wichita, KS 4438 BCBS KS 60 Aetna 28

K e ntu cky 5462 Anthem 72 Humana 14

Bowling Green, KY 4759 Anthem 66 Humana 17

Elizabethtown-Fort Knox, KY 5783 Anthem 74 Humana 14

Lexington-Fayette, KY 5796 Anthem 74 Humana 16

Louisville/Jefferson County, KY-IN 5056 Anthem 69 Humana 13

Owensboro, KY 6843 Anthem 82 Humana 9

Lo u isian a 5751 LA Hlth Serv & Ind (BCBS) 75 Cigna 10

Alexandria, LA 6583 LA Hlth Serv & Ind (BCBS) 81 Cigna 7

Baton Rouge, LA 5800 LA Hlth Serv & Ind (BCBS) 75 Cigna 11

Hammond, LA 5918 LA Hlth Serv & Ind (BCBS) 76 Cigna 10

Houma-Thibodaux, LA 6306 LA Hlth Serv & Ind (BCBS) 79 Cigna 9

Lafayette, LA 6148 LA Hlth Serv & Ind (BCBS) 77 Cigna 11

Lake Charles, LA 5541 LA Hlth Serv & Ind (BCBS) 73 Cigna 14

Monroe, LA 6385 LA Hlth Serv & Ind (BCBS) 79 Cigna 8

New Orleans-Metairie, LA 5649 LA Hlth Serv & Ind (BCBS) 74 Cigna 10

Shreveport-Bossier City, LA 6138 LA Hlth Serv & Ind (BCBS) 78 Cigna 8

M aine 2866 Anthem 42 Cigna 25

Bangor, ME 2751 Cigna 35 Anthem 34
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Lewiston-Auburn, ME 2826 Cigna 35 Anthem 30

Portland-South Portland, ME 2853 Anthem 42 Cigna 23

M aryland 3458 CareFirst 48 Cigna 27

Baltimore-Columbia-Towson, MD 3655 CareFirst 50 Cigna 30

California-Lexington Park, MD 4477 CareFirst 62 Cigna 23

Cumberland, MD-WV 3116 CareFirst 41 Cigna 35

Hagerstown-Martinsburg, MD-WV 2430 Cigna 33 Aetna 24

Salisbury, MD-DE 3429 Highmark 50 CareFirst 26

M assachusetts 2212 BCBS MA 37 Tufts 19

Barnstable Town, MA 3006 Harvard Pilgrim 44 BCBS MA 30

Boston-Cambridge-Newton, MA-NH 1881 BCBS MA 33 Tufts 16

Pittsfield, MA 2850 BCBS MA 46 Cigna 21

Springfield, MA 2265 Cigna 31 BCBS MA 26

Worcester, MA-CT 1825 BCBS MA 28 Tufts 18

M ichigan 6074 BCBS MI 77 Aetna 8

Ann Arbor, MI 7075 BCBS MI 84 Aetna 9

Battle Creek, MI 7154 BCBS MI 84 Spectrum Hlth 4

Bay City, MI 6387 BCBS MI 79 Henry Ford HS 10

Detroit-Warren-Dearborn, MI 6185 BCBS MI 78 Aetna 8

Flint, MI 6502 BCBS MI 80 Aetna 7

Grand Rapids-Kentwood, MI 5449 BCBS MI 73 Spectrum Hlth 10

Jackson, MI 7182 BCBS MI 84 Henry Ford HS 9

Kalamazoo-Portage, MI 7662 BCBS MI 87 Henry Ford HS 3

Lansing-East Lansing, MI 7992 BCBS MI 89 Aetna 3

Midland, MI 5359 BCBS MI 68 Aetna 26

Monroe, MI 6789 BCBS MI 82 Aetna 9

Muskegon, MI 5798 BCBS MI 75 Spectrum Hlth 9

Niles, MI 6068 BCBS MI 77 Henry Ford HS 8

Saginaw, MI 5802 BCBS MI 75 Henry Ford HS 14

M innesota 3318 BCBS MN 51 HealthPartners 18

Duluth, MN-WI 3499 BCBS MN 53 HealthPartners 18

Mankato, MN 4963 BCBS MN 66 Medica 22

Minneapolis-St. Paul-Bloomington, MN-WI 2744 BCBS MN 44 HealthPartners 22

Rochester, MN 5139 BCBS MN 68 Medica 23

St. Cloud, MN 3936 BCBS MN 57 Medica 18

M ississipp i 5623 BCBS MS 73 Cigna 14

Gulfport-Biloxi, MS 6001 BCBS MS 76 Cigna 10

Hattiesburg, MS 6410 BCBS MS 79 Cigna 9

Jackson, MS 6002 BCBS MS 76 Aetna 11

M issouri 2154 Anthem 32 BCBS KS City 22

Cape Girardeau, MO-IL 3118 Anthem 51 Cigna 12

Columbia, MO 2742 Anthem 42 Aetna 22

Jefferson City, MO 3240 Anthem 48 Aetna 26

Joplin, MO 2610 Anthem 41 CoxHealth 22

Kansas City, MO-KS 3795 BCBS KS City 56 Cigna 19
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Table 3. (continued)

Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019. PPOproduct markets

State  and M SAs PPO  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Springfield, MO 2054 CoxHealth 28 Anthem 23

St. Joseph, MO-KS 4876 BCBS KS City 68 Aetna 13

St. Louis, MO-IL 2468 Anthem 35 Cigna 28

M ontana 3510 HCSC (BCBS) 44 Cigna 39

Billings, MT 3553 HCSC (BCBS) 47 Cigna 36

Great Falls, MT 4234 HCSC (BCBS) 55 Cigna 34

Missoula, MT 3638 HCSC (BCBS) 44 Cigna 40

N ebraska 5161 BCBS NE 69 Aetna 17

Grand Island, NE 6223 BCBS NE 78 Aetna 9

Lincoln, NE 6063 BCBS NE 76 Aetna 14

Omaha-Council Bluffs, NE-IA 3968 BCBS NE 57 Aetna 24

N evada 2009 Anthem 30 Aetna 20

Carson City, NV 2766 Anthem 46 UHS (Prominence HP) 17

Las Vegas-Henderson-Paradise, NV 1955 Anthem 26 Cigna 20

Reno, NV 2190 Anthem 36 Renown Hlth 20

New H am pshire 3055 Cigna 42 Anthem 34

Manchester-Nashua, NH 2911 Cigna 43 Anthem 28

New Je rse y 2872 Aetna 37 Horizon BCBS 31

Atlantic City-Hammonton, NJ 6083 Horizon BCBS 77 Aetna 11

Ocean City, NJ 4335 Horizon BCBS 62 Aetna 19

Trenton-Princeton, NJ 3618 Aetna 52 Horizon BCBS 24

Vineland-Bridgeton, NJ 3770 Horizon BCBS 54 Aetna 24

New M exico 4733 HCSC (BCBS) 66 Presbyterian 13

Albuquerque, NM 3745 HCSC (BCBS) 55 Presbyterian 23

Farmington, NM 4191 HCSC (BCBS) 60 Cigna 20

Las Cruces, NM 6382 HCSC (BCBS) 79 Cigna 8

Santa Fe, NM 4333 HCSC (BCBS) 62 Presbyterian 16

New York 1468 Aetna 18 UnitedHealth Group 18

Albany-Schenectady-Troy, NY 2191 UnitedHealth Group 31 CDPHP 30

Binghamton, NY 4068 Lifetime Hlthcare 59 UnitedHealth Group 22

Buffalo-Cheektowaga, NY 1783 Independent Hlth 25 Lifetime Hlthcare 23

Elmira, NY 5186 Lifetime Hlthcare 70 UnitedHealth Group 15

Glens Falls, NY 1951 UnitedHealth Group 29 CDPHP 26

Ithaca, NY 3314 Lifetime Hlthcare 40 Aetna 38

Kingston, NY 2190 UnitedHealth Group 36 MVP Hlth Care 23

New York-Newark-Jersey City, NY-NJ-PA 1676 Aetna 23 Anthem 20

Poughkeepsie-Newburgh-Middletown, NY 1798 UnitedHealth Group 26 Anthem 23

Rochester, NY 6728 Lifetime Hlthcare 81 MVP Hlth Care 6

Syracuse, NY 5458 Lifetime Hlthcare 72 UnitedHealth Group 12

Utica-Rome, NY 4430 Lifetime Hlthcare 62 UnitedHealth Group 22

Watertown-Fort Drum, NY 4137 Lifetime Hlthcare 60 UnitedHealth Group 19

N orth C aro lin a 4455 BCBS NC 62 Cigna 22

Asheville, NC 4743 BCBS NC 65 Cigna 20

Burlington, NC 4393 BCBS NC 61 Cigna 22

Charlotte-Concord-Gastonia, NC-SC 2913 BCBS NC 41 Cigna 30

© 2020 American Medical Association. All rights



2020 update | American Medical Association

State  and M SAs PPO  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Durham-Chapel Hill, NC 4116 BCBS NC 57 Aetna 26

Fayetteville, NC 5605 BCBS NC 73 Cigna 12

Goldsboro, NC 6579 BCBS NC 80 Cigna 15

Greensboro-High Point, NC 4841 BCBS NC 65 Cigna 22

Greenville, NC 6651 BCBS NC 80 Cigna 15

Hickory-Lenoir-Morganton, NC 6424 BCBS NC 79 Cigna 13

Jacksonville, NC 6135 BCBS NC 77 Aetna 12

New Bern, NC 6284 BCBS NC 78 Cigna 12

Raleigh-Cary, NC 4038 BCBS NC 56 Cigna 24

Rocky Mount, NC 6402 BCBS NC 79 Cigna 12

Wilmington, NC 4970 BCBS NC 67 Cigna 18

Winston-Salem, NC 4335 BCBS NC 57 Cigna 33

N orth D akota 6548 BCBS ND 80 Cigna 6

Bismarck, ND 6517 BCBS ND 80 Aetna 6

Fargo, ND-MN 3130 BCBS ND 44 BCBS MN 31

Grand Forks, ND-MN 3308 BCBS ND 44 BCBS MN 34

O hio 2677 Anthem 36 Medical Mutual 33

Akron, OH 3031 Medical Mutual 47 Anthem 25

Canton-Massillon, OH 2975 Medical Mutual 47 Anthem 22

Cincinnati, OH-KY-IN 4292 Anthem 63 Aetna 12

Cleveland-Elyria, OH 3605 Medical Mutual 55 Anthem 21

Columbus, OH 2464 Anthem 33 Aetna 30

Dayton-Kettering, OH 4118 Anthem 62 Aetna 10

Lima, OH 2912 Medical Mutual 45 Anthem 25

Mansfield, OH 3715 Medical Mutual 56 Anthem 19

Springfield, OH 2919 Anthem 47 Aetna 18

Toledo, OH 2685 Medical Mutual 39 Anthem 26

Weirton-Steubenville, WV-OH 2296 Anthem 37 Aetna 21

Youngstown-Warren-Boardman, OH-PA 2177 Medical Mutual 31 Anthem 30

O klah om a 4895 HCSC (BCBS) 67 Aetna 15

Enid, OK 5425 HCSC (BCBS) 71 Cigna 17

Lawton, OK 5848 HCSC (BCBS) 75 Cigna 10

Oklahoma City, OK 4756 HCSC (BCBS) 66 Aetna 14

Tulsa, OK 4214 HCSC (BCBS) 60 Aetna 20

O rego n 2016 Cambia 32 Providence Hlth 24

Albany-Lebanon, OR 2186 Cambia 38 PacificSource 15

Bend, OR 2114 Cambia 37 PacificSource 16

Corvallis, OR 2853 Cambia 47 Moda Health 18

Eugene-Springfield, OR 2174 Cambia 31 PacificSource 27

Grants Pass, OR 2383 Cambia 36 PacificSource 29

Medford, OR 2166 Cambia 37 PacificSource 18

Portland-Vancouver-Hillsboro, OR-WA 2169 Providence Hlth 32 Cambia 28

Salem, OR 2432 Cambia 40 Providence Hlth 20

Pen nsylvan ia 2077 Highmark 34 Aetna 23

Allentown-Bethlehem-Easton, PA-NJ 2432 Highmark 41 Capital BC 19
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State  and M SAs PPO  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Altoona, PA 3117 Highmark 39 UPMC 36

Bloomsburg-Berwick, PA 2922 Highmark 46 Capital BC 22

Chambersburg-Waynesboro, PA 3854 Highmark 57 Capital BC 21

East Stroudsburg, PA 4287 Highmark 62 Aetna 16

Erie, PA 3488 Highmark 46 UPMC 32

Gettysburg, PA 3597 Highmark 54 Capital BC 23

Harrisburg-Carlisle, PA 3356 Highmark 51 Capital BC 21

Johnstown, PA 3290 Highmark 43 UPMC 34

Lancaster, PA 3517 Highmark 51 Capital BC 26

Lebanon, PA 3972 Highmark 58 Capital BC 20

Philadelphia-Camden-Wilmington, PA-NJ-DE-MD 2490 Aetna 35 Independence Hlth Grp 31

Pittsburgh, PA 3081 Highmark 39 UPMC 35

Reading, PA 3087 Highmark 47 Capital BC 24

Scranton--Wilkes-Barre, PA 4446 Highmark 64 Aetna 14

State College, PA 3146 Highmark 43 Aetna 27

Williamsport, PA 3120 Highmark 50 UPMC 16

York-Hanover, PA 3292 Highmark 51 Capital BC 23

R h o de Island 4697 BCBS RI 67 Cigna 11

Providence-Warwick, RI-MA 2512 BCBS RI 43 BCBS MA 18

South Carolina 5198 BCBS SC 69 Cigna 20

Charleston-North Charleston, SC 5531 BCBS SC 72 Cigna 16

Columbia, SC 5611 BCBS SC 72 Cigna 18

Florence, SC 5642 BCBS SC 72 Cigna 20

Greenville-Anderson, SC 4656 BCBS SC 62 Cigna 27

Hilton Head Island-Bluffton, SC 5188 BCBS SC 70 Cigna 14

Myrtle Beach-Conway-North Myrtle Beach, SC-NC 3094 BCBS SC 49 Cigna 18

Spartanburg, SC 5034 BCBS SC 66 Cigna 26

Sumter, SC 5582 BCBS SC 71 Cigna 23

South D akota 4234 Wellmark (BCBS) 60 Avera Hlth 24

Rapid City, SD 6102 Wellmark (BCBS) 77 Cigna 7

Sioux Falls, SD 3703 Wellmark (BCBS) 52 Avera Hlth 29

Tennessee 3819 BCBSTN 52 Cigna 30

Chattanooga, TN-GA 3540 BCBSTN 53 Cigna 24

Clarksville, TN-KY 2711 BCBSTN 37 Anthem 32

Cleveland, TN 4251 BCBSTN 56 Cigna 31

Jackson, TN 3498 BCBSTN 45 Cigna 34

Johnson City, TN 6088 BCBSTN 76 Cigna 15

Kingsport-Bristol, TN-VA 3282 BCBSTN 46 Cigna 26

Knoxville, TN 4340 BCBSTN 58 Cigna 31

Memphis, TN-MS-AR 3399 Cigna 48 BCBSTN 31

Morristown, TN 5227 BCBSTN 67 Cigna 26

Nashville-Davidson--Murfreesboro--Franklin, TN 3509 BCBSTN 48 Cigna 29

Texas 3265 HCSC (BCBS) 45 Aetna 29

Abilene, TX 4878 HCSC (BCBS) 67 Aetna 17

Amarillo, TX 3438 HCSC (BCBS) 51 Cigna 22
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State  and M SAs PPO  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Austin-Round Rock-Georgetown, TX 3215 HCSC (BCBS) 39 Aetna 37

Beaumont-Port Arthur, TX 3405 HCSC (BCBS) 49 Aetna 27

Brownsville-Harlingen, TX 5849 HCSC (BCBS) 75 Aetna 12

College Station-Bryan, TX 4377 HCSC (BCBS) 61 Cigna 23

Corpus Christi, TX 4115 HCSC (BCBS) 58 Aetna 26

Dallas-Fort Worth-Arlington, TX 3150 HCSC (BCBS) 40 Aetna 28

El Paso, TX 3265 HCSC (BCBS) 41 Aetna 37

Houston-The Woodlands-Sugar Land, TX 3102 HCSC (BCBS) 38 Aetna 30

Killeen-Temple, TX 2459 HCSC (BCBS) 37 Cigna 21

Laredo, TX 6148 HCSC (BCBS) 77 Aetna 10

Longview, TX 4254 HCSC (BCBS) 60 Cigna 19

Lubbock, TX 4992 HCSC (BCBS) 68 Aetna 17

McAllen-Edinburg-Mission, TX 5452 HCSC (BCBS) 72 Aetna 15

Midland, TX 5257 HCSC (BCBS) 70 Cigna 18

Odessa, TX 6320 HCSC (BCBS) 78 Cigna 11

San Angelo, TX 4400 HCSC (BCBS) 60 Aetna 28

San Antonio-New Braunfels, TX 3503 HCSC (BCBS) 44 Aetna 38

Sherman-Denison, TX 3142 HCSC (BCBS) 45 Aetna 25

Texarkana, TX-AR 3858 HCSC (BCBS) 59 Aetna 13

Tyler, TX 4765 HCSC (BCBS) 66 Aetna 17

Victoria, TX 3325 HCSC (BCBS) 48 Aetna 24

Waco, TX 3193 HCSC (BCBS) 50 Aetna 18

Wichita Falls, TX 4526 HCSC (BCBS) 63 Aetna 21

Utah 2324 Intermountain 35 Cambia 22

Logan, UT-ID 2491 Intermountain 39 Cigna 24

Ogden-Clearfield, UT 2269 Intermountain 32 Cambia 25

Provo-Orem, UT 3019 Intermountain 45 Cigna 29

Salt Lake City, UT 2338 Intermountain 35 Cigna 22

St. George, UT 2244 Intermountain 37 Cambia 17

V erm ont 3486 Cigna 51 BCBSVT 26

Burlington-South Burlington, VT 3858 Cigna 55 BCBSVT 27

V irg in ia 3055 Anthem 46 Cigna 23

Blacksburg-Christiansburg, VA 3805 Anthem 53 Aetna 28

Charlottesville, VA 3765 Aetna 52 Anthem 30

Harrisonburg, VA 5473 Anthem 72 Aetna 13

Lynchburg, VA 3921 Anthem 58 Cigna 16

Richmond, VA 3745 Anthem 50 Cigna 31

Roanoke, VA 3807 Anthem 49 Aetna 35

Staunton, VA 4211 Anthem 53 Aetna 36

Virginia Beach-Norfolk-Newport News, VA-NC 4495 Anthem 64 Cigna 16

Winchester, VA-WV 3806 Anthem 56 Aetna 19

W ashington 2101 Cambia 28 Premera 27

Bellingham, WA 2058 Cambia 31 Premera 18

Bremerton-Silverdale-Port Orchard, WA 2105 Cambia 36 Kaiser 15

Kennewick-Richland, WA 2491 Premera 40 Aetna 22
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Table 3. (continued)

Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019. PPOproduct markets

State  and M SAs PPO  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Longview, WA 2845 Premera 47 Aetna 15

Mount Vernon-Anacortes, WA 2199 Cambia 32 Premera 24

Olympia-Lacey-Tumwater, WA 1810 Premera 26 Aetna 20

Seattle-Tacoma-Bellevue, WA 2167 Premera 28 Cambia 26

Spokane-Spokane Valley, WA 3021 Premera 50 Aetna 15

Walla Walla, WA 2671 Premera 43 Cambia 24

Wenatchee, WA 3255 Premera 51 Hlth Alliance 19

Yakima, WA 2311 Premera 35 Cambia 22

W est V irg in ia 3481 Highmark 50 Aetna 25

Beckley, WV 4858 Highmark 68 Aetna 13

Charleston, WV 3633 Highmark 53 Aetna 23

Huntington-Ashland, WV-KY-OH 3121 Anthem 50 Highmark 20

Morgantown, WV 4330 Highmark 62 Aetna 17

Parkersburg-Vienna, WV 4429 Highmark 63 Cigna 18

Wheeling, WV-OH 2201 Anthem 36 Highmark 19

W isconsin 1959 Anthem 37 Cigna 14

Appleton, WI 1963 Cigna 31 Anthem 25

Eau Claire, WI 1795 Anthem 29 Cigna 22

Fond du Lac, WI 1735 Anthem 31 Cigna 17

Green Bay, WI 1710 Cigna 27 Anthem 22

Janesville-Beloit, WI 1587 Anthem 28 UnitedHealth Group 15

La Crosse-Onalaska, WI-MN 1994 Quartz 35 BCBS MN 20

Madison, WI 1565 Anthem 31 Aetna 12

Milwaukee-Waukesha, WI 2929 Anthem 49 Cigna 14

Oshkosh-Neenah, WI 2040 Anthem 32 Cigna 25

Racine, WI 2071 Anthem 34 Cigna 21

Sheboygan, WI 1915 Anthem 36 Cigna 13

Wausau-Weston, WI 2476 Anthem 44 Humana 15

W yom ing 4089 Cigna 60 BCBS WY 17

Casper, WY 6074 Cigna 77 BCBS WY 10

Cheyenne, WY 4443 Cigna 61 BCBS WY 26

Notes:

1. Source: Managed Market Surveyor Suite | MSA Medical Program | January 1, 2019 | Managed Market Surveyor | Selected Geographies | January 1,2019 | Enterprise License © 2019 DR/ 
Decision Resources, LLC. All rights reserved.

2. State and MSA-level Herfindahl-Hirschman Indices (HHIs) and the market shares of the two largest insurers in the PPO product market are reported.

3. Data are based on enrollments in both fu lly  and self-insured health plans.
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Table 4. Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019 
POS product markets

2020 update | American Medical Association

State  and M SAs

A labam a

PO S HHI Insurer 1 Share  (% ) Insurer 2

8393 UnitedHealth Group 91 BCBS AL

Share  (% )

9

Auburn-Opelika, AL 5475 BCBS AL 65 UnitedHealth Group 35

Birmingham-Hoover, AL 9003 UnitedHealth Group 95 BCBS AL

Daphne-Fairhope-Foley, AL 9723 UnitedHealth Group 99 BCBS AL

Huntsville, AL 7378 UnitedHealth Group 84 BCBS AL 16

Mobile, AL 9126 UnitedHealth Group 95 BCBS AL

Montgomery, AL 9861 UnitedHealth Group 99 BCBS AL

A laska 10000 UnitedHealth Group 100

A rizo n a 8959 UnitedHealth Group 95 Cigna

Lake Havasu City-Kingman, AZ 9408 UnitedHealth Group 97 Humana

Phoenix-Mesa-Chandler, AZ 9030 UnitedHealth Group 95 Cigna

Prescott Valley-Prescott, AZ 9503 UnitedHealth Group 97 Humana

Sierra Vista-Douglas, AZ 9526 UnitedHealth Group 98 Humana

Tucson, AZ

C aliforn ia

8507 UnitedHealth Group 92

4944 UnitedHealth Group 64

Cigna

A rkan sas 4029 UnitedHealth Group 55 BCBS AR 25

Fayetteville-Springdale-Rogers, AR 3484 UnitedHealth Group 43 BCBS AR 31

Fort Smith, AR-OK 5279 UnitedHealth Group 69 BCBS AR 17

Hot Springs, AR 4211 UnitedHealth Group 57 BCBS AR 23

Jonesboro, AR 3533 UnitedHealth Group 44 BCBS AR 30

Little Rock-North Little Rock-Conway, AR 4747 UnitedHealth Group 64 BCBS AR 20

Pine Bluff, AR 3850 UnitedHealth Group 52 BCBS AR 26

Anthem 27

Bakersfield, CA 4847 Anthem 55 UnitedHealth Group 43

Chico, CA 5030 Anthem 55 UnitedHealth Group 45

Fresno, CA 4935 UnitedHealth Group 53 Anthem 46

Hanford-Corcoran, CA 5300 UnitedHealth Group 63 Anthem 37

Los Angeles-Long Beach-Anaheim, CA 4013 UnitedHealth Group 54 Anthem 30

Merced, CA 5100 Anthem 59 UnitedHealth Group 40

Modesto, CA 4882 UnitedHealth Group 53 Anthem 45

Napa, CA 4928 Anthem 51 UnitedHealth Group 49

Oxnard-Thousand Oaks-Ventura, CA 4587 UnitedHealth Group 52 Anthem 43

Redding, CA 5595 Anthem 67 UnitedHealth Group 33

Riverside-San Bernardino-Ontario, CA 4127 UnitedHealth Group 57 Anthem 27

Sacramento-Roseville-Folsom, CA 6093 UnitedHealth Group 75 Anthem 23

Salinas, CA 5194 UnitedHealth Group 60 Anthem 40

San Diego-Chula Vista-Carlsbad, CA 5708 UnitedHealth Group 73 Anthem 20

San Francisco-Oakland-Berkeley, CA 6773 UnitedHealth Group 81 Anthem 16

San Jose-Sunnyvale-Santa Clara, CA 7328 UnitedHealth Group 85 Anthem 13

San Luis Obispo-Paso Robles, CA 5104 Anthem 59 UnitedHealth Group 40

Santa Cruz-Watsonville, CA 5252 UnitedHealth Group 64 Anthem 33

Santa Maria-Santa Barbara, CA 3669 UnitedHealth Group 44 Anthem 39

Santa Rosa-Petaluma, CA 5982 UnitedHealth Group 73 Anthem 25

Stockton, CA 5264 UnitedHealth Group 64 Anthem 34

Vallejo, CA 6215 UnitedHealth Group 76 Anthem 22

Visalia, CA 4917 Anthem 53 UnitedHealth Group 46

Yuba City, CA 5036 Anthem 55 UnitedHealth Group 45

5

5

4

3

4

2

2

7
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Table 4. (continued)

Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019. POS product markets

State  and M SAs PO S HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

C o lo rado 6686 UnitedHealth Group 79 Anthem 19

Boulder, CO 6559 UnitedHealth Group 78 Anthem 21

Colorado Springs, CO 6351 UnitedHealth Group 77 Anthem 22

Denver-Aurora-Lakewood, CO 7428 UnitedHealth Group 85 Anthem 14

Fort Collins, CO 5351 UnitedHealth Group 65 Anthem 34

Grand Junction, CO 6236 UnitedHealth Group 75 Anthem 24

Greeley, CO 6577 UnitedHealth Group 79 Anthem 20

Pueblo, CO 6079 UnitedHealth Group 73 Anthem 26

C o n n e cticu t 4010 UnitedHealth Group 54 Anthem 29

Bridgeport-Stamford-Norwalk, CT 5358 UnitedHealth Group 70 Anthem 19

Hartford-East Hartford-Middletown, CT 3586 UnitedHealth Group 48 Anthem 30

New Haven-Milford, CT 3586 UnitedHealth Group 41 Anthem 39

Norwich-New London, CT 5148 UnitedHealth Group 65 Anthem 29

Delaw are 7021 UnitedHealth Group 82 Highmark 18

D istrict o f C o lum b ia 9821 UnitedHealth Group 99 Cigna 1

Washington-Arlington-Alexandria, DC-VA-MD-WV 6691 UnitedHealth Group 80 Anthem 18

F lo rid a 9125 UnitedHealth Group 95 Cigna 3

Cape Coral-Fort Myers, FL 9685 UnitedHealth Group 98 Humana 1

Crestview-Fort Walton Beach-Destin, FL 9447 UnitedHealth Group 97 Humana 3

Deltona-Daytona Beach-Ormond Beach, FL 7987 UnitedHealth Group 89 BCBSFL 10

Gainesville, FL 9234 UnitedHealth Group 96 Humana 4

Homosassa Springs, FL 9788 UnitedHealth Group 99 Humana 1

Jacksonville, FL 9646 UnitedHealth Group 98 Humana 1

Lakeland-Winter Haven, FL 8096 UnitedHealth Group 89 Cigna 10

Miami-Fort Lauderdale-Pompano Beach, FL 8761 UnitedHealth Group 93 Cigna 6

Naples-Marco Island, FL 9645 UnitedHealth Group 98 Humana 1

North Port-Sarasota-Bradenton, FL 9705 UnitedHealth Group 99 Humana 1

Ocala, FL 8477 UnitedHealth Group 92 Cigna 7

Orlando-Kissimmee-Sanford, FL 9355 UnitedHealth Group 97 Cigna 2

Palm Bay-Melbourne-Titusville, FL 9244 UnitedHealth Group 96 Humana 2

Panama City, FL 9555 UnitedHealth Group 98 Humana 2

Pensacola-Ferry Pass-Brent, FL 9655 UnitedHealth Group 98 Humana 2

Port St. Lucie, FL 8152 UnitedHealth Group 90 Cigna 9

Punta Gorda, FL 9662 UnitedHealth Group 98 Humana 1

Sebastian-Vero Beach, FL 9468 UnitedHealth Group 97 Cigna 2

Tallahassee, FL 9575 UnitedHealth Group 98 Humana 2

Tampa-St. Petersburg-Clearwater, FL 9660 UnitedHealth Group 98 Humana 1

G eo rgia 4560 Anthem 54 UnitedHealth Group 40

Albany, GA 5128 Anthem 65 UnitedHealth Group 31

Athens-Clarke County, GA 5308 Anthem 69 UnitedHealth Group 22

Atlanta-Sandy Springs-Alpharetta, GA 4509 Anthem 49 UnitedHealth Group 46

Augusta-Richmond County, GA-SC 4431 Anthem 49 UnitedHealth Group 45

Brunswick, GA 4736 Anthem 59 UnitedHealth Group 34

Columbus, GA-AL 5619 Anthem 72 UnitedHealth Group 19

Dalton, GA 6652 Anthem 80 UnitedHealth Group 13
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State  and M SAs PO S HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Gainesville, GA 4893 Anthem 61 UnitedHealth Group 33

Hinesville, GA 5415 Anthem 70 UnitedHealth Group 20

Macon-Bibb County, GA 4799 Anthem 58 UnitedHealth Group 38

Rome, GA 5812 Anthem 73 UnitedHealth Group 19

Savannah, GA 4138 Anthem 49 UnitedHealth Group 40

Valdosta, GA 5305 Anthem 69 UnitedHealth Group 22

Warner Robins, GA 5952 Anthem 73 UnitedHealth Group 25

Idaho 6488 UnitedHealth Group 77 BC of ID 23

Boise City, ID 7652 UnitedHealth Group 86 BC of ID 14

Coeur d'Alene, ID 5051 BC of ID 55 UnitedHealth Group 45

Illino is 9417 UnitedHealth Group 97 Hlth Alliance 3

Bloomington, IL 5604 UnitedHealth Group 67 Hlth Alliance 33

Champaign-Urbana, IL 5911 Hlth Alliance 71 UnitedHealth Group 29

Chicago-Naperville-Elgin, IL-IN-WI 7624 UnitedHealth Group 86 Anthem 13

Davenport-Moline-Rock Island, IA-IL 9414 UnitedHealth Group 97 Wellmark (BCBS) 2

Kankakee, IL 9624 UnitedHealth Group 98 Hlth Alliance 2

Peoria, IL 7749 UnitedHealth Group 87 Hlth Alliance 13

Rockford, IL 9978 UnitedHealth Group 100 Hlth Alliance 0

Springfield, IL 7982 UnitedHealth Group 89 Hlth Alliance 11

Ind iana 4713 Anthem 55 UnitedHealth Group 41

Bloomington, IN 5334 Anthem 68 UnitedHealth Group 25

Columbus, IN 3738 S.E. Indiana Hlth 45 Anthem 37

Elkhart-Goshen, IN 5019 Anthem 60 UnitedHealth Group 37

Evansville, IN-KY 4670 Anthem 54 UnitedHealth Group 41

Fort Wayne, IN 4888 Anthem 52 UnitedHealth Group 47

Indianapolis-Carmel-Anderson, IN 4810 Anthem 51 UnitedHealth Group 47

Kokomo, IN 6107 Anthem 74 UnitedHealth Group 26

Lafayette-West Lafayette, IN 4933 Anthem 52 UnitedHealth Group 48

Michigan City-La Porte, IN 5459 Anthem 66 UnitedHealth Group 34

Muncie, IN 6190 Anthem 75 UnitedHealth Group 25

South Bend-Mishawaka, IN-MI 4696 Anthem 56 UnitedHealth Group 39

Terre Haute, IN 6123 Anthem 74 UnitedHealth Group 25

Iowa 8367 UnitedHealth Group 91 Wellmark (BCBS) 9

Ames, IA 7138 UnitedHealth Group 83 Wellmark (BCBS) 17

Cedar Rapids, IA 7697 UnitedHealth Group 87 Wellmark (BCBS) 13

Davenport-Moline-Rock Island, IA-IL 9414 UnitedHealth Group 97 Wellmark (BCBS) 2

Des Moines-West Des Moines, IA 9009 UnitedHealth Group 95 Wellmark (BCBS) 5

Dubuque, IA 8608 UnitedHealth Group 92 Wellmark (BCBS) 8

Iowa City, IA 6453 UnitedHealth Group 77 Wellmark (BCBS) 23

Sioux City, IA-NE-SD 9118 UnitedHealth Group 95 Wellmark (BCBS) 5

Waterloo-Cedar Falls, IA 9264 UnitedHealth Group 96 Wellmark (BCBS) 4

K ansas 9808 UnitedHealth Group 99 Humana 1

Lawrence, KS 9650 UnitedHealth Group 98 Humana 2

Topeka, KS 9826 UnitedHealth Group 99 Humana 1

Wichita, KS 9880 UnitedHealth Group 99 Humana 1
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Table 4. (continued)

Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019. POS product markets

State  and M SAs

K e ntu cky

PO S HHI Insurer 1 Share  (% ) Insurer 2

3974 UnitedHealth Group 46 Anthem

Share  (% )

42

Bowling Green, KY 3833 Anthem 43 UnitedHealth Group 42

Elizabethtown-Fort Knox, KY 4032 Anthem 53 UnitedHealth Group 32

Lexington-Fayette, KY 3865 Anthem 48 UnitedHealth Group 36

Louisville/Jefferson County, KY-IN 4193 UnitedHealth Group 48 Anthem 42

Owensboro, KY

M aine

4362 Anthem 46 UnitedHealth Group

5105 Anthem 57 UnitedHealth Group

46

Lo u isian a 8949 UnitedHealth Group 94 Humana 5

Alexandria, LA 9157 UnitedHealth Group 96 Humana 4

Baton Rouge, LA 8694 UnitedHealth Group 93 Humana 7

Hammond, LA 8750 UnitedHealth Group 93 Humana 6

Houma-Thibodaux, LA 9085 UnitedHealth Group 95 Humana 5

Lafayette, LA 8855 UnitedHealth Group 94 Humana 6

Lake Charles, LA 8782 UnitedHealth Group 93 Humana 6

Monroe, LA 9216 UnitedHealth Group 96 Humana 4

New Orleans-Metairie, LA 9186 UnitedHealth Group 96 Humana 4

Shreveport-Bossier City, LA 8711 UnitedHealth Group 93 Humana 7

42

Bangor, ME 5153 Anthem 59 UnitedHealth Group 41

Lewiston-Auburn, ME 5058 Anthem 56 UnitedHealth Group 44

Portland-South Portland, ME

M assachusetts

5009 Anthem 53 UnitedHealth Group

9807 UnitedHealth Group 99 Cigna

47

M aryland 9748 UnitedHealth Group 99 Cigna 1

Baltimore-Columbia-Towson, MD 9904 UnitedHealth Group 100 Cigna 0

Cumberland, MD-WV 9802 UnitedHealth Group 99 Hlth Plan Upper Ohio 1

Hagerstown-Martinsburg, MD-WV 8904 UnitedHealth Group 94 Cigna 4

Salisbury, MD-DE 8494 UnitedHealth Group 92 Highmark 8

Boston-Cambridge-Newton, MA-NH 6363 UnitedHealth Group 76 Anthem 23

Springfield, MA 8436 UnitedHealth Group 92 EmblemHealth

Worcester, MA-CT

M innesota

5475 UnitedHealth Group 69 Anthem

6953 UnitedHealth Group 81 HealthPartners

26

M ichigan 6770 UnitedHealth Group 80 Spectrum Hlth 18

Ann Arbor, MI 5470 UnitedHealth Group 66 Spectrum Hlth 34

Battle Creek, MI 7771 UnitedHealth Group 87 Spectrum Hlth 13

Detroit-Warren-Dearborn, MI 6629 UnitedHealth Group 79 Spectrum Hlth 19

Flint, MI 5454 UnitedHealth Group 67 Spectrum Hlth 30

Grand Rapids-Kentwood, MI 6725 UnitedHealth Group 79 Spectrum Hlth 20

Kalamazoo-Portage, MI 8439 UnitedHealth Group 91 Spectrum Hlth 9

Niles, MI 6841 UnitedHealth Group 80 Spectrum Hlth 20

19

Duluth, MN-WI 6343 UnitedHealth Group 78 Anthem 15

Minneapolis-St. Paul-Bloomington, MN-WI 5851 UnitedHealth Group 74 HealthPartners 19

Rochester, MN 8940 UnitedHealth Group 94 HealthPartners

St. Cloud, MN 5446 UnitedHealth Group 65 HealthPartners 35

M ississipp i 9980 UnitedHealth Group 100 Cigna 0

Gulfport-Biloxi, MS 9959 UnitedHealth Group 100 Cigna 0

Hattiesburg, MS 10000 UnitedHealth Group 100 - -

Jackson, MS 9998 UnitedHealth Group 100 Cigna 0

0

6

6
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State  and M SAs PO S HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

M issouri 7255 UnitedHealth Group 84 Anthem 16

Cape Girardeau, MO-IL 7175 UnitedHealth Group 83 Anthem 17

Columbia, MO 8909 UnitedHealth Group 94 Anthem 6

Jefferson City, MO 7384 UnitedHealth Group 85 Anthem 15

Joplin, MO 6016 UnitedHealth Group 73 Anthem 27

Kansas City, MO-KS 9862 UnitedHealth Group 99 Humana 0

Springfield, MO 7868 UnitedHealth Group 88 Anthem 12

St. Joseph, MO-KS 9980 UnitedHealth Group 100 Humana 0

St. Louis, MO-IL 7602 UnitedHealth Group 86 Anthem 14

M ontana 9458 UnitedHealth Group 97 HCSC (BCBS) 3

N ebraska 9999 UnitedHealth Group 100 Cigna 0

Lincoln, NE 10000 UnitedHealth Group 100 - -

Omaha-Council Bluffs, NE-IA 9898 UnitedHealth Group 99 Wellmark (BCBS) 1

N evada 6032 UnitedHealth Group 73 Anthem 27

Las Vegas-Henderson-Paradise, NV 6231 UnitedHealth Group 75 Anthem 24

Reno, NV 7107 UnitedHealth Group 82 Anthem 17

New H am pshire 4885 UnitedHealth Group 55 Anthem 43

Manchester-Nashua, NH 5098 UnitedHealth Group 60 Anthem 39

New Je rse y 5059 Horizon BCBS 60 UnitedHealth Group 39

Atlantic City-Hammonton, NJ 8572 Horizon BCBS 92 UnitedHealth Group 7

Ocean City, NJ 8935 Horizon BCBS 94 UnitedHealth Group 5

Trenton-Princeton, NJ 5726 Horizon BCBS 70 UnitedHealth Group 29

Vineland-Bridgeton, NJ 8410 Horizon BCBS 91 UnitedHealth Group 8

New M exico 6949 UnitedHealth Group 81 Presbyterian 19

Albuquerque, NM 6135 UnitedHealth Group 74 Presbyterian 26

Farmington, NM 9649 UnitedHealth Group 98 Presbyterian 2

Santa Fe, NM 8403 UnitedHealth Group 91 Presbyterian 9

New York 6614 UnitedHealth Group 80 Anthem 10

Albany-Schenectady-Troy, NY 4688 UnitedHealth Group 58 CDPHP 36

Buffalo-Cheektowaga, NY 6857 Independent Hlth 82 UnitedHealth Group 12

Kingston, NY 8439 UnitedHealth Group 92 Anthem 7

New York-Newark-Jersey City, NY-NJ-PA 4871 UnitedHealth Group 64 Horizon BCBS 26

Poughkeepsie-Newburgh-Middletown, NY 6760 UnitedHealth Group 80 Anthem 19

Rochester, NY 4845 UnitedHealth Group 54 Lifetime Hlthcare 44

Syracuse, NY 8968 UnitedHealth Group 95 Lifetime Hlthcare 5

Utica-Rome, NY 9808 UnitedHealth Group 99 CDPHP 1

N orth C aro lin a 8527 UnitedHealth Group 92 BCBS NC 7

Asheville, NC 8425 UnitedHealth Group 91 BCBS NC 9

Burlington, NC 8630 UnitedHealth Group 93 BCBS NC 7

Charlotte-Concord-Gastonia, NC-SC 8878 UnitedHealth Group 94 BCBS NC 6

Durham-Chapel Hill, NC 8270 UnitedHealth Group 91 BCBS NC 9

Fayetteville, NC 8160 UnitedHealth Group 90 BCBS NC 10

Greensboro-High Point, NC 9175 UnitedHealth Group 96 BCBS NC 4

Hickory-Lenoir-Morganton, NC 9040 UnitedHealth Group 95 BCBS NC 5

Raleigh-Cary, NC 8888 UnitedHealth Group 94 BCBS NC 5
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Table 4. (continued)

Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019. POS product markets

State  and M SAs PO S HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Rocky Mount, NC 8396 UnitedHealth Group 91 BCBS NC 9

Wilmington, NC 9270 UnitedHealth Group 96 BCBS NC 4

Winston-Salem, NC 8586 UnitedHealth Group 92 BCBS NC 8

N orth D akota 9890 UnitedHealth Group 99 HealthPartners 1

Fargo, ND-MN 9629 UnitedHealth Group 98 HealthPartners 2

O hio 4508 UnitedHealth Group 58 Anthem 32

Akron, OH 3918 UnitedHealth Group 50 Anthem 37

Canton-Massillon, OH 3985 UnitedHealth Group 54 Anthem 32

Cincinnati, OH-KY-IN 4757 UnitedHealth Group 60 Anthem 33

Cleveland-Elyria, OH 4112 UnitedHealth Group 56 Anthem 29

Columbus, OH 6347 UnitedHealth Group 77 Anthem 21

Dayton-Kettering, OH 5181 UnitedHealth Group 63 Anthem 34

Lima, OH 3294 UnitedHealth Group 43 Medical Mutual 28

Mansfield, OH 4690 UnitedHealth Group 62 Anthem 28

Springfield, OH 4392 UnitedHealth Group 60 Anthem 25

Toledo, OH 3168 UnitedHealth Group 39 Anthem 30

Weirton-Steubenville, WV-OH 3225 Anthem 37 UnitedHealth Group 35

Youngstown-Warren-Boardman, OH-PA 3468 UnitedHealth Group 44 Anthem 34

O klah om a 9994 UnitedHealth Group 100 Cigna 0

Oklahoma City, OK 9989 UnitedHealth Group 100 Cigna 0

Tulsa, OK 9996 UnitedHealth Group 100 Cigna 0

O rego n 9253 UnitedHealth Group 96 Centene 4

Albany-Lebanon, OR 10000 UnitedHealth Group 100 - -

Eugene-Springfield, OR 10000 UnitedHealth Group 100 - -

Portland-Vancouver-Hillsboro, OR-WA 9204 UnitedHealth Group 96 Centene 4

Salem, OR 10000 UnitedHealth Group 100 - -

Pen nsylvan ia 8006 UnitedHealth Group 89 Independence Hlth Grp 10

Allentown-Bethlehem-Easton, PA-NJ 5047 UnitedHealth Group 57 Horizon BCBS 42

Chambersburg-Waynesboro, PA 9893 UnitedHealth Group 99 Cigna 1

East Stroudsburg, PA 9892 UnitedHealth Group 99 Cigna 1

Erie, PA 10000 UnitedHealth Group 100 - -

Harrisburg-Carlisle, PA 9959 UnitedHealth Group 100 Cigna 0

Lancaster, PA 9898 UnitedHealth Group 99 Cigna 0

Philadelphia-Camden-Wilmington, PA-NJ-DE-MD 4108 UnitedHealth Group 54 Horizon BCBS 33

Pittsburgh, PA 9838 UnitedHealth Group 99 UPMC 1

Reading, PA 9953 UnitedHealth Group 100 Independence Hlth Grp 0

Scranton--Wilkes-Barre, PA 9621 UnitedHealth Group 98 Geisinger 2

York-Hanover, PA 9965 UnitedHealth Group 100 Cigna 0

R h o de Island 9962 UnitedHealth Group 100 EmblemHealth 0

Providence-Warwick, RI-MA 9958 UnitedHealth Group 100 Cigna 0

South C aro lin a 9957 UnitedHealth Group 100 Cigna 0

Charleston-North Charleston, SC 9969 UnitedHealth Group 100 Cigna 0

Columbia, SC 9997 UnitedHealth Group 100 Cigna 0

Florence, SC 9991 UnitedHealth Group 100 Cigna 0

Greenville-Anderson, SC 9976 UnitedHealth Group 100 Cigna 0
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State  and M SAs PO S HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Hilton Head Island-Bluffton, SC 9619 UnitedHealth Group 98 Cigna 2

Myrtle Beach-Conway-North Myrtle Beach, SC-NC 9602 UnitedHealth Group 98 BCBS NC 2

Spartanburg, SC 9968 UnitedHealth Group 100 Cigna 0

South D akota 9950 UnitedHealth Group 100 HealthPartners 0

Sioux Falls, SD 9940 UnitedHealth Group 100 HealthPartners 0

Tennessee 9126 UnitedHealth Group 95 Humana 3

Chattanooga, TN-GA 4234 UnitedHealth Group 57 Anthem 29

Clarksville, TN-KY 4455 UnitedHealth Group 58 Anthem 31

Cleveland, TN 8518 UnitedHealth Group 92 Humana 4

Jackson, TN 8915 UnitedHealth Group 94 Humana 5

Johnson City, TN 9394 UnitedHealth Group 97 Humana 3

Kingsport-Bristol, TN-VA 4945 UnitedHealth Group 57 Anthem 41

Knoxville, TN 9560 UnitedHealth Group 98 Humana 2

Memphis, TN-MS-AR 9140 UnitedHealth Group 96 Humana 2

Morristown, TN 9457 UnitedHealth Group 97 Humana 3

Nashville-Davidson--Murfreesboro--Franklin, TN 9499 UnitedHealth Group 97 Humana 2

Texas 6326 UnitedHealth Group 78 HCSC (BCBS) 16

Abilene, TX 5915 UnitedHealth Group 74 HCSC (BCBS) 21

Amarillo, TX 6341 UnitedHealth Group 77 HCSC (BCBS) 19

Austin-Round Rock-Georgetown, TX 6496 UnitedHealth Group 78 HCSC (BCBS) 18

Beaumont-Port Arthur, TX 5953 UnitedHealth Group 75 HCSC (BCBS) 17

Brownsville-Harlingen, TX 6341 UnitedHealth Group 78 HCSC (BCBS) 17

College Station-Bryan, TX 5109 UnitedHealth Group 69 HCSC (BCBS) 15

Corpus Christi, TX 6960 UnitedHealth Group 82 HCSC (BCBS) 15

Dallas-Fort Worth-Arlington, TX 6873 UnitedHealth Group 81 HCSC (BCBS) 16

El Paso, TX 5696 UnitedHealth Group 72 HCSC (BCBS) 20

Houston-The Woodlands-Sugar Land, TX 5793 UnitedHealth Group 74 HCSC (BCBS) 14

Killeen-Temple, TX 4575 UnitedHealth Group 64 HCSC (BCBS) 16

Laredo, TX 6176 UnitedHealth Group 76 HCSC (BCBS) 18

Longview, TX 7102 UnitedHealth Group 83 HCSC (BCBS) 14

Lubbock, TX 5830 UnitedHealth Group 73 HCSC (BCBS) 23

McAllen-Edinburg-Mission, TX 6465 UnitedHealth Group 79 HCSC (BCBS) 15

Midland, TX 6752 UnitedHealth Group 81 HCSC (BCBS) 15

Odessa, TX 6382 UnitedHealth Group 78 HCSC (BCBS) 17

San Angelo, TX 5863 UnitedHealth Group 73 HCSC (BCBS) 21

San Antonio-New Braunfels, TX 6680 UnitedHealth Group 80 HCSC (BCBS) 16

Sherman-Denison, TX 6330 UnitedHealth Group 77 HCSC (BCBS) 19

Texarkana, TX-AR 4154 UnitedHealth Group 61 BCBS AR 14

Tyler, TX 6769 UnitedHealth Group 81 HCSC (BCBS) 15

Victoria, TX 6357 UnitedHealth Group 78 HCSC (BCBS) 18

Waco, TX 4349 UnitedHealth Group 59 Baylor Scott & White 27

Wichita Falls, TX 5843 UnitedHealth Group 73 HCSC (BCBS) 22

Utah 9973 UnitedHealth Group 100 Cigna 0

Logan, UT-ID 10000 UnitedHealth Group 100 - -

Ogden-Clearfield, UT 9977 UnitedHealth Group 100 Cigna 0
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Table 4. (continued)

Market concentration (HHI) and largest insurers' market shares, as of Jan. 1, 2019. POS product markets

44 Competition in health insurance: A comprehensive study of U.S. markets

State  and M SAs PO S HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Provo-Orem, UT 9968 UnitedHealth Group 100 Cigna 0

Salt Lake City, UT 9971 UnitedHealth Group 100 Cigna 0

St. George, UT 9974 UnitedHealth Group 100 Cigna 0

V erm ont 7035 BCBSVT 82 UnitedHealth Group 16

Burlington-South Burlington, VT 6693 BCBSVT 79 UnitedHealth Group 21

V irg in ia 4098 UnitedHealth Group 48 Anthem 42

Blacksburg-Christiansburg, VA 5530 Anthem 66 UnitedHealth Group 34

Charlottesville, VA 3865 Anthem 48 UnitedHealth Group 36

Harrisonburg, VA 4534 Anthem 61 Sentara (Optima Hlth) 24

Lynchburg, VA 5654 Anthem 69 UnitedHealth Group 30

Richmond, VA 4936 Anthem 53 UnitedHealth Group 46

Roanoke, VA 4992 Anthem 53 UnitedHealth Group 47

Staunton, VA 4804 Anthem 63 UnitedHealth Group 28

Virginia Beach-Norfolk-Newport News, VA-NC 3475 Sentara (Optima Hlth) 39 Anthem 38

Winchester, VA-WV 4459 Anthem 50 UnitedHealth Group 44

W ashington 9921 UnitedHealth Group 100 Cigna 0

Kennewick-Richland, WA 9990 UnitedHealth Group 100 Cigna 0

Olympia-Lacey-Tumwater, WA 9982 UnitedHealth Group 100 Cigna 0

Seattle-Tacoma-Bellevue, WA 9891 UnitedHealth Group 99 Cigna 1

Spokane-Spokane Valley, WA 9991 UnitedHealth Group 100 Cigna 0

W est V irg in ia 8060 UnitedHealth Group 89 Hlth Plan Upper Ohio 6

Charleston, WV 8663 UnitedHealth Group 93 Hlth Plan Upper Ohio 7

Huntington-Ashland, WV-KY-OH 4349 Anthem 49 UnitedHealth Group 43

Wheeling, WV-OH 4268 UnitedHealth Group 48 Anthem 44

W isconsin 5989 UnitedHealth Group 75 Anthem 17

Appleton, WI 7593 UnitedHealth Group 87 Anthem 8

Eau Claire, WI 5053 UnitedHealth Group 66 Anthem 27

Fond du Lac, WI 6921 UnitedHealth Group 83 Anthem 7

Green Bay, WI 7252 UnitedHealth Group 85 Anthem 8

Janesville-Beloit, WI 2548 UnitedHealth Group 38 Anthem 26

La Crosse-Onalaska, WI-MN 5325 UnitedHealth Group 69 Anthem 23

Madison, WI 2365 UnitedHealth Group 31 Anthem 25

Milwaukee-Waukesha, WI 7383 UnitedHealth Group 85 Anthem 13

Oshkosh-Neenah, WI 7520 UnitedHealth Group 86 Anthem 10

Racine, WI 7814 UnitedHealth Group 88 Anthem 10

Sheboygan, WI 7536 UnitedHealth Group 86 Anthem 10

Wausau-Weston, WI 5846 UnitedHealth Group 74 Anthem 18

W yom ing 10000 UnitedHealth Group 100 - -

Notes:

1. Source: Managed Market Surveyor Suite | MSA Medical Program | January 1, 2019 | Managed Market Surveyor | Selected Geographies | January 1,2019 | Enterprise License © 2019 DR/ 
Decision Resources, LLC. All rights reserved.

2. State and MSA-level Herfindahl-Hirschman Indices (HHIs) and the market shares of the two largest insurers in the POS product market are reported.

3. Data are based on enrollments in both fu lly  and self-insured health plans.

4. We do not present data for geographic areas w ith fewer than 5,000 reported POS enrollees.

5. The HHIs and market shares are rounded. As a result, in a few  markets where the second largest insurer has very few covered lives, the market share appears as zero. The actual, unrounded 
shares are just above 0 percent.
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Table 5. Market concentration (HHI) and largest insurers' market shares, as of July 1, 2019 
Exchanges

State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

A labam a 9854 BCBS AL 99 Bright Health 1

Anniston-Oxford, AL 10000 BCBS AL 100 - -

Auburn-Opelika, AL 10000 BCBS AL 100 - -

Birmingham-Hoover, AL 9363 BCBS AL 97 Bright Health 3

Daphne-Fairhope-Foley, AL 10000 BCBS AL 100 - -

Decatur, AL 10000 BCBS AL 100 - -

Dothan, AL 10000 BCBS AL 100 - -

Florence-Muscle Shoals, AL 10000 BCBS AL 100 - -

Gadsden, AL 10000 BCBS AL 100 - -

Huntsville, AL 10000 BCBS AL 100 - -

Mobile, AL 10000 BCBS AL 100 - -

Montgomery, AL 10000 BCBS AL 100 - -

Tuscaloosa, AL 10000 BCBS AL 100 - -

A laska 10000 Premera 100 - -

Anchorage, AK 10000 Premera 100 - -

Fairbanks, AK 10000 Premera 100 - -

A rizo n a 4253 Centene 55 BCBS AZ 34

Flagstaff, AZ 10000 BCBS AZ 100 - -

Lake Havasu City-Kingman, AZ 10000 BCBS AZ 100 - -

Phoenix-Mesa-Chandler, AZ 6134 Centene 77 Bright Health 8

Prescott Valley-Prescott, AZ 10000 BCBS AZ 100 - -

Sierra Vista-Douglas, AZ 10000 BCBS AZ 100 - -

Tucson, AZ 4687 BCBS AZ 60 Centene 33

Yuma, AZ 10000 BCBS AZ 100 - -

A rkan sas 5370 BCBS AR 64 Centene 36

Fayetteville-Springdale-Rogers, AR 5370 BCBS AR 64 Centene 36

Fort Smith, AR-OK 3473 BCBS AR 44 HCSC (BCBS) 31

Hot Springs, AR 5369 BCBS AR 64 Centene 36

Jonesboro, AR 5371 BCBS AR 64 Centene 36

Little Rock-North Little Rock-Conway, AR 5370 BCBS AR 64 Centene 36

Pine Bluff, AR 5368 BCBS AR 64 Centene 36

C aliforn ia 2411 Kaiser 35 BS of CA 31

Bakersfield, CA 4821 BS of CA 63 Kaiser 27

Chico, CA 5004 BS of CA 52 Anthem 48

El Centro, CA 8342 Molina Hlthcare 91 BS of CA 9

Fresno, CA 5595 BS of CA 67 Kaiser 33

Hanford-Corcoran, CA 8457 BS of CA 92 Kaiser 8

Los Angeles-Long Beach-Anaheim, CA 2174 BS of CA 29 Centene 24

Madera, CA 5609 BS of CA 67 Kaiser 33

Merced, CA 8088 Anthem 89 BS of CA 10

Modesto, CA 5266 Kaiser 68 Anthem 25

Napa, CA 5794 Kaiser 74 Western Hlth Advantage 14

Oxnard-Thousand Oaks-Ventura, CA 6116 BS of CA 74 Kaiser 26

Redding, CA 5143 Anthem 59 BS of CA 41

Riverside-San Bernardino-Ontario, CA 2854 BS of CA 36 Centene 28
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Table 5. (continued)

Market concentration (HHI) and largest insurers' market shares, as of July 1, 2019. Exchanges

State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Sacramento-Roseville-Folsom, CA 5259 Kaiser 66 BS of CA 29

Salinas, CA 9699 BS of CA 98 Kaiser 2

San Diego-Chula Vista-Carlsbad, CA 2102 Kaiser 28 Centene 21

San Francisco-Oakland-Berkeley, CA 5621 Kaiser 72 BS of CA 21

San Jose-Sunnyvale-Santa Clara, CA 3306 Kaiser 47 Valley Hlth 28

San Luis Obispo-Paso Robles, CA 9997 BS of CA 100 Kaiser 0

Santa Cruz-Watsonville, CA 4775 Kaiser 58 BS of CA 37

Santa Maria-Santa Barbara, CA 9992 BS of CA 100 Kaiser 0

Santa Rosa-Petaluma, CA 5584 Kaiser 72 Western Hlth Advantage 16

Stockton, CA 6202 Kaiser 76 Anthem 18

Vallejo, CA 7601 Kaiser 87 Western Hlth Advantage 8

Visalia, CA 6881 Anthem 82 BS of CA 15

Yuba City, CA 4069 BS of CA 47 Anthem 42

C o lo rado 2702 Kaiser 38 Anthem 28

Boulder, CO 3337 Kaiser 47 Anthem 24

Colorado Springs, CO 3843 Kaiser 56 Bright Health 20

Denver-Aurora-Lakewood, CO 2897 Kaiser 41 Cigna 27

Fort Collins, CO 5012 Kaiser 61 Anthem 36

Grand Junction, CO 5618 Anthem 68 UnitedHealth Group 32

Greeley, CO 4771 Kaiser 55 Anthem 42

Pueblo, CO 5513 Anthem 66 Kaiser 33

C o n n e cticu t 6727 EmblemHealth 79 Anthem 21

Bridgeport-Stamford-Norwalk, CT 6792 EmblemHealth 80 Anthem 20

Hartford-East Hartford-Middletown, CT 6911 EmblemHealth 81 Anthem 19

New Haven-Milford, CT 6829 EmblemHealth 80 Anthem 20

Norwich-New London, CT 5454 EmblemHealth 65 Anthem 35

Delaw are 10000 Highmark 100 - -

Dover, DE 10000 Highmark 100 - -

D istrict o f C o lum b ia 7095 CareFirst 82 Kaiser 18

Washington-Arlington-Alexandria, DC-VA-MD-WV 3180 Kaiser 37 Cigna 35

F lo rid a 5029 BCBSFL 63 Centene 32

Cape Coral-Fort Myers, FL 10000 BCBSFL 100 - -

Crestview-Fort Walton Beach-Destin, FL 10000 BCBS FL 100 - -

Deltona-Daytona Beach-Ormond Beach, FL 6428 Centene 77 BCBS FL 22

Gainesville, FL 9874 BCBS FL 99 Centene 1

Homosassa Springs, FL 7122 BCBS FL 83 Centene 17

Jacksonville, FL 7274 BCBS FL 84 Centene 15

Lakeland-Winter Haven, FL 6080 BCBS FL 74 Centene 23

Miami-Fort Lauderdale-Pompano Beach, FL 4599 Centene 55 BCBS FL 40

Naples-Marco Island, FL 10000 BCBS FL 100 - -

North Port-Sarasota-Bradenton, FL 7863 BCBS FL 88 Centene 12

Ocala, FL 9815 BCBS FL 99 Centene 1

Orlando-Kissimmee-Sanford, FL 6489 BCBS FL 79 Oscar 14

Palm Bay-Melbourne-Titusville, FL 9174 BCBS FL 96 Health First Hlth 4

Panama City, FL 10000 BCBS FL 100 - -
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State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Pensacola-Ferry Pass-Brent, FL 10000 BCBSFL 100 - -

Port St. Lucie, FL 6871 BCBSFL 81 Centene 19

Punta Gorda, FL 8301 BCBS FL 91 Centene 9

Sebastian-Vero Beach, FL 10000 BCBS FL 100 - -

Sebring-Avon Park, FL 10000 BCBS FL 100 - -

Tallahassee, FL 10000 BCBS FL 100 - -

Tampa-St. Petersburg-Clearwater, FL 5752 BCBS FL 71 Centene 27

The Villages, FL 10000 BCBS FL 100 - -

G eo rgia 4352 Centene 60 Anthem 26

Albany, GA 10000 Centene 100 - -

Athens-Clarke County, GA 9431 Centene 97 Anthem 3

Atlanta-Sandy Springs-Alpharetta, GA 4328 Centene 56 Anthem 32

Augusta-Richmond County, GA-SC 5041 BCBS SC 55 Anthem 45

Brunswick, GA 10000 Centene 100 - -

Columbus, GA-AL 7127 Centene 83 BCBS AL 17

Dalton, GA 5123 Alliant Hlth Plans 58 Centene 42

Gainesville, GA 8702 Alliant Hlth Plans 93 Anthem 6

Hinesville, GA 10000 Centene 100 - -

Macon-Bibb County, GA 9503 Centene 97 Anthem 2

Rome, GA 8353 Alliant Hlth Plans 91 Anthem 8

Savannah, GA 10000 Centene 100 - -

Valdosta, GA 10000 Anthem 100 - -

Warner Robins, GA 10000 Centene 100 - -

Haw aii 5338 HMSA (BCBS HI) 63 Kaiser 37

Kahului-Wailuku-Lahaina, HI 5017 Kaiser 53 HMSA (BCBS HI) 47

Urban Honolulu, HI 5705 HMSA (BCBS HI) 69 Kaiser 31

Idaho 3879 Intermountain 47 BC of ID 38

Boise City, ID 4095 Intermountain 54 BC of ID 31

Coeur d'Alene, ID 5003 BC of ID 61 Montana Health CO-OP 35

Idaho Falls, ID 5556 Intermountain 70 BC of ID 25

Lewiston, ID-WA 6837 BC of ID 81 Premera 18

Pocatello, ID 9039 BC of ID 95 Montana Health CO-OP 5

Twin Falls, ID 4450 Intermountain 61 Montana Health CO-OP 22

Illino is 6360 HCSC (BCBS) 79 Hlth Alliance 9

Bloomington, IL 6277 HCSC (BCBS) 75 Hlth Alliance 25

Carbondale-Marion, IL 5308 HCSC (BCBS) 62 Hlth Alliance 38

Champaign-Urbana, IL 9472 Hlth Alliance 97 HCSC (BCBS) 3

Chicago-Naperville-Elgin, IL-IN-WI 6116 HCSC (BCBS) 77 Centene 13

Danville, IL 7692 Hlth Alliance 87 HCSC (BCBS) 13

Davenport-Moline-Rock Island, IA-IL 3962 HCSC (BCBS) 52 Medica 33

Decatur, IL 5113 HCSC (BCBS) 58 Hlth Alliance 42

Kankakee, IL 3648 HCSC (BCBS) 48 Hlth Alliance 28

Peoria, IL 5004 HCSC (BCBS) 51 Hlth Alliance 49

Rockford, IL 8642 HCSC (BCBS) 93 Quartz 7

Springfield, IL 5048 HCSC (BCBS) 55 Hlth Alliance 45
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Table 5. (continued)

Market concentration (HHI) and largest insurers' market shares, as of July 1, 2019. Exchanges

State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Ind iana 5220 Centene 60 CareSource 40

Bloomington, IN 7008 CareSource 82 Centene 18

Columbus, IN 7231 CareSource 83 Centene 17

Elkhart-Goshen, IN 6026 Centene 73 CareSource 27

Evansville, IN-KY 7421 Centene 85 Anthem 15

Fort Wayne, IN 6794 Centene 80 CareSource 20

Indianapolis-Carmel-Anderson, IN 5051 Centene 55 CareSource 45

Kokomo, IN 5305 Centene 62 CareSource 38

Lafayette-West Lafayette, IN 6397 CareSource 76 Centene 24

Michigan City-La Porte, IN 5121 Centene 58 CareSource 42

Muncie, IN 6685 CareSource 79 Centene 21

South Bend-Mishawaka, IN-MI 3508 CareSource 43 Centene 38

Terre Haute, IN 5249 Centene 61 CareSource 39

Iowa 8866 Medica 94 Wellmark (BCBS) 6

Ames, IA 8852 Medica 94 Wellmark (BCBS) 6

Cedar Rapids, IA 8863 Medica 94 Wellmark (BCBS) 6

Davenport-Moline-Rock Island, IA-IL 3962 HCSC (BCBS) 52 Medica 33

Des Moines-West Des Moines, IA 8867 Medica 94 Wellmark (BCBS) 6

Dubuque, IA 8860 Medica 94 Wellmark (BCBS) 6

Iowa City, IA 8860 Medica 94 Wellmark (BCBS) 6

Sioux City, IA-NE-SD 6517 Medica 80 Sanford 9

Waterloo-Cedar Falls, IA 8852 Medica 94 Wellmark (BCBS) 6

K ansas 4879 BCBS KS 65 Centene 24

Lawrence, KS 9293 BCBS KS 96 Medica 4

Manhattan, KS 9287 BCBS KS 96 Medica 4

Topeka, KS 9296 BCBS KS 96 Medica 4

Wichita, KS 9295 BCBS KS 96 Medica 4

K e ntu cky 5120 Anthem 58 CareSource 42

Bowling Green, KY 10000 Anthem 100 - -

Elizabethtown-Fort Knox, KY 9465 Anthem 97 CareSource 3

Lexington-Fayette, KY 5136 CareSource 58 Anthem 42

Louisville/Jefferson County, KY-IN 3877 CareSource 46 Anthem 40

Owensboro, KY 10000 Anthem 100 - -

Lo u isian a 8142 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Alexandria, LA 8135 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Baton Rouge, LA 8144 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Hammond, LA 8140 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Houma-Thibodaux, LA 8138 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Lafayette, LA 8137 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Lake Charles, LA 8143 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Monroe, LA 8148 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

New Orleans-Metairie, LA 8142 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

Shreveport-Bossier City, LA 8140 LA Hlth Serv & Ind (BCBS) 90 Vantage Hlth 10

M aine 3499 Community Hlth Options 42 Anthem 34

Bangor, ME 3984 Community Hlth Options 48 Anthem 38
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State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Lewiston-Auburn, ME 3492 Community Hlth Options 42 Anthem 33

Portland-South Portland, ME 3382 Community Hlth Options 39 Anthem 31

M aryland 5060 CareFirst 55 Kaiser 45

Baltimore-Columbia-Towson, MD 5095 CareFirst 57 Kaiser 43

California-Lexington Park, MD 10000 CareFirst 100 - -

Cumberland, MD-WV 7184 CareFirst 83 Highmark 17

Hagerstown-Martinsburg, MD-WV 5596 CareFirst 67 Highmark 32

Salisbury, MD-DE 4999 CareFirst 51 Highmark 49

M assachusetts 4112 Tufts 55 BMC HealthNet 32

Barnstable Town, MA 4168 Tufts 55 BMC HealthNet 33

Boston-Cambridge-Newton, MA-NH 3797 Tufts 53 BMC HealthNet 31

Pittsfield, MA 3531 Tufts 50 BMC HealthNet 30

Springfield, MA 3249 Tufts 47 BMC HealthNet 27

Worcester, MA-CT 3410 Tufts 50 BMC HealthNet 29

M ichigan 4939 BCBS MI 68 Spectrum Hlth 17

Ann Arbor, MI 5278 BCBS MI 70 Spectrum Hlth 18

Battle Creek, MI 6163 BCBS MI 76 Spectrum Hlth 20

Bay City, MI 6537 BCBS MI 78 Spectrum Hlth 20

Detroit-Warren-Dearborn, MI 4345 BCBS MI 62 Spectrum Hlth 16

Flint, MI 4683 BCBS MI 65 Spectrum Hlth 17

Grand Rapids-Kentwood, MI 5101 BCBS MI 69 Spectrum Hlth 18

Jackson, MI 6157 BCBS MI 76 Spectrum Hlth 20

Kalamazoo-Portage, MI 6001 BCBS MI 75 Spectrum Hlth 20

Lansing-East Lansing, MI 4011 Sparrow (Physicians HP) 48 BCBS MI 39

Midland, MI 6536 BCBS MI 78 Spectrum Hlth 20

Monroe, MI 6004 BCBS MI 75 Spectrum Hlth 20

Muskegon, MI 6158 BCBS MI 76 Spectrum Hlth 20

Niles, MI 6157 BCBS MI 76 Spectrum Hlth 20

Saginaw, MI 6538 BCBS MI 78 Spectrum Hlth 20

M innesota 2588 UCare 32 Medica 24

Duluth, MN-WI 3182 UCare 48 Medica 23

Mankato, MN 5068 Medica 56 BCBS MN 44

Minneapolis-St. Paul-Bloomington, MN-WI 3287 HealthPartners 40 UCare 38

Rochester, MN 5068 Medica 56 BCBS MN 44

St. Cloud, MN 3508 HealthPartners 52 UCare 21

M ississipp i 10000 Centene 100 - -

Gulfport-Biloxi, MS 10000 Centene 100 - -

Hattiesburg, MS 10000 Centene 100 - -

Jackson, MS 10000 Centene 100 - -

M issouri 3706 Centene 47 Cigna 35

Cape Girardeau, MO-IL 9470 Anthem 97 HCSC (BCBS) 2

Columbia, MO 6809 Cigna 80 Anthem 20

Jefferson City, MO 10000 Anthem 100 - -

Joplin, MO 10000 Centene 100 - -

Kansas City, MO-KS 3864 Centene 53 Cigna 27
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Table 5. (continued)

Market concentration (HHI) and largest insurers' market shares, as of July 1, 2019. Exchanges

State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Springfield, MO 10000 Centene 100 - -

St. Joseph, MO-KS 8867 Centene 94 BCBS KS 6

St. Louis, MO-IL 3900 Cigna 48 Centene 37

M ontana 3435 HCSC (BCBS) 38 Montana Health CO-OP 37

Billings, MT 4711 HCSC (BCBS) 58 Montana Health CO-OP 37

Great Falls, MT 3490 HCSC (BCBS) 40 Montana Health CO-OP 37

Missoula, MT 3746 HCSC (BCBS) 46 Montana Health CO-OP 37

N ebraska 10000 Medica 100 - -

Grand Island, NE 10000 Medica 100 - -

Lincoln, NE 10000 Medica 100 - -

Omaha-Council Bluffs, NE-IA 9925 Medica 100 Wellmark (BCBS) 0

N evada 5048 UnitedHealth Group 55 Centene 45

Carson City, NV 10000 Centene 100 - -

Las Vegas-Henderson-Paradise, NV 5197 UnitedHealth Group 60 Centene 40

Reno, NV 5175 UnitedHealth Group 59 Centene 41

New H am pshire 4915 Anthem 64 Centene 28

Manchester-Nashua, NH 4786 Anthem 63 Centene 28

New Je rse y 4601 Independence Hlth Grp 50 Horizon BCBS 45

Atlantic City-Hammonton, NJ 5014 Independence Hlth Grp 53 Horizon BCBS 47

Ocean City, NJ 5014 Independence Hlth Grp 53 Horizon BCBS 47

Trenton-Princeton, NJ 4520 Independence Hlth Grp 50 Horizon BCBS 45

Vineland-Bridgeton, NJ 5014 Independence Hlth Grp 53 Horizon BCBS 47

New M exico 4971 Molina Hlthcare 61 New Mexico Hlth Conn. 35

Albuquerque, NM 4708 Molina Hlthcare 52 New Mexico Hlth Conn. 44

Las Cruces, NM 6217 Molina Hlthcare 77 New Mexico Hlth Conn. 19

Santa Fe, NM 4997 Molina Hlthcare 62 New Mexico Hlth Conn. 34

New York 1981 Centene 39 Healthfirst 15

Albany-Schenectady-Troy, NY 2637 Centene 34 CDPHP 26

Binghamton, NY 4544 Centene 58 Lifetime Hlthcare 34

Buffalo-Cheektowaga, NY 3143 Centene 40 HealthNow NY (BCBS) 29

Glens Falls, NY 3284 Centene 49 HealthNow NY (BCBS) 22

Ithaca, NY 6673 Lifetime Hlthcare 79 MVP Hlth Care 21

Kingston, NY 3918 Centene 51 MVP Hlth Care 36

New York-Newark-Jersey City, NY-NJ-PA 1643 Independence Hlth Grp 24 Horizon BCBS 22

Poughkeepsie-Newburgh-Middletown, NY 5441 Centene 71 MVP Hlth Care 20

Rochester, NY 4161 MVP Hlth Care 50 Lifetime Hlthcare 39

Syracuse, NY 4429 Centene 52 Lifetime Hlthcare 41

Utica-Rome, NY 3721 Centene 49 Lifetime Hlthcare 30

N orth C aro lin a 9554 BCBS NC 98 Centene 1

Asheville, NC 10000 BCBS NC 100 - -

Burlington, NC 10000 BCBS NC 100 - -

Charlotte-Concord-Gastonia, NC-SC 8005 BCBS NC 89 BCBS SC 11

Durham-Chapel Hill, NC 8566 BCBS NC 92 Centene 5

Fayetteville, NC 10000 BCBS NC 100 - -

Goldsboro, NC 10000 BCBS NC 100 - -
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State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Greensboro-High Point, NC 10000 BCBS NC 100 - -

Greenville, NC 10000 BCBS NC 100 - -

Hickory-Lenoir-Morganton, NC 10000 BCBS NC 100 - -

Jacksonville, NC 10000 BCBS NC 100 - -

New Bern, NC 10000 BCBS NC 100 - -

Raleigh-Cary, NC 7555 BCBS NC 86 Centene 10

Rocky Mount, NC 6013 BCBS NC 73 Cigna 27

Wilmington, NC 10000 BCBS NC 100 - -

Winston-Salem, NC 10000 BCBS NC 100 - -

O hio 2439 Medical Mutual 38 CareSource 26

Akron, OH 3535 Medical Mutual 42 CareSource 40

Canton-Massillon, OH 4474 Centene 62 Aultman Hlth 23

Cincinnati, OH-KY-IN 2735 CareSource 34 Centene 33

Cleveland-Elyria, OH 4258 Medical Mutual 59 CareSource 21

Columbus, OH 3778 Medical Mutual 51 CareSource 28

Dayton-Kettering, OH 3529 Centene 41 CareSource 37

Mansfield, OH 9969 Medical Mutual 100 CareSource 0

Springfield, OH 3538 Centene 42 Medical Mutual 36

Toledo, OH 3090 Medical Mutual 45 CareSource 27

Weirton-Steubenville, WV-OH 5659 CareSource 73 Anthem 16

Youngstown-Warren-Boardman, OH-PA 2501 Medical Mutual 26 CareSource 25

O klah om a 9579 HCSC (BCBS) 98 Medica 2

Enid, OK 9581 HCSC (BCBS) 98 Medica 2

Lawton, OK 9581 HCSC (BCBS) 98 Medica 2

Oklahoma City, OK 9579 HCSC (BCBS) 98 Medica 2

Tulsa, OK 9579 HCSC (BCBS) 98 Medica 2

O rego n 2765 Providence Hlth 38 Kaiser 25

Albany-Lebanon, OR 5863 Providence Hlth 71 Kaiser 29

Bend, OR 6946 PacificSource 82 Providence Hlth 13

Corvallis, OR 6276 Providence Hlth 75 Kaiser 25

Eugene-Springfield, OR 3300 PacificSource 47 Providence Hlth 25

Grants Pass, OR 8459 Moda Health 92 Providence Hlth 8

Medford, OR 7435 Moda Health 85 Providence Hlth 15

Portland-Vancouver-Hillsboro, OR-WA 3355 Kaiser 43 Providence Hlth 38

Salem, OR 3691 Kaiser 49 Providence Hlth 28

Pen nsylvan ia 2711 Independence Hlth Grp 40 UPMC 28

Allentown-Bethlehem-Easton, PA-NJ 3139 Capital BC 49 Geisinger 20

Altoona, PA 9643 UPMC 98 Geisinger 1

Bloomsburg-Berwick, PA 5017 Capital BC 58 Geisinger 40

Chambersburg-Waynesboro, PA 6604 Capital BC 78 Highmark 22

East Stroudsburg, PA 5016 Geisinger 53 Highmark 47

Erie, PA 8320 UPMC 91 Highmark 9

Gettysburg, PA 4584 Capital BC 55 Geisinger 38

Harrisburg-Carlisle, PA 3189 Capital BC 45 UPMC 29

Johnstown, PA 9574 UPMC 98 Geisinger 1
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Table 5. (continued)

Market concentration (HHI) and largest insurers' market shares, as of July 1, 2019. Exchanges

State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

Lancaster, PA 3982 Capital BC 58 Geisinger 18

Lebanon, PA 3742 Capital BC 48 Geisinger 33

Philadelphia-Camden-Wilmington, PA-NJ-DE-MD 7164 Independence Hlth Grp 84 Horizon BCBS 7

Pittsburgh, PA 9175 UPMC 96 Highmark 4

Reading, PA 3399 UPMC 44 Capital BC 35

Scranton--Wilkes-Barre, PA 4950 Geisinger 52 Highmark 47

State College, PA 3903 UPMC 52 Capital BC 28

Williamsport, PA 5197 UPMC 60 Geisinger 40

York-Hanover, PA 4469 Capital BC 55 Geisinger 38

R h o de Island 6644 Neighborhood HP 79 BCBS RI 21

Providence-Warwick, RI-MA 2874 Neighborhood HP 43 Tufts 26

South Carolina 9905 BCBSSC 100 Centene 0

Charleston-North Charleston, SC 9454 BCBSSC 97 Centene 3

Columbia, SC 10000 BCBS SC 100 - -

Florence, SC 10000 BCBS SC 100 - -

Greenville-Anderson, SC 10000 BCBS SC 100 - -

Hilton Head Island-Bluffton, SC 10000 BCBS SC 100 - -

Myrtle Beach-Conway-North Myrtle Beach, SC-NC 6063 BCBS SC 73 BCBS NC 27

Spartanburg, SC 10000 BCBS SC 100 - -

Sumter, SC 10000 BCBS SC 100 - -

South D akota 5003 Sanford 51 Avera Hlth 49

Rapid City, SD 5003 Sanford 51 Avera Hlth 49

Sioux Falls, SD 5003 Sanford 51 Avera Hlth 49

Tennessee 3701 BCBSTN 52 Cigna 30

Chattanooga, TN-GA 5167 BCBSTN 59 Centene 41

Clarksville, TN-KY 2338 Cigna 31 Anthem 27

Cleveland, TN 7558 BCBSTN 86 Centene 14

Jackson, TN 10000 BCBSTN 100 - -

Johnson City, TN 5451 BCBSTN 65 Cigna 35

Kingsport-Bristol, TN-VA 3736 BCBSTN 48 Anthem 32

Knoxville, TN 6804 BCBSTN 81 Cigna 11

Memphis, TN-MS-AR 3562 Cigna 50 Centene 30

Morristown, TN 7510 BCBSTN 86 Cigna 10

Nashville-Davidson--Murfreesboro--Franklin, TN 3778 Cigna 56 Bright Health 19

Texas 2578 HCSC (BCBS) 42 Centene 20

Abilene, TX 6049 HCSC (BCBS) 73 Baylor Scott & White 27

Amarillo, TX 5062 Baylor Scott & White 56 HCSC (BCBS) 44

Austin-Round Rock-Georgetown, TX 2624 Oscar 34 Centene 24

Beaumont-Port Arthur, TX 2587 Community Hlth Choice 31 Molina Hlthcare 26

Brownsville-Harlingen, TX 3503 HCSC (BCBS) 39 Molina Hlthcare 38

College Station-Bryan, TX 5593 HCSC (BCBS) 67 Centene 33

Corpus Christi, TX 5045 HCSC (BCBS) 55 CHRISTUS 45

Dallas-Fort Worth-Arlington, TX 4003 HCSC (BCBS) 54 Centene 26

El Paso, TX 2729 Oscar 36 HCSC (BCBS) 26

Houston-The Woodlands-Sugar Land, TX 2591 Community Hlth Choice 31 Molina Hlthcare 27
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Killeen-Temple, TX 6027 HCSC (BCBS) 73 Centene 27

Laredo, TX 5288 HCSC (BCBS) 62 Molina Hlthcare 38

Longview, TX 5302 HCSC (BCBS) 62 CHRISTUS 38

Lubbock, TX 5977 HCSC (BCBS) 72 Baylor Scott & White 28

McAllen-Edinburg-Mission, TX 3503 HCSC (BCBS) 39 Molina Hlthcare 38

Midland, TX 6318 HCSC (BCBS) 76 Baylor Scott & White 24

Odessa, TX 5036 Baylor Scott & White 54 HCSC (BCBS) 46

San Angelo, TX 10000 HCSC (BCBS) 100 - -

San Antonio-New Braunfels, TX 3680 HCSC (BCBS) 48 Oscar 31

Sherman-Denison, TX 10000 HCSC (BCBS) 100 - -

Texarkana, TX-AR 3242 HCSC (BCBS) 42 CHRISTUS 35

Tyler, TX 5045 HCSC (BCBS) 55 CHRISTUS 45

Victoria, TX 10000 HCSC (BCBS) 100 - -

Waco, TX 3334 HCSC (BCBS) 34 Centene 33

Wichita Falls, TX 10000 HCSC (BCBS) 100 - -

Utah 8211 Intermountain 90 Univ of Utah Health 10

Logan, UT-ID 8108 Intermountain 90 Univ of Utah Health 9

Ogden-Clearfield, UT 8212 Intermountain 90 Univ of Utah Health 10

Provo-Orem, UT 8207 Intermountain 90 Univ of Utah Health 10

Salt Lake City, UT 8206 Intermountain 90 Univ of Utah Health 10

St. George, UT 8207 Intermountain 90 Univ of Utah Health 10

V erm ont 5004 MVP Hlth Care 51 BCBSVT 49

Burlington-South Burlington, VT 5004 MVP Hlth Care 51 BCBSVT 49

V irg in ia 3146 Anthem 40 Cigna 37

Blacksburg-Christiansburg, VA 10000 Anthem 100 - -

Charlottesville, VA 7173 Anthem 83 Sentara (Optima Hlth) 15

Harrisonburg, VA 5670 Anthem 68 Sentara (Optima Hlth) 32

Lynchburg, VA 6517 Anthem 78 Centra (Piedmont) 22

Richmond, VA 6789 Cigna 81 Virginia Premier 11

Roanoke, VA 10000 Anthem 100 - -

Staunton, VA 8528 Anthem 92 Centra (Piedmont) 8

Virginia Beach-Norfolk-Newport News, VA-NC 4846 Anthem 59 Sentara (Optima Hlth) 36

Winchester, VA-WV 8259 Anthem 90 Highmark 10

W ashington 2870 Kaiser 39 Centene 26

Bellingham, WA 5354 Kaiser 63 Premera 37

Bremerton-Silverdale-Port Orchard, WA 5354 Kaiser 63 Premera 37

Kennewick-Richland, WA 3488 Kaiser 42 Centene 34

Longview, WA 8153 Kaiser 90 Premera 10

Mount Vernon-Anacortes, WA 10000 Kaiser 100 - -

Olympia-Lacey-Tumwater, WA 2550 Premera 28 Kaiser 27

Seattle-Tacoma-Bellevue, WA 2771 Kaiser 36 Centene 29

Spokane-Spokane Valley, WA 2546 Premera 28 Centene 28

Walla Walla, WA 3335 Premera 34 Kaiser 33

Wenatchee, WA 10000 Centene 100 - -

Yakima, WA 5075 Kaiser 56 Centene 44
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Table 5. (continued)

Market concentration (HHI) and largest insurers' market shares, as of July 1, 2019. Exchanges

State  and M SAs EXCH  HHI Insurer 1 Share  (% ) Insurer 2 Share  (% )

W est V irg in ia 5621 Highmark 68 CareSource 32

Charleston, WV 5066 Highmark 56 CareSource 44

Huntington-Ashland, WV-KY-OH 4601 CareSource 62 Anthem 21

Morgantown, WV 5105 Highmark 57 CareSource 43

Wheeling, WV-OH 5437 CareSource 71 Anthem 15

W isconsin 1794 Common Ground 34 SSM Health (Dean HP) 16

Appleton, WI 6763 Common Ground 80 Ascension 20

Eau Claire, WI 6579 Marshfield (Security HP) 78 Medica 22

Fond du Lac, WI 5806 SSM Health (Dean HP) 71 Common Ground 26

Green Bay, WI 7840 Common Ground 88 Molina Hlthcare 12

Janesville-Beloit, WI 3490 MercyCare 42 SSM Health (Dean HP) 35

La Crosse-Onalaska, WI-MN 5776 Quartz 72 Medica 25

Madison, WI 4571 SSM Health (Dean HP) 61 Quartz 27

Milwaukee-Waukesha, WI 3596 Common Ground 54 Children's Hosp of WI-CCHP 21

Oshkosh-Neenah, WI 7243 Common Ground 84 Ascension 16

Racine, WI 3852 Common Ground 56 Children's Hosp of WI-CCHP 22

Sheboygan, WI 9950 Common Ground 100 Ascension 0

Wausau-Weston, WI 5360 Marshfield (Security HP) 63 WPS Health 37

W yom ing 10000 BCBS WY 100 - -

Casper, WY 10000 BCBS WY 100 - -

Cheyenne, WY 10000 BCBS WY 100 - -

Notes:

1. Source: Managed Market Surveyor | Data Extraction | Enterprise License © 2019 DR/Decision Resources, LLC. All rights reserved.

2. State and MSA-level Herfindahl-Hirschman Indices (HHIs) and the market shares of the two largest insurers in the exchange are reported.

3. We do not present data for geographic areas w ith fewer than 1,000 reported exchange enrollees.

4. We exclude all data for North Dakota because those data appeared to be incomplete.

5. The HHIs and market shares are rounded. As a result, in a few  markets where the second largest insurer has very few covered lives, the market share appears as zero. The actual, unrounded 
shares are just above 0 percent.
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Table 6. State and MSA HHI by product type, as of Jan. 1, 2019

State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

A labam a 7461 8790 8442 8393 9854

Awnniston-Oxford, AL 8313 - 8795 - 10000

Auburn-Opelika, AL 6980 - 7831 5475 10000

Birmingham-Hoover, AL 7148 7899 8391 9003 9363

Daphne-Fairhope-Foley, AL 6725 - 7765 9723 10000

Decatur, AL 7683 - 8464 - 10000

Dothan, AL 7960 - 8935 - 10000

Florence-Muscle Shoals, AL 7636 - 8301 - 10000

Gadsden, AL 8261 - 9072 - 10000

Huntsville, AL 7523 - 8211 7378 10000

Mobile, AL 7240 - 8365 9126 10000

Montgomery, AL 7717 - 8661 9861 10000

Tuscaloosa, AL 8290 - 9133 - 10000

A laska 4333 - 4524 10000 10000

Anchorage, AK 4036 - 4192 - 10000

Fairbanks, AK 4400 - 4537 - 10000

A rizo n a 2273 2677 2907 8959 4253

Flagstaff, AZ 4618 - 5262 - 10000

Lake Havasu City-Kingman, AZ 3377 - 3731 9408 10000

Phoenix-Mesa-Chandler, AZ 2302 2936 2974 9030 6134

Prescott Valley-Prescott, AZ 3728 - 4235 9503 10000

Sierra Vista-Douglas, AZ 2819 - 3437 9526 10000

Tucson, AZ 2622 2825 2973 8507 4687

Yuma, AZ 3476 - 3908 - 10000

A rkan sas 3054 6641 4503 4029 5370

Fayetteville-Springdale-Rogers, AR 3069 6978 4371 3484 5370

Fort Smith, AR-OK 1982 - 2548 5279 3473

Hot Springs, AR 3221 - 4556 4211 5369

Jonesboro, AR 3427 - 5268 3533 5371

Little Rock-North Little Rock-Conway, AR 3157 5504 4992 4747 5370

Pine Bluff, AR 4424 - 6349 3850 5368

C aliforn ia 2161 4798 3092 4944 2411

Bakersfield, CA 2714 4239 4355 4847 4821

Chico, CA 4339 4535 4613 5030 5004

El Centro, CA 2541 3187 3842 - 8342

Fresno, CA 2544 4392 3994 4935 5595

Hanford-Corcoran, CA 2745 1950 4107 5300 8457

Los Angeles-Long Beach-Anaheim, CA 2031 4384 3235 4013 2174

Madera, CA 2533 4281 4039 - 5609

Merced, CA 3835 3426 4372 5100 8088

Modesto, CA 3030 6294 3637 4882 5266

Napa, CA 3519 7184 4994 4928 5794

Oxnard-Thousand Oaks-Ventura, CA 2335 3790 3711 4587 6116

Redding, CA 4798 9010 4559 5595 5143

Riverside-San Bernardino-Ontario, CA 2640 5235 3473 4127 2854
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Table 6. (continued)

State and MSA HHI by product type, as of Jan. 1, 2019

State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Sacramento-Roseville-Folsom, CA 2932 5095 2945 6093 5259

Salinas, CA 3571 5922 4088 5194 9699

San Diego-Chula Vista-Carlsbad, CA 1559 2843 2527 5708 2102

San Francisco-Oakland-Berkeley, CA 2811 6692 2550 6773 5621

San Jose-Sunnyvale-Santa Clara, CA 2245 6623 2582 7328 3306

San Luis Obispo-Paso Robles, CA 3765 3181 4801 5104 9997

Santa Cruz-Watsonville, CA 2184 2726 3760 5252 4775

Santa Maria-Santa Barbara, CA 3134 2557 3841 3669 9992

Santa Rosa-Petaluma, CA 4195 7713 3077 5982 5584

Stockton, CA 3589 7020 3616 5264 6202

Vallejo, CA 5059 7752 2887 6215 7601

Visalia, CA 3994 2707 4688 4917 6881

Yuba City, CA 3817 3877 5219 5036 4069

C o lo rado 1975 5292 3186 6686 2702

Boulder, CO 2016 6227 3373 6559 3337

Colorado Springs, CO 1940 4864 2949 6351 3843

Denver-Aurora-Lakewood, CO 2065 6482 3565 7428 2897

Fort Collins, CO 2359 4186 3310 5351 5012

Grand Junction, CO 3152 8092 3742 6236 5618

Greeley, CO 1988 4649 3636 6577 4771

Pueblo, CO 2413 4475 3667 6079 5513

C o n ne cticut 2193 5684 2780 4010 6727

Bridgeport-Stamford-Norwalk, CT 2193 5950 2764 5358 6792

Hartford-East Hartford-Middletown, CT 2160 5317 3014 3586 6911

New Haven-Milford, CT 2413 5773 2869 3586 6829

Norwich-New London, CT 3062 8021 3392 5148 5454

D elaw are 4719 4833 5235 7021 10000

Dover, DE 5405 4931 6322 - 10000

D istrict o f C o lum b ia 1926 2948 2098 9821 7095

Washington-Arlington-Alexandria, DC-VA-MD-WV 1686 2971 2182 6691 3180

Flo rid a 2358 2479 3097 9125 5029

Cape Coral-Fort Myers, FL 3175 4202 2852 9685 10000

Crestview-Fort Walton Beach-Destin, FL 4563 - 5013 9447 10000

Deltona-Daytona Beach-Ormond Beach, FL 2603 6265 2887 7987 6428

Gainesville, FL 5429 3189 6306 9234 9874

Homosassa Springs, FL 4067 - 5023 9788 7122

Jacksonville, FL 3272 3629 3979 9646 7274

Lakeland-Winter Haven, FL 2252 2389 2939 8096 6080

Miami-Fort Lauderdale-Pompano Beach, FL 1828 2495 3047 8761 4599

Naples-Marco Island, FL 3644 3761 3521 9645 10000

North Port-Sarasota-Bradenton, FL 2996 4128 2947 9705 7863

Ocala, FL 4670 5164 5087 8477 9815

Orlando-Kissimmee-Sanford, FL 2429 2876 3513 9355 6489

Palm Bay-Melbourne-Titusville, FL 2249 4916 3479 9244 9174

Panama City, FL 5381 - 6339 9555 10000
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State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Pensacola-Ferry Pass-Brent, FL 4154 5394 4985 9655 10000

Port St. Lucie, FL 3706 4239 4223 8152 6871

Punta Gorda, FL 3188 4945 3122 9662 8301

Sebastian-Vero Beach, FL 4007 5612 5185 9468 10000

Sebring-Avon Park, FL 3284 - 3561 - 10000

Tallahassee, FL 7757 9836 5882 9575 10000

Tampa-St. Petersburg-Clearwater, FL 2276 2541 2882 9660 5752

The Villages, FL 4823 - 4832 - 10000

G eo rgia 2356 3164 2930 4560 4352

Albany, GA 4136 9330 4357 5128 10000

Athens-Clarke County, GA 2925 3626 2883 5308 9431

Atlanta-Sandy Springs-Alpharetta, GA 2114 3228 3004 4509 4328

Augusta-Richmond County, GA-SC 2517 4181 2493 4431 5041

Brunswick, GA 3129 - 3714 4736 10000

Columbus, GA-AL 3104 4971 2939 5619 7127

Dalton, GA 2968 - 3843 6652 5123

Gainesville, GA 2429 3410 3149 4893 8702

Hinesville, GA 4182 - 4411 5415 10000

Macon-Bibb County, GA 3542 5576 3851 4799 9503

Rome, GA 2887 - 3268 5812 8353

Savannah, GA 2120 4057 2651 4138 10000

Valdosta, GA 5014 - 3875 5305 10000

Warner Robins, GA 5456 7433 5984 5952 10000

Haw aii 4901 5095 5919 - 5338

Kahului-Wailuku-Lahaina, HI 3919 6404 5188 - 5017

Urban Honolulu, HI 5097 5244 5925 - 5705

Idaho 2468 4174 3014 6488 3879

Boise City, ID 2305 6426 2865 7652 4095

Coeur d'Alene, ID 1927 7951 1864 5051 5003

Idaho Falls, ID 2896 - 3751 - 5556

Lewiston, ID-WA 2230 - 2376 - 6837

Pocatello, ID 3542 - 3654 - 9039

Twin Falls, ID 2413 - 3218 - 4450

Illino is 3913 6415 4621 9417 6360

Bloomington, IL 4670 7055 6211 5604 6277

Carbondale-Marion, IL 2644 - 3383 - 5308

Champaign-Urbana, IL 4260 9618 2562 5911 9472

Chicago-Naperville-Elgin, IL-IN-WI 3911 7906 4557 7624 6116

Danville, IL 3176 - 4312 - 7692

Davenport-Moline-Rock Island, IA-IL 2643 2781 2727 9414 3962

Decatur, IL 4865 - 6190 - 5113

Kankakee, IL 4244 - 5815 9624 3648

Peoria, IL 3121 3282 3506 7749 5004

Rockford, IL 4820 5782 5726 9978 8642

Springfield, IL 2965 4258 3663 7982 5048
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Table 6. (continued)

State and MSA HHI by product type, as of Jan. 1, 2019

State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Ind iana 3553 4181 4621 4713 5220

Bloomington, IN 3930 8091 5992 5334 7008

Columbus, IN 3246 - 5318 3738 7231

Elkhart-Goshen, IN 4000 - 4866 5019 6026

Evansville, IN-KY 3907 - 5029 4670 7421

Fort Wayne, IN 3194 - 4082 4888 6794

Indianapolis-Carmel-Anderson, IN 3804 4615 5077 4810 5051

Kokomo, IN 5640 - 6793 6107 5305

Lafayette-West Lafayette, IN 2844 8076 5206 4933 6397

Michigan City-La Porte, IN 4705 - 5926 5459 5121

Muncie, IN 4212 8098 6575 6190 6685

South Bend-Mishawaka, IN-MI 2898 - 3336 4696 3508

Terre Haute, IN 5291 - 6002 6123 5249

Iowa 3177 3915 4916 8367 8866

Ames, IA 4672 4320 7219 7138 8852

Cedar Rapids, IA 3563 7300 4964 7697 8863

Davenport-Moline-Rock Island, IA-IL 2643 2781 2727 9414 3962

Des Moines-West Des Moines, IA 3192 4032 4445 9009 8867

Dubuque, IA 3030 - 5115 8608 8860

Iowa City, IA 4611 4840 7166 6453 8860

Sioux City, IA-NE-SD 2070 - 2834 9118 6517

Waterloo-Cedar Falls, IA 3139 4450 4516 9264 8852

K ansas 2471 4813 3074 9808 4879

Lawrence, KS 3181 - 3464 9650 9293

Manhattan, KS 5950 - 6105 - 9287

Topeka, KS 5642 - 6631 9826 9296

Wichita, KS 3270 8327 4438 9880 9295

Kentu cky 4409 3278 5462 3974 5120

Bowling Green, KY 4290 - 4759 3833 10000

Elizabethtown-Fort Knox, KY 5159 - 5783 4032 9465

Lexington-Fayette, KY 4667 3395 5796 3865 5136

Louisville/Jefferson County, KY-IN 3948 3039 5056 4193 3877

Owensboro, KY 5715 - 6843 4362 10000

Lo u isian a 4269 4165 5751 8949 8142

Alexandria, LA 4792 - 6583 9157 8135

Baton Rouge, LA 4449 4176 5800 8694 8144

Hammond, LA 4575 - 5918 8750 8140

Houma-Thibodaux, LA 4539 - 6306 9085 8138

Lafayette, LA 4700 6732 6148 8855 8137

Lake Charles, LA 4259 - 5541 8782 8143

Monroe, LA 4376 - 6385 9216 8148

New Orleans-Metairie, LA 3918 3378 5649 9186 8142

Shreveport-Bossier City, LA 4627 3570 6138 8711 8140

M aine 2818 4780 2866 5105 3499

Bangor, ME 2570 4694 2751 5153 3984
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State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Lewiston-Auburn, ME 2530 5052 2826 5058 3492

Portland-South Portland, ME 2765 4745 2853 5009 3382

M aryland 2813 3985 3458 9748 5060

Baltimore-Columbia-Towson, MD 3146 4881 3655 9904 5095

California-Lexington Park, MD 3986 5044 4477 - 10000

Cumberland, MD-WV 2587 - 3116 9802 7184

Hagerstown-Martinsburg, MD-WV 1880 3702 2430 8904 5596

Salisbury, MD-DE 2846 2823 3429 8494 4999

M assachusetts 2004 3081 2212 9807 4112

Barnstable Town, MA 2661 4102 3006 - 4168

Boston-Cambridge-Newton, MA-NH 1731 2965 1881 6363 3797

Pittsfield, MA 2936 4859 2850 - 3531

Springfield, MA 1802 2871 2265 8436 3249

Worcester, MA-CT 1676 2983 1825 5475 3410

M ichigan 4724 3765 6074 6770 4939

Ann Arbor, MI 6142 6068 7075 5470 5278

Battle Creek, MI 5796 6655 7154 7771 6163

Bay City, MI 5725 5480 6387 - 6537

Detroit-Warren-Dearborn, MI 4815 4379 6185 6629 4345

Flint, MI 4910 3864 6502 5454 4683

Grand Rapids-Kentwood, MI 4060 5421 5449 6725 5101

Jackson, MI 5925 4718 7182 - 6157

Kalamazoo-Portage, MI 5282 6463 7662 8439 6001

Lansing-East Lansing, MI 5634 4724 7992 - 4011

Midland, MI 5544 9018 5359 - 6536

Monroe, MI 5205 3729 6789 - 6004

Muskegon, MI 4720 5003 5798 - 6158

Niles, MI 5376 7217 6068 6841 6157

Saginaw, MI 4919 4221 5802 - 6538

M innesota 2771 4950 3318 6953 2588

Duluth, MN-WI 2723 - 3499 6343 3182

Mankato, MN 4580 - 4963 - 5068

Minneapolis-St. Paul-Bloomington, MN-WI 2252 4471 2744 5851 3287

Rochester, MN 4754 - 5139 8940 5068

St. Cloud, MN 3345 - 3936 5446 3508

M ississipp i 3584 - 5623 9980 10000

Gulfport-Biloxi, MS 3949 - 6001 9959 10000

Hattiesburg, MS 3589 - 6410 10000 10000

Jackson, MS 4137 - 6002 9998 10000

M issouri 1907 4100 2154 7255 3706

Cape Girardeau, MO-IL 3236 - 3118 7175 9470

Columbia, MO 3691 - 2742 8909 6809

Jefferson City, MO 3058 - 3240 7384 10000

Joplin, MO 2082 - 2610 6016 10000

Kansas City, MO-KS 2740 6054 3795 9862 3864
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Table 6. (continued)

State and MSA HHI by product type, as of Jan. 1, 2019

State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Springfield, MO 1661 - 2054 7868 10000

St. Joseph, MO-KS 3799 - 4876 9980 8867

St. Louis, MO-IL 2270 4028 2468 7602 3900

M ontana 2901 - 3510 9458 3435

Billings, MT 3060 - 3553 - 4711

Great Falls, MT 3545 - 4234 - 3490

Missoula, MT 3086 - 3638 - 3746

N ebraska 3076 - 5161 9999 10000

Grand Island, NE 3638 - 6223 - 10000

Lincoln, NE 3470 - 6063 10000 10000

Omaha-Council Bluffs, NE-IA 2727 - 3968 9898 9925

N evada 2318 7271 2009 6032 5048

Carson City, NV 2123 - 2766 - 10000

Las Vegas-Henderson-Paradise, NV 2776 9078 1955 6231 5197

Reno, NV 1944 3397 2190 7107 5175

New  H am pshire 2894 5446 3055 4885 4915

Manchester-Nashua, NH 2874 5680 2911 5098 4786

New  Je rse y 2659 4631 2872 5059 4601

Atlantic City-Hammonton, NJ 6537 - 6083 8572 5014

Ocean City, NJ 6034 - 4335 8935 5014

Trenton-Princeton, NJ 2991 7674 3618 5726 4520

Vineland-Bridgeton, NJ 4246 9358 3770 8410 5014

New  M exico 2729 5640 4733 6949 4971

Albuquerque, NM 2467 5133 3745 6135 4708

Farmington, NM 2707 - 4191 9649 -

Las Cruces, NM 3984 7607 6382 - 6217

Santa Fe, NM 2385 6966 4333 8403 4997

New York 1542 2485 1468 6614 1981

Albany-Schenectady-Troy, NY 2463 4917 2191 4688 2637

Binghamton, NY 3729 - 4068 - 4544

Buffalo-Cheektowaga, NY 2839 5559 1783 6857 3143

Elmira, NY 4453 - 5186 - -

Glens Falls, NY 1973 - 1951 - 3284

Ithaca, NY 3201 - 3314 - 6673

Kingston, NY 2178 3603 2190 8439 3918

New York-Newark-Jersey City, NY-NJ-PA 1676 3156 1676 4871 1643

Poughkeepsie-Newburgh-Middletown, NY 1903 3028 1798 6760 5441

Rochester, NY 6073 5013 6728 4845 4161

Syracuse, NY 4847 6964 5458 8968 4429

Utica-Rome, NY 3663 9415 4430 9808 3721

Watertown-Fort Drum, NY 3706 - 4137 - -

N orth C aro lin a 3720 5517 4455 8527 9554

Asheville, NC 4446 6869 4743 8425 10000

Burlington, NC 3599 - 4393 8630 10000

Charlotte-Concord-Gastonia, NC-SC 2536 5672 2913 8878 8005
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State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Durham-Chapel Hill, NC 3490 5699 4116 8270 8566

Fayetteville, NC 4441 - 5605 8160 10000

Goldsboro, NC 5825 - 6579 - 10000

Greensboro-High Point, NC 3801 8381 4841 9175 10000

Greenville, NC 6501 - 6651 - 10000

Hickory-Lenoir-Morganton, NC 4874 - 6424 9040 10000

Jacksonville, NC 5710 - 6135 - 10000

New Bern, NC 6279 - 6284 - 10000

Raleigh-Cary, NC 3179 5374 4038 8888 7555

Rocky Mount, NC 5086 - 6402 8396 6013

Wilmington, NC 3881 - 4970 9270 10000

Winston-Salem, NC 3644 7728 4335 8586 10000

N orth D akota 3710 9698 6548 9890 -

Bismarck, ND 3703 9978 6517 - -

Fargo, ND-MN 2199 9700 3130 9629 -

Grand Forks, ND-MN 2340 9718 3308 - -

O hio 2170 1976 2677 4508 2439

Akron, OH 2412 2040 3031 3918 3535

Canton-Massillon, OH 2055 - 2975 3985 4474

Cincinnati, OH-KY-IN 3133 3006 4292 4757 2735

Cleveland-Elyria, OH 2845 2780 3605 4112 4258

Columbus, OH 2151 3659 2464 6347 3778

Dayton-Kettering, OH 3153 - 4118 5181 3529

Lima, OH 2517 - 2912 3294 -

Mansfield, OH 2985 - 3715 4690 9969

Springfield, OH 2285 - 2919 4392 3538

Toledo, OH 1993 8424 2685 3168 3090

Weirton-Steubenville, WV-OH 2035 - 2296 3225 5659

Youngstown-Warren-Boardman, OH-PA 1907 2082 2177 3468 2501

O klah om a 3531 3325 4895 9994 9579

Enid, OK 3820 - 5425 - 9581

Lawton, OK 4896 - 5848 - 9581

Oklahoma City, OK 3424 2906 4756 9989 9579

Tulsa, OK 2910 4031 4214 9996 9579

O rego n 1477 9411 2016 9253 2765

Albany-Lebanon, OR 1517 - 2186 10000 5863

Bend, OR 1847 - 2114 - 6946

Corvallis, OR 2008 - 2853 - 6276

Eugene-Springfield, OR 1926 5731 2174 10000 3300

Grants Pass, OR 1922 - 2383 - 8459

Medford, OR 1899 - 2166 - 7435

Portland-Vancouver-Hillsboro, OR-WA 1744 9883 2169 9204 3355

Salem, OR 1995 9818 2432 10000 3691

P en nsylvan ia 1723 2334 2077 8006 2711

Allentown-Bethlehem-Easton, PA-NJ 1928 3297 2432 5047 3139
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Table 6. (continued)

State and MSA HHI by product type, as of Jan. 1, 2019

State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Altoona, PA 2771 - 3117 - 9643

Bloomsburg-Berwick, PA 3722 9752 2922 - 5017

Chambersburg-Waynesboro, PA 3263 - 3854 9893 6604

East Stroudsburg, PA 3492 3789 4287 9892 5016

Erie, PA 3073 5874 3488 10000 8320

Gettysburg, PA 2791 - 3597 - 4584

Harrisburg-Carlisle, PA 2838 4161 3356 9959 3189

Johnstown, PA 3001 - 3290 - 9574

Lancaster, PA 3124 4405 3517 9898 3982

Lebanon, PA 3459 - 3972 - 3742

Philadelphia-Camden-Wilmington, PA-NJ-DE-MD 2365 4343 2490 4108 7164

Pittsburgh, PA 2833 4068 3081 9838 9175

Reading, PA 2655 4671 3087 9953 3399

Scranton--Wilkes-Barre, PA 3408 6855 4446 9621 4950

State College, PA 2902 4125 3146 - 3903

Williamsport, PA 2612 5909 3120 - 5197

York-Hanover, PA 2680 3549 3292 9965 4469

R h o de Island 2937 4548 4697 9962 6644

Providence-Warwick, RI-MA 1741 4183 2512 9958 2874

So uth  Carolina 4573 7713 5198 9957 9905

Charleston-North Charleston, SC 4926 7761 5531 9969 9454

Columbia, SC 5003 8314 5611 9997 10000

Florence, SC 4770 - 5642 9991 10000

Greenville-Anderson, SC 4028 8855 4656 9976 10000

Hilton Head Island-Bluffton, SC 5051 - 5188 9619 10000

Myrtle Beach-Conway-North Myrtle Beach, SC-NC 2955 - 3094 9602 6063

Spartanburg, SC 4313 - 5034 9968 10000

Sumter, SC 4940 - 5582 - 10000

South D akota 2696 4988 4234 9950 5003

Rapid City, SD 2640 4998 6102 - 5003

Sioux Falls, SD 2496 5493 3703 9940 5003

Tennessee 2957 4233 3819 9126 3701

Chattanooga, TN-GA 2457 6094 3540 4234 5167

Clarksville, TN-KY 2266 - 2711 4455 2338

Cleveland, TN 3463 - 4251 8518 7558

Jackson, TN 3111 - 3498 8915 10000

Johnson City, TN 4578 - 6088 9394 5451

Kingsport-Bristol, TN-VA 2657 4609 3282 4945 3736

Knoxville, TN 3267 - 4340 9560 6804

Memphis, TN-MS-AR 2632 2885 3399 9140 3562

Morristown, TN 4029 - 5227 9457 7510

Nashville-Davidson--Murfreesboro--Franklin, TN 2609 - 3509 9499 3778

Texas 2332 2475 3265 6326 2578

Abilene, TX 3413 - 4878 5915 6049

Amarillo, TX 2437 9117 3438 6341 5062
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State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Austin-Round Rock-Georgetown, TX 2222 2742 3215 6496 2624

Beaumont-Port Arthur, TX 2556 - 3405 5953 2587

Brownsville-Harlingen, TX 3977 - 5849 6341 3503

College Station-Bryan, TX 2875 9725 4377 5109 5593

Corpus Christi, TX 2986 - 4115 6960 5045

Dallas-Fort Worth-Arlington, TX 2408 3081 3150 6873 4003

El Paso, TX 2270 - 3265 5696 2729

Houston-The Woodlands-Sugar Land, TX 2079 1646 3102 5793 2591

Killeen-Temple, TX 2311 9723 2459 4575 6027

Laredo, TX 4780 - 6148 6176 5288

Longview, TX 3161 - 4254 7102 5302

Lubbock, TX 3292 9415 4992 5830 5977

McAllen-Edinburg-Mission, TX 3651 - 5452 6465 3503

Midland, TX 3697 - 5257 6752 6318

Odessa, TX 4207 - 6320 6382 5036

San Angelo, TX 3618 - 4400 5863 10000

San Antonio-New Braunfels, TX 2418 2997 3503 6680 3680

Sherman-Denison, TX 2847 - 3142 6330 10000

Texarkana, TX-AR 2865 - 3858 4154 3242

Tyler, TX 3403 - 4765 6769 5045

Victoria, TX 2996 - 3325 6357 10000

Waco, TX 2313 9667 3193 4349 3334

Wichita Falls, TX 3831 - 4526 5843 10000

Utah 2457 6133 2324 9973 8211

Logan, UT-ID 2706 8171 2491 10000 8108

Ogden-Clearfield, UT 2331 5076 2269 9977 8212

Provo-Orem, UT 3152 7859 3019 9968 8207

Salt Lake City, UT 2443 6639 2338 9971 8206

St. George, UT 2869 7657 2244 9974 8207

V erm ont 3624 8806 3486 7035 5004

Burlington-South Burlington, VT 4057 9479 3858 6693 5004

V irg in ia 2317 1894 3055 4098 3146

Blacksburg-Christiansburg, VA 4207 5585 3805 5530 10000

Charlottesville, VA 2927 2557 3765 3865 7173

Harrisonburg, VA 4819 4352 5473 4534 5670

Lynchburg, VA 3904 3276 3921 5654 6517

Richmond, VA 3158 2942 3745 4936 6789

Roanoke, VA 3663 3615 3807 4992 10000

Staunton, VA 4126 4520 4211 4804 8528

Virginia Beach-Norfolk-Newport News, VA-NC 3384 5486 4495 3475 4846

Winchester, VA-WV 3536 3086 3806 4459 8259

W ashin gton 1699 9939 2101 9921 2870

Bellingham, WA 2066 9990 2058 - 5354

Bremerton-Silverdale-Port Orchard, WA 2038 9983 2105 - 5354

Kennewick-Richland, WA 2124 9954 2491 9990 3488
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State and MSA HHI by product type, as of Jan. 1, 2019
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State  and M SAs TO TA L HHI HM O HHI PPO  HHI P O S HHI EXCH  HHI

Longview, WA 3289 9994 2845 - 8153

Mount Vernon-Anacortes, WA 1936 - 2199 - 10000

Olympia-Lacey-Tumwater, WA 1749 9980 1810 9982 2550

Seattle-Tacoma-Bellevue, WA 1721 9946 2167 9891 2771

Spokane-Spokane Valley, WA 2157 9987 3021 9991 2546

Walla Walla, WA 2034 - 2671 - 3335

Wenatchee, WA 2483 - 3255 - 10000

Yakima, WA 1909 8637 2311 - 5075

W est V irg in ia 2560 5328 3481 8060 5621

Beckley, WV 3464 - 4858 - -

Charleston, WV 2553 - 3633 8663 5066

Huntington-Ashland, WV-KY-OH 2792 - 3121 4349 4601

Morgantown, WV 3226 - 4330 - 5105

Parkersburg-Vienna, WV 3204 - 4429 - -

Wheeling, WV-OH 1947 - 2201 4268 5437

W isconsin 1501 1840 1959 5989 1794

Appleton, WI 2197 2525 1963 7593 6763

Eau Claire, WI 1503 3890 1795 5053 6579

Fond du Lac, WI 2499 5747 1735 6921 5806

Green Bay, WI 1739 2323 1710 7252 7840

Janesville-Beloit, WI 2146 3966 1587 2548 3490

La Crosse-Onalaska, WI-MN 1582 2802 1994 5325 5776

Madison, WI 2231 3232 1565 2365 4571

Milwaukee-Waukesha, WI 3248 2818 2929 7383 3596

Oshkosh-Neenah, WI 2430 2709 2040 7520 7243

Racine, WI 3260 2719 2071 7814 3852

Sheboygan, WI 3021 2195 1915 7536 9950

Wausau-Weston, WI 1948 2902 2476 5846 5360

W yom ing 3086 - 4089 10000 10000

Casper, WY 4326 - 6074 - 10000

Cheyenne, WY 3494 - 4443 - 10000

Mean M SA -Level HHI 3473 5404 4182 7076 6623

M edian M SA -Level HHI 3176 4917 3843 6771 6157

Notes:

1. Source: Managed Market Surveyor Suite | MSA Medical Program | January 1, 2019 | Managed Market Surveyor | Selected Geographies | January 1,2019, and Managed Market Surveyor | Data 
Extraction | Enterprise License © 2019 DR/Decision Resources, LLC. All rights reserved.

2. Data point for the exchanges is July 1,2019.

3. State and MSA-level Herfindahl-Hirschman Indices (HHIs) are reported. The "Total HHI" pertains to the combined HMO+PPO+POS+EXCH product market. However, all state and MSA-level 
data for North Dakota exclude exchange enrollment because those data appeared to be incomplete.

4. We do not present product-specific data for geographic areas w ith i) fewer than 5,000 reported enrollees in the TOTAL, HMO, PPO and POS product markets or ii) fewer than 1,000 reported 
enrollees in the exchanges. In the 2020 Update, these restrictions only affected HMO, POS and exchange markets.
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#1: Attitudes Toward the ACA Are Divided; Somewhat More Favorable 
Than Unfavorable Since 2017

Public op in ion o f th e  A ffo rd ab le  Care Act (ACA) has been largely d ivided along  partisan  
lines since th e  law  w as passed in 2010 . Follow ing Republican e ffo rts  to  repeal th e  ACA 
in th e  s u m m e r o f  2017 , KFF H ealth  Tracking Polls fo u n d  a slight uptick in overall 
favo rab ility  to w a rd s  th e  law, and since th e n  a so m ew h at larger share has held a 
favo rab le  th an  an u n favo rab le  view . The m ost recent KFF Tracking Poll 
(https://www.kff.org/health-reform/report/kff-health-tracking-poll-october-20201 conducted  in 

O cto b er 2 0 2 0  fo u n d  over h a lf o f  th e  public (55% ) now  hold a favo rab le  op in ion  o f  th e  
ACA w h ile  ab o u t fo u r in ten  (39% ) hold a negative op in ion o f th e  law. Across partisans, 
over eight in ten  D em ocrats  (85% ) have a favo rab le  v iew  o f  th e  ACA co m p ared  to  ab o u t 
six in ten  in d ep en d en ts  (59% ) and a m uch sm alle r share o f Republicans (18% ). Explore  
m o re  d em o g rap h ic  breakdow ns using o u r ACA in teractive
(https://www.kff.org/interactive/kaiser-health-tracking-poll-the-publics-views-on-the-a ca/#? 
response=Favorable--Unfavorable&aRange=twoYearl.
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Figure 1: Clear M ajority O f Public View The ACA Favorably

#2: Partisans Are Split On The Supreme Court Overturning The ACA

In June 2020 , th e  T ru m p  ad m in is tra tio n  issued a b rie f asking th e  U.S. S u p rem e C ourt to  
o vertu rn  th e  ACA. The b rie f w as filed  in su p p o rt o f  an ongoing challenge to  th e  ACA by 
a g ro u p  o f Republican atto rn eys  gen era l in Californ ia v. Texas (https://www.kff.orp/heaith- 
reform/issue-brief/explaining-texas-v-u-s-a-guide-to-the-case-challenging-the-acaA a case th a t  

challenges th e  legality o f  th e  ACA in light o f  th e  zero ing  o u t o f  th e  individual m an d a te  
p en alty  in th e  2 0 1 7  Tax Cuts and Job Acts. The d ea th  o f S u prem e C ourt Justice Ruth 
B ader G insburg on S e p te m b er 18 and th e  possibility o f  th e  Senate co n firm ing  a new  
Justice ap p o in ted  by Pres ident T ru m p  b efo re  th e  presidentia l election has broug ht 
heigh tened  a tte n tio n  to  th e  po ten tia l o u tco m e o f th is case and th e  fu tu re  o f th e  ACA.
In O cto b er 2020 , a m a jo rity  (58% ) o f th e  public said th e y  do not w a n t to  see th e  
S u p rem e C ourt o ve rtu rn  th e  2 0 1 0  health  care law, and e ight in ten  (79% ) said th e y  do  
not w a n t to  see th e  ACA's protections fo r  peop le  w ith  pre-existing  conditions  
o vertu rn ed . T h ere  are  partisan d ifferences on both questions, w ith  th e  m a jo rity  o f  
D em o crats  and in d ep en d en ts  saying th e y  don 't w a n t th e  C ourt to  o vertu rn  th e  ACA o r  
pre-existing  condition protections. H ow ever, am o n g  Republicans, th re e -fo u rth s  (76% ) 
say th e y  w a n t to  see th e  ACA o vertu rn ed , but tw o -th ird s  say th e y  do not w a n t to  see 
pre-existing  condition protections o vertu rn ed .
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Figure 2: Majorities Do Not W ant Court To Overturn ACA's Pre-Existing 
Condition Protections, Republicans W ant Entire Law Overturned

#3: Most Say It Is Important That Pre-Existing Condition Protections 
Remain In Place if ACA Is Overturned

If  th e  S u p rem e C ourt o vertu rns th e  ACA, a host o f  provisions could be e lim inated , 
including th e  law's protections fo r  peop le  w ith  pre-existing  m edical conditions. These  
provisions p ro h ib it insurance com panies fro m  denying coverage based on a person's  
m edical h istory (know n as g u a ra n te ed  issue) and pro h ib it insurance com panies fro m  
charging those w ith  pre-existing  conditions m o re  fo r  coverage (know n as co m m u n ity  
rating). The July  2 0 1 9 (https://www.kff.org/health-reform/poll-finding/kff-health-tracking-poll-july- 
2019/) KFF H ealth  Tracking Poll fo u n d  th a t a m a jo rity  o f  th e  public says it is very  

im p o rta n t fo r  m an y  o f th e  ACA provisions to  be kep t in place, including th e  g u aran teed  
issue provision (72% ) and co m m u n ity  rating  (64% ). W h ile  partisans d ivide over th e  
im p o rtan ce  o f  keeping m an y  provisions o f th e  ACA in place, m ajorities  o f  D em ocrats, 
Republicans, and in d ep en d en ce  say it is very  im p o rta n t to  continue each o f these  
protections fo r  peop le  w ith  pre-existing  conditions.
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Figure 3

Most Say It Is Important That ACA Provisions Remain In Place

Percent who say it is “very important” that each of these parts of the ACA are 
kept in place:

Total Democrats Independents

!

Prohibits health insurance companies from denying coverage for people with pre-
existing conditions

72% 88% 73% 62%

Prohibits health insurance companies from denying coverage to pregnant women 71 89 73 49

Prohibits health insurance companies from charging sick people more 64 76 64 56

Requires health insurance companies to cover the cost for most preventive services 62 80 58 49

Prohibits health insurance companies from setting a lifetime limit 62 72 65 48

Gives states the option of expanding their Medicaid programs 57 84 55 36
Provides financial help to low- and moderate-income Americans to help them 
purchase coverage

57 82 54 31

Prohibits private health insurance companies from setting an annual limit 51 67 46 38

Allows young adults to stay on their parents' insurance plans until age 26 51 68 50 36

SOURCE: KFF Health Tracking Poll (conducted July 18-23. 2019). See topfcne (or M  question wording and response options. ■  m l  ■

Figure 3: Most Say It Is Im portant That ACA Provisions Remain In Place

#4: Pre-Existing Condition Protections Affect Large Shares Of The 
Public

A KFF analysis (https://www.kff.org/health-reform/issue-brief/pre-existing-condition-prevalence-for- 
individuais-and-famiiies/i estimates that 27% of adults ages 18-64 have a pre-existing 
condition that would have led to a denial of insurance in the individual market prior to 
the implementation of the ACA. An even larger share of the public believes they or 
someone in their family may belong in this category. According to the most recent 
survey data, about six in ten of the public say they or someone in their household 
suffers from a pre-existing or chronic medical condition, such as asthma, diabetes, or 
high blood pressure.1

Figure 4: Nearly Six In Ten Americans Say They Or Someone In Their Household 
Has A Pre-Existing Or Chronic Health Condition

#5: Voters Prefer Joe Biden's Approach To The ACA And Pre-Existing 
Condition Protections Over President Trump's

A majority of registered voters say Democratic presidential nominee Joe Biden has the 
better approach to determining the future of the ACA (57%) and to maintaining 
protections for people with pre-existing conditions (56%), while roughly four in ten 
prefer President Trump's approach on each of these issues (37% and 36%, 
respectively). Partisan voters break along expected lines, with large shares of 
Republican voters preferring the president's approach, and large shares of voters who
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identify as Democrats preferring former Vice President Biden's approach. Among the 
crucial group of swing voters -  those who say they are undecided or say they are 
"probably" going to vote for either Trump or Biden but haven't made up their minds yet 
-  the former Vice President has a large edge over President Trump on this question, 
with about six in ten (58%) preferring Biden's approach on the ACA, about three in ten 
(28%) preferring Trump's approach, and one in ten (11%) saying they aren't sure.

Figure 5: Partisans Split On W hether They Think Trump Or Biden Has The Better 
Approach To ACA, Protections For Pre-Existing Conditions

Endnotes

1. This estimate is a household measure of all groups and does not classify pre-
existing conditions by whether they are or not a "deniable" condition.

<- Return to text (https://www.kff.org/health-reform/poll-finding/5-charts-about-public-opinion-on- 
the-affordable-care-act-and-the-supreme-court/#endnote link 490724-1)
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The Marketplace Pulse series provides expert insights on timely policy topics 
related to the health insurance marketplaces. The series, authored by RWJF 
Senior Policy Adviser Katherine Hempstead, analyzes changes in the individual 
market; shifting carrier trends; nationwide insurance data; and more to help 
states, researchers, and policymakers better understand the pulse of the 
marketplace.

Though the Affordable Care Act (ACA) faces another existential threat with the 
controversial Texas vs. California case scheduled for a November hearing before 
the Supreme Court, insurer interest in the marketplaces continues to rise. 
Available information for 2021 reveals increased participation from a widening 
group of carriers. This will mark the third straight year of increased offerings, 
and the reasons are not hard to decipher.

First is the premium stability and profitability in the marketplace in recent years. 
And though enrollment has been flat, the marketplace is an increasingly 
important bridge to growing opportunities in Medicaid and Medicare Advantage. 
The current economic dislocation has caused a drop in employer enrollment 
that increases the importance of developing other markets. And in the event of a 
new administration, increased subsidies and a potential public option could 
boost marketplace growth considerably.

A good example of the widening range of participation is the United Health 
Group’s (UHG) return to the marketplace. At its peak, in 2016, United was in 
more than 30 states, selling marketplace plans in nearly one-third of all 
counties. In 2017, they executed a nearly complete withdrawal, remaining only in 
a handful of counties in a few states. This situation remained largely unchanged 
until recently, when United has announced re-entry in six states so far: Virginia, 
Maryland, Oklahoma, North Carolina, Washington and Tennessee. These are all 
states where UHG currently sells Medicaid, or where the opportunity to 
participate in Medicaid may present itself in the future.
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While United is returning to some states, it is not necessarily re-occupying all of 
the same territory, a decision that reflects the increased competitiveness of the 
marketplace. In Tennessee, for example, UHG participated statewide in 2016, 
before withdrawing entirely. In 2021, they are choosing their spots, and will be 
in roughly half of the state's counties. Most of the time they will compete with 
Blue Cross Blue Shield and/or Cigna, and will stay out of counties occupied by 
Oscar, Bright Health, and/or Centene, but there are some exceptions. In the 
lively Nashville area, for example, all six carriers will offer plans in a metro area 
with a population one quarter the size of New York City.

In addition to UHG, a number of other insurers that substantially withdrew from 
the marketplace are increasing their participation. Both Anthem and Cigna have 
announced some expansion to additional counties in their existing states. They 
are joined by newer companies that have been steadily building their 
marketplace presence. Oscar, Bright House, and Friday Health Plan have 
announced expansion or entry in at least sixteen states. Centene and Molina 
have additionally announced expansions, but the growth in participation that has 
in recent years been dominated by Medicaid managed care organizations 
(MCOs) this year reflects a broader array of insurers.

RELATED
COLLECTIONS

Health Reform: By The 
Numbers

A source for timely and unique 
data about the impact of 
national health reform.

Learn more ->

The strong connections between Medicaid and the marketplace are more 
evident than ever. The percent of counties with at least one "overlap plan." a 
carrier participating in both Medicaid and the marketplace, will rise, as UHG and 
others enter the marketplace in places where they already participate in 
Medicaid. The interest in states that are expanding Medicaid and/or 
transitioning to managed care is clear, with considerable new participation in 
Oklahoma, Missouri, and North Carolina. Given the economic uncertainty, there 
may be more churn than usual between these two segments, and consistency in 
coverage and provider networks may help enrollees stay connected to care. 
Overlap appears to be beneficial from both a cost containment 
(https://www.healthaffairs.Org/do/10.1377/hbloa20200511.314433/full/) and 
patient standpoint, although we should remain vigilant about the potential for 
excessive consolidation in these markets.

The connections between the marketplace and Medicare Advantage are 
increasingly recognized as important, given the older age distribution of 
marketplace enrollees. Among the many insurers who have recently announced 
new Medicare Advantage plans include marketplace insurers like Oscar and 
Bright Health. The prospect of lowering the eligibility age for Medicare under a 
Biden Administration only enhances the importance of the marketplace to 
Medicare Advantage plans, and could eventually tempt the return of the largest 
Medicare Advantage carrier, Humana, and/or Aetna/CVS, which increased its 
Medicare Advantage offerings considerably this year.
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As seen by the upcoming court case, the politicization of the ACA is ongoing.
Yet the contours of growing marketplace participation reveal insurers’ 
perceptions of the business opportunities, wherever they may be. Over the past 
few years, choice has increased in areas which had previously been less well 
served, including in states which had not been particularly supportive of the 
ACA. This has led, for example, to entry in metro areas in Tennessee and Texas, 
and statewide entry in Iowa and Nebraska. This year Molina will expand in 
Mississippi, and Oscar will enter Arkansas, Iowa, North Carolina, and Oklahoma.
And despite the intense lobbying by providers and insurers against the specter 
of a public option, through groups like the Partnership for America's Healthcare 
Future (https://americashealthcarefuture.org/about-us/) . state reform efforts do 
not seem to have raised the threat level excessively. Washington State’s public 
option, Cascade Care, will be offered by five carriers. In Colorado, another state 
with an ambitious policy agenda, including ongoing efforts to create a public 
option, five carriers have announced expansions for 2021.

While the federal government seeks to use the Supreme Court to repeal the law, 
insurer investment in the marketplace will grow for the third straight year. There 
is a political narrative about the ACA, but there is also a business narrative.
Increasingly they diverge.
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Introduction
The Supreme Court is set to hear oral 
arguments in California v. Texas (called 
Texas v. U.S. when heard by the lower 
courts) on November 10, 2020. In the 
case, a group of state attorneys general, 
led by the Texas attorney general, 
argue the entire Affordable Care Act 
(ACA) should be found unconstitutional 
and overturned, given that a 2017 tax 
law set the ACA's individual mandate 
penalties to $0 but did not eliminate the 
now-unenforced individual mandate 
language along with them. Another 
group of attorneys general, led by the 
California attorney general, argue that 
the law has operated effectively since the 
penalties were eliminated, the mandate 
is severable from the rest of the law, and 
there are no constitutional grounds for 
overturning it. Here, we update previous 
analyses of the implications for insurance 
coverage, federal spending, and health 
care providers if the ACA is overturned.1-2 
These estimates, computed using the 
Urban Institute's Health Insurance Policy 
Simulation Model (HIPSM), are based on 
a newly developed projection of coverage 
and spending in 2022 that accounts for 
an anticipated partial economic recovery 
from the COVID-19 recession. Our 
estimates of that economic recovery align 
with employment levels projected by the 
Congressional Budget Office for 2022.3

Using these projections, we estimate 
that overturning the ACA would have the 
following effects in 2022:

An additional 21.1 million people 
will be uninsured, a 69 percent 
increase nationally.

As the marketplace, premium tax 
credits, and cost-sharing reductions 
are eliminated, 9.3 million people 
will lose income-related subsidies for 
marketplace insurance.

Medicaid/CHIP coverage (acute 
care for the nonelderly) will decline 
by 22 percent nationally, or 15.5 
million people.

The number of people with individually 
purchased (nongroup) insurance will 
fall by 7.6 million. In almost all states, 
the remaining nongroup coverage will 
have lower value (e.g., lower benefits, 
higher cost-sharing requirements, 
higher administrative costs as a 
percentage of the premium) than the 
nongroup coverage provided under 
the ACA's framework.

Low-income states that expanded 
Medicaid eligibility under the ACA 
will see the largest percent increases 
in uninsurance, such as Maine (197 
percent increase, from 5 percent to 
15 percent), Kentucky (184 percent 
increase, from 8 percent to 22 
percent), and West Virginia (181 
percent increase, from 8 percent to 
21 percent). Iowa's uninsurance rate 
will climb more than 150 percent 
(from 6 percent to 14 percent), as 
will Michigan's (from 7 percent to 18 
percent). The uninsured population 
will increase by at least 90 percent in 
25 states and the District of Columbia.

Increases in uninsurance will be 
spread across all racial and ethnic 
groups Uninsurance will increase 
by about 85 percent for both Black 
people (from 11 percent to 20 
percent) and white people (from 8 
percent to 15 percent); by about 75

percent for both American Indians/ 
Alaska Natives (from 13 percent 
to 24 percent) and people who are 
Asian/Pacific Islander (from 11 
percent to 19 percent); and by about 
40 percent for Hispanic people (from 
21 percent to 30 percent). In addition, 
the coverage gaps between white 
people and every other specified 
racial/ethnic group will increase.

Uninsurance among the lowest- 
income population (with incomes 
below 138 percent of the federal 
poverty level, or FPL) will more than 
double, though uninsurance will also 
increase significantly among the 
middle class.

Federal government spending on 
health care will fall by $152 billion 
per year, a 35 percent drop relative 
to current spending on marketplace 
subsidies and Medicaid acute care 
for the nonelderly population.

States that will experience the largest 
percent decreases in federal funding 
include Nebraska (56 percent, from 
$2.1 billion to $0.9 billion), Virginia 
(56 percent, from $9.5 billion to 
$4.2 billion), Montana (51 percent, 
from $2.3 billion to $1.1 billion), and 
Colorado (47 percent, from $6.3 
billion to $3.3 billion).

Nationally, health care spending 
by and for nonelderly Americans 
will fall by $135 billion. This 
spending decline will be spread 
across hospitals ($56 billion), 
pharmaceutical manufacturers ($30 
billion), physicians ($17 billion), and 
other services ($33 billion).
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Relative to current levels, hospital 
revenues will be hardest hit in 
California ($10.4 billion decrease), 
Florida ($3.8 billion decrease), 
Louisiana ($1.7 billion decrease), 
Kentucky ($1.7 billion decrease), 
New Mexico ($1.1 billion decrease), 
Arkansas ($836 million decrease), 
Idaho ($600 million decrease), and 
Montana ($503 million decrease).

Because of the 69 percent increase 
in uninsurance, the demand for 
uncompensated care will rise by 74 
percent, or $58 billion. The demand for 
uncompensated care from hospitals 
alone will increase by $17.4 billion 
in 2022.

Data and Methods Overview
We use the Urban Institute's Health 
Insurance Policy Simulation Model 
(HIPSM) for our analysis. HIPSM is a 
detailed microsimulation model of the 
health care system designed to estimate 
the cost and coverage effects of 
proposed policy options. The model has 
been used extensively to estimate the 
cost and coverage implications of health 
reforms at the national and state levels 
and has been widely cited, including in 
the Supreme Court's majority opinion 
in King v. Burnell.4 HIPSM is based on 
two years of the American Community 
Survey, and the population is aged to 
future years using projections from the 
Urban Institute's Mapping America's 
Futures program.5 HIPSM is designed to 
incorporate timely, real-world data when

they are available. We regularly update 
the model to reflect published Medicaid 
and marketplace enrollment and costs in 
each state. The enrollment experience in 
each state under current law affects how 
the model simulates policy alternatives. 
The Appendix contains more information 
about the model and our methods for 
this paper.

Results
Changes in Coverage. Table 1 compares 
the expected current-law distribution 
of health insurance coverage for the 
nonelderly population in 2022 with the 
coverage distribution that same year 
should the ACA be overturned. We 
estimate that the number of uninsured 
people will increase by 21.1 million. The 
substantially lower insurance rate is 
attributable to 15.5 million people having 
lost Medicaid and Children's Health 
Insurance Program (CHIP) coverage 
(a 22 percent decrease) and 7.6 million 
people having lost private nongroup 
insurance coverage (a 43 percent 
decrease). The losses of public insurance 
coverage and nongroup coverage will be 
offset modestly by 1.9 million more people 
having employer-based insurance. More 
than 9 million people will lose marketplace 
income-related subsidies that help them 
pay for private nongroup insurance under 
current law.

Federal regulations of nongroup insurance 
markets under the ACA will be eliminated if 
the law is overturned, meaning insurers in

almost all states will be expected to revert 
to pre-2014 practices of denying coverage 
to people with health problems, offering 
much more limited benefits, increasing 
cost-sharing requirements, and setting 
premiums based on a range of factors 
often without effective limits (e.g., health 
status, gender, occupation, health history, 
age, neighborhood of residence, past 
health care use). In addition, federal rules 
requiring that a minimum percentage of 
premium dollars go toward paying claims 
(as opposed to insurer administrative 
cost, including profit) will be eliminated. 
Combined, this means the coverage sold 
will be harder for many people to access, 
particularly those with significant health 
care needs, and the coverage purchased 
will be less valuable to the consumer.

Figure 1 shows that the lowest-income 
groups will experience the biggest 
increases in uninsurance if the ACA 
is overturned. People in families with 
income below 138 percent of FPL will 
see their uninsurance rate more than 
double, from 16 percent under current 
law to 35 percent. People with incomes 
between 138 percent and 200 percent 
of FPL will see their uninsurance rates 
increase by 71 percent, from 16 percent 
to 28 percent. Uninsurance rates for 
people with incomes between 200 and 
400 percent of FPL will climb 30 percent, 
from 11 percent under current law to 
14 percent absent the ACA. Those with 
higher incomes will experience more 
modest increases in uninsurance.

Table 1. Health Insurance Coverage Distribution of the Nonelderly Population under Current Law and 
If the ACA Is Overturned, 2022

Current Law ACA ACA Is Overturned Difference

1,000s of people % 1,000s of people % 1,000s of people %

Total 277,446 100% 277,446 100% 0 0%

Insured 246,680 89% 225,531 81% -21,149 -9%

Employer 149,325 54% 151,245 55% 1,920 1%

Nongroup, ACA-compliant 17,528 6% 9,953 4% -7,575 -43%

ACA nongroup (with tax credits) 9,322 3% 0 0% -9,322 -100%

ACA nongroup (without tax credits) 5,638 2% 0 0% -5,638 -100%

Noncompliant nongroup 2,567 1% 9,953 4% 7,385 288%

Medicaid/CHIP 71,162 26% 55,668 20% -15,494 -22%

Other (including Medicare) 8,665 3% 8,665 3% 0 0%

Uninsured 30,766 11% 51,916 19% 21,149 69%

Source: Urban Institute Health Insurance Policy Simulation Model, 2020.
Notes: ACA = Affordable Care Act. CHIP = Children’s Health Insurance Program.
Estimates assume Medicaid coverage expansion waivers in place in seven states before the ACA are reinstated. It is likely that at least some o f these waivers will not be 
reinstated, however, making our estimated increases in uninsurance conservative.
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Figure 1. Uninsurance Rates among 
the Nonelderly Population under 
Current Law and If the ACA Is 
Overturned, by Family Income Relative 
to the Federal Poverty Level, 2022

35%
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Figure 2. Uninsurance Rates among the Nonelderly 
Population under Current Law and if the ACA is 
Overturned, by Race and Ethnicity, 2022
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Source: Urban Institute Health Insurance Policy Simulation Model, 2020. 
Notes: ACA = Affordable Care Act. FPL = federal poverty level.
Estimates assume Medicaid coverage expansion waivers in place in seven 
states before the ACA are reinstated. It is likely that at least some o f these 
waivers will not be reinstated, however, making our estimated increases in 
uninsurance conservative.

Source: Urban Institute Health Insurance Policy Simulation Model, 2020.
Notes: ACA = Affordable Care Act.
Estimates assume Medicaid coverage expansion waivers in place in seven states before 
the ACA are reinstated. It is likely that at least some o f these waivers will not be reinstated, 
however, making our estimated increases in uninsurance conservative.

Figure 2 shows that overturning the ACA 
will have substantial implications for all 
racial/ethnic groups. Because the ACA 
narrowed gaps in coverage between 
Black people and non-Hispanic white 
people, overturning the ACA reverses 
those improvements; uninsurance will 
increase by roughly 85 percent for Black 
people and white people, leaving 20 
percent of Black people and 15 percent 
of white people uninsured. Uninsurance 
will increase by about 75 percent among 
American Indians/Alaska Natives (from 
13 percent to 24 percent) and people who 
are Asian/Pacific Islander (from 11 percent 
to 19 percent). Uninsurance among the 
Hispanic population will rise by more 
than 40 percent, from 21 percent to 30 
percent—the highest uninsurance rate of 
any racial/ethnic group. Together, people 
of other races/ethnicities will experience 
an 80 percent increase in uninsurance 
(from 8 percent to 14 percent).

If the ACA is invalidated, the largest 
percent increases in uninsurance will 
occur in states that experienced the

largest coverage gains under the ACA: 
states that expanded Medicaid eligibility 
under the law and states that had high 
pre-ACA uninsurance rates (Table 2). 
These include Maine (197 percent 
increase, from 5 percent to 15 percent), 
Kentucky (184 percent increase, from 
8 percent to 22 percent), West Virginia 
(181 percent increase, from 8 percent 
to 21 percent), Montana (155 percent 
increase, from 9 percent to 24 percent), 
Michigan (1 52 percent increase, from 7 
percent to 18 percent), and Pennsylvania 
(143 percent increase, from 7 percent 
to 16 percent). Overall, uninsurance in 
the 37 states that expanded Medicaid 
eligibility under the ACA (including the 
District of Columbia) will more than 
double. However, even states that did not 
expand Medicaid will experience large 
increases in uninsurance as marketplace 
subsidies are eliminated along with other 
ACA reforms. On average, uninsurance 
in those 14 states will increase by 28 
percent. Some of the largest increases 
among these states will be felt in Florida 
(57 percent increase, or 1.5 million more

uninsured people), North Carolina (33 
percent increase, or 387,000 people), 
Wisconsin (30 percent increase, 112,000 
people), and Georgia (24 percent 
increase, or 343,000 people).

Changes in Federal Spending. Table 
3 shows ramifications for states' federal 
health care funding if the ACA is overturned. 
Nationally, federal investment in health 
care will decrease by $152 billion in 2022 
if the ACA is invalidated. Again, states that 
gained the most assistance under the ACA 
will lose the most federal spending. In 21 
states, federal funding for marketplace 
subsidies and Medicaid acute care for 
the nonelderly will fall by 40 percent or 
more. Under ACA repeal, Florida's federal 
funding will drop by $10.7 billion in 2022 
(41 percent), and Wyoming's will drop by 
$311 million (49 percent). These large 
percent decreases in two states that did 
not expand Medicaid eligibility reflect their 
limited traditional Medicaid programs and, 
in Florida, high marketplace enrollment. 
Federal spending on health care in 
California will fall by $25.4 billion, or 47
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Table 2. The Uninsured Nonelderly Population under Current Law and If the ACA Is Overturned, by 
State and Medicaid Expansion Status, 2022

Current Law ACA Is Overturned Difference

1,000s of people % 1,000s of people % 1,000s of people %

Total 30,766 11% 51,916 19% 21,149 69%
Expansion States 16,229 9% 33,368 18% 17,139 106%
Alaska 95 13% 143 20% 48 51%
Arizona 755 12% 978 16% 223 30%
Arkansas 230 9% 579 23% 349 152%
California 3,682 11% 8,004 23% 4,323 117%
Colorado 484 10% 966 20% 482 100%
Connecticut 203 7% 442 15% 239 118%
Delaware 67 8% 92 11% 26 38%
District of Columbia 43 7% 84 14% 40 94%
Hawaii 114 9% 143 12% 29 25%
Idaho 161 11% 356 23% 195 121%
Illinois 1,073 10% 1,810 17% 737 69%
Indiana 499 9% 1,085 19% 586 118%
Iowa 144 6% 365 14% 221 153%
Kentucky 294 8% 836 22% 542 184%
Louisiana 381 10% 935 24% 554 145%
Maine 54 5% 159 15% 105 197%
Maryland 420 8% 816 16% 395 94%
Massachusetts 248 4% 488 9% 241 97%
Michigan 552 7% 1,395 18% 842 152%
Minnesota 291 6% 608 13% 317 109%
Montana 79 9% 202 24% 123 155%
Nebraska 135 8% 260 16% 125 93%
Nevada 397 14% 710 25% 313 79%
New Hampshire 74 7% 166 15% 91 123%
New Jersey 731 10% 1,392 19% 662 91%
New Mexico 216 12% 534 29% 318 147%
New York 1,106 7% 2,075 13% 969 88%
North Dakota 75 12% 115 18% 39 52%
Ohio 724 8% 1,496 16% 772 107%
Oregon 346 10% 753 22% 407 118%
Pennsylvania 693 7% 1,687 16% 994 143%
Rhode Island 60 7% 156 18% 97 162%
Utah 299 10% 559 19% 260 87%
Vermont 44 9% 59 12% 16 36%
Virginia 755 10% 1,433 19% 678 90%
Washington 597 9% 1,180 18% 583 98%
West Virginia 109 8% 307 21% 198 181%
Nonexpansion States 14,537 15% 18,547 20% 4,010 28%
Alabama 486 12% 608 15% 122 25%
Florida 2,641 15% 4,140 24% 1,499 57%
Georgia 1,401 15% 1,745 19% 343 24%
Kansas 341 14% 399 16% 58 17%
Mississippi 371 15% 448 18% 77 21%
Missouri 676 13% 804 16% 128 19%
North Carolina 1,179 13% 1,565 17% 387 33%
Oklahoma 597 18% 726 21% 129 22%
South Carolina 572 14% 733 17% 161 28%
South Dakota 95 13% 112 15% 17 18%
Tennessee 731 13% 901 16% 171 23%
Texas 4,996 19% 5,784 23% 788 16%
Wisconsin 366 8% 478 10% 112 30%
Wyoming 85 16% 104 20% 19 22%

Source: Urban Institute Health Insurance Policy Simulation Model, 2020.
Notes: ACA = Affordable Care Act. Estimates assume Medicaid coverage expansion waivers in place in seven states before the ACA are reinstated. It is likely that at least some 
o f these waivers will not be reinstated, however, making our estimated increases in uninsurance conservative.
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Table 3. Federal Spending on Marketplace Subsidies and Medicaid/CHIP Acute Care for the Nonelderly 
Population under Current Law and If the ACA Is Overturned, by State and Medicaid Expansion 
Status, 2022

Current Law ACA Is Overturned Difference

Millions of $ Millions of $ Millions of $ %

Total 435,704 283,743 -151,962 -35%
Expansion States 299,012 179,548 -119,464 -40%
Alaska 1,462 950 -512 -35%
Arizona 12,639 10,102 -2,537 -20%
Arkansas 5,652 3,563 -2,090 -37%
California 53,748 28,338 -25,410 -47%
Colorado 6,309 3,347 -2,962 -47%
Connecticut 5,268 3,228 -2,040 -39%
Delaware 1,551 1,211 -340 -22%
District of Columbia 1,559 1,303 -257 -16%
Hawaii 1,236 892 -345 -28%
Idaho 2,763 1,268 -1,495 -54%
Illinois 9,697 6,175 -3,522 -36%
Indiana 9,111 5,355 -3,757 -41%
Iowa 4,059 2,637 -1,423 -35%
Kentucky 9,356 4,996 -4,360 -47%
Louisiana 8,669 4,570 -4,099 -47%
Maine 2,173 1,427 -746 -34%
Maryland 8,142 4,736 -3,406 -42%
Massachusetts 9,124 7,363 -1,761 -19%
Michigan 14,774 8,754 -6,020 -41%
Minnesota 7,309 4,962 -2,347 -32%
Montana 2,266 1,119 -1,148 -51%
Nebraska 2,079 912 -1,167 -56%
Nevada 3,471 2,047 -1,424 -41%
New Hampshire 1,068 629 -439 -41%
New Jersey 7,564 4,131 -3,433 -45%
New Mexico 5,844 3,072 -2,772 -47%
New York 34,812 22,447 -12,365 -36%
North Dakota 560 310 -250 -45%
Ohio 15,202 10,376 -4,826 -32%
Oregon 6,599 3,654 -2,944 -45%
Pennsylvania 16,853 11,086 -5,767 -34%
Rhode Island 1,368 880 -488 -36%
Utah 4,121 2,114 -2,006 -49%
Vermont 1,297 1,071 -226 -17%
Virginia 9,455 4,177 -5,278 -56%
Washington 8,597 4,237 -4,360 -51%
West Virginia 3,254 2,112 -1,142 -35%
Nonexpansion States 136,693 104,195 -32,498 -24%
Alabama 5,837 4,538 -1,298 -22%
Florida 25,939 15,257 -10,683 -41%
Georgia 11,562 8,992 -2,569 -22%
Kansas 2,211 1,671 -540 -24%
Mississippi 5,016 4,303 -712 -14%
Missouri 8,289 7,064 -1,225 -15%
North Carolina 16,518 12,622 -3,896 -24%
Oklahoma 5,166 3,920 -1,246 -24%
South Carolina 5,967 4,521 -1,446 -24%
South Dakota 887 650 -237 -27%
Tennessee 9,102 7,509 -1,593 -18%
Texas 34,205 28,572 -5,633 -16%
Wisconsin 5,358 4,250 -1,108 -21%
Wyoming 637 326 -311 -49%

Source: Urban Institute Health Insurance Policy Simulation Model, 2020.
Notes: ACA = Affordable Care Act. Estimates assume Medicaid coverage expansion waivers in place in seven states before the ACA are reinstated. It is likely that at least some 
o f these waivers will not be reinstated, however, making our estimated decreases in federal health care spending conservative.
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percent, reflecting the size of the state and 
the importance of the Medicaid expansion 
there. Virginia will lose $5.3 billion in 
federal funding (a 56 percent decrease) 
with the law overturned, Michigan will lose 
$6.0 billion (41 percent), and Pennsylvania 
will lose $5.8 billion (34 percent).

Implications for Providers. Table 4 
highlights the financial implications of 
decreased spending on health care (both 
public and private) to different types of 
health care providers. As the number of 
insured people falls under ACA repeal, 
so will spending on various types of 
medical care. We estimate that health care 
spending will fall by $135 billion nationally. 
Of that, $56 billion is attributable to lower 
spending on hospitals, $17 billion owes 
to lower spending on physician care, 
$30 billion owes to lower spending on 
pharmaceuticals, and $33 billion owes to 
lower spending on other medical services. 
These decreases will be spread across the 
country, but some of the largest percent 
decreases will be seen in New Mexico, a 
very low-income state that has benefited 
considerably from the ACA's Medicaid 
expansion, as well as Montana, Louisiana, 
Kentucky, and Idaho. These states all 
expanded Medicaid under the ACA and 
had high pre-ACA uninsurance rates.

Given a 69 percent increase in the number 
of uninsured people in the United States, 
overturning the ACA will greatly increase 
the demand for uncompensated medical 
care, or care provided without payment 
from the patient or an insurer. How much 
of this increased need for uncompensated 
care would be met is unclear, particularly 
given increasing financial pressures on 
state governments due to the pandemic 
that will likely last years. Health care 
providers cannot feasibly meet all or even 
most of this increased need. We estimate 
that the demand for uncompensated care 
will increase by $58 billion in 2022, or 74 
percent, should the ACA be overturned 
(Table 5). This increased demand would 
be distributed across different health 
care providers: $17 billion for hospitals, 
$7 billion for physicians, $12 billion for 
pharmaceutical manufacturers, and $22 
billion for other provider types.

Conclusion
The Supreme Court can invalidate the 
entire ACA via California v. Texas. If the 
court sides with Texas and eliminates

the ACA, the consequences will be felt 
throughout the U.S. health care system. 
Many of these implications are beyond 
our ability to measure. Here, we estimate 
the impact of overturning the law on 
health insurance coverage and federal 
spending on health care. We also show 
how a 69 percent increase in the number 
of uninsured Americans would affect 
spending on health care providers of 
different types, as well as the demand for 
uncompensated care. The implications 
of reduced federal spending and an 
additional 21 million uninsured people 
would be particularly pronounced as 
the recession abates. In addition, higher 
levels of demand for an array of public 
services and lower state and local tax 
revenues will continue for some time, 
making it difficult for state and local 
governments to increase funding enough 
to meet these demands, let alone support 
replacing lost coverage.

Thus, invalidating the ACA will have 
massive financial consequences for 
health care providers and households, 
and millions of people will experience 
reduced access to necessary medical 
care. However, some legislative 
mechanisms could help eliminate these 
eventualities before a Supreme Court 
decision is issued: Congress can pass 
and the president can sign legislation 
eliminating the now-toothless individual 
mandate while explicitly retaining the 
remainder of the law. Alternatively, a law 
could reinstate a more modest individual 
mandate penalty, a step that could also 
make the case moot.

Methodology Appendix
Given uncertain economic conditions in 
2020, owing to the COVID-19 pandemic 
and consequent recession and its rapid 
evolution, we opted to simulate the 
consequences of overturning the ACA 
using a 2022 current-law baseline, 
a year when conditions should be 
more stable. In doing so, we assume, 
consistent with Congressional Budget 
Office projections,3 that the economy will 
have partly recovered from the pandemic 
recession by that time. We assume the 
characteristics of people who remain 
unemployed at that time are largely 
consistent with the distribution identified 
in U.S. Department of Labor data from 
August 2020, which showed clearly that 
higher-wage jobs had recovered to a

much greater extent than had lower- 
wage jobs.

The simulations account for relevant 
state regulations, such as banning 
short-term, limited-duration plans.6 Our 
current-law estimates account for the 
federal individual mandate penalties 
being set to $0 beginning in plan year 
2019, as well as the fact that California, 
the District of Columbia, Massachusetts, 
and New Jersey have their own individual 
mandate penalties. We treat Missouri 
and Oklahoma, where the ACA Medicaid 
expansion has been approved by ballot 
initiative but not yet implemented, as 
nonexpansion states. We do this because 
the political environments surrounding 
expansion, even once ballot initiatives are 
passed, remain uncertain, and the timing 
and implementation of these expansions 
are therefore still unknown.

The current version of HIPSM is calibrated 
to state-specific targets for marketplace 
enrollment following the 2020 open 
enrollment period, 2020 marketplace 
premiums, and late 2019 Medicaid 
enrollment from the Centers for Medicare 
& Medicaid Services monthly enrollment 
snapshots. Aging our projections to 
2022 involved several steps. First, we 
aged the 2020 population to 2022 using 
projections from the Urban Institute's 
Mapping America's Futures program. 
We then inflated incomes and health 
costs to 2022. Because the pandemic 
has reduced use of expensive care, we 
assume costs for private nongroup health 
insurance and Medicaid are flat in 2021 
but return to default inflation assumptions 
in 2022.78 Under our default assumptions, 
we estimate Medicaid will grow at 5 
percent annually, private premiums will 
grow at 6 percent, and out-of-pocket 
spending and uncompensated care will 
grow at 3 percent.

Other ACA provisions that affect Medicare, 
payment and delivery system reform, 
support for community health centers, 
and preventive care initiatives will be 
eliminated if the ACA is fully invalidated. As 
with our prior analyses, we do not analyze 
elimination of those provisions here. We 
estimate the impacts of the ACA coverage 
provisions being overturned, comparing 
them with insurance coverage and health 
care spending under current law at the 
national and state levels.
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Table 4. Health Care Spending by Insurers (Public and Private) and Households on Acute Care for 
the Nonelderly Population under Current Law and If the ACA Is Overturned, by State and 
Medicaid Expansion Status, 2022

Total health 
care spending 
(millions of $)

Total 1,925,293
Expansion States 1,302,043
Alaska 4,801
Arizona 42,215
Arkansas 17,819
California 226,374
Colorado 33,830
Connecticut 24,335
Delaware 6,367
District of Columbia 4,828
Hawaii 7,178
Idaho 10,361
Illinois 71,159
Indiana 41,227
Iowa 20,115
Kentucky 28,037
Louisiana 26,855
Maine 8,347
Maryland 36,876
Massachusetts 43,679
Michigan 59,331
Minnesota 39,475
Montana 6,727
Nebraska 11,626
Nevada 17,134
New Hampshire 8,195
New Jersey 52,002
New Mexico 13,205
New York 121,564
North Dakota 4,352
Ohio 70,564
Oregon 25,876
Pennsylvania 82,747
Rhode Island 6,141
Utah 20,024
Vermont 4,756
Virginia 48,923
Washington 44,676
West Virginia 10,324
Nonexpansion States 623,250
Alabama 26,271
Florida 107,615
Georgia 58,199
Kansas 16,522
Mississippi 16,802
Missouri 38,215
North Carolina 63,372
Oklahoma 21,820
South Carolina 26,559
South Dakota 5,139
Tennessee 39,550
Texas 163,857
Wisconsin 35,739
Wyoming 3,591

Current Law

Hospitals 
(millions of $)

Physician services 
(millions of $)

Prescription drugs 
(millions of $)

Other services 
(millions of $)

678,397 308,464 431,903 506,528
457,631 207,581 292,574 344,257

1,694 756 1,052 1,299
14,913 6,662 9,538 11,101

6,375 2,789 4,041 4,614
78,800 36,020 51,207 60,347
11,657 5,548 7,521 9,105
8,346 3,843 5,604 6,542
2,256 1,006 1,444 1,661
1,763 749 1,064 1,252
2,563 1,145 1,611 1,859
3,701 1,621 2,331 2,707

24,657 11,652 15,868 18,982
14,644 6,540 9,271 10,772

7,012 3,273 4,462 5,368
10,039 4,330 6,412 7,256

9,737 4,098 6,136 6,884
2,926 1,306 1,943 2,172

12,841 5,897 8,297 9,840
15,432 7,035 9,691 11,521
21,009 9,311 13,505 15,506
13,777 6,366 8,770 10,563

2,410 1,056 1,511 1,749
4,046 1,894 2,567 3,120
6,072 2,760 3,846 4,455
2,783 1,348 1,861 2,203

17,642 8,627 11,668 14,064
4,811 1,985 3,013 3,396

44,183 18,962 26,991 31,428
1,518 722 937 1,175

24,928 11,168 15,966 18,501
9,049 4,097 5,871 6,859

29,049 13,323 18,515 21,860
2,141 990 1,382 1,628
6,997 3,258 4,278 5,492
1,706 732 1,085 1,232

17,021 7,913 10,968 13,022
15,406 7,221 9,976 12,074

3,728 1,579 2,369 2,648
220,766 100,883 139,330 162,271

9,348 4,210 5,898 6,816
37,905 17,301 24,620 27,789
20,500 9,510 12,978 15,211

5,743 2,747 3,629 4,403
6,152 2,639 3,772 4,239

13,743 6,130 8,545 9,797
22,604 10,182 14,164 16,422

7,821 3,478 4,873 5,648
9,450 4,266 5,997 6,846
1,812 838 1,130 1,358

14,042 6,331 8,916 10,261
58,005 26,803 36,002 43,047
12,380 5,860 8,012 9,487

1,261 588 794 949

continued
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Table 4. Health Care Spending by Insurers (Public and Private) and Households on Acute Care for 
the Nonelderly Population under Current Law and If the ACA Is Overturned, by State and 
Medicaid Expansion Status, 2022 (continued)

Change if ACA is Overturned

Total health care spending Hospitals Physician services Physician services Other services

Millions of $ 0/% Millions of $ 0/% Millions of $ 0/% Millions of $ 0/% Millions of $ 0/
%

Total -135,460 -7% -55,934 -8% -17,214 -6% -29,681 -7% -32,632 -6%
Expansion States -108,839 -8% -44,862 -10% -13,119 -6% -24,235 -8% -26,623 -8%
Alaska -470 -10% -190 -11% -59 -8% -105 -10% -116 -9%
Arizona -1,804 -4% -674 -5% -252 -4% -431 -5% -447 -4%
Arkansas -1,968 -11% -836 -13% -221 -8% -434 -11% -477 -10%
California -25,436 -11% -10,361 -13% -3,056 -8% -5,781 -11% -6,237 -10%
Colorado -2,825 -8% -1,218 -10% -344 -6% -612 -8% -651 -7%
Connecticut -1,929 -8% -776 -9% -219 -6% -445 -8% -489 -7%
Delaware -232 -4% -90 -4% -35 -4% -55 -4% -52 -3%
District of Columbia -249 -5% -100 -6% -25 -3% -56 -5% -68 -5%
Hawaii -166 -2% -62 -2% -22 -2% -40 -2% -41 -2%
Idaho -1,489 -14% -600 -16% -180 -11% -345 -15% -364 -13%
Illinois -3,483 -5% -1,472 -6% -429 -4% -739 -5% -842 -4%
Indiana -3,734 -9% -1,574 -11% -431 -7% -829 -9% -899 -8%
Iowa -1,183 -6% -504 -7% -144 -4% -256 -6% -279 -5%
Kentucky -4,167 -15% -1,714 -17% -469 -11% -964 -15% -1,021 -14%
Louisiana -4,027 -15% -1,682 -17% -453 -11% -921 -15% -972 -14%
Maine -776 -9% -309 -11% -101 -8% -177 -9% -189 -9%
Maryland -3,283 -9% -1,337 -10% -400 -7% -750 -9% -797 -8%
Massachusetts -901 -2% -414 -3% -146 -2% -133 -1% -207 -2%
Michigan -6,109 -10% -2,480 -12% -709 -8% -1,392 -10% -1,528 -10%
Minnesota -2,105 -5% -924 -7% -248 -4% -417 -5% -516 -5%
Montana -1,225 -18% -503 -21% -148 -14% -280 -19% -294 -17%
Nebraska -989 -9% -390 -10% -119 -6% -232 -9% -248 -8%
Nevada -1,368 -8% -566 -9% -165 -6% -300 -8% -338 -8%
New Hampshire -421 -5% -172 -6% -53 -4% -95 -5% -102 -5%
New Jersey -3,748 -7% -1,514 -9% -467 -5% -835 -7% -933 -7%
New Mexico -2,792 -21% -1,107 -23% -304 -15% -670 -22% -711 -21%
New York -5,174 -4% -2,279 -5% -728 -4% -916 -3% -1,250 -4%
North Dakota -237 -5% -106 -7% -30 -4% -48 -5% -53 -5%
Ohio -4,682 -7% -1,945 -8% -533 -5% -1,071 -7% -1,134 -6%
Oregon -2,921 -11% -1,214 -13% -355 -9% -648 -11% -704 -10%
Pennsylvania -5,594 -7% -2,284 -8% -686 -5% -1,222 -7% -1,403 -6%
Rhode Island -460 -7% -195 -9% -54 -5% -98 -7% -114 -7%
Utah -2,039 -10% -814 -12% -259 -8% -460 -11% -506 -9%
Vermont -145 -3% -58 -3% -23 -3% -27 -2% -36 -3%
Virginia -5,268 -11% -2,145 -13% -626 -8% -1,223 -11% -1,274 -10%
Washington -4,358 -10% -1,801 -12% -499 -7% -994 -10% -1,064 -9%
West Virginia -1,081 -10% -452 -12% -125 -8% -237 -10% -266 -10%
Nonexpansion States -26,621 -4% -11,072 -5% -4,096 -4% -5,445 -4% -6,009 -4%
Alabama -952 -4% -405 -4% -144 -3% -190 -3% -213 -3%
Florida -9,364 -9% -3,771 -10% -1,446 -8% -1,959 -8% -2,186 -8%
Georgia -2,026 -3% -863 -4% -310 -3% -404 -3% -449 -3%
Kansas -421 -3% -174 -3% -63 -2% -93 -3% -91 -2%
Mississippi -482 -3% -207 -3% -74 -3% -97 -3% -104 -2%
Missouri -962 -3% -415 -3% -149 -2% -187 -2% -211 -2%
North Carolina -3,226 -5% -1,334 -6% -488 -5% -680 -5% -724 -4%
Oklahoma -921 -4% -383 -5% -139 -4% -194 -4% -205 -4%
South Carolina -1,126 -4% -474 -5% -172 -4% -228 -4% -252 -4%
South Dakota -128 -2% -57 -3% -19 -2% -22 -2% -29 -2%
Tennessee -1,318 -3% -558 -4% -196 -3% -268 -3% -295 -3%
Texas -4,523 -3% -1,935 -3% -704 -3% -894 -2% -990 -2%
Wisconsin -916 -3% -388 -3% -149 -3% -177 -2% -202 -2%
Wyoming -255 -7% -107 -8% -40 -7% -51 -6% -57 -6%

Source: Urban Institute Health Insurance Policy Simulation Model, 2020.
Notes: ACA = Affordable Care Act. Estimates assume that Medicaid coverage expansion waivers in place in 7 states prior to the ACA are reinstated. It is likely that at least 
some o f thes waivers will not be reinstated, however, making our estimated decreases in federal health care spending conservative. _
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Table 5. Uncompensated Care Sought under Current Law and If the ACA Is Overturned, by Type of 
Service, 2022

Current law (millions of $)

ACA is overturned (millions of $) 

Difference (millions of $)

Percent difference

Total
uncompensated care Hospitals Physician services Prescription drug 

manufacturers Other services

78,501 22,171 10,081 16,033 30,217

136,462 39,558 16,962 28,016 51,927

57,961 17,387 6,881 11,983 21,710

74% 78% 68% 75% 72%

Source: Urban Institute Health Insurance Policy Simulation Model, 2020.
Notes: ACA = Affordable Care Act. CHIP = Children’s Health Insurance Program.
Estimates assume Medicaid coverage expansion waivers in place in seven states before the ACA are reinstated. It is likely that at least some o f these waivers will not be 
reinstated, however, making our estimated increases in uninsurance conservative.

We present estimated effects of ACA 
repeal assuming pre-ACA Medicaid 
Section 1115 coverage expansion waivers 
will be reinstated. We therefore likely 
underestimate the number of people who 
will become uninsured and the amount of 
federal health care dollars that will be lost 
if the law is overturned. Before the ACA, 
seven states received federal Section 1115 
waivers to expand eligibility for Medicaid 
coverage; most often, these states 
had demonstrated that their expansion 
would be budget neutral for the federal 
government because savings would 
accrue from moving Medicaid enrollees 
into managed-care organizations. The 
seven states were Arizona, Delaware, 
Hawaii, Massachusetts, New York, 
Vermont, and Wisconsin. Because the 
ACA made these waivers obsolete in 
states that expanded Medicaid, not all 
waivers, or the coverage aspects of the 
waivers, have been renewed since 2014. 
If the ACA is overturned and not all state 
waivers are reinstated, Medicaid eligibility 
in the nonrenewed states will shift back 
to its pre-waiver implementation level. 
These states would be able to apply to 
renegotiate their waivers with the federal 
government, but the outcome would 
be uncertain. First, states would have 
to be willing and able to invest the time 
and expenses involved with the waiver. 
Second, it is unclear what terms the Trump 
administration would agree to. And third, 
it is unclear whether states would be able 
to show that their new waivers would be 
budget neutral to the federal government, 
given changes in circumstances since the 
waivers' original approval and intervening 
changes in the administration's calculation

of budget neutrality. It is also possible 
that, if the ACA is overturned and the 
Trump administration has a second term, 
invalidation of the law could be used to 
introduce large-scale changes to Medicaid 
the current administration now encourages 
through waivers, such as the imposition of 
work requirements. We did not simulate 
any such changes to the program.

Health care spending data used in HIPSM 
come from the Medical Expenditure 
Panel Survey Household Component 
and other sources. We estimate total 
health care spending for each person 
represented in HIPSM for each possible 
health insurance status; these estimates 
of spending control for a broad array of 
sociodemographic variables and health 
statuses. Using the Medical Expenditure 
Panel Survey Household Component, 
we then compute the share of individual 
health expenditures attributable to each 
type of care (hospital, office-based 
physician, prescription drugs, other) 
by individual characteristics (health 
insurance coverage, age, gender, income, 
and health status). The percentage of 
spending assigned to each provider 
type is then imputed to the individuals 
represented in HIPSM.

Though the ACA reduced the volume 
of uncompensated care by reducing 
the number of uninsured people, 
uncompensated care is currently funded 
in several ways:

Medicaid disproportionate share 
hospital (DSH) and upper payment 
limit programs

Medicare DSH payments

Veterans Health Administration

other federal programs

state and local government programs

private programs, such as patient 
assistance programs providing free 
or reduced-cost prescription drugs to 
those who qualify

charity care and bad debt absorbed 
by health care providers

HIPSM estimates the demand for 
uncompensated care by people who 
are uninsured or underinsured based on 
pre-ACA data. Coughlin and colleagues 
estimated that, in 2013, the federal 
government funded about 39 percent of 
uncompensated care through programs 
such as Medicaid and Medicare DSH 
payments, state and local governments 
funded 24 percent, and health care 
providers funded 37 percent.9 It is unclear 
how willing or able different levels of 
government and different providers will 
be to increase funding for such care if 
the ACA is overturned. Current patterns 
of uncompensated care use may not 
persist if, for example, large increases 
in the number of uninsured people are 
not met with commensurate increases 
in government funding or provider 
contributions of free or reduced-price 
care. Consequently, we discuss estimated 
amounts of care (based on recent patterns 
of uncompensated care use) as the value 
of care sought by the newly uninsured, not 
the value of the uncompensated care they 
would actually receive.
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Overview

The Survey on Race and Health, a joint project between KFF and ESPN's The Undefeated, 
explores the public's views and experiences on the topics of health care, racial 
discrimination, and the coronavirus pandemic, with a special focus on Black adults, a 
group that has borne a disproportionate burden of COVID-19 cases and deaths. This 
survey of 1,769 U.S. adults includes an oversample of 777 Black Americans to allow for 
in-depth reporting among this group, as well as comparison groups of White and 
Hispanic adults. This project focuses on African Americans' views and experiences of 
being Black in America, including views of unconscious bias and structural racism; 
experiences of discrimination within and outside of health care settings; trust in the 
health care system; the social and economic impacts o f the pandemic; and views of a 
potential coronavirus vaccine.

Read The Undefeated's reporting (https://theundefeated.com/tag/race-and-health-carefl:

New poll shows Black Americans see a racist health care system setting the stage for 
pandemic's impact (https://theundefeated.com/features/new-poll-shows-black-americans-see-a- 
racist-health-care-svstem-setting-the-stage-for-pandemics-impact/1

Half o f Black adults say they won't take a coronavirus vaccine
(https://theundefeated.com/features/half-of-black-adults-sav-thev-wont-take-a-coronavirus-vaccine/)

New poll shows Black Americans put far less trust in doctors and hospitals than white 
people (https://theundefeated.com/features/new-poll-shows-black-americans-put-far-less-trust-in- 
doctors-and-hospitals-than-white-people/)

https://www.kff.org/racial-equity-and-health-policy/report/kff-the-undefeated-survey-on-race-and-health/?utm_campaign=KFF-2020-The-Latest&utm_... 1/25
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New poll shows how the pandemic has devastated Black families
(https://theundefeated.com/features/new-poll-shows-how-the-pandemic-has-devastated-black-families/)

COVID-19 unveils an America that always sees itself in Black and white
(https://theundefeated.com/features/covid-19-unveils-an-america-that-always-sees-itself-in-black-and-
white/)

Black Americans overwhelmingly say unconscious bias is a major barrier in their lives
(https://theundefeated.com/features/black-americans-overwhelminglv-sav-unconscious-bias-is-a-major-
barrier-in-their-lives/)

Main Findings

• Introduction

• Executive Summary

• The Big Picture: Being Black in America Today

• The Disproportionate Impact of the COVID-19 Pandemic

• Views Of A Potential COVID-19 Vaccine

• Trust And Experiences In The Health Care System

• Conclusion

Introduction

Racial disparities in health and health care have been longstanding and persistent in 
the United States. Even before the coronavirus pandemic, African Americans were 
experiencing lower rates of health insurance coverage (https://www.kff.org/racial-equitv-and- 
health-policy/issue-brief/changes-in-health-coverage-by-race-and-ethnicity-since-the-aca-2010-2018/1. 
increased barriers to accessing health care (https://www.kff.org/report-section/kev-facts-on- 
health-and-health-care-bv-race-and-ethnicitv-coverage-access-to-and-use-of-care/). and worse health 
outcomes (https://www.kff.org/report-section/kev-facts-on-health-and-health-care-bv-race-and- 
ethnicitv-heaith-status/i compared to their White counterparts. Black adults in the U.S. also 
face social and economic inequities (https://www.kff.org/policv-watch/health-disparities- 
svmptom-broader-social-economic-inequities/). including higher rates of unemployment, that 
play a major role in shaping health. Beyond these factors, research 
(https://www.nap.edu/catalog/12875/unequal-treatment-confronting-racial-and-ethnic-disparities-in- 
health-care) shows that historic abuse and mistreatment of communities of color by the 
medical system and ongoing racism and discrimination drive disparities in health,

https://www.kff.org/racial-equity-and-health-policy/report/kff-the-undefeated-survey-on-race-and-health/?utm_campaign=KFF-2020-The-Latest&utm_... 2/25
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contributing to lower quality of care, distrust o f the health care system, and stress and 
trauma (https://facstaff.necc.m ass.edu/wp-

content/uploads/2012/01/racism and psychological injury articl.pdfi. Reflecting these 
experiences, KFF surveys dating back to 1999  (https://www.kff.org/racial-equitv-and-health- 
policv/poll-finding/race-ethnicitv-medical-care-a-survev-of/1 have documented a gap in trust of 
health care providers between Black and White Americans.

The COVID-19 pandemic has drawn new attention to and compounded these existing 
disparities in health and health care. Since the pandemic hit the U.S. in early 2020, a 
growing body of research (h ttps://w w w .kff.o rg/racia l-equ itv-and-health-policv/issue-brief/racial- 

d isparities-covid-19-key-findings-available-data-analysis/1 has consistently shown that people of 
color have borne a disproportionate burden of COVID-19, including being at increased 
risk for exposure and experiencing higher rates of infection, hospitalization, and death 
(h ttps://w w w .kff.o rg/coronavirus-covid-19/issue-brief/covid-19-racial-d isparities-testing-infection- 

hospitalization-death-ana lysis-epic-patient-data/1. Data also show that people of color are 
taking a harder hit financially from the economic downturn associated with the 
pandemic (https://www.axios.com /coronavirus-econonnv-jobs-unennplovent-racial-disparities- 

29e3c6c4-bb43-4eaf-bf90-Q4697ca66b2d.htmh. experiencing higher rates of increases in 
unemployment and difficulty paying for basic needs. In addition, the deaths of Black 
men and women including George Floyd and Breonna Taylor at the hands of police, 
and ensuing protests around the country and the world, have shined a spotlight on 
inequities in the criminal justice system, and the threat of violence that feels like an all- 
too-common occurrence for many Black Americans (h ttps://w w w .kff.o rg/racia l-equ itv-and- 

health-po licy/report/k ff-hea lth-tracking-poll-j une-2020/1.

In light of these facts, KFF partnered with ESPN's The Undefeated 
(h ttps://theundefeated.eom /i to conduct a survey exploring African Americans' views and 
experiences of being Black in America, focusing on experiences with racism and 
discrimination, including within the health care system; the impacts o f the pandemic; 
and views of a potential coronavirus vaccine. The survey of over 1,700 U.S. adults 
includes an oversample of nearly 800 Black Americans to allow for in-depth reporting 
among this group by age, gender, education, and income, as well as comparison 
groups of White and Hispanic adults. Other groups, including Asian, American Indian 
and Alaska Native, and Native Hawaiian and Pacific Islander people are included in the 
total in proportion to their population, but the sample size is not sufficient to break 
their responses out separately.

This work builds on KFF's long history of documenting racial and ethnic disparities in 
health and health care (h ttps://w w w .kff.o rg/racia l-equitv-and-health-policv/issue-brief/racial- 

d isparities-covid-19-key-findings-available-data-analysis/1. as well as Our history of using surveys 
to document the views and experiences of African Americans on broader issues of 
race, culture, and discrimination in partnership with media organizations like CNN 
(h ttps://w w w .kff.o rg/o th e r/re p o rt/survey-of-am ericans-on-race/1 and The Washington

https://www.kff.org/racial-equity-and-health-policy/report/kff-the-undefeated-survey-on-race-and-health/?utm_campaign=KFF-2020-The-Latest&utm_... 3/25
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(h ttps://w w w .kff.o rg/racia l-equitv-and-health-policv /po ll-find ing/b lack-wom en-in-am erica/) Post
(h ttps://w w w .kff.o rg/racia l-equity-and-health-policy /po ll-find ing/w ash ington-postkaiser-fam ily-

foundationharvard-survey-of-a frican/).

(back to top)

Executive Summary

. The share of Black adults who believe it is a good tim e to be Black in America 
has plum m eted in recent years, but most believe the current protest 
m ovem ent w ill lead to meaningful change th a t w ill improve Black people's 
lives. Just a quarter of Black men now say it is a good time to be a Black man in 
America, down from 60% in 2006, and just a third of Black women (34%) now say it's 
a good time to be a Black woman, down from 73% in 2011. Yet almost six in ten 
Black adults (57%) believe the current protest movement and fight for racial equality 
will lead to meaningful change that will improve the lives of Black people in the 
United States.

. Black Americans -  and Black parents in particular -  have been especially hard- 
hit by the coronavirus pandemic, both financially and em otionally. Half of Black 
adults (compared to 42% of White adults) say someone in their household has lost a 
job or had their income reduced as a result of the pandemic, and one-third 
(compared to 17% of White adults) say it has had a major negative impact on their 
ability to afford basic needs like housing, utilities, and food. Among Black parents, 
the share reporting income loss rises to two-thirds, and almost half (46%) of Black 
parents report a major problem affording necessities. Black parents are also more 
likely than White parents to say the pandemic has had a major impact on their 
relationships with family members and their ability to care for their children. Overall, 
Black adults are more likely than their White counterparts to say they that know 
someone who has died from COVID-19, that they are worried about contracting the 
virus at work, and that the pandemic has caused a major decline in their mental 
health. Two-thirds of Black adults think that the federal government would be taking 
stronger action to fight the pandemic if White people were getting sick and dying at 
higher rates than people of color.

. About ha lf o f Black adults say they would not w an t to get a coronavirus 
vaccine if  it was deemed safe by scientists and freely available, w ith  safety 
concerns and distrust cited as the top reasons. By contrast, most White adults 
say they would get vaccinated, and those who wouldn't get a vaccine are more likely 
to say they don't think they need it. Majorities of Black adults also lack confidence 
that the vaccine development process is taking the needs of Black people into 
account, and that when a vaccine becomes available it will have been properly 
tested and will be distributed fairly.

. Seven in ten Black adults believe race-based discrimination in health care 
happens a t least som ewhat often, and one in five say they have personally 
experienced it in the past year. Black adults are also more likely than those who 
are White to report some specific negative experiences with health care providers, 
including providers not believing they were telling the truth or refusing to provide 
pain medication or other treatments they thought they needed. Two-thirds of Black 
adults -  across income and education levels -  say it is difficult to find a health care 
provider who shares their background and experiences, and one-quarter say they
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have never received care from a Black doctor. Reflecting these experiences, Black 
adults are less likely than their White counterparts to say they trust doctors, local 
hospitals, and the health care system to do what is right for their communities.

. Black wom en -  particularly mothers -  report experiencing even higher rates of 
discrimination in health care settings. Among Black women who have a child 
under the age of 18, 37% say they have been treated unfairly based on their race 
while getting health care for themselves or a family member in the past year, and 
41 % say there was a time in the past three years when a health care provider talked 
down to them or didn't treat them with respect. (Among Black men these shares are 
15% and 17%, respectively). Black women overall are also more likely than Black 
men to report feeling that a health care provider didn't believe they were telling the 
truth, assumed something without asking, or suggested they were personally to 
blame for their health problems.

(back to topi

The Big Picture: Being Black in America Today

Majorities o f Black men and women, regardless of age, income, and education,
say it is a bad tim e to be Black in America. The survey finds that Black men and 
women largely agree that it is a difficult time to be Black in America, a finding that is 
perhaps not surprising given the disproportionate impact of the coronavirus pandemic 
on Black families and the national attention drawn to police violence against Black 
Americans, along with broader issues of systemic racism, over the summer of 2020. 
Among Black men, just one quarter say now is a good time to be a Black man in 
America, down 35 percentage points from 60% in a 2006 survey conducted by KFF and 
The Washington Post. Similarly, the share of Black women who say it's a good time to be 
a Black woman in America dropped by more than half, from 73% in a 2011 
KFF/Washington Post survey to 34% in 2020. Now, majorities o f both groups say it is a 
bad time to be a Black man (65%) or a Black woman (59%), a finding that holds true 
across Black men and women regardless of age, income, and education.

Figure 1: Most Black Men And Women Feel It Is A Bad Time To Be Black In 
America

When asked to say in their own words the biggest concerns facing them  and their  
families right now, 36% of Black adults cite financial issues and a similar share 
(34%) cite concerns related to the COVID-19 pandemic. These are also the top two
concerns mentioned by White and Hispanic adults, though Black adults are 10 
percentage points more likely than White adults to name financial challenges among 
their top concerns (36% vs. 26%). Conversely, White adults are more likely than Black or 
Hispanic adults to cite concerns about government and politics, such as the upcoming
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presidential election (15% of White vs. 7% of Black and 5% of Hispanic). Notably, six 
percent o f Black adults cite issues related to racism as being among their top concerns, 
and three percent cite worries about police violence.

Figure 2: Financial Stability And COVID-19 Pandemic Are Biggest Concerns 
Facing Individuals And Families

Most Black adults report experiencing race-based discrimination in the past year.
The survey finds that nearly six in ten (58%) Black adults say they were treated unfairly 
while shopping, working, getting health care, or interacting with police in the past 12 
months because of their race or ethnic background. Four in ten Hispanic adults also 
report experiencing such unfair treatment, compared with just 16% of White adults.

Figure 3: Most Black Adults Report Experiencing Race-Based Discrimination In 
Past Year

Black adults identify m ultiple structural and systemic barriers as m ajor obstacles 
to achieving equal outcomes w ith  W hite people, as well as individual acts of 
racism and unconscious bias. When asked about obstacles to Black people achieving 
equal outcomes with White people in the U.S., larger shares of Black adults compared 
to White adults view various things as "major obstacles." At least three-quarters of 
Black adults see structural or systemic racism (79%) and historic wealth gaps (76%) as 
major barriers, and about seven in ten say the same about individual acts of racism 
and discrimination (73%), unconscious bias (71%), limited opportunities for career 
advancement (70%), and limited access to quality housing (69%). Two-thirds of Black 
adults see limited access to quality education as a "major obstacle." The share of White 
adults viewing each of these things as a major obstacle to Black people achieving equal 
outcomes with White people is at least 20 percentage points lower than the share of 
Black adults giving the same answer.

Figure 4: Black Adults More Likely Than W hite Adults To Perceive Many 
Obstacles To Racial Equality

https://www.kff.org/racial-equity-and-health-policy/report/kff-the-undefeated-survey-on-race-and-health/?utm_campaign=KFF-2020-The-Latest&utm_... 6/25
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Most Black adults report th a t unconscious bias, racism and discrimination, and 
structural and system barriers have been personal obstacles in their lives. When 
Black adults were asked whether this same list o f items had been an obstacle in their 
own life, the list was similar, but unconscious bias was at the top (71 % say this has 
been an obstacle), followed by about two-thirds who named individual acts of racism 
and discrimination (65%), structural or systemic racism (65%), and historic wealth gaps 
(63%). Nearly as many (57%) say that limited opportunities for career advancement has 
been a personal barrier. Fewer Black adults -  about four in ten -  see limited access to 
quality housing (44%) or quality education (41 %) as obstacles in their own lives.

Figure 5: Most Black Adults Say Unconscious Bias, Discrimination, And Systemic 
Racism Have Been Personal Obstacles

Although unconscious bias ranks at the top of the list of personal obstacles, most Black 
adults who report experiencing discrimination in the past 12 months (58% of all Black 
adults) say that when people treat them unfairly based on their race, they are usually 
discriminating on purpose (70%), rather than being unaware they are being unfair 
(27%).

Figure 6: Most Black Adults Who Have Faced Discrimination Feel It Was 
Intentional Rather Than Unconscious

Despite these challenges. Black Americans are not w ithou t hope, w ith  most 
believing the current protest m ovem ent w ill lead to meaningful change th a t w ill 
improve the ir lives. A majority (57%) of Black adults say they believe that "the current 
protest movement and fight for racial equality will lead to meaningful change that will 
improve the lives of Black people," while a slight majority (53%) of White adults say they 
do not think the movement will lead to meaningful change. Hispanic adults respond 
similarly to Black adults, with 56% saying protests will lead to meaningful change.
These racial differences at least partially reflect differing partisanship; 72% of 
Democrats (including 65% of Black Democrats and 75% of white Democrats) expect the 
protest movement to lead to meaningful change, while eight in ten Republicans (the 
large majority of whom are White) expect no meaningful change.

(back to topi

The Disproportionate Impact of the COVID-19 Pandemic

Beyond its stark impacts on health and mortality, the coronavirus pandemic is also
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Figure 7: Most Black Americans Say Protest Movem ent Will Lead To Meaningful 
Change; Most W hite Adults Say It Will Not

having significant economic impacts and taking a toll on individuals' mental and 
emotional health. Similar to the disproportionate rates of infection, serious illness, and 
death people of color are experiencing from the virus, the survey findings show that 
they also are bearing a disproportionate burden of negative consequences on their 
financial and emotional well-being.

Black and Hispanic adults are more likely to report em ploym ent disruptions and 
financial hardships associated w ith  the pandemic compared to the ir W hite  
counterparts. With unemployment rising to record levels, about half of all U.S. adults, 
including higher shares of those who are Black (51 %) or Hispanic (57%) compared to 
42% of White adults, say that they or someone in their household has lost a job, been 
placed on furlough, or had their hours or income reduced as a result o f the pandemic. 
The shares are even higher among Black parents with children under age 18 living at 
home, two-thirds (66%) of whom report a pandemic-related disruption in employment 
or income.

For many, these employment disruptions are leading to significant financial struggles. 
About three in ten of those who are Black (32%) or Hispanic (28%) say the pandemic 
has had a "major negative impact" on their ability to pay for basic necessities like 
housing, utilities, and food, compared with 17% of White adults. Again, Black parents 
have been hit particularly hard, with nearly half (46% of Black parents overall, 48% of 
Black mothers) saying the pandemic has had a major negative impact on their ability to 
pay the bills.

Figure 8: Black And Hispanic Adults H it Harder Financially By Pandemic

Black parents also report disproportionate impacts on the ir ability to care for 
th e ir children and th e ir fam ily  relationships. Larger shares of Black parents than 
White parents say the coronavirus pandemic has had a "major negative impact" on 
their ability to care for their children (32% vs. 13%) and on their relationships with 
family members (25% vs. 12%). Majorities of both Black parents (60%) and White 
parents (59%) say the pandemic has had a major negative impact on their children's 
education.

Black and Hispanic adults are more likely to report the pandemic has had a 
m ajor negative im pact on the ir m ental health and to say they know someone
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Figure 9: Black Parents Report Major Impacts O f Pandemic On Education, 
Relationships, And Ability To Care For Their Children

who has died from  coronavirus compared to those who are W hite. The
coronavirus pandemic is taking an emotional toll on many Americans, including people 
of color. While more than half of adults across racial and ethnic groups say the 
pandemic has had a negative impact on their mental health, the share saying it has 
had a "major negative impact" is higher among Black and Hispanic adults (28% each) 
compared to White adults (19%). In addition, four in ten Black adults (39%) and a third 
of Hispanic adults say they know someone who has died from coronavirus, compared 
with 24% of those who are White.

Figure 10: Most Say The Pandemic Is Taking A Toll On Their M ental Health

Black adults who w ork outside the ir homes are also disproportionately worried  
about contracting the virus while a t work. Among those who work outside of their 
home, six in ten Black adults are worried about getting sick from coronavirus while at 
work (including 34% who are "very worried"), compared with just under half of White 
adults who are worried (11 % "very worried"). Worry rises to seven in ten among Black 
women who work outside the home (69%) and among working Black adults who live in 
a household where someone has a serious health condition (71%).

Figure 11: Among Working Adults, Those Who Are Black Are More Worried  
About Contracting Coronavirus At W ork

Two-thirds of Black adults th ink  th a t the federal governm ent would be taking  
stronger action to fight the pandemic if W hite people w ere getting sick and dying 
from  coronavirus a t higher rates than people of color. In contrast, 72% of White 
people believe the government's response would not be different. Attitudes among 
Hispanic adults are more mixed: 42% say the government's response would be 
stronger and 47% say it would not be different. These attitudes are also highly partisan, 
with six in ten Democrats believing the government response would be stronger if 
more White people were dying and the vast majority (90%) of Republicans saying the 
response would be no different.

https://www.kff.org/racial-equity-and-health-policy/report/kff-the-undefeated-survey-on-race-and-health/?utm_campaign=KFF-2020-The-Latest&utm_... 9/25



11/12/2020 KFF/The Undefeated Survey on Race and Flealth | KFF

Figure 12: Most Black Adults, Democrats Say Governm ent Pandemic Response 
Would Be Stronger If More W hite People W ere Affected

(back to topi

Views Of A Potential COVID-19 Vaccine

With planning beginning for an eventual COVID-19 vaccine, one important 
consideration is making sure that distribution processes and outreach and 
communication strategies reach people of color. Vaccination among people of color 
will be particularly important because they are bearing a heavy, disproportionate 
burden of the disease, and population immunity is not likely to be reached without 
high vaccination rates across all communities. However, achieving a high vaccination 
rate will require public health officials and providers to overcome a range of barriers to 
vaccination (h ttps://w w w .kff.o rg /policv-watch/racial-disparities-flu-vaccination-im plications-covid-19- 

vaccination-e fforts/  ̂among people of color, many of which are rooted in a historic legacy 
of abuse and mistreatment by the medical system and ongoing racism and 
discrimination today. The survey findings provide greater insight into these barriers.

The survey finds th a t Black adults are less likely than other groups to say they  
would get a coronavirus vaccine if it was free and determ ined safe by scientists.
Half o f Black adults say if a coronavirus vaccine was determined to be safe by scientists 
and available for free to everyone who wanted it, they would "definitely" or "probably" 
get vaccinated, compared to six in 10 Hispanic adults and 65% of White adults. In fact, 
just 17% of Black adults say they would "definitely" get the vaccine, 20 percentage 
points lower than the share of both Hispanic and White adults (37% each).

Figure 13: Black Americans Less Likely To Say They Would Get COVID-19 Vaccine 
Even If It Was Free And Determ ined Safe By Scientists

The racial differences in willingness to obtain a vaccine w iden when partisan  
differences are taken into account. About three-quarters of Democrats (77%) say 
they would "definitely" or "probably" get a coronavirus vaccine if it was free and safe, 
compared to about two-thirds of independents (67%) and just under half of 
Republicans (47%). Considering both race and partisanship together, the racial divide in 
vaccine hesitancy among Democrats and independents is stark. Two-thirds (65%) of 
White Democrats say they would "definitely" get vaccinated, compared with just 23% of
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Black Democrats. Similarly, among independents, those who are White are more than 
3 times as likely to say they would definitely get a vaccine as those who are Black (41 % 
vs. 12%).

Table 1: Coronavirus vaccine attitudes by race and political party identification

Democrats Independents Republicans*

Total Black White Total Black White Total White

If a coronavirus vaccine was determined to be 
safe by scientists and available for free to 
everyone who wanted it, would you...?

Definitely/Probably get it (NET) 77% 55% 87% 67% 48% 70% 47% 50%

Definitely get it 51 23 65 35 12 41 20 20

Probably get it 26 33 22 31 36 29 27 30

Definitely/Probably not get it (NET) 21 44 10 31 51 29 51 49

Probably not get it 12 24 8 12 20 9 20 21

Definitely not get it 9 20 2 20 31 20 31 28

*  Sample size of Black Republicans insufficient to report separately.

Risk factors appear to play a small role in Black adults' willingness to obtain the  
vaccine. Six in ten Black adults ages 65 and over -  who are at higher risk for serious 
illness if they contract coronavirus- say they would probably or definitely get 
vaccinated if a safe vaccine was available for free, slightly higher than among those 
under age 65. But, Black adults who live in a household where someone has a serious 
health condition or works in a health care setting -  two other groups at 
disproportionate risk for serious illness or exposure -  are not significantly more likely 
than their counterparts to say they would be willing to take a vaccine.

Figure 14: Among Black Adults For Whom COVID-19 Poses Increased Risks, Many 
Are Hesitant To Get Vaccinated

The racial difference in willingness to take a coronavirus vaccine m ay a t least 
partially reflect a difference in attitudes towards vaccines in general. Black adults 
are less likely than their White counterparts to say they usually get a flu vaccine each 
year (49% vs. 60%). Still, this doesn't explain the difference entirely, as Black adults who 
normally get a flu vaccine are 18 percentage points less likely than White adults who 
normally get a flu vaccine to say they would get a vaccine for coronavirus if it was 
determined to be safe and freely available (66% vs. 84%).
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Figure 15: Racial Differences In COVID-19 Vaccine Hesitancy Persist Among 
Those Who Norm ally Get A Flu Vaccine

The prim ary reasons Black adults cite for saying they defin itely or probably 
would not get a coronavirus vaccine are safety concerns and distrust of the  
health care system. When asked to say in their own words why they would not get a 
coronavirus vaccine, four in ten Black adults (39%) cite safety concerns, as do three in 
ten White adults. Thirty-five percent of Black adults who say they won't get vaccinated 
cite distrust in either the health care system, the government, or vaccines in general as 
a reason, higher than the share of White adults who say the same (23%). By contrast, 
White adults who say they won't get vaccinated are more likely than Black adults to say 
they don't want or need a vaccine or don't think they're at risk of getting sick from 
coronavirus (39% vs. 21 %). Six percent of both Black and White adults who say they 
would not get vaccinated cite concerns about the vaccine development process.

Figure 16: Black Adults Who Are Vaccine Hesitant Cite Safety Concerns, 
Distrust; More W hite Adults Say They Don't Need/W ant It
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In Their Own Words

Survey respondents' open-ended answers to the question "What is the main 
reason why you would not get a vaccine for coronavirus?" reveal the breadth of 
questions and concerns that people have about a potential vaccine. Some 
examples are shown below:

Safety concerns/side effects

"Not sure if  it would work or could cause some kind of bad reaction or death. I will 
have to see if  it actually works before I take it." (Black woman, age 65+)

"Because I believe they would be putting the virus in me instead of protecting me 
from it . .... I would need more proof that its safe before I would allow myself or my 
child to take the vaccine."(Black woman, age 18-29)

“its new. Even if  tested, there will be negative impacts "(White woman, age 30-49)

Distrust of health care system/vaccines/government

"Because I am a Black woman as you know and don't trust the people who give the 
vaccine and want [it] to be tested on another race before it's given to Black people." 
(Black woman, age 50-64)

"Do not trust the safety of a vaccine given the current President's adversarial 
relationship with the truth and transparency." (Black man, age 30-49)

"Because it would take a long time fo r the research to come through, I don't trust 
the medical community because of mistakes in the past." (Black man, age 65+)

Don't need or w an t/N o t a t risk

"I'm healthy. If I get the virus, [I] don't think there is not much risk to my health." 
(Black man, age 30-49)

"I've never gotten vaccines and I don't ever get sick." (White woman, age 18-29)

"[I] don't think the coronavirus is as deadly as it is said to be." (White man, age 50-
64)

"I am a Republican, Republicans do not get coronavirus." (White man, age 65+) 

Concerns about developm ent process
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"Rush to market. Not taking vaccines through the typical test studies." (Black 
woman, age 50-64)

"They're pushing it too fast because of the president." (White man, age 65+)

Overall, a m ajority o f Black adults express concerns about w hether an eventual 
vaccine will have been properly tested for safety and effectiveness and w hether 
it w ill be distributed fairly. Nearly two-thirds (65%) of Black adults are "not at all 
confident" or "not too confident" that the development of the vaccine is taking the 
needs of Black people into account. Moreover, six in ten Black adults (61 %) say they are 
"not too confident" or "not at all confident" that an eventual vaccine will have been 
properly tested for safety and effectiveness, and 66% are not confident that it will be 
distributed in a way that is fair. By contrast, about half of Hispanic adults and about six 
in ten White adults say they are at least somewhat confident that a vaccine will be 
properly tested and that it will be distributed fairly.

Figure 17: Most Black Adults Are Not Confident In COVID-19 Vaccine 
Development Process, Safety, And Fair Distribution

(back to topi

Trust And Experiences In The Health Care System

The longstanding and persistent racial disparities in health reflect a variety of factors 
both within and beyond the health care system, including differences in health 
insurance coverage (h ttps://w w w .kff.o rg/racia l-equ itv-and-health-policv/issue-brief/changes-in- 

health-coverage-by-race-and-ethnicity-since-the-aca-2010-2018/1. health care access 
(h ttps://w w w .kff.o rg/racia l-equ itv-and-health-policv/report/kev-facts-on-health-and-health-care-bv-race- 

and-ethn ic itv/1. and social and economic factors (h ttps://w w w .kff.o rg /policv-watch/health- 

disparities-svm ptom -broader-socia l-econom ic-inequities/1 that influence health. Moreover, 
research (h ttps://w w w .nap.edu/cata log/12875 /unequal-treatm ent-confronting-racial-and-ethnic- 

d isparities-in-health-carei shows that racial disparities in health persist after controlling for 
these factors, suggesting that other factors, including historic and ongoing racism and 
discrimination, play a role in driving these differences. The survey findings provide 
greater insight into how racism and discrimination shape Black adults' experiences 
with the health care system.

Trust of Providers and Hospitals
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Reflecting th e ir experiences w ith  discrimination and systemic racism. Black 
people express lower levels o f trust in a variety of organizations and institutions 
compared to those who are W hite. The gulf is widest when asked how often they can 
trust the police to do what is right for them and their community -  just 30% of Black 
adults say they can trust the police "almost all of the time" or "most of the time," 
compared with 72% of White adults. A little over half of Hispanic adults (56%) say they 
can trust the police.

W hile Black and Hispanic adults are generally more trusting of doctors and 
hospitals than they are o f the police, courts, and schools, there is a racial gap in 
trust when it comes to health care as well. Compared to White adults, Black adults 
are 19 percentage points less likely to trust doctors (59% vs. 78%), 14 percentage points 
less likely to trust local hospitals (56% vs. 70%), and 11 percentage points less likely to 
trust "the health care system" (44% vs. 55%) to do what is right for them and their 
communities. On each of these items, the responses for Hispanic adults fall in between 
those of Black and White adults.

Figure 18: Black Adults Less Likely Than W hite Adults To Trust A Variety Of 
Groups And Institutions, Including In Health Care

There is an age gap in trust as w ell, w ith  younger Black adults less likely than  
th e ir older counterparts to say they trust doctors and the health care system to  
do w hat is right for them  and the ir communities. For example, roughly half of Black 
adults under age 50 say they can trust doctors almost all or most of the time, 
compared with about 7 in 10 Black adults ages 50 and over.

Figure 19: Younger Black Adults Less Likely To Trust Doctors And The Health  
Care System

Perceptions of Unfair Treatm ent in Health Care

Most Black adults feel the health care system treats people unfairly based on 
th e ir race or ethnic background, and this share has increased over tim e. Fully 
seven in ten Black adults say that "our health care system treats people unfairly based 
on their race or ethnic background" very often or somewhat often, compared to 41% of 
White adults and 43% of Hispanic adults.
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Figure 20: Black Adults More Likely To Perceive Discrimination In U.S. Health  
Care System

The share of Black adults who believe race-based discrimination in health care 
happens very or somewhat often has increased over the past 20 years (from 56% in 
1999 to 70% now), while the shares among Hispanic and White adults have remained 
statistically similar to what they were in 1999.

Figure 21: Share O f Black Adults Perceiving Racial Discrimination In Health Care 
Has Increased Since 1999

Black adults identify a range of reasons why Black people have worse average 
health outcomes compared to W hite people. When asked about potential reasons 
why Black people in the U.S. have worse outcomes on average compared to White 
people, Black adults are much more likely than White adults to view various factors as 
major reasons, including disparities in access to health care and insurance (72% vs. 
49%), environmental exposures (70% vs. 40%), and disparities in the level o f care 
provided to Black vs. white patients (54% vs. 26%). Black adults are also somewhat 
more likely than their White counterparts to blame lack of healthy behaviors (38% vs. 
24%) and genetic differences (26% vs. 14%) for racial disparities in health outcomes. 
The perception of the role of genetic differences stands in contrast to research 
(h ttps://w w w .hea lthaffa irs .org/do/10.1377/hb log20200630.939347/full/) disproving biologic 
differences as a driver o f racial disparities in health; moreover, there is growing 
recognition that individual health behaviors are influenced by policies, systems, and 
environments (h ttps://nam .edu/socia l-determ inants-of-health-101-for-health-care-five-plus-five/).

Figure 22: Black Adults Perceive A Variety O f Reasons For Poorer Average 
Health Outcomes In U.S.

Experiences W ith and Access to Health Care Providers

A significant and longstanding body of research (h ttps://w w w .nap.edu/cata log/i2875 /unequa l- 

trea tm ent-con fron ting-racial-and-ethnic-disparities-in-health-care) suggests that provider and 
institutional bias and discrimination are drivers of racial disparities in health, 
contributing to racial differences in diagnosis, prognosis, and treatment decisions. 
Research further points to the role of communication and interactions between
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providers and patients and suggests that enhancing providers' ability to provide 
culturally and linguistically appropriate care (https://minorityhealth.hhs.gov/omh/browse.aspx? 
lvl=2&lvlid=53#:~:text=The%20National%20Standards%20for%20Culturallv.the%20nation's%20increasin 
giv%20diverse%20communities.) as well as increasing diversity of the health care workforce 
(https://minoritvhealth.hhs.gov/npa/files/plans/hhs/hhs plan complete.pdfi may help address 
disparities in health. Reflecting these factors, studies show, for example, that people of 
color receive lower quality of care
(https://www.ahrq.gov/research/findings/nhqrdr/nhqdr18/index.htmh. receive less adequate 
treatment (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3i 11792/1 for acute and chronic pain, 
and report higher rates of mistreatment (https://reproductive-health- 
journal.biomedcentral.com/articles/10.1186/s12978-019-0729-21 during the course of their 
pregnancy. Pointing to the importance of culturally competent care, one recent study 
(https://www.pnas.org/content/i 17/35/211941 found that there were significant improvements 
in mortality for Black newborns who were cared for by Black physicians. Beyond these 
factors, people of color may face increased difficulty accessing care 
(https://www.kff.org/racial-equity-and-health-policy/report/key-facts-on-health-and-health-care-by-race- 
and-ethnicitv/i due to cost or lack of easily accessible providers, among other factors. The 
survey findings provide greater insight into individuals experiences with health care 
providers and their ability to access providers, including those with a shared 
background and experience.

One in five Black and Hispanic adults report they were personally treated 
unfairly because of their race and ethnicity while getting health care in the past 
year, with higher shares among younger Black adults and women, particularly 
mothers. Twenty percent of Black adults and 19% of Hispanic adults say they were 
personally treated unfairly because of their race or ethnicity when getting health care 
for themselves or a family member in the past 12 months, while just 5% of White 
adults say this has happened to them. Younger Black adults (23% of those ages 18-29 
and 28% of those ages 30-49) and Black women (25%) are more likely than older Black 
adults to report being treated unfairly when receiving care. Among Black mothers of 
children under age 18, nearly four in ten (37%) say they have been treated unfairly in 
the past 12 months while getting health care for themselves or a family member. 
Familiarity with the medical community also does not appear to shield Black adults 
from discrimination in health care settings; 34% of those who work in a health care 
delivery setting or live with someone who does say they've experienced race-based 
discrimination while getting health care in the past year.

Figure 23: One In Five Black Adults Report Experiencing Discrimination Getting 
Health Care, Higher Among Mothers And Younger Adults

https://www.kff.org/racial-equity-and-health-policy/report/kff-the-undefeated-survey-on-race-and-health/?utm_campaign=KFF-2020-The-Latest&utm... 17/25



11/12/2020 KFF/The Undefeated Survey on Race and Flealth | KFF

In addition to reporting being treated unfairly, an even larger share of Black 
adults -  36% -  say there was a time in the past few years when they think they 
would have gotten better medical care if they belonged to a different race or 
ethnic group. Mirroring age patterns of reported discrimination, Black adults under 
age 50 are more likely than those ages 50 and over to feel they would have gotten 
better care if they were a different race.

Figure 24: One-Third Of Black Adults Feel They Would Have Gotten Better 
Medical Care If They Were A Different Race, Higher Among Young

Across racial and ethnic groups, many adults report having some specific 
negative experiences with health care providers. Overall, about a quarter of adults 
say that in the past 3 years, a doctor or other health care provider has assumed 
something about them without asking (24%) or talked down to them or treated them 
without respect (23%). Just under one in five say there was a time in the past 3 years 
when a provider didn't believe they were telling the truth (19%) or suggested they were 
personally to blame for a health problem (17%). About one in seven say a doctor 
refused to order a test or treatment (14%) or pain medication (13%) they thought they 
needed.

Figure 25: Nearly Half Of Adults Overall Report One Of Six Negative Experiences 
With Health Care Providers In Last 3 Years

Black adults are more likely than White adults to report some negative 
experiences with health care providers. These differences include feeling that a 
provider didn't believe they were telling the truth (22% of Black adults vs. 17% of White 
adults say this happened to them in the past 3 years), being refused a test or treatment 
they thought they needed (19% vs. 12%), and being refused pain medication (18% vs.
13%). Other negative experiences were reported at similar rates among Black and 
White adults, including health care providers suggesting they were personally to blame 
for a health problem, assuming things without asking, and treating them with a lack of 
respect. About half of Black adults (49%), a similar share of White adults (45%), and 
four in ten Hispanic adults (39%) report experiencing at least one of these things in the 
past 3 years. Together, these findings suggest that across groups, patients encounter 
negative experiences obtaining care, but Black people are more likely to report 
negative experiences in some specific instances.
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Interestingly, most Black adults who experienced at least one form of mistreatment do 
not believe their race was a factor. About four in ten (38%) of those who had at least 
one negative experience (19% of all Black adults) think it happened specifically because 
of their race, while the majority (27% of all Black adults) say it was for some other 
reason.

Figure 26: Black Adults More Likely Than White Adults To Report Providers Not 
Believing Them, Refusing Tests/Treatment, Or Pain Medication

In addition to differences by race, there are also gender differences in the 
treatment people report receiving from health care providers. Black women are 
more likely than Black men to report feeling that a health care provider didn't believe 
they were telling the truth (27% vs. 16%), assumed something without asking (32% vs. 
22%), talked down or treated them without respect (27% vs. 17%), or suggested they 
were personally to blame for their health problems (24% vs. 15%). Among Black 
women with children, the share who say a health care provider talked down to them or 
treated them with disrespect rises to 41 %.

In most cases, there are similar gender gaps between the experiences of White women 
and men as well, though when it comes to being personally blamed for their health 
problems, the opposite pattern is true, with White men more likely than White women 
to report this experience.

Table 2: Negative experiences with health care providers by race and gender

In the last 3 years, have you ever felt that a doctor or Total Black White
health care provider...? (percent saying "yes") Women Men Women Men Women Men

Assumed something about you without asking 29%* 20% 32%* 22% 29%* 21%

Talked down to you or didn't treat you with respect 27* 19 27* 17 27* 19

Didn't believe you were telling the truth 23* 15 27* 16 20* 13

Suggested you were personally to blame for a health problem 
you were experiencing

16 19 24* 15 13 20*

Refused to order a test or treatment you thought you needed 17* 11 20 17 14 10

Refused to prescribe pain medication you thought you needed 14 13 20 16 12 13

Experienced at least one of the above 49* 42 52 45 47 43

*  indicates statistically significant difference between men and women within group.
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Black and Hispanic adults are more likely than their White counterparts to say 
it's difficult to find a doctor who shares their background and experiences and 
one who treats them with dignity and respect. About two-thirds (65%) of Black 
adults and over half (54%) of Hispanic adults say it is very or somewhat difficult for 
them to find a doctor who shares their background and experiences, while most White 
adults (53%) say this is easy. Similarly, about one in five adults who are Black (21 %) or 
Hispanic (22%) say it is difficult to find a doctor who treats them with dignity and 
respect, compared to a smaller share of those who are White (14%).

Figure 27: Black And Hispanic Adults Report More Difficulty Finding Doctors 
Who Share Their Background And Treat Them With Respect

Among White adults, those with college degrees are much more likely than those 
without a degree to say it's easy to find a doctor who shares their background and 
experience. However, this education advantage does not exist among Black adults. 
Nearly two-thirds (64%) of Black adults with a college degree say it's difficult to find a 
doctor who shares their background and experience, about two and a halftimes the 
rate among college-educated White adults (27%). The pattern is similar across income 
groups -  higher-income White adults are more likely than those with lower incomes to 
say it is easy to find a provider who shares their background and experiences, while 
about two-thirds of Black adults across income groups say it is difficult.

Table 3: Difficulty finding doctor with shared background by race and education

How easy or difficult is it to find a doctor who shares the 
same background and experience as you?

Black White

No 4-year 
degree

College
graduate

No 4-year 
degree

College
graduate

Very/somewhat easy 31% 35% 47% 64%

Very/somewhat difficult 66 64 48 27

Don't know/Refused 3 1 5 10

Table 4: Difficulty finding doctor with shared background by race and household income

How easy or difficult is it to find a doctor who shares the Black W

same background and experience as you? <$40K $40-$89.9K $90K+ <$40K $40-5

Very/somewhat easy 33% 31% 33% 44% 5:

Very/somewhat difficult 65 67 67 52

Don't know/Refused 2 2 1 4
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For Black and Hispanic Americans, finding a doctor who shares their background 
and experience may or may not mean seeing a doctor of the same race or 
ethnicity. In fact, about one quarter (24%) of Black adults say they would prefer to see 
a Black doctor, while most say it doesn't make much difference. Still, 24% of Black 
adults say they've never received care from a Black doctor, including 35% of those ages 
18-29 and 28% of those who say they would prefer to see a doctor who is Black. A 
similar 28% of Hispanic adults say they've never received care from a doctor who is 
Hispanic or Latino.

Figure 28: Most Black, Hispanic Adults Say Race Of Doctor Makes No Difference; 
One-Quarter Haven't Had A Doctor Of Same Race

Black and Hispanic adults are more likely than White adults to report financial 
and accessibility barriers to obtaining health care. About half of Black (48%) and 
Hispanic (49%) adults say it is very or somewhat difficult to find health care they can 
afford, compared to a somewhat smaller share of White adults (39%). Similarly, about a 
quarter (24%) of Black adults and three in ten Hispanic adults say it is difficult to find 
health care at a location that is easy for them to get to, compared to 18% of White 
adults.

Figure 29: Black And Hispanic Adults Report More Difficulty Finding Affordable 
Care At Accessible Locations

The differences between Black and White adults on these questions are largely driven 
by income differences. That is, those with lower incomes generally report more 
difficulty finding accessible and affordable care than those with higher incomes, and 
Black and White adults at similar income levels report similar levels of difficulty on both 
these measures.
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Table 5: Difficulty finding affordable and accessible health care by race and household income

How easy or difficult is it to find health care you can afford?
Black W

<$40K $40-$89.9K $90K+ <$40K $40

Very/somewhat easy 46% 57% 64% 49%

Very/somewhat difficult 54 43 34 48

How easy or difficult is it to find health care at a location that is 
easy for you to get to?

Very/somewhat easy 73 77 86 73

Very/somewhat difficult 27 22 13 26

Note: There were not enough Hispanic respondents in the survey to provide similar income breaks.

(back to topi

Conclusion

These survey findings highlight some of the many challenges facing Black individuals 
and families in 2020. Black people in the U.S. are bearing a heavy burden of the health 
and economic consequences of the COVID-19 pandemic, and the survey shows the 
pandemic is taking an unequal toll on their financial stability, their ability to care for 
their children, and their emotional well-being. The findings further illustrate that, once 
a COVID-19 vaccine becomes available, accomplishing a high vaccination rate will 
require addressing multiple barriers to vaccination among the Black community, 
including building public trust and willingness to obtain the vaccine by addressing 
distrust and safety concerns.

In addition, despite longstanding research documenting racial health disparities, the 
survey shows that racism and discrimination still play a major role in shaping people's 
perceptions and experiences with obtaining health care. Most Black adults believe that 
race-based discrimination in health care happens at least somewhat often, and they 
are more likely compared to White adults to report experiencing specific negative 
experiences with health care providers. Many of these experiences are even more 
common among Black women, particularly those with children. Black adults also face 
difficulties finding providers who share their background and experiences and treat 
them with dignity and respect, as well as challenges finding health care they can afford 
and easily access -  challenges shared by Hispanic adults. These findings point to the 
importance of continuing to prioritize equity in health care, and, in particular, efforts to 
address individual and institutional bias and discrimination and social and economic 
inequities that increase barriers to health.

(back to top (https://www.kff.org/7post type=report-section&p=489997&preview=true#top11
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Methodology

The KFF/The Undefeated Survey on Race and Health is based on interviews conducted in 
English and Spanish with a nationally representative sample of 1,769 U.S. adults ages 
18 and older, including an oversample of Black adults. Specifically, the survey 
oversampled mothers, people younger than 30, and college-educated respondents 
who identify as Black or African American. The survey was conducted August 20- 
September 14, 2020, using a hybrid design that combined a stratified, dual-frame 
(landline and cell phone) random digit dial (RDD) telephone sample (ISM,303) with a 
probability-based web/phone panel (N=466). Sampling, data collection, weighting, and 
tabulation were managed by SSRS of Glen Mills, PA, in close collaboration with Kaiser 
Family Foundation researchers. Teams from KFF and The Undefeated worked together 
to develop the questionnaire and analyze the data, and both organizations contributed 
financing for the survey. Each organization is solely responsible for its content.

For the RDD sample, computer-assisted telephone interviews were conducted with 
respondents reached by cell phone and landline. To efficiently obtain a sample of Black 
respondents, the RDD sample was stratified to oversample areas with a high 
population share of Black adults. The telephone sample also included 226 respondents 
reached by calling back Black respondents (predominantly those who previously 
indicated they were college graduates or under age 30) who had previously completed 
an interview on the SSRS Omnibus poll, a weekly dual-frame RDD telephone survey. 
Both the RDD landline and cell phone samples were provided by Marketing Systems 
Group (MSG). For the landline sample, respondents were selected by asking for the 
youngest adult male or female currently at home based on a random rotation. If no 
one of that gender was available, interviewers asked to speak with the youngest adult 
of the opposite gender. For the cell phone sample, interviews were conducted with the 
adult who answered the phone.

Panel interviews were conducted using the SSRS Opinion Panel, a representative 
probability-based panel of adults ages 18 and over living in the United States, recruited 
using the SSRS Omnibus poll and through address-based sampling (ABS). Panel 
members who do not have internet access complete surveys via telephone, and 
internet users complete surveys via the web (for the current study, 38 panel 
respondents completed via phone and 428 completed via web). A total of 233 Black 
panelists were included, targeting those who previously indicated they were mothers 
of children under age 18, college graduates, or under the age of 30. In addition, 233 
non-Black panel members were included so that any differences in the mode of data 
collection would not impact the Black sample alone. In total (including the RDD sample 
and phone interviews from the panel sample), 283 interviews were completed via 
landline and 1,058 via cell phone (including 749 who could not be reached via landline); 
428 interviews were completed via web.
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The combined landline, cell phone, and web sample was weighted to match the sample 
demographics to estimates for the national population. A multi-stage weighting 
process was used to adjust for the fact that not all survey respondents were selected 
with the same probabilities and to account for systematic non-response. In the first 
weighting stage, adjustments were made to 1) correct for the oversampling of different 
groups; 2) account for the fact that respondents with both a landline and cell phone 
have a higher probability of selection in the RDD sample; 3) adjust for likelihood of 
non-response for the re-contacted sample; 4) match estimates of the population (Black 
and non-Black) that do not use the internet based on estimates from the Pew Research 
Center; and 5) match current patterns of telephone use (Black and non-Black) 
according to the June-December 2019 National Health Interview Survey. In the second 
weighting stage, the sample was weighted (separately for Black and non-Black 
respondents) to match demographics of the adult U.S. population using data from the 
Census Bureau's 2018 American Community Survey (ACS) on age by gender, education, 
race and Hispanic origin (for non-the non-Black sample), parent status (by gender), 
metropolitan status, and Census region. Weights were then trimmed separately for the 
Black and non-Black samples, and in the final stage, the samples were combined and 
adjusted to ensure the proportion of Black respondents in the total sample would 
equal their share of the adult population. All statistical tests of significance account for 
the effect of weighting.

The margin of sampling error including the design effect for the full sample is plus or 
minus 3 percentage points. Numbers of respondents and margins of sampling error 
for key subgroups are shown in the table below. For results based on other subgroups, 
the margin of sampling error may be higher. Sample sizes and margins of sampling 
error for other subgroups are available by request. Note that sampling error is only 
one of many potential sources of error in this or any other public opinion poll. KFF 
public opinion and survey research is a charter member of the Transparency Initiative 
(http://www.aapor.org/Transparencv initiative.htm) of the American Association for Public 
Opinion Research.

Group N (unweighted) M.O.S.E.

Total 1,769 ± 3 percentage points

Black, non-Hispanic 777 ± 5 percentage points

Hispanic 201 ± 9 percentage points

White, non-Hispanic 687 ± 4 percentage points

Endnotes
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Executive Summary

The coronavirus pandemic has generated both a public health crisis and an economic 
crisis, with major implications for Medicaid, a countercyclical program. During 
economic downturns, more people enroll in Medicaid, increasing program spending at 
the same time state tax revenues may be falling. As demand increases and state 
revenues decline, states face difficult budget decisions to meet balanced budget 
requirements. To help both support Medicaid and provide broad fiscal relief, the 
Families First Coronavirus Response Act (FFCRA) (https://www.kff.org/global-health- 
policv/issue-brief/the-families-first-coronavirus-response-act-summarv-of-kev-provisions/1- authorized 
a 6.2 percentage point increase in the federal match rate ("FMAP")- (retroactive to 
January 1,2020) available if states meet certain "maintenance of eligibility" (MOE) 
requirements (https://www.kff.org/coronavirus-covid-19/issue-brief/kev-questions-about-the-new- 
increase-in-federal-medicaid-matching-funds-for-covid-19/1.- The fiscal relief is in place until the 
end of the quarter in which the Public Health Emergency (PHE) ends. The current PHE 
(https://www.phe.gov/emergencv/news/healthactions/phe/Pages/covid19-2Qct2020.aspxl is in effect 
through January 21,2021 which means the enhanced FMAP is slated to expire at the 
end of March 2021 unless the PHE is renewed.-

States ended state fiscal year (FY) 2020 and adopted budgets and policies for FY 2021, 
which began on July 1 for most states5, while faced with uncertainty about the 
pandemic, the economy, and the duration of the PHE. This report examines Medicaid 
policy trends with a focus on planned changes for FY 2021 based on data provided by 
state Medicaid directors as part of the 20th annual survey of Medicaid directors in all 
50 states and the District of Columbia. Unlike previous years, the survey instrument 
was modified to primarily collect information about policy changes planned for FY
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11/12/2020 State Medicaid Programs Respond to Meet COVID-19 Challenges: Results from a 50-State Medicaid Budget Survey for State Fiscal Ye...

2021, especially policies related to responding to the pandemic. Overall, 43 states5 
responded to the survey by mid-August 2020, although response rates for specific 
questions varied. Key findings suggest that most policy changes and issues identified 
for FY 2021 were related to responding to the COVID-19 PHE (Figure 1).

ES Figure 1

Most Medicaid policy changes planned for FY  2021 are 
focused on addressing COVID-19.
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ES Figure 1: Most Medicaid policy changes planned for FY 2021 are focused on 
addressing COVID-19.

Eligibility and Enrollment

As part of the federal response to the COVID-19 pandemic, states meeting certain 
"maintenance of eligibility" (MOE) conditions (https://www.kff.org/coronavirus-covid- 
19/issue-brief/kev-questions-about-the-new-increase-in-federal-medicaid-matching-funds-for-covid-19/)
can access enhanced federal Medicaid funding.1 In addition to meeting the MOE 
requirements (https://www.kff.org/medicaid/issue-brief/medicaid-maintenance-of-eligibilitv- 
requirements-issues-to-watch-when-thev-end/).5 some states are utilizing Medicaid emergency 
authorities (https://www.kff.org/medicaid/issue-brief/medicaid-emergencv-authoritv-tracker- 
approved-state-actions-to-address-covid-19/  ̂to adopt an array of actions to help people 
obtain and maintain coverage.3 While many states remained undecided, five states 
reported plans to continue COVID-19 related changes to eligibility and enrollment 
policies after the PHE ends, such as allowing self-attestation of certain eligibility criteria. 
States reported a variety of outreach efforts to publicize COVID-19 related eligibility 
and enrollment changes, and 10 states reported expanding enrollment assistance or 
member call center capacity during the PHE. At the time of survey submission, thirteen 
states had an approved State Plan Amendment (SPA) in place for the new Uninsured 
Coronavirus Testing group;— however, this option that allows states to access a 100% 
federal match rate for coronavirus diagnostic testing expires at the end of the PHE.
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Non-emergency eligibility changes were limited, except for plans to implement 
the Medicaid expansion. To date, 39 states (including DG have adopted the ACA 
Medicaid expansion (https://www.kff.org/nnedicaid/issue-brief/status-of-state-nnedicaid-expansion- 
decisions-interactive-map/̂ .— Of these, 37 states have implemented expansion coverage 
(including Idaho and Utah, which both implemented the expansion on January 1,2020, 
and Nebraska, which implemented the expansion as of October 1,2020). Two 
additional states, Missouri and Oklahoma, will implement the expansion in FY 2022 as 
a result of successful Medicaid expansion ballot initiatives. Six states reported plans to 
implement more narrow eligibility expansions. Only a few states reported planned 
eligibility restrictions or plans to simplify enrollment processes in FY 2021.

Provider Rates and Taxes

The COVID-19 pandemic has resulted in financial strain for Medicaid providers, so 
unlike in prior economic downturns more states are implementing policies to 
provide targeted support to providers rather than rate cuts. At the time of the 
survey, more responding states implemented or were planning fee-for-service (FFS) 
rate increases relative to rate restrictions in both FY 2020 and FY 2021. More than half 
of responding states indicated that one or more payment changes made in FY 2020 or 
FY 2021 were related in whole or in part to COVID-19. Many states adopted FFS 
payment changes in FY 2020 and/or planned to make changes in FY 2021 to provide 
additional relief to providers in response to the PHE. Still, three states have cut 
provider rates across all or nearly all provider categories and other states have 
indicated rate freezes or reductions were likely. Historically, states tend to increase or 
impose new provider taxes during economic downturns; however, only one state 
reported the addition of a new provider tax in FY 2021 and few states reported making 
significant changes to their provider tax structure in FY 2021. Impacts of COVID-19 on 
provider tax collections and provider rates are still emerging.

Nearly half of states reported that federal provider relief funds were not 
adequate for Medicaid providers, while other states did not know at the time of 
the survey. The Coronavirus Aid, Relief, and Economic Security (CARES) Act and the 
Paycheck Protection Program and Health Care Enhancement Act provide $175 billion in 
provider relief funds (https://www.kff.org/coronavirus-policv-watch/update-on-covid-19-funding-for- 
hospitais-and-other-providers/  ̂to reimburse eligible health care providers for health care 
related expenses or lost revenues that are attributable to the pandemic.— Almost half 
of states responding to the survey reported that relief funds under the CARES Act have 
not been adequate to address the negative impact of COVID-19 faced by providers 
serving a high share of Medicaid and low-income patients.

Delivery Systems

Since nearly seven in ten Medicaid enrollees nationwide
(https://www.kff.org/other/state-indicator/total-medicaid-mco-enrollment/?
currenfTimeframe=0&sortModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:%22asc%22%7D1
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receive comprehensive acute care services (i.e., most hospital and physician 
services) through capitated managed care organizations (MCOs), these plans 
have played a critical role in responding to the COVID-19 pandemic.— Twelve MCO 
states (of 31 responding) indicated plans to make adjustments to FY 2021 MCO 
contracts or rates in response to both COVID-related depressed utilization and 
unanticipated treatment costs. Fourteen MCO states (of 32 responding) reported 
implementing directed payments to selected provider types in response to the COVID- 
19 pandemic. MCO states reported a variety of programs, initiatives, or "value-added" 
services newly offered by MCOs in response to the PHE. Beyond addressing pandemic- 
related issues, twelve states in FY 2020 and seven in FY 2021 reported notable changes 
in the benefits and services covered under their MCO contracts.

The pandemic has elevated the importance of addressing social determinants of 
health (https://www.kff.org/disparities-policv/issue-brief/bevond-health-care-the-role-of-social- 
determinants-in-promoting-health-and-health-equitv/) (SDOH)— to improve health and 
reduce longstanding disparities in health and health care. Nearly two-thirds of 
responding states reported implementation, expansion, or reform of a program or 
initiative to address Medicaid enrollees' SDOH in response to COVID-19 (27 states).

Long-Term Services and Supports

The majority of responding states reported concerns about the pandemic's 
impact on the long-term services and supports (LTSS) direct care workforce 
supply as well as concerns about access to personal protective equipment (PPE), 
access to COVID-19 testing, and risk of COVID-19 infections for LTSS direct care 
workers. Medicaid is the nation's primary payer for LTSS (https://www.kff.org/report- 
section/medicaid-home-and-communitv-based-services-enrollment-and-spending-issue-brief/L— As 
the pandemic continues, states have taken a number of Medicaid policy actions 
(https://www.kff.org/medicaid/issue-brief/state-actions-to-sustain-medicaid-long-term-services-and- 
supports-during-covid-19 / ) to address the impact on seniors and people with disabilities 
who rely on LTSS to meet daily self-care and independent living needs.— States noted 
plans to retain a variety of LTSS policy changes adopted in response to COVID-19 after 
the PHE period ends, most commonly citing the continuation of HCBS telehealth 
expansions.

Benefits, Cost-Sharing, and Telehealth

The majority of states added or expanded telehealth access in response to the 
pandemic, and many states plan to extend these and/or other benefit and cost-
sharing changes beyond the PHE period. The majority of responding states report 
currently covering a range of FFS services delivered via telehealth when the originating 
site is the beneficiary's home, most of which newly added or expanded this coverage in 
response to the COVID-19 pandemic. Most states reported that services delivered via 
telehealth from the beneficiary's home have payment parity as compared to services 
delivered face-to-face, and just over half of states planned to extend newly
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added/expanded FFS telehealth coverage beyond the PHE period, at least in part and 
at least for some services. Approximately one-third of responding states noted plans to 
extend other benefit and cost-sharing changes adopted during the PHE period (15 
states); most of these are pharmacy changes. Prior to the COVID-19 pandemic
(https://www.kff.org/report-section/a-view-from-the-states-key-nnedicaid-policy-changes-benefits-and- 
cost-sharing/v state changes to Medicaid benefits most commonly pertained to 
enhanced mental health and substance use disorder (SUD) services.— Less than one- 
third of responding states reported plans to make benefit or cost-sharing changes that 
are not related to the PHE in FY 2021 (13 states).

Prescription Drugs

States continued to adopt pharmacy program cost containment strategies 
despite the COVID-19 emergency and other competing priorities. Managing the 
Medicaid prescription drug benefit and pharmacy expenditures remains a policy 
priority for state Medicaid programs, and state policymakers remain concerned about 
Medicaid prescription drug spending growth. Thirty-three responding states reported 
plans to newly implement or expand upon at least one initiative to contain prescription 
drug costs in FY2021.

Challenges and Priorities

Nearly all states reported significant adverse economic and state budgetary 
impacts driven by the pandemic, as well as uncertainty about the future. In the
face of the COVID-19 pandemic, states continue to encounter challenges to provide 
Medicaid coverage and access for a growing number of Americans, while also facing 
plummeting revenues and deepening state budget gaps. State Medicaid officials 
highlighted swift and effective state responses to the pandemic, such as the rapid 
expansion of telehealth, as well as ongoing efforts to advance delivery system reforms 
and to address health disparities and other public health challenges. In these ways, the 
pandemic has demonstrated how Medicaid can quickly evolve to address the nation's 
most pressing health care challenges. However, the ability of states to sustain policies 
adopted in response to the pandemic (including through emergency authorities) may 
be tied to the duration of the PHE as well as the availability of additional federal fiscal 
relief and support. Looking ahead, great uncertainty remains regarding the future 
course of the pandemic, the scope and length of federal fiscal relief efforts, and what 
the "new normal" will be in terms of service provision and demand. Results of the 
November 2020 elections could also have significant implications for the direction of 
federal Medicaid policy in the years ahead.
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Report

Introduction

Like all other aspects of the American health landscape, the COVID-19 pandemic and 
subsequent public health emergency fPHEI declaration
(https://www.phe.gov/emergencv/news/healthactions/phe/Pages/covid19-2Qct2020.aspx)- have
dramatically impacted state Medicaid programs, requiring states to rapidly adapt to 
meet the changing needs of their Medicaid beneficiaries and providers. Nationwide, 
Medicaid provides health insurance coverage to about one in five Americans
(https://www.kff.org/other/state-indicator/total-population/?
currenfTimeframe=0&sortModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:%22asc%22%7D)g 
and accounts for nearly one-sixth of all U.S. health care expenditures.- Prior to the 
pandemic, the Medicaid program had a history of constantly evolving to react to 
changes in federal and state policies, the economy, and other state budget and policy 
priorities. The current pandemic, however, has generated both a public health crisis 
and an economic crisis with increased unemployment, which contributes to growth in 
Medicaid enrollment and spending at the same time state tax revenues may be falling.

In response to the pandemic, Congress has authorized changes to Medicaid through 
the Families First Coronavirus Response Act (FFCRA) (https://www.kff.org/global-health- 
policv/issue-brief/the-families-first-coronavirus-response-act-summarv-of-kev-provisions/)- 
and Coronavirus Aid. Relief, and Economic Security (CARES) Act (https://www.kff.org/global- 
health-policv/issue-brief/the-coronavirus-aid-relief-and-economic-securitv-act-summarv-of-kev-health-
provisions).- including a 6.2 percentage point increase in federal Medicaid matching 
funds (FMAP) (retroactive to January 1, 2020) available to states that meet five
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"maintenance of eligibility" (MOE) conditions (https://www.kff.org/coronavirus-covid-l9/issue- 
brief/key-questions-about-the-new-increase-in-federal-medicaid-matching-funds-for-covid-19/1 that
ensure continued coverage for current enrollees as well as coverage of coronavirus 
testing and treatment.5 This fiscal relief is in place until the end of the quarter in which 
the PHE ends, which means it is currently slated to expire at the end of March 2021. 
Beginning early in the pandemic, states have adopted Medicaid policies to respond to 
COVID-19 through a variety of emergency authorities (https://www.kff.org/medicaid/issue- 
brief/medicaid-emergencv-authoritv-tracker-approved-state-actions-to-address-covid-19/1 (Disaster- 
Relief State Plan Amendments (SPAs), traditional SPAs, other administrative authorities, 
HCBS waiver Appendix K, Section 1115 demonstration waivers, and Section 1135 
waivers).1 The beginning and end dates (https://www.kff.org/report-section/state-actions-to- 
sustain-medicaid-long-term-services-and-supports-during-covid-19-appendix/  ̂for these actions vary 
by authority and many are tied to the PHE.®

This report draws upon findings from the 20th annual budget survey of Medicaid 
officials in all 50 states and the District of Columbia conducted by KFF and Health 
Management Associates (HMA), in collaboration with the National Association of 
Medicaid Directors (NAMD). (Previous reports are archived here 
(https://www.kff.org/nnedicaid/report/nnedicaid-budget-survev-archives/L®) This year's survey 
instrument was modified to focus on policy changes planned for FY 2021 and policies 
adopted in response to the pandemic, and was sent to each state Medicaid director in 
June 2020. Overall, 43 states— responded by mid-August 2020, although response rates 
for specific questions varied. Given differences in the financing structure of their 
programs, the U.S. territories were not included in this analysis. An acronym glossary 
and the survey instrument are included as appendices to this report.

This report highlights policy changes in place or planned for FY 2021 (which began for 
most states on July 1, 2020).- Key findings, along with state-by-state tables, are 
included in the following sections:

• Eligibility and Enrollment (https://www.kff.org/report-section/state-medicaid-prograrns-respond- 
to-meet-covid-19-challenges-eligibilitv-and-enrollmenti

. Provider Rates and Taxes (https://www.kff.org/report-section/state-medicaid-programs- 
respond-to-meet-covid-19-challenges-provider-rates-and-taxes)

. Delivery Systems (https://www.kff.org/report-section/state-medicaid-programs-respond-to-meet- 
covid-19-challenges-deliverv-svstems)

• Long-Term Services and Supports (https://www.kff.org/report-section/state-medicaid- 
programs-respond-to-meet-covid-19-challenges-long-term-services-and-supportsl

. Benefits. Cost-Sharing, and Telehealth (https://www.kff.org/report-section/state-medicaid- 
programs-respond-to-meet-covid-19-challenges-benefits-cost-sharing-and-telehealth)

. Pharmacy Cost Containment Actions (https://www.kff.org/report-section/state-medicaid- 
programs-respond-to-meet-covid-19-challenges-pharmacv-cost-containment-actionsl
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Challenges and Priorities in FY 2021 and Beyond Reported by Medicaid Directors 
. (https://www.kff.org/report-section/state-nnedicaid-progranns-respond-to-nneet-covid-19-challenges- 

challenges-and-priorities-conclusionl

Eligibility and Enrollment

As part of the federal response to the COVID-19 pandemic, states meeting certain 
"maintenance of eligibility" (MOE) conditions (https://www.kff.org/coronavirus-covid- 
19/issue-brief/kev-questions-about-the-new-increase-in-federal-medicaid-matching-funds-for-covid-19/1 
can access enhanced federal Medicaid funding. The Families First Coronavirus 
Response Act (https://www.kff.org/global-health-policv/issue-brief/the-families-first-coronavirus- 
response-act-summarv-of-kev-provisions/i.- amended by the Coronavirus Aid. Relief, and 
Economic Security (CARES) Act (https://www.kff.org/global-health-policy/issue-brief/the- 
coronavirus-aid-relief-and-economic-security-act-summary-of-key-health-provisions/y- authorizes a 
6.2 percentage point increase in the federal Medicaid match rate ("FMAP")- (retroactive 
to January 1, 2020) through the end of the quarter in which the public health 
emergency ends. To qualify for the enhanced funds, states must ensure continued 
coverage for current enrollees and are prohibited from increasing premiums or making 
eligibility standards, methodologies, or procedures more restrictive than those in effect 
on January 1, 2020, among other requirements.-

The MOE requirements (https://www.kff.org/medicaid/issue-brief/medicaid-maintenance-of- 
eligibility-requirements-issues-to-watch-when-they-end/1- contribute to enrollment increases 
(https://www.kff.org/coronavirus-covid-19/issue-brief/data-note-analvsis-of-recent-national-trends-in- 
medicaid-and-chip-enrollment/i§ by eliminating the usual enrollment churn that occurs 
when some individuals lose eligibility and are dis-enrolled from Medicaid each month. 
In the past, some eligibility churn occurred when otherwise eligible individuals lost 
coverage (https://www.kff.org/medicaid/report/nnedicaid-and-chip-eligibilitv-enrollnnent-and-cost- 
sharing-policies-as-of-january-2020-findings-from-a-50-state-survey/1 because they encountered 
barriers (https://www.kff.org/medicaid/fact-sheet/innplications-of-ennerging-waivers-on-streannlined- 
medicaid-enrollment-and-renewal-processes/1 preventing them from timely documenting 
continued eligibility during the eligibility renewal process or when states conducted 
periodic data matches between renewals.1 Prior to the pandemic, these types of 
barriers were potentially depressing overall Medicaid enrollment levels.®

In addition to the MOE requirements, some states are utilizing Medicaid 
emergency authorities (https://www.kff.org/medicaid/issue-brief/medicaid-emergencv-authoritv- 
tracker-approved-state-actions-to-address-covid-19/1 to take Other actions to help people 
obtain and maintain coverage. These include actions to expand eligibility and make it 
easier to apply such as allowing for self-attestation of eligibility criteria; eliminating 
premiums; expanding the use of presumptive eligibility; and otherwise simplifying 
application processes.® The beginning and ending dates of these policies
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(https://www.kff.org/report-section/state-actions-to-sustain-nnedicaid-long-term-services-and-supports- 
during-covid-19-appendix/) vary by authority— and many will expire with the end of the 
public health emergency (PHE) declaration
(https://www.phe.gov/emergencv/news/healthactions/phe/Pages/covid19-2Qct2020.aspx) (currently 
set for January 21,2020).-

Survey Findings

We asked states to report any non-emergency eligibility changes planned for FY 2021, 
including eligibility expansions, eligibility restrictions, and changes to enrollment 
processes. We also asked about changes to eligibility policies made in response to the 
COVID-19 pandemic and, specifically, whether states planned to adopt these changes 
on a more permanent basis. Finally, we asked states to report on outreach efforts to 
publicize COVID-19 related eligibility changes and/or the availability of Medicaid 
coverage following the economic downturn.

NON-EMERGENCY ELIGIBILITY CHANGES

Seven states reported non-emergency plans to expand eligibility in FY 2021. As of
October 2020, 39 states (including DG have adopted the ACA Medicaid expansion 
(https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive- 
map/) (Figure 1).— Of these, 37 states to date have implemented expansion coverage to 
138% FPL ($17,609 per year for an individual in 2020),—) including Idaho and Utah, 
which both implemented the expansion on January 1, 2020 (FY 2020), and Nebraska, 
which implemented on October 1, 2020 (FY 2021). Two additional states, Oklahoma 
and Missouri, will implement the expansion in FY 2022 as a result of successful 
Medicaid expansion ballot initiatives.

. Nebraska implemented the expansion on October 1,2020 (FY 2021) pursuant to a 
ballot measure passed in November 2018. The state is currently seeking a Section 
1115 waiver to implement its expansion with program elements that differ from 
what is allowed under federal law.

. Oklahoma voters approved a ballot measure on June 30, 2020 which adds Medicaid 
expansion to the state's constitution and requires coverage to begin no later than 
July 1,2021. The ballot measure language also prohibits the imposition of any 
additional burdens or restrictions on eligibility or enrollment for the expansion 
population. The Oklahoma Health Care Authority intended to submit the necessary 
State Plan Amendments (SPAs) for expansion by September 30, 2020 with an 
effective date of July 1, 2021 (FY 2022).—

. Missouri voters similarly approved a ballot measure on August 4, 2020 which adds 
the expansion to the state's constitution with coverage to begin July 1,2021 (FY 
2022). Like Oklahoma's, Missouri's approved ballot measure prohibits the imposition 
of any additional burdens or restrictions on eligibility or enrollment for the 
expansion population.

Six states reported plans to implement the following more narrow eligibility 
expansions in FY 2021. These other expansions include the following:
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Figure 1: Status of State Medicaid Expansion Decisions

. Expanding coverage for parent/caretaker relatives and other low-income 
adults. One non-expansion state (South Carolina) has an approved Section 1115 
waiver and plans to increase the income limit for parent/caretaker relative enrollees 
from 67% to 100% FPL and also to provide coverage with an enrollment cap for a 
new Targeted Adult group. Both expansions of eligibility are contingent on 
compliance with a work requirement. As a result of both the pandemic and 
litigation,— no states are currently implementing approved work requirements.—

. Expanding coverage for postpartum women. Two states are expanding coverage 
for postpartum women beyond the 60 days provided under federal rules: Pending 
waiver approval, Georgia and New Jersey are extending to six months.— 
(Additionally, Indiana reported plans to extend postpartum coverage to one year 
beginning in FY 2022.)

. Expanding coverage for certain older adults and people with disabilities. 
California is expanding income eligibility for the optional aged, blind, and disabled 
(ABD) population from 100% to 138% FPL and also creating a new ABD income 
disregard in the amount of the individual's Medicare Part B premium (which is paid 
by Medicaid). The new disregard in California is expected to allow individuals to 
retain eligibility in the ABD pathway and reduce churn between the ABD and 
medically needy with share of costs pathways and administrative burden. New 
Hampshire reported plans to implement its "Medicaid for Employed Older Adults 
with Disabilities" program, which will expand Medicaid buy-in coverage for working 
people with disabilities to include those ages 65 and older with incomes up to 250% 
FPL. (New Hampshire already covers working people with disabilities ages 18 to 64 
up to 250% FPL.) Louisiana is expanding HCBS waiver coverage for children with 
significant disabilities without regard to household income and assets for children 
who live at home but would otherwise qualify for institutional placement in a 
hospital, skilled nursing facility, or intermediate care facility for individuals with 
intellectual disabilities.

Only two states reported a planned eligibility restriction in FY 2021 after the 
expiration of the PHE. Missouri reported that scheduled premium increases would 
go forward after the PHE ended and Montana reported plans to implement a 
community engagement/work requirement and premium changes for expansion 
adults pending CMS approval of the state's Section 1115 waiver renewal.

Although not counted as an eligibility expansion or a restriction for purposes of this 
survey, Texas reported that it would implement changes (including applying modified 
adjusted gross income (MAGI) financial eligibility methodologies to individuals eligible 
for family planning-only services) to its Healthy Texas Women (HTW) Section 1115 
waiver program as required under the waiver's January 2020 approval from CMS.—The 
approved HTW waiver extended eligibility for family planning services to women age 
18-44 up to 200% FPL not otherwise eligible for Medicaid and allowed Texas to waive
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non-emergency medical transportation (NEMT); retroactive eligibility; early and 
periodic screening, diagnostic, and treatment (EPSDT) coverage; and freedom of choice 
of provider for family planning services.

Two states reported non-emergency plans to simplify enrollment processes in FY 
2021. Montana reported plans to implement an auto-renewal process for non-MAGI 
eligibility groups and Virginia reported plans to expand ex parte auto-renewals when 
individuals experience changes such as reaching the end of their postpartum coverage 
period or attaining an age requiring evaluation in other covered groups. While Virginia 
did not characterize this change as the extension of an emergency authority, the state 
did note that the proposed changes are intended to reduce caseworker caseloads 
when the PHE period ends.

ELIGIBILITY CHANGES IN RESPONSE TO COVID-19

Only five states— reported plans to continue COVID-19 emergency changes 
related to eligibility and enrollment policies beyond the PHE period. One state 
(Vermont) noted that a variety of certain emergency flexibilities would likely extend 
beyond the PHE period due to the time required to re-implement prior policies. A few 
states reported specific plans for the continuation of policies to simplify/expedite 
enrollment processes:

. Massachusetts intends to continue allowing self-attestation of all eligibility criteria 
except for citizenship and immigration status.

. Washington is working to adopt self-attestation of income and resources for aged, 
blind, and disabled (ABD) populations. Washington also reported working to adopt 
hospital presumptive eligibility for ABD populations and post-enrollment verification 
of assets for ABD populations.

. Arizona indicated that it would continue allowing electronic signatures on eligibility 
documents for its long-term care program (institutional and HCBS).

. Virginia intends to continue allowing applicants and enrollees to verbally 
appoint/authorize assisters, advocates, and other individuals.

Another 12 states reported that the continuation of emergency eligibility and 
enrollment policies remained undetermined. Indiana and Louisiana reported that 
more time could be needed to re-implement their prior policies; Missouri indicated 
that it may continue to allow self-attestation of most eligibility factors for ABD and 
MAGI populations; and a few states (West Virginia, Kansas, and Missouri) reported 
potential plans to further extend renewal timelines.—

At the time of survey completion, thirteen states had approved State Plan 
Amendments (SPAs) in place for the new Uninsured Coronavirus Testing group at 
the time of survey submission. This new optional eligibility pathway 
(https://www.kff.org/coronavirus-covid-19/issue-brief/kev-questions-about-the-new-medicaid-eligibilitv- 
pathwav-for-uninsured-coronavirus-testing/i provides 100% federal matching funds for states
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to cover coronavirus testing and testing-related services for uninsured individuals 
through the end of the PHE. — In addition to this option, providers can alternatively 
obtain reimbursement for coronavirus testing and treatment provided to uninsured 
individuals from additional federal funds through the Health Resources and Services 
Administration (https://www.hrsa.gov/CovidUninsuredClaimV— One state (California) reported 
covering a significant number of persons under its Uninsured Coronavirus Testing 
group as of June 30, 2020 (6,390). All other states reported more modest enrollments: 
Colorado, Louisiana, and Minnesota reported covering between 50 and 450 
individuals and Maine reported covering approximately 850 individuals. Other states 
that had adopted the option (including Alabama, Iowa, Montana, Nevada, New 
Hampshire, South Carolina, and West Virginia) reported between zero and 50 
persons covered and Washington has an approved SPA for this group but did not 
report the number of individuals covered. Since the time of survey submission, two 
additional responding states (Connecticut and North Carolina) have received SPA 
approvals for this group.—

States reported a variety of outreach efforts to publicize COVID-19 related 
eligibility and enrollment changes, and ten states reported expanding 
enrollment assistance or member call center capacity during the PHE. Most states 
reported using their websites and social media platforms to provide COVID-19 related 
enrollment information. Many states also cited working with provider groups and 
advocacy organizations to disseminate information in addition to direct mailings to 
members and applicants and provider notices and alerts. A few states also commented 
on their managed care organizations' (MCO) outreach efforts. Additionally, ten states 
(California, Florida, Indiana, Kentucky, Maryland, Missouri, Nebraska, South Carolina, 
Texas, and Virginia) reported expanding enrollment assistance or member call center 
capacity. Very few states reported experiencing application processing delays due to 
COVID-19 at the time of survey completion.

Oregon COVID-19 Medicaid Outreach

The Oregon Health Authority (OHA) created targeted messaging for potential applicants 
who may have recently lost a job, had a change in hours, or had a change in 
unemployment benefits and also created messaging about changes in eligibility for 
Medicaid, including changes in income, stimulus payments, and suspending case 
closure. The state has and continues to disseminate this messaging through customer 
service talking points, fact sheets and webpages, social media, e-bulletins, and plan and 
provider talking points, as well as through the statewide network of community 
assisters. The state also plans to send a direct mailing with this information to all 
Medicaid households. The OHA is also fostering a partnership with Oregon's 
employment agency to ensure cross-promotion of vital information about eligibility and 
unemployment.
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Provider Rates and Taxes

The coronavirus pandemic has resulted in financial strain for Medicaid providers.
In prior economic downturns, states have typically resorted to provider rate reductions 
as well as cuts to optional benefits (https://www.kff.org/medicaid/issue-brief/trends-in-state- 
medicaid-programs-looking-back-and-looking-ahead). restoring those rates and benefits when 
economic conditions improved.1 Provider rate cuts may be harder to implement during 
the current downturn, however, due to the fiscal strain the pandemic has placed on 
many providers, particularly those serving Medicaid enrollees. While some providers 
are dealing with both increased utilization and costs related to COVID-19 testing and 
treatment, others have experienced substantial revenue losses as utilization has 
declined for non-urgent care. Providers that predominantly serve Medicaid enrollees 
and/or deliver services primarily financed by Medicaid, such as behavioral health or 
long-term care providers, may face disproportionate risks to their continued financial 
viability as their pre-pandemic operating margins were already modest due to lower 
Medicaid reimbursement levels relative to costs. To address the current fiscal 
challenges faced by providers, states have implemented various options to support 
providers (https://www.kff.org/coronavirus-covid-19/issue-brief/options-to-support-medicaid- 
providers-in-response-to-covid-19/ -̂ directly or bv directing plans to do so 
(https://www.kff.org/medicaid/issue-brief/medicaid-managed-care-rates-and-flexibilities-state-options- 
to-respond-to-covid-19-pandemic/).

The Coronavirus Aid, Relief, and Economic Security (CARES) Act and the Paycheck 
Protection Program and Health Care Enhancement Act provide $175 billion in 
provider relief funds (https://www.kff.org/coronavirus-policv-watch/update-on-covid-19-funding- 
for-hospitais-and-other-providers/) to reimburse eligible health care providers for health 
care related expenses or lost revenues attributable to coronavirus.® Specifically, 
funds are available for building or constructing temporary structures, leasing 
properties, medical supplies and equipment including personal protective equipment 
(PPE) and testing supplies, increased workforce and trainings, emergency operation 
centers, retrofitting facilities, and surge capacity. In June 2020
(https://www.hhs.gov/about/news/2020/06/09/hhs-announces-enhanced-provider-portal-relief-fund- 
pavments-for-safetv-net-hospitals-medicaid-chip-providers.html). CMS announced the allocation 
of $15 billion in provider relief funds specifically for Medicaid/CHIP providers that were 
not funded in a prior distribution to Medicare fee-for-service providers, addressing 
concerns that Medicaid providers had been disadvantaged in prior distributions, both 
in the amount and timing of funding received.®

States can use provider taxes and intergovernmental transfers (IGTsI 
(https://www.kff.org/report-section/medicaicl-financing-the-basics-issue-brief/) to help finance the 
state share of Medicaid.1 Over time, states have increased their reliance on provider 
taxes (https://www.kff.org/medicaid/issue-brief/trends-in-state-medicaid-programs-looking-back-and- 
looking-ahead/), especially during economic downturns.® States also have some flexibility 
to use funding from local governments to help finance the state share of Medicaid. All
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states (except Alaska) have at least one provider tax in place (https://www.kff.org/report- 
section/a-view-from-the-states-key-rnedicaid-policy-changes-provider-rates-and-taxesfl and many
states have more than three.3 On September 14, 2020, CMS withdrew the proposed 
Medicaid Fiscal Accountability Regulation, providing at least some stability for states 
with one or more provider taxes at risk under the proposed rule.

Survey Findings 

PROVIDER RATES

This survey examines rate changes across major provider categories: inpatient 
hospitals, outpatient hospitals, nursing facilities, primary care physicians, specialists, 
obstetricians and gynecologists (OB/GYNs), dentists, and home and community-based 
services (HCBS) providers. States were asked to report aggregate rate changes for each 
provider category in their fee-for-service (FFS) programs and whether these or other 
payment changes (e.g., retainer payments, interim payments) were adopted in 
response to the COVID-19 emergency. States were also asked to describe whether 
provider relief funds made available under the CARES Act were adequate.

At the time of the survey, more responding states implemented or were planning 
FFS rate increases relative to rate restrictions in both FY 2020 and FY 2021 (Tables
1 and 2). Out of the 43 states responding to this year's survey, 41 states reported 
implementing rate increases for at least one category of provider in FY 2020 and 17 
states reported implementing rate restrictions in FY 2020. In FY 2021, fewer states 
reported at least one planned rate increase (35 states) and the number of states 
planning to restrict rates increased (21 states). Most of the rate restrictions are freezes 
in rates for inpatient hospitals and nursing facilities that are counted as restrictions. 
Three states (Colorado, Nevada, and Wyoming) reported rate reductions across all or 
nearly all provider categories. These reductions were related to the states' budget 
shortfalls for FY 2021. Six of the responding states did not report payment changes 
planned for FY 2021 in one or more categories of providers, but two of these states 
identified that rate freezes or reductions were likely pending final budget negotiations.

More than half of the responding states indicated that one or more payment 
changes made in FY 2020 or FY 2021 are related in whole or in part to COVID-19.
Twenty-four out of the 43 responding states indicated that one or more provider rate 
changes implemented in FY 2020 and/or FY 2021 were related to COVID-19 at least in 
part. COVID-19 related payment changes were most commonly associated with nursing 
facilities (20 states) and HCBS providers (18 states) followed by inpatient hospital 
services (11 states).

At the time of the survey, many states adopted FFS payment changes in FY 2020 
and/or are planning to make changes in FY 2021 to provide additional relief to 
providers in response to the COVID-19 emergency. These changes include 
increasing payment rates (per diem or percentage rate increases) and providing
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retainer payments, directed payments, or interim payments to certain provider types. 
Additional payments in some states are associated with facilities, services, or patients 
with a COVID-19 diagnosis (California, Florida, Indiana, Louisiana, Kentucky, 
Massachusetts, and Michigan).

At least 16 states have instituted retainer payments for HCBS providers— and 19 states 
are providing rate increases, interim payments, or add-on payments to nursing 
facilities and other long-term care facilities.-A few states did not specifically update 
long-term care facility rates in response to COVID-19 but describe that their cost-based 
reimbursement systems improve payment due to inflation or COVID-19 related 
expenses. Other examples of COVID-19 related payment changes across state 
Medicaid programs include:

. Alaska adjusted its pharmacy reimbursement methodology and professional 
dispensing fees to address drug shortages, social distancing and increases in 
prescription drug deliveries.

. California and Louisiana are reimbursing COVID-19 related lab services at 100% of 
the Medicare payment rate.

. Oklahoma waived hospital penalties related to potential preventable readmissions 
and is allowing additional therapeutic leave days for certain long-term care facilities.

. Indiana and Washington increased payment rates for emergency medical service 
providers (EMS) and ambulance providers for transporting COVID-19 positive 
patients.

. Kentucky and West Virginia increased inpatient reimbursement for Diagnosis 
Related Groups (DRGs) with a COVID-19 diagnosis by 20%.

. Michigan increased the FFS rate for personal care services by $2/hour.

Almost half of states responding to the survey reported that relief funds under 
the CARES Act have not been adequate to address the negative impact of COVID- 
19 faced by providers serving a high share of Medicaid and low-income patients 
while others were uncertain. About half of states reported that the provider relief 
funds were inadequate, while the other half of states reported they did not know. In 
the states that did not believe funding was adequate, dental providers, long-term care 
facilities, HCBS providers, primary care providers, behavioral health providers, and 
non-emergency transportation were the most often cited provider types needing relief 
or additional funding. Many of these provider types are dependent on Medicaid 
reimbursement. States also explained that providers faced challenges in 
understanding whether they qualified for funding, resulting in missed opportunities for 
qualified providers. A few states noted that the funding methodology potentially 
disadvantaged Medicaid providers who did not serve a large Medicare patient 
population and that limiting relief to the 2% of net patient revenue may not be 
sufficient for some providers or to offset losses.

PROVIDER TAXES
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States were asked to report any provider tax changes in FY 2021. States were also 
asked to report any impacts related to COVID-19 on tax collections.

Only one state reported the addition of a new provider tax in FY 2021. Arizona
added a new hospital tax on outpatient services in FY 2021 to raise additional money 
for its Medicaid program. However, two states (Hawaii and Wyoming) reported that 
they are investigating opportunities to add new provider taxes, or increase existing 
provider taxes, to address expected shortfalls related to COVID-19's negative impact on 
the economy and available state general funds.

Few states reported making significant changes to the provider tax structure in 
FY 2021. Nine states reported planned increases to one or more provider taxes 
(Alabama, California, Colorado, Georgia, Hawaii, Idaho, Louisiana, Missouri, and New 
Jersey) in FY 2021, while four states reported provider tax decreases (Maryland, North 
Carolina, Oklahoma, and Pennsylvania). Montana reports that it is eliminating its 
provider tax for intermediate care facilities for individuals with intellectual disabilities 
(ICF-IDs) in FY 2021.

Impacts of COVID-19 on provider tax collections are still emerging. States were 
asked to describe any COVID-19 related impacts on provider tax collections anticipated 
in FY 2021. Some states anticipated no material impact, while a few states identified 
that the impact was yet to be determined. For states that reported a change in 
provider tax collections related to COVID-19, the impact was mixed and varied by the 
type of provider tax and the state. For example, Washington noted that the number of 
nursing facility bed days was on the decline, resulting in reduced revenue attributed to 
its Safety Net Assessment fee, while California observed an increase in nursing facility 
and ICF-ID provider tax collections due to corresponding rate increases for these 
providers. States noted that COVID-19 impacted provider tax collections in other ways, 
with providers in some states receiving partial refunds (Oklahoma) or deferring 
payments (Connecticut). Vermont reported a decrease in provider tax revenue 
collection and delays in payment and is working with providers to develop repayment 
plans. At least one state increased its hospital provider tax to generate additional 
revenue and protect providers from further rate cuts (Colorado).

TABLE 1: PROVIDER RATE CHANGES IN ALL 50 STATES AND DC*, FY 2020
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States
Inpatient
Hospital

Outpatient
Hospital

Primary
Care

Physicians
Specialists OB/GYNs Dentists

N
Fa

Rate Change + - + - + - + - + - + - +

Alabama X X X X X

Alaska X X X X X X

Arizona X X

Arkansas X X

California X X X

Colorado X X X X X X X

Connecticut X X X

DC*

Delaware*

Florida X X

Georgia X X X

Hawaii X X X X

Idaho X X X

Illinois*

Indiana X X

Iowa X X

Kansas X

Kentucky X X X X

Louisiana X X X

Maine X X X X

Maryland X X X X X X

Massachusetts X X X X X X
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Michigan X X X X

Minnesota X X X

Mississippi X X X

Missouri X X X X X X X

Montana X X X X X X

Nebraska X X X X X X X

Nevada X X X

New
Hampshire

X X X X X X X

New Jersey X X X X X X X

New Mexico*

New York*

North Carolina X X X X X X X

North Dakota X X X X X X X

Ohio*

Oklahoma X X X X X X X

Oregon X X

Pennsylvania X

Rhode Island*

South Carolina X X X X X

South Dakota X X X X X X X

Tennessee X

Texas X NR NR NR NR X

Utah*

Vermont X X X X X X
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Virginia X X X X X

Washington X X X

West Virginia X X X X X X

Wisconsin X X X

Wyoming X X

Totals 29 14 25 3 21 0 17 1 17 0 14 1 37

NOTES:"+" refers to provider rate increases and refers to provider rate restrictions. OB/GYNs: Obstetricians and gynecc 
based services. For the purposes of this report, provider rate restrictions include cuts to rates for physicians, dentists, out[ 
as well as both cuts or freezes in rates for inpatient hospitals and nursing facilities. NR: State submitted a survey, but did n 
and/or FY. "*" indicates the state did not submit a survey by mid-August 2020 (DC, DE, IL, NM, NY, OFI, Rl, UT).
SOURCE: KFF Survey of Medicaid Officials in 50 states and DC conducted by Health Management Associates, October 2020

TABLE 2: PROVIDER RATE CHANGES IN ALL 50 STATES AND DC*, FY 2021
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States
Inpatient
Hospital

Outpatient
Hospital

Primary
Care

Physicians
Specialists OB/GYNs Dentists

Nui
Faci

Rate Change + - + - + - + - + - + - +

Alabama X X

Alaska X X X X X X X

Arizona X X X X X

Arkansas X X X

California X X X

Colorado X X X X X X X

Connecticut X X X

DC*

Delaware*

Florida X X X

Georgia X X X X

Hawaii NR NR NR NR NR NR f

Idaho X X X

Illinois*

Indiana X X

Iowa X X

Kansas X X

Kentucky X X X X

Louisiana X X

Maine X X X

Maryland X X X X

Massachusetts X X X X X X X
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Michigan X X X

Minnesota X X X

Mississippi X X X

Missouri X

Montana X X X X X X

Nebraska X X X X X X X

Nevada X X X X X X

New
Hampshire

X X X X X X X

New Jersey X X X X X X X

New Mexico*

New York*

North Carolina X X

North Dakota X X X X X X X

Ohio*

Oklahoma X

Oregon TBD TBD TBD TBD TBD X T

Pennsylvania X

Rhode Island*

South Carolina X X X

South Dakota X X X X X X X

Tennessee X

Texas X NR NR NR NR T

Utah*

Vermont NR NR NR NR NR NR f

I I I I I I
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Virginia X X X

Washington X X

West Virginia X X X X X X

Wisconsin X X X

Wyoming X X X X X X

Totals 20 20 20 4 13 3 12 3 10 3 12 3 30

NOTES:"+" refers to provider rate increases and refers to provider rate restrictions. OB/GYNs: Obstetricians and gynecc 
community-based services. For the purposes of this report, provider rate restrictions include cuts to rates for physicians, c 
HCBS providers as well as both cuts or freezes in rates for inpatient hospitals and nursing facilities. NR: State submitted a : 
this provider type and/or FY. "*" indicates the state did not submit a survey by mid-August 2020 (DC, DE, IL, NM, NY, OH, Rl
SOURCE: KFF Survey of Medicaid Officials in 50 states and DC conducted by Health Manager 
2020.

Delivery Systems

Managed Care

Capitated managed care remains the predominant delivery system for Medicaid 
in most states. As of luly 2019 (https://www.kff.org/report-section/a-view-from-the-states-kev- 
medicaid-policv-changes-deliverv-svstems/1. 40 states were contracting with comprehensive 
risk-based managed care organizations (MCOs).1 MCOs provide comprehensive acute 
care (i.e., most physician and hospital services) and in some cases long-term services 
and supports (LTSS) to Medicaid beneficiaries. Among the 40 states with MCOs, 33 
states reported that 75% or more of their Medicaid beneficiaries were enrolled in 
MCOs. As of July 1,2019, 28 states were contracting with one or more limited benefit 
prepaid health plans (PHPs) to provide Medicaid benefits including behavioral health 
care, dental care, vision care, non-emergency medical transportation (NEMT), or LTSS. 
Twelve states reported operating a primary care case management (PCCM) program. 
PCCM is a managed fee-for-service (FFS) based system in which beneficiaries are 
enrolled with a primary care provider who is paid a small monthly fee to provide case 
management services in addition to primary care.

With 69% of Medicaid beneficiaries enrolled in MCOs nationally
(https://www.kff.org/other/state-indicator/total-medicaid-mco-enrollment/?
currenfTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D1.
MCOs play a critical role in responding to the COVID-19 pandemic and its fiscal 
implications for states.- Given unanticipated costs related to COVID-19 testing and 
treatment, as well as depressed utilization affecting the financial stability of many
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Medicaid providers, many states are currently evaluating options to adj ust current 
MCO payment rates and/or risk sharing mechanisms (https://www.kff.org/medicaid/issue- 
brief/medicaid-managed-care-rates-and-flexibilities-state-options-to-respond-to-covid-19-pandemic/L3 
CMS has Outlined State options (https://www.cms.gov/files/zip/covid19allstatecall04102020.zip) to 
modify managed care contracts and rates in response to COVID-19 including risk 
mitigation strategies, adjusting capitation rates, covering COVID-19 costs on a non-risk 
basis, and carving out costs related to COVID-19 from MCO contracts.- States can also 
direct that managed care plans make payments (https://www.medicaid.gov/federal-policv- 
guidance/downioads/cibQ5i42Q.pdfi to their network providers (known as "state directed 
payments") using methodologies approved by CMS to further state goals and priorities, 
including COVID-19 response.5 States can therefore impose state directed payment 
requirements on MCOs to help mitigate the impacts of the PHE on providers that are 
experiencing decreased utilization and reimbursement while non-urgent services are 
suspended or patients are hesitant to seek care.

SURVEY FINDINGS

On this year's survey, states were asked to identify any acute care MCO policy changes 
in FY 2020 or planned for FY 2021, including changes to increase enrollment in MCOs 
or changes to the benefits or services carved-in or out of MCO contracts. States were 
also asked to describe any other managed care changes (e.g., implementing, 
expanding, reducing, or terminating a PCCM program or limited-benefit prepaid health 
plan (PHP)) made in FY 2020 or planned for FY 2021.

In response to the COVID-19 pandemic, states were also asked whether adjustments to 
FY 2021 MCO contracts or rates have been made or are planned in response to 
unanticipated COVID-19 related testing and treatment costs or depressed utilization 
and whether they have imposed or plan to impose new provider payment 
requirements on MCOs. Finally, states were asked to describe any other COVID-19 
related MCO policy changes made in response to the pandemic and to identify any 
COVID-19 related initiatives newly offered by MCOs.

Non-Emergency Acute Care MCO Policy Changes

Reflecting nearly full MCO saturation in most MCO states, only three states 
reported changes to expand comprehensive managed care as a delivery system 
in FY 2020 or FY2021. In FY 2020, Pennsylvania implemented the third phase of 
Community HealthChoices (a program covering both acute care and LTSS for full 
benefit dual eligible beneficiaries and individuals receiving LTSS), to new geographic 
areas of the state, while West Virginia began mandatorily enrolling foster care youth 
into MCOs. In FY 2021, Nebraska reported plans to enroll all expansion adults into 
MCOs upon the implementation of its ACA Medicaid expansion in October 2020. North 
Carolina reported delays to its MCO implementation plans noting its new managed 
care contracts will be effective in FY 2022.
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A lthough M COs provide co m preh ensive  services to  beneficiaries, states m ay carve  
specific services o u t o f  M CO  contracts to  FFS system s o r lim ited -b en efit plans. Services 
fre q u e n tly  carved o u t include behavioral health , pharm acy, den ta l, and LTSS. H ow ever, 
th e re  has been significant m o v e m e n t across states in recent years to  carve these  
services in to  MCOs.

T w e lv e  s ta te s  in  F Y  2020 a n d  s e v e n  in  F Y  2021 re p o rte d  n o ta b le  c h a n g e s  in  th e  
b e n e fits  a n d  s e rv ic e s  c o v e re d  u n d e r  th e ir  M CO  c o n tr a c ts  (E x h ib it  1).

.  P h a rm a c y  d ru g s . The m ost fre q u e n tly  rep o rted  changes w e re  to  carve in o r carve  
o u t one o r m o re  pharm acy  d rug  products (especially high cost/specialty  drugs). Tw o  
states rep o rted  carve-outs o f  th e  en tire  pharm acy  b en efit (N o rth  D a k o ta  in FY 2 0 2 0  
and C a lifo rn ia  in FY 2021 ) and M isso u ri rep o rted  plans to  carve o u t o u tp a tien t  
hospital drugs in FY 2021 (in add ition  to  o th e r covered o u tp a tie n t drugs w hich w ere  
a lread y  carved o u t and covered on a FFS basis). (See P harm acy Cost C o n ta in m en t 
Actions section fo r  m o re  in fo rm atio n  on p h arm acy  changes.)

.  B e h a v io ra l h e a lth  s e rv ic e s . Four states rep o rted  changes re la ted  to  behavioral 
health  services. In FY 2020 , N e w  Je r s e y  ad d ed  autism  benefits; W a s h in g to n  carved  
in high in tensity  behavioral health  benefits  in th re e  geograph ic  regions, b u t also 
carved o u t o u t-o f-s ta te  in p a tie n t psychiatric services fo r  children; W is c o n s in  ad d ed  
sub-acute  psychiatric services as an in-lieu o f  b en efit fo r  th e  BadgerC are Plus 
population; and W e st V irg in ia  add ed  services au th o rized  u n d er its Substance Use 
D isorder (SUD) and Children w ith  Serious Em otional D isorder (SED) w aivers. In FY 
2021 , O re g o n  is add ing  care coo rd ination  fo r  persons w ith  severe and persistent 
m enta l illness (SPMI), ch ildren w ith  SED, and individuals w ith  SUD receiving  
m edication  assisted tre a tm e n t (MAT).

Exhibit 1: MCO-Covered Benefit/Service Changes, FY 2020 and FY 2021 (n = 32 MCO states)

Benefit/Service Carve-ins FY 2020 FY 2021

Behavioral health NJ, WA, Wl, WV OR

Pharmacy drugs MD, SC —

Non-emergency medical 
transportation

NE TX

Community supports HI, ND —
6

Other MO, SC NJ

Benefit/Service Carve-outs FY 2020 FY 2021

Behavioral health WA —

Pharmacy drugs HI, ND CA, MD, MO, SC, TX

Transplants AR, WA —

Other CA NJ

O th e r  N o n -E m e rg e n c y  M a n a ge d  C a re  C h a n g e s  -  PCCM  & P H P
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F o u r s ta te s  re p o rte d  m a k in g  c h a n g e s  to  t h e ir  PCCM  p ro g ra m s  o r  lim ite d  b e n e fit  
P H P  p ro g ra m s . In FY 2020 , A la b a m a  replaced its previous PCCM p rogram  (P atien t 1st) 
and M a te rn ity  PHP p rogram  w ith  a n ew  PCCM en tity  p rogram  (the A labam a  
C oord in ated  H ealth  N etw o rk) th a t covers care coord ination  services fo r  m ost o f  th e  
trad itio n a l M edicaid  popu lation  including m atern ity , fa m ily  planning, behavioral, and  
physical hea lth  care coord ination  services. In FY 2020 , W a s h in g to n  rep o rted  
e lim in atin g  its rem ain in g  th re e  regional behavioral hea lth  PHP contracts, w hich had  
been provid ing no n -in teg ra ted  behavioral hea lth  benefits. As a result, W ashington  
M CO s now  provide in tegrated  physical hea lth  and behavioral hea lth  sta tew ide. In FY 
2021 , T e x a s  will exp and  fro m  tw o  to  th re e  d en ta l M CO s and L o u is ia n a  will m ove fro m  
one to  tw o . Also, Texas will e lim in a te  its N EM T PHP w h ile  add ing  N E M T services to  its 
M CO  contracts.

C O V ID -1 9  R e la te d  M CO  P o lic y  C h a n g e s  & M CO  In it ia t iv e s

T w e lv e  M CO  s ta te s  (o f  31 re s p o n d in g ) in d ic a te d  p la n s  to  m a k e  p a y m e n t  
a d ju s tm e n ts  to  F Y  2021 M CO  c o n tr a c ts  o r  ra te s  in  re s p o n s e  to  both  C O V ID -1 9  
re la te d  d e p re ss e d  u t iliz a t io n  and  u n a n t ic ip a te d  t r e a tm e n t  c o s ts  (E x h ib it  2).
Sixteen states rep o rted  plans to  m ake p ay m e n t ad ju stm en ts  to  FY 2021 M CO  contracts  
o r rates in response to  CO VID -19 re lated  depressed utilization w h ile  14 states rep o rted  
plans to  m ake p ay m e n t ad ju stm en ts  in response to  unantic ipated  CO VID -19 re lated  
testing  and tre a tm e n t costs. M an y  states rem ain ed  u n d e te rm in ed  ab o u t ad justm ents  
to  FY 2021 M CO  contracts a t th e  tim e  o f survey com pletio n . C O VID -19 re lated  pay m e n t  
adj ustm ents (https://www.kff.org/medicaid/issue-brief/medicaid-managed-care-rates-and-flexibilities- 
state-options-to-respond-to-covid-19-pandemic/) could include risk corridors, cap itation  rate  

ad ju stm en ts  (upw ard  o r do w n w ard ), carve-outs, o r covering costs on a non-risk basis.5 

States p lanning to  m ake p aym en t ad ju stm en ts  to  FY 2021 M CO  contracts w e re  asked  
to  describe th e  con tract a n d /o r  ra te  ad ju stm en ts  p lanned . A m a jo rity  o f  states  
described plans to  im p le m e n t o r tigh ten  risk corridors, o ften  specifying tw o-s ided  risk 
corridors w hich a im  to  m itigate  risk to  both M COs and states. In add ition  to  
ad ju stm en ts  p lanned  fo r  FY 2021 M CO  contracts, several states also rep o rted  
im p lem en tin g  retroactive  risk m itigation  a n d /o r  ra te  ad ju s tm en t strategies fo r  FY 2 0 2 0  
M CO  contracts.5

Exhibit 2: MCO States Reporting Adjustments to FY 2021 MCO Contracts or Rates in Response to COVID-19 (n = 3

States reporting adjustments to reflect:

Testing and treatment costs Depressed utilization

Yes 14 states AR, GA, HI, IN, KY, LA, MA, MD, Ml, MS, NV, SC, 
TN, WV 16 states AR, GA, HI, IN, KS, KY, LA, MC 

NJ, NV, SC, T

No 5 states CA, MN, ND, OR, VA 3 states ND, OR, V/
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F o u rte e n  M CO  s ta te s  (o f  32  re s p o n d in g ) re p o rte d  im p le m e n tin g  d ire c te d  
p a y m e n ts  to  s e le c te d  p ro v id e r  ty p e s  in  re s p o n s e  to  th e  C O V ID -1 9 p a n d e m ic .
U n d er certain  circum stances, fed era l regulations p e rm it states to  d irect M CO s to  m ake  
specific p ro v id er paym ents  ("state  d irected  paym en ts  (https://www.kff.org/medicaid/issue- 
brief/nnedicaid-nnanaged-care-rates-and-flexibilities-state-options-to-respond-to-covid-19- 
pandemic/)'').— In response to  th e  C O VID -19 pandem ic , 12 states in FY 2 0 2 0  and th re e  in 

FY 2021 rep o rted  im p lem en tin g  state  d irected  paym ents  (usually noted  as tem p o ra ry )  
fo r  selected provided types (Exhibit 3). The m ost fre q u e n tly  iden tified  p ro v id er type  
w as fo r  certain  h o m e and com m unity -b ased  services (HCBS) (8 states) fo llow ed  by 
nursing facilities (5 states). Six o f  th e  e ight states noting  HC BS-related d irected  
paym ents  (Arizona, Florida, Iowa, Kansas, M assachusetts, and Tennessee) rep o rted  
requ irin g  M CO s to  m ake re ta in e r paym ents to  a llow  certain  HCBS providers to  
continue to  bill fo r  individuals w h en  circum stances p reven t th ese  individuals fro m  
receiving th ese  services.

Exhibit 3: MCO Directed Payments Implemented in Response to the COVID-19 Emergency, FY 2020 and FY
2021 (n = 32 MCO states)

FY 2020 FY 2021

Home and community-based 
services

AZ, FL, IA KS, MA, Ml, NJ, TN AZ

Nursing facility IA, Ml, TN, VA AZ

Hospital MA, WV LA

Physician, PCP, or providers of 
evaluation & management services

MA, TN, VA —

Behavioral health MA, TN, WV —

Ambulance MA, WV KY

Dental TN, WV —

Laboratory MD —

Other (unspecified provider types) NH, WV —

M CO  s ta te s  re p o rte d  a v a r ie t y  o f  o th e r  M CO  p o lic y  c h a n g e s  im p le m e n te d  to  
re sp o n d  to  th e  C O V ID -1 9  p a n d e m ic . In m an y  cases, M CO  states rep o rted  th a t  
em erg en cy  au th o rities  o b ta in ed  by th e  states w e re  app lied  to  M CO s (see In troduction  
fo r  m o re  in fo rm atio n  on M edicaid  em erg en cy  authorities). These include req u irem en ts  
to  lift p rio r au th o riza tio n  req u irem en ts , w aive cost sharing  req u irem en ts , and relax  
certa in  p ro v id er credentia lin g  req u irem en ts . M a n y  M CO  states also rep o rted  requ iring  
M CO s to  exp and  te le h ea lth  access, consistent w ith  changes ad o p ted  fo r  th e  FFS 
delivery  system  (see Benefits, Cost-Sharing, and Te leh ea lth  section fo r  m ore  
in fo rm atio n ). A dd itional con tract changes rep o rted  include:
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.  restructuring  o f  p rov ider incentive a rran g em en ts  o r suspension o f p rov ider  
p erfo rm an ce  penalties;

.  changes to  requ ired  M CO  q u a lity  m etric  rep o rtin g  and incentive program s;

.  re laxation  o f  certain  rep o rtin g  req u irem ents;

.  suspension o f cap itation  w ithholds; and

.  ad ju stm en ts  to  th e  m in im u m  m edical loss ratio  (MLR) re q u ire m e n t fro m  a th re e -  
yea r s tandard  to  a o n e -year s tandard .

M a s s a c h u s e tts  also d irected  its M COs to  contract w ith  C o m m u n ity  S u pport Program  
providers w o rk in g  in em erg en cy  overn igh t shelters th a t w e re  exp an d ed  as a result o f  
th e  p a n d e m ic .-

Tennessee: R esponse to COVID-19 th ro u gh  M anaged Care

Tennessee reported many MCO policy changes in response to COVID-19, including:

P ro v id e r  S u p p o rt

•  R efrain ing fro m  denying claim s o r conducting  norm al u tilization m an ag em en t-leve l 
o f  care reviews

•  E lim inating th e  re q u ire m e n t o f  au th o riza tio n  review s b efo re  patients  w ou ld  be 
m oved fro m  an acute  level setting  to  th e  ap p ro p ria te  post-acute care setting

•  Suspending requests o f m edical records to  reduce ad m in is tra tive  burdens on  
hospitals

•  Suspending site o f  service review s and postpon ing  m anual collection o f  m edical 
records fo r  H ea lth care  Effectiveness D ata and In fo rm atio n  Set (HEDIS) and in-
office reviews

•  Postponing aud its  and reco u p m en ts  re lated  to  m edical claims

•  Suspending all re -creden tia ling  req u irem en ts  fo r  providers and re fra in ing  fro m  
denying services if  th e y  w e re  provided in an unlicensed space o r n o n -trad itional 
location

•  Expediting th e  review  o f requests fo r  use o f e xp erim en ta l drugs and devices

•  S upporting  hospitals in establishing new  service locations in n o n -trad itio n a l areas

Paym ent

•  C reating  n ew  C O VID -19 testing  and diagnosis codes

•  A ccelerating claim s processing to  decrease in te rru p tio n  to  cashflow

•  Paying fo r  all C O VID -19 re la ted  services p e rfo rm ed  by hospital providers w h o  do  
not ye t have credentia lin g  but do have a M edicaid  p rovider ID
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M CO  s ta te s  re p o rte d  a v a r ie t y  o f  p ro g ra m s , in it ia t iv e s , o r  v a lu e -a d d e d  s e rv ic e s  
n e w ly  o ffe re d  b y  M CO s in  re s p o n s e  to  th e  C O V ID -1 9  e m e rg e n c y . A lthough fed era l 
re im b u rs e m e n t rules p roh ib it exp en d itu res  fo r  most non -m edical services, plans m ay  
use ad m in is tra tive  savings o r state  funds to  provide these  services. "Value-added"  
services are  extra  services outs ide o f covered contract services and do not qua lify  as a 
covered service fo r  th e  purposes o f  cap itation  ra te  setting. The m ost fre q u e n tly  
m en tio n ed  offerings and in itiatives w e re  fo o d  assistance and h o m e delivered  m eals (11 
states) and enh anced  M CO  care m a n a g e m e n t and o u treach  e ffo rts  o ften  ta rg etin g  
persons a t high risk fo r  C O VID -19 infection o r com plications o r persons testing  positive  
fo r  CO VID -19 (8 states). O th e r exam ples  include states rep o rtin g  M CO  provision o f  
personal protective  e q u ip m e n t (4 states), exp an d ed  M CO  te le h ea lth  and rem o te  
supports  (3 states), exp an d ed  pharm acy  h o m e deliveries (3 states), and M C O -provided  
gift cards fo r  m em b ers  to  purchase food  and o th e r goods (2 states).— T e x a s , a state  

w ith  a u n ifo rm  p re fe rred  d ru g  list (PDL) across FFS and its M COs, rep o rted  
coo rd inating  w ith  its M CO s to  iden tify  drug  shortages to  en ab le  th e  state  to  ad just its 
fo rm u la ry  and u n ifo rm  PDL accordingly.

S o c ia l D e te rm in a n ts  o f  H e a lth

Social d e te rm in an ts  o f  hea lth  (https://www.kff.org/disparities-policy/issue-brief/beyond-health- 
care-the-role-of-social-determinants-in-promoting-health-and-health-equitv/) (SDO H) are  th e  

conditions in w hich peop le  are  born, grow , live, w ork, and age th a t shape h ea lth .— 

A ddressing SDOH is im p o rta n t fo r  im p ro vin g  health  and reducing longstanding  
disparities in hea lth  and health  care. SDOH include b u t a re  not lim ited  to  housing, 
food , education , em p lo ym en t, h ea lthy  behaviors, tra n sp o rta tio n , and personal safety. 
W ith in  th e  health  care system , th e re  are  m u lti-p ayer fed era l and state  in itiatives as w ell 
as M edicaid-specific in itiatives focused on addressing social needs. A lthough fed era l 
M edicaid  re im b u rs e m e n t rules p roh ib it exp en d itu res  fo r  m ost non-m edical services,— 

states have been develop ing  strategies to  iden tify  and address en ro llee  social needs  
both w ith in  and outs ide o f m anaged  care. M edicaid  M COs m ay use ad m in is tra tive  
savings o r state  funds to  provide som e o f th ese  services.—

The pan dem ic  has exacerb ated  th e  challenges fo r  state  M edicaid  program s re la ted  to  
health  care access and o th e r SDOH and has shined a light on persistent health  
inequ ities  and d isparities due to  th e  d isp ara te  im p act o f  C O VID -19 
(https://www.kff.org/disparities-policv/issue-brief/racial-disparities-covid-19-kev-findings-available-data- 
analysis/) on peop le  o f  color.— Access to  food , fo r  exam ple , is one area  o f  g row ing  need  

as m an y  peop le  have lost jobs and incom e and m an y  children have lost access to  
school-provided m eals d u e  to  school closures. A t th e  sam e tim e , co m m u n ity  food  
resources a re  facing h igher service dem an ds. A m on g  M edicaid  adults, 23%  rep o rted  
fo o d  insufficiency in th e  w e e k  e n d in g July  2 1 . 2 0 2 0  (https://www.kff.org/report-section/food- 
insecuritv-and-health-addressing-food-needs-for-medicaid-enrollees-as-part-of-covid-19-response- 
efforts-issue-brief/).—
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S U R V E Y  F IN D IN G S

N e a r ly  tw o -th ird s  o f  re s p o n d in g  s ta te s  re p o rte d  im p le m e n ta t io n , e x p a n s io n , o r  
re fo rm  o f  a p ro g ra m  o r in it ia t iv e  to  a d d re s s  M e d ica id  e n ro lle e s ' SD O H  in  
re s p o n s e  to  C O V ID -1 9  (27 s ta te s ).— States w e re  asked w h e th e r th e  C O VID -19 

em erg en cy  caused th e ir  s tate  to  im p lem en t, expand, o r re fo rm  a p rogram  o r in itiative  
to  address enro llees ' SDOH, particu larly  re lated  to  housing a n d /o r  food  insecurity. 
States rep o rted  a va rie ty  o f  initiatives, including m an y  in itiatives w hich are  b ro ad er  
th an  M edicaid  but m ay help M edicaid  enro llees. S ixteen states rep o rted  e ffo rts  to  
address fo o d  insecurity and nine states rep o rted  e ffo rts  to  address housing insecurity  
and hom elessness. Four states im p le m e n te d  o r enh anced  techno logy p la tfo rm s and  
pho ne call-in lines th a t su p p o rt assistance identify ing  co m m u n ity  resources to  address  
SDOH (Exhibit 4).

Exhibit 4: SDOH Programs and Initiatives Implemented in Response to COVID-19 (n = 43 states)

# of States States

Food insecurity 16 AK, AZ, HI, IA, IN, KS, MA, Ml, MN, MT, NC,

Housing insecurity and homelessness 9 AZ, CA, CT, HI, MA, Ml, MN, Nl

Technology platforms or phone call-in that support identifying 
community resources to address SDOH

4 Ml, NE, NC, PA

Increased SDOH survey, screenings, and assessments 4 KY, PA, VA, WV

Targeting social needs of people under quarantine 2 ME, NC

Exam ples o f new  initiatives o r policies states rep o rted  re lated  to  SDOH im p lem en ted
d uring  th e  public health  em erg en cy  (PHE) include:

.  Food In s e c u r ity . A r iz o n a  exp an d ed  h o m e-d e livered  m eals to  peop le  w ith  
in te llectual and d eve lo p m en ta l disabilities (l/D D ). M in n e so ta  created  th e  Food 
Security W o rk  G roup, an in teragency g o v ern m en ta l s tructure  to  strategize , share  
in fo rm atio n  and leverage funds. This group  will w o rk  to  su p p o rt food  banks; to  
su p p o rt and exp and access to  SNAP and school m eals; and to  increase access to  
food  fo r  seniors, individuals in hom eless shelters, and N ative A m erican  Indians.— 
M o n ta n a , th ro u g h  th e  state's Senior and Long-Term  Care Division, sends fro zen  
m eals to  very  isolated individuals on th e  N o rth e rn  C heyenne and C row  reservations.

.  H o u s in g / H o m e le s sn e s s . M ich ig a n  put an eviction and fo rec losure  ban in place  
th ro u g h  July 15, 2 0 2 0  and set up an eviction diversion p rogram  fo r  households up to  
100  percen t o f  Area M ed ian  Incom e (A M I)— facing eviction a fte r  th e  ban exp ired . 
C a lifo rn ia  im p lem en ted  Proj ect Room Key (https://www.cdss.ca.g0v/P0 rtals/9/FEMA/Pr0jed:- 
Roomkev-Fact-Sheet.pdfi to  fu n d  hotel and m otel room s aro u n d  th e  state  th a t provide  
non -congregate  she lter options fo r  th e  sick and m edically  vu ln erab le  w h o  lack stable  
housing.—

.  S o c ia l S e rv ic e s  R e fe rra ls . N o rth  C a ro lin a  fas t-tracked— th e  ro llout o f  NCCARE360, 
th e  country's firs t s ta tew id e  techno logy p la tfo rm  connecting health  care and hum an

https://www.kfr.org/medicaid/report/state-medicaid-programs-respond-to-meet-covid-19-challenges/?utm_campaign=KFF-2020-The-Latest&utm_me... 29/68



11/12/2020 State Medicaid Programs Respond to Meet COVID-19 Challenges: Results from a 50-State Medicaid Budget Survey for State Fiscal Ye...

services. This p la tfo rm  m akes it eas ier fo r  providers, insurers, and co m m unity -b ased  
organ izations to  connect residents w ith  th e  co m m u n ity  resources th e y  need during  
th e  C O VID -19 pandem ic . P e n n s y lv a n ia  ad d ed  req u irem en ts  to  M edicaid  M CO  
ag reem en ts  th a t M COs m ust w o rk  w ith  com m unity -b ased  organ izations to  address  
key SDOH, w ith  th e ir  re im b u rs e m e n t tied  to  m o d e ra te  and high-risk value-based  
p aym en t a rran g em en ts  w hich will increase o v e rt im e . V irg in ia 's  M edicaid  M COs  
have created  a g ran t p rogram  fo r  co m m u n ity - and fa ith -b ased  organ izations to  
su p p o rt outreach  program s re lated  to  SDOH.

M a n a ge d  Lo n g -T e rm  S e rv ic e s  a n d  S u p p o rts

A b o u t h a lf  o f  th e  s ta te s  h a v e  a c a p ita te d  m a n a g e d  lo n g -te rm  s e rv ic e s  a n d  
s u p p o rts  (M LT SS) p ro g ra m  in  p la c e . As o f  July 1 ,2 0 1 9 , 27  states rep o rted  having an 
MLTSS p ro gram  (https://www.kff.org/report-section/a-view-from-the-states-key-nnedicaid-policy- 
chanpes-ionp-term-services-and-supportsfl.— Tw o states (A labam a and W ashington) rep o rted  

having a m anag ed  fee-for-serv ice  MLTSS m odel w h ile  th e  rem ain in g  25 states covered  
LTSS th ro u g h  one o r m o re  o f th e  fo llow ing  types o f cap ita ted  m anag ed  care  
arrangem ents : M edicaid  M CO  covering M edicaid  acute  care and LTSS; PHP covering  
only  M edicaid  LTSS; M CO  a rra n g e m e n t fo r  dual elig ible benefic iaries covering M edicaid  
and M ed icare  acute care and M edicaid  LTSS services in a single, financia lly  aligned  
con tract u n d er th e  fed era l Financial A lig n m en t In itia tive (FAI).

S U R V E Y  F IN D IN G S

N o n -E m e rg e n c y  M LT SS P o lic y  C h a n g e s

States w e re  asked to  id en tify  MLTSS policy changes in FY 20 2 0  o r p lanned  fo r  FY 2021 
including changes to  increase e n ro llm e n t in cap ita ted  MLTSS contracts o r to  carve  
benefits /services in o r o u t o f  MLTSS contracts.

S ix  s ta te s  re p o rte d  c h a n g e s  to  th e ir  M LT SS  p ro g ra m s  in  F Y  2020  o r  F Y  2021 
(E x h ib it  5). N o  s ta te s  re p o rte d  im p le m e n ta t io n  o f  c a p ita te d  M LT SS  c o n tr a c ts  o r  
m a k in g  e n ro llm e n t  m a n d a to ry  fo r  a n  a d d it io n a l p o p u la t io n  fo r  th e  f ir s t  t im e  in  
F Y  2020 o r  in  F Y  2021.

.  G e o g ra p h ic  e x p a n s io n s . Tw o states (Id a h o  and P e n n s y lv a n ia )  rep o rted  MLTSS 
expansion into  n ew  geograph ic  regions in FY 2 0 2 0  w h ile  one state  (M a s sa c h u s e tts )  
rep o rted  geograph ic  expansion in FY 2 0 2 0  and p lanned geograph ic  expansion in FY 
2021 . Id a h o  exp anded  IM PIus to  an add ition al 13 counties in April 2020 , w h ile  
P e n n s y lv a n ia  co m pleted  th e  th ird  phase o f im p lem en ta tio n  o f its M C O -based  
MLTSS program , C o m m u n ity  H ealthC hoices, on January 1 ,2 0 2 0 . O ne Care, 
M a s s a c h u s e tts ' M C O -based cap ita ted  FAI (https://www.cms.gov/Medicare-Medicaid- 
Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-

24Office/FinancialAlignmentlnitiative/FinancialModelstoSupportStatesEffortsinCareCoordinationL~
exp an d ed  to  an add ition al cou nty  in FY 2 0 2 0  and proposed to  fu lly  exp and to  
a n o th e r tw o  counties in FY 2021 .

.  B e n e fit/ s e rv ic e  c h a n g e s . T h ree  states (A r izo n a , M a s s a c h u s e tts , and N e w  Je rse y )
carved in add itional benefits /services to  MLTSS contracts in FY 2 0 2 0  w h ile  one state
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(W isco n sin ) carved o u t benefits  in FY 2020 . M a s s a c h u s e tts  ad d ed  services to  O ne  
Care (transitional living program , high in tensity  residentia l services, enh anced  
residentia l reh ab ilita tion  services to  ensure m e m b e r m edical, m en ta l health , and  
addiction  needs a re  addressed, and recovery coaching). A r iz o n a  in tegrated  
behavioral hea lth  services into  contracts w ith  th e  A rizona D e p a rtm e n t o f  Econom ic  
Security Division o f D eve lo p m en t Disabilities (D D D ). A rizona D D D  contracted  w ith  
M COs effective  O cto b er 1, 2 0 1 9  to  o ffe r  elig ible m em b ers  physical and behavioral 
health  services, children's rehab ilita tive  services, and lim ited  LTSS.— N e w  Je r s e y  
carved in autism  services and som e SUD services. In FY 2020 , W is c o n s in  carved o u t 
m ost prescription o u tp a tie n t drugs fro m  Fam ily Care Partnership , its in tegrated  
M ed icare -M ed ica id  MLTSS p rogram  serving fra il e ld erly  and peop le  w ith  
disabilities.—

Exhibit 5: MLTSS Policy Changes, FY 2020 and FY 2021 (n = 19 states)*

FY 2020 FY 2021

Implemented MCO contracts for the first time - -

Made enrollment mandatory for additional population(s) - -

Expanded MLTSS to new geographic region(s) ID, MA, PA MA

Carved in additional benefits/services AZ, MA, NJ -

Carved out benefits/services Wl -

*n=19 states only include states that cover LTSS through MCO and/or PHP

Long-Term Services and Supports

M e d ica id  is  th e  n a t io n 's  p r im a ry  p a y e r  fo r  lo n g -te rm  s e rv ic e s  a n d  s u p p o rts
(https://www.kff.org/report-section/medicaid-honne-and-connnnunitv-based-services-enrollnnent-and- 
spending-issue-brief/) (LT S S ).1 State M edicaid  program s m ust cover LTSS in nursing  

hom es, w h ile  m ost h o m e and com m unity -b ased  services (HCBS) are  optional, w hich  
results in considerab le  d ifferences a m o n g states in HCBS
(https://www.kff.org/medicaid/issue-brief/kev-state-policv-choices-about-medicaid-home-and- 
communitv-based-services/) eligibility, scope o f benefits, and de livery  system s.- The COVID- 
19 pan d em ic  has g re a te r im plications fo r  peop le  w h o  utilize LTSS, w h o  m ay be 
a t increased risk (https://www.kff.org/medicaid/issue-brief/covid-19-issues-and-medicaid-policv- 
options-for-people-who-need-long-term-services-and-supports/) fo r  adverse health  outcom es if 
in fected  w ith  coronavirus due to  th e ir  o ld er age, underly ing  health  conditions, a n d /o r  
residence in congregate  se ttin gs (https://www.kff.org/coronavirus-covid-l9/issue-brief/kev- 
questions-about-nursing-home-regulation-and-oversight-in-the-wake-of-covid-19/). M em b ers  o f th e  

long-te rm  care (LTC) w o rkfo rce  (https://www.kff.org/coronavirus-covid-19/issue-brief/covid-19- 
and-workers-at-risk-examining-the-1ong-term-care-workforce/)— w hich is p red o m in an tly  fe m a le  

and low  w age, and d isp ro p o rtio n a te ly  Black— are  also a t e levated  risk o f  coronavirus  
in fection .3 LTC facilities have im p lem en ted  m an y  protocols to  m itigate  th e  spread o f

https://www.kfr.org/medicaid/report/state-medicaid-programs-respond-to-meet-covid-19-challenges/?utm_campaign=KFF-2020-The-Latest&utm_me... 31/68



11/12/2020 State Medicaid Programs Respond to Meet COVID-19 Challenges: Results from a 50-State Medicaid Budget Survey for State Fiscal Ye...

th e  virus, such as v is itor restrictions and universal testing  o f residents and staff. These  
n ew  m easures have played an im p o rta n t ro le in reduc ing th e  n u m b e r o f n ew  LTC cases 
and deaths  in la te r m onths o f th e  pan dem ic  (https://www.kff.org/coronavirus-covid-i9/issue- 
brief/kev-questions-about-the-impact-of-coronavirus-on-long-term-care-facilities-over-time/L - 
H ow ever, given th e  close relationsh ip  betw een  co m m u n ity  transm ission  and LTC cases 
and deaths, th e re  is still en o rm o u s  state-level varia tion  in pattern s  o f new  cases and  
deaths in LTC facilities. N o tab ly . LTC cases and deaths continue to  rise fas te r in 
"hotspot" states th an  "non-hotspot" states (https://www.kff.org/coronavirus-covid-19/issue- 
brief/rising-cases-in-long-term-care-facilities-are-cause-for-concern/L® As o f  O cto b er 8 . 2 0 2 0  

(https://www.kff.Org/health-costs/issue-brief/state-data-and-policv-actions-to-address-coronavirus/L 
LTC facilities across th e  cou ntry  had rep o rted  a to ta l o f  over 500 ,0 0 0  cases o f C O VID -19 
as w ell as n early  8 5 ,0 0 0  deaths  re lated  to  th e  virus.®

A s  th e  p a n d e m ic  c o n t in u e s , s ta te s  h a v e  ta k e n  a n u m b e r  o f  M edicaid  policy actions  
(https://www.kff.org/medicaid/issue-brief/state-actions-to-sustain-nnedicaid-long-ternn-services-and- 
supports-during-covid-19/i to  a d d re s s  th e  im p a c t  o n  s e n io rs  a n d  p e o p le  w ith  
d is a b ilit ie s  w h o  re ly  o n  LT S S  to  m e e t d a ily  s e lf-c a re  a n d  in d e p e n d e n t  liv in g  
n e e d s. These actions include exp an d in g  elig ibility and s tream lin in g  en ro llm en t, easing  
p rem iu m  a n d /o r  cost-sharing req u irem en ts , enhancing  benefits, increasing p rovider  
p aym ent, m odify ing  p ro v id er qualifications, and a lte ring  rep o rtin g  req u irem en ts . M an y  
o f these  policy changes have been ad o p ted  th ro u g h  te m p o ra ry  au th o rities  th at, 
according to  CMS g uidance (https://www.medicaid.gov/state-resource-center/downloads/covid-19- 
faqs.pdf),1 will exp ire  w h en  th e  C O VID -19 public hea lth  em ergency  (PHE) dec laration  

ends o r a re  o therw ise  tim e -lim ite d . Prior to  th a t tim e , policym akers will need to  assess 
w h e th e r an y  changes can o r should be re ta in ed  and tran s itio n ed  to  o th e r authorities.®

S u rv e y  F in d in g s

To b e tte r und ers tan d  th e  im p act o f  C O VID -19 on th e  LTSS d irect care w orkfo rce , w e  
asked states to  indicate w h e th e r th e y  had a va rie ty  o f  concerns a b o u t th e  pandem ic's  
im p act on HCBS and institu tional d irect care w orkers . W e  also asked states ab o u t 
w h e th e r C O VID -19 has im p acted  institu tional/H C B S rebalancing e ffo rts  and w h e th e r it 
has im p acted  access to  n o n -h o m e and residentia l HCBS settings. Finally, w e  asked  
states to  iden tify  th e  to p  th re e  LTSS policy changes ad o p ted  in response to  C O VID -19 
th a t th e y  plan to  retain  a fte r  th e  PHE period.

T h e  m a jo r ity  o f  re s p o n d in g  s ta te s  re p o rte d  c o n c e rn s  a b o u t  th e  p a n d e m ic 's  
im p a c t  o n  th e  LT S S  d ire c t  c a re  w o rk fo rc e , w ith  s im ila r  is s u e s  a c ro s s  H C B S  a n d  
in s t itu t io n a l s e tt in g s  (F ig u re  2). Specifically, states rep o rted  th e  fo llow ing  concerns:

.  M ore th a n  th re e -q u a r te rs  o f  s ta te s  re p o rte d  c o n c e rn s  a b o u t  re d u c t io n s  in  
LT S S  d ire c t  c a re  w o rk fo rc e  s u p p ly  a s  a re s u lt  o f  th e  p a n d e m ic . At least five  
states rep o rted  th a t th e  LTSS d irect care w o rkfo rce  supply w as an issue p rio r to  
C O VID -19 b u t has becom e a g re a te r issue d uring  th e  pandem ic; in genera l, LTSS 
direct care w ork fo rce  supply w as an issue fo r  m an y  states p rio r to  th e  pan dem ic
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(https://www.kff.org/report-section/a-view-from-the-states-kev-nnedicaid-policv-changes-long-term- 
services-and-supports/\~ Using HCBS A p pen d ix  K e m e rgency au th o rity  
(https://www.kff.org/medicaid/issue-brief/medicaid-emergency-authority-tracker-approved-state- 
actions-to-address-covid-19fl. som e states are  provid ing  o ve rtim e  and th e  use o f  legally  
responsib le relatives (such as paren ts  o r spouses) as paid caregivers
(https://www.kff.org/medicaid/issue-brief/state-actions-to-sustain-medicaid-long-term-services-and- 
supports-during-c o v id -1 to  address w ork fo rce  supply issues.—

.  N e a r ly  a ll s ta te s  re p o rte d  c o n c e rn s  a b o u t  a c c e s s  to  p e rs o n a l p ro te c t iv e  
e q u ip m e n t  (P PE) fo r  LT S S  d ire c t  c a re  w o rk e rs . A fe w  states noted  th a t th e y  w ere  
prioritiz ing  supply o f PPE fo r  w o rkers  in institu tional o r congregate  settings.-

.  N e a r ly  th re e -q u a r te rs  o f  s ta te s  re p o rte d  c o n c e rn s  a b o u t  a c c e s s  to  C O V ID -1 9 
te s ts  fo r  LT S S  d ire c t  c a re  w o rk e rs . Several states rep o rted  th e  length o f  C O VID -19 
tes t processing tim es  as a particu lar challenge.

.  O v e r  tw o -th ird s  o f  s ta te s  re p o rte d  c o n c e rn s  a b o u t C O V ID -1 9  in fe c t io n s  a m o n g  
LT S S  d ire c t  c a re  w o rk e rs . Several states noted  th a t b e tte r  access to  PPE and  
testing  w o u ld  help m itigate  concern ab o u t infections.

Som e states noted  som e im p ro vem en ts  since th e  beginning o f  th e  pan dem ic  in 
w o rkfo rce  supply, access to  PPE and testing, and ab ility  to  contro l infection rates, w h ile  
a fe w  states identified  specific LTSS populations o r geograph ic  areas th a t p resented  
particu lar issues o r concerns. For exam ple , a fe w  states rep o rted  issues w ith  
w orkfo rce , testing, and infection rates specifically fo r  th e  popu lation  w ith  in te llectual 
and d eve lo p m en ta l disabilities (l/D D ). A sm all n u m b e r o f  states noted  th a t w o rkfo rce  
issues, d is tribu tio n  o f PPE, and testing  (due to  lack o f  tra n sp o rta tio n  to  testing  sites) 
w e re  o f g re a te r concern fo r  rural areas.

F ig u re  2: S ta te  C o n c e rn s  o f  C O V ID -1 9 's  Im p a c t  o n  LT S S  D ire c t  C a re  W o rk fo rc e s  
( in c lu d in g  H C B S  a n d  In s t itu t io n a l W o rk fo rc e s)

S ta te  re s p o n s e s  re g a rd in g  C O V ID -1 9  im p lic a t io n s  o n  s ta te  in s t itu t io n a l/ H C B S  
re b a la n c in g  e ffo rts  w e re  m ix e d . M o st freq u en tly , states did not expect th e  pandem ic  
to  have an im p act on rebalancing e ffo rts  to  su p p o rt m o re  peop le  in co m m unity -b ased  
o ver institu tional settings. Several states, how ever, indicated th a t th e  pan dem ic  w ou ld  
halt o r d e lay  HCBS expansion and o thers  rep o rted  th a t fe w e r nursing facility  
transitions to  th e  co m m u n ity  w ou ld  occur. Few er states indicated th a t th e  pan dem ic  
w o u ld  likely drive fu r th e r  rebalancing . Several states rep o rted  th a t th e  potentia l im pact 
w as unknow n a n d /o r  w as u n d er review . Finally, a fe w  states specifically indicated th a t  
negative fiscal and bud get im pacts resulting fro m  th e  pan d em ic  m ay d e lay  rebalancing. 
W h en  asked a b o u t access to  existing HCBS services, nearly  all responding  states  
rep o rted  reduced access to  n o n -h o m e HCBS settings such as ad u lt d ay  health  and day  
hab ilita tion  as a resu lt o f  th e  C O VID -19 pandem ic , w h ile  fe w e r states rep o rted  reduced
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access to  residentia l HCBS settings. A lthough residentia l settings w e re  less likely to  be 
closed o r e lim in ated  in response to  th e  pandem ic, th ese  settings w e re  still im pacted  by 
th e  pan dem ic  including by its effects on th e  d irect care w o rkfo rce  (as described above).

S ta te s  n o te d  p la n s  to  re ta in  a v a r ie t y  o f  LT S S  p o lic y  c h a n g e s  a d o p te d  in  re s p o n s e  
to  C O V ID -1 9  a ft e r  th e  PH E p e rio d  e n d s , m o s t  c o m m o n ly  c it in g  th e  c o n t in u a t io n  o f  
te le h e a lth  e x p a n s io n s . As m an y  LTSS e m e rgency policy ch an ges 
(https://www.kff.org/nnedicaid/issue-brief/state-actions-to-sustain-nnedicaid-long-term-services-and- 
supports-during-covid-19/  ̂w e re  ad o p ted  th ro u g h  tim e -lim ited  te m p o ra ry  au thorities  

(som e o f w hich will exp ire  w ith  th e  end o f th e  PHE), states m ay need to  assess how  to  
reta in  changes and tran s itio n  to  o th e r au th o rities .— Fourteen states rep o rted  th e y  are  

still eva luating  w h e th e r LTSS policy changes will be con tinued  and th re e  states  
rep o rted  th a t th e re  are  no plans to  retain  LTSS policy changes a fte r  th e  PHE 
dec laration  o r o th e r M edicaid  em erg en cy  au th o rity  (such as HCBS w a iver A p pend ix  K) 
expires. The rem ain in g  states indicated plans to  con tinue policy changes including:

.  T e le h e a lth  e x p a n s io n s . The m a jo rity  o f  responding states rep o rted  plans to  retain  
te le h ea lth  o r re m o te  provision o f HCBS services (21 states), fa r  exceeding all o th e r  
types o f LTSS policy changes rep o rted . For exam ple , a fe w  states m en tio n ed  plans to  
continue allow ing personal care m o n ito rin g  to  be delivered  via te le h ea lth . (See 
Benefits, Cost-Sharing, and Te leh ea lth  section fo r  m o re  in fo rm atio n  on state  
expansions o f  te le h ea lth  fo r  services including HCBS.)

.  S t re a m lin e d  p ro c e s s e s  fo r  LT S S  e lig ib il ity  d e te rm in a t io n s  a n d  s e rv ic e  
a u th o r iz a t io n s . Six states cited con tinued  re m o te  delivery  o f  assessm ents, 
reassessm ents, and case m an a g e m e n t (Connecticut, M innesota , N o rth  Carolina, 
N o rth  D akota, O klahom a, and O regon). A sm all n u m b e r o f states also m en tio n ed  
continu ing  to  a llo w  verbal consent and e lectron ic signatures, accepting self-
a ttes ta tio n  to  verify  M edicaid  app lications fo r  aged, blind and disabled populations, 
and s tream lin ing  utilization review . (See Eligibility section fo r  m o re  in fo rm atio n  on 
changes to  elig ibility d e te rm in a tio n  processes.)

.  C h a n g e s  to  p ro v id e r  e n ro llm e n t  p ro c e s s e s . Five states rep o rted  an in ten t to  keep  
changes m ad e  to  LTSS provider e n ro llm e n t and tra in in g  processes including  
sim plification, m odified  qualifications, and rec ru itm e n t techn iques (Florida, N ew  
H am p shire , N o rth  D akota, O regon, and W ashington). A couple o f states also 
m en tio n ed  an in te n t to  reta in  re m o te  p rovider site inspections.

.  In c re a s e d  a c c e s s  to  p a id  fa m ily  c a re g iv e r  s e rv ic e s . T h ree  states rep o rted  plans to  
continue allow ing fam ily  m em b ers  to  provide certain  services (Connecticut, M a in e ,— 
and N o rth  D akota).—

.  O th e r  LT S S  p o lic y  c h a n g e s . O th e r types o f policies cited fo r  re ten tio n  by one o r tw o  
states include m odifications to  p ro v id er paym ents (such as provid ing o ve rtim e  or 
ty ing  nursing facility  re im b u rs e m e n t to  q u a lity  and infection control), expansions o f  
settings w h e re  HCBS m ay be de livered  (such as acute  hospital settings), and  
increased access to  certa in  benefits  (such as h o m e delivered  m eals and assistive 
technology).
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Benefits, Cost-Sharing, and Telehealth

P rio r  to  th e  C O V ID -1 9 p a n d e m ic  (https://www.kff.org/report-section/a-view-from-the-states-kev- 
medicaid-policy-changes-benefits-and-cost-sharingfi. th e  m o s t  c o m m o n  S ta te  c h a n g e s  to  
M e d ica id  b e n e fits  w e re  e n h a n c e m e n ts  o f  m e n ta l h e a lth  a n d  s u b s ta n c e  u se  
d is o rd e r  (SU D ) s e rv ic e s . In recent years, th e  n u m b e r o f  states rep o rtin g  b en efit 
expansions outpaced  th e  n u m b e r o f states rep o rtin g  b en efit restrictions. For FY 201 9  
and FY 2020 , m o re  states rep o rted  policies to  e lim in a te  o r reduce cost-sharing  
req u irem en ts  th an  th o se  th a t rep o rted  n ew  o r increased cost-sharing req u irem en ts .1 

The C O VID -19 pan dem ic  has sh ifted  state  priorities fo r  M edicaid  benefits  and cost-
sharing, w ith  states utilizing M edicaid  e m e rgency au thorities
(https://www.kff.org/nnedicaid/issue-brief/nnedicaid-ennergencv-authoritv-tracker-approved-state- 
actions-to-address-covid- 1 9n to  ad o p t new  benefits, ad just existing benefits, a n d /o r  w aive  

p rio r au th o riza tio n  req u irem en ts .2

In  p a rt ic u la r ,  s ta te s  h a v e  fo c u s e d  o n  e x p a n d in g  te le h e a lth  a c c e s s  fo r  M e d ica id  
b e n e fic ia r ie s  (https://www.kff.org/coronavirus-covid-19/issue-brief/state-efforts-to-expand-medicaid- 
coverage-access-to-teieheaith-in-response-to-covid-19/) to  in c re a s e  h e a lth  c a re  a c c e s s ib il ity  
a n d  lim it  r is k  o f  e x p o s u re  d u r in g  th e  p a n d e m ic .-  Prior to  th e  pandem ic , th e  use o f
te le h ea lth  in M edicaid  w as becom ing m o re  co m m o n  and all states had som e fo rm  o f  
M edicaid  coverage fo r  services delivered  via te leh ea lth ; how ever, th e  scope o f  this  
coverage varied  w id e ly  across states and m an y  included restrictions on a llow able  
services, providers, and orig inating  sites.- In response to  C O VID -19, states have utilized  

M edicaid  e m e rgency au th o rities  (https://www.kff.org/medicaid/issue-brief/medicaid-emergencv- 
authoritv-tracker-approved-state-actions-to-address-covid-19/) to  exp and te le h e a lth - as w ell as 

taken  advantage o f b road au th o rity  to  fu r th e r  exp and te le h ea lth  w ith o u t th e  need fo r  
CMS approval. To gu ide states considering  te le h ea lth  expansions, CMS released a State  
M edicaid  &  CHIP Te leh ea lth  Toolkit
(https://www.medicaid.gov/niedicaid/benefits/downloads/niedicaid-chip-telehealth-toolkit.pdfi on April 
23, 2 0 2 0  w hich iden tified  key areas o f te le h ea lth  fo r  state  consideration , including w h a t  
services can be delivered  via te leh ea lth ; w h a t kinds o f sites can serve as orig inating  
sites (p a tien t location); p ay m e n t rates fo r  services; technological m odalities  th a t can be 
used to  de liver services; and w h e th e r M edicaid  m anag ed  care organ izations (MCOs) 
are  req u ired  to  cover all services th a t a re  ava ilab le in fee-fo r-serv ice  (FFS) M ed ica id .-

S u rv e y  F in d in g s

W e asked states ab o u t n o n -em erg en cy  b en efit and cost-sharing changes u n re la ted  to  
C O VID -19 p lanned fo r  FY 2021 . Further, to  b e tte r und ers tan d  th e  im p act o f  C O VID -19 
on M edicaid  b en efit design and coverage policy, w e  asked ab o u t em erg en cy  b en efit 
and cost-sharing changes m ad e  in response to  th e  pan dem ic  and, specifically, w h e th e r  
states p lanned to  ad o p t th e  changes on a m o re  p e rm a n e n t basis. Finally, w e  asked  
states ab o u t recent changes in FFS te le h ea lth  coverage policy and w h e th e r these  
changes w e re  likely to  continue past th e  public health  em erg en cy  (PHE) period .
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N O N -E M E R G E N C Y  C H A N G E S  T O  B E N E F IT S  A N D  C O S T -S H A R IN G

L e s s  th a n  o n e -th ird  o f  re s p o n d in g  s ta te s  p la n  to  m a k e  b e n e fit  o r  c o s t -s h a r in g  
c h a n g e s  t h a t  a re  n o t re la te d  to  th e  C O V ID -1 9 p a n d e m ic  in  F Y  2021 (12 s ta te s ).
M a n y  states have not d e te rm in e d  w h e th e r th e y  will ad o p t any n o n -em erg en cy  b en efit 
o r cost-sharing changes (12 states), w ith  a t least one state  noting  th a t uncerta in ty  
regard ing  th e  length o f th e  PHE period and its b u d g etary  im p act is a b arrie r to  
d e te rm in in g  FY 2021 b en efit and cost-sharing changes. Key rep o rted  changes fo r  FY 
2021 , exclud ing te le h ea lth  coverage changes, include th e  follow ing:

.  Seven states are  add ing  o r exp and ing  benefits  (A la sk a , C a lifo rn ia , H a w a ii, Id a h o , 
M o n ta n a , T e x a s , and W isc o n s in ). R eported  b en efit changes include exp anded  
h o m e and com m unity -b ased  (HCBS) services as w ell as behavioral health  (BH) and  
SUD services, consistent w ith  fin d in gs in p rio r years fhttps://www.kff.orp/report-section/a- 
view-from-the-states-kev-medicaid-policv-changes-benefits-and-cost-sharing/L~

.  Tw o states are  e lim in atin g  o r restric ting benefits  (A la sk a  and W yo m in g). A la s k a  is 
add ing  p rio r au th o riza tio n  req u irem en ts  fo r  benefits  th a t include n o n -preventive  
dental, vision, and th erap ies . W y o m in g  is rem oving  its ch iropractic  b en efit fo r  all 
individuals, lim iting  som e HCBS services, and reducing its ad u lt vision and denta l 
benefits.

.  Four states (C o lo ra d o , Id ah o , M ich ig a n , and S o u th  D a k o ta ) will be im p lem en tin g  
new  o r exp an d ed  co-paym ents  fo r  a varie ty  o f  services, o r o th e r cost-sharing. Idaho  
and M ichigan re p o rt th a t these  changes w ill ap p ly  to  th e  M edicaid  expansion  
population .

.  Tw o states (C a lifo rn ia  and M a s s a c h u s e tts )  will be e lim in atin g  o r reducing certain  
co-paym ents in FY 2021 .

B E N E F IT  C H A N G E S  IN  R E S P O N S E  T O  C O V ID -1 9

A p p ro x im a te ly  o n e -th ird  o f  re s p o n d in g  s ta te s  in te n d  to  e x te n d  o th e r  b e n e fit  a n d  
c o s t -s h a r in g  c h a n g e s  a d o p te d  d u r in g  th e  P H E  p e rio d  (15 s ta te s ); m a n y  o f  th e s e  
a re  p h a rm a c y  c h a n g e s . (See th e  P h arm acy Cost C o n ta in m en t Actions section o f this  
re p o rt fo r  m o re  in fo rm atio n  on state  pharm acy  changes.) S im ilar num bers  o f  states  
said th e y  w ou ld  not extend  changes ad o p ted  in response to  th e  PHE (15 states) o r th a t  
th e y  had not ye t d e te rm in ed  w h e th e r th e  changes w ou ld  be ex ten d ed  (13 states). The  
b en efit changes states w e re  m ost likely to  ex ten d  beyond th e  PHE period  include  
covering a 9 0 -d ay  d rug  supply (five states), relaxing various d o cu m en ta tio n  and o th e r  
au th o riza tio n  o r re ferra l req u irem en ts  to  qua lify  fo r  long-term  care o r HCBS (six 
states), and relaxing o r w aiv ing  certain  p rio r au th o riza tio n  req u irem en ts  fo r  som e  
services (five states). A fe w  states also ind icated  th e y  w ou ld  reta in  o th e r pharm acy  
changes, including paying fo r  prescription deliveries (tw o states), a llow ing pharm acists  
to  ad m in is te r m edications a n d /o r  vaccines (tw o  states), and covering add itional types  
o f m edication  (tw o states).

T E L E H E A L T H  P O L IC Y  C H A N G E S  IN  R E S P O N S E  T O  C O V ID -1 9

T h e  m a jo r ity  o f  re s p o n d in g  s ta te s  re p o rt  c o v e r in g  a ra n g e  o f  FFS s e rv ic e s
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F ig u re  3: S ta te s  R e p o rt in g  E x is t in g , E x p a n d e d , o r  N e w ly  A d d e d  C o v e ra g e  o f  FFS  
S e rv ic e s  D e liv e re d  v ia  T e le h e a lth  fro m  th e  H o m e  in  R e sp o n se  to  C O V ID -1 9

d e liv e re d  v ia  te le h e a lth  w h e n  th e  o r ig in a t in g  s ite  is  th e  b e n e fic ia ry 's  h o m e ; m o s t  
o f  th e s e  s ta te s  n e w ly  a d d e d  o r  e x p a n d e d  th is  c o v e ra g e  in  re s p o n s e  to  th e  C O V ID -  
19 p a n d e m ic  (F ig u re  3). States m ost co m m o n ly  rep o rted  add ing  o r exp and ing  
te le h ea lth  delivery  fro m  th e  beneficiary's h o m e fo r  occupational th e ra p y  (OT), physical 
th e ra p y  (PT), and speech th e ra p y  (35 states), fo llow ed  by h o m e and co m m unity -b ased  
services (HCBS) (33 states) and w ell/s ick  child visits (30  states). Several states noted  
th e y  had utilized Section 1915  (c) A p p en d ix  K em erg en cy  au th o rity  to  exp and  
te le h ea lth  in th e ir  HCBS w aivers .5

M o st s ta te s  re p o rte d  t h a t  FFS  s e rv ic e s  d e liv e re d  v ia  te le h e a lth  fro m  th e  
b e n e fic ia ry 's  h o m e  h a v e  p a y m e n t  p a r ity  a s  c o m p a re d  to  s e rv ic e s  d e liv e re d  fa c e -  
to -fa c e . P aym ent p arity  fo r  te le h e a lth  (https://www.kff.org/womens-health-policv/issue- 
brief/opportunities-and-barriers-for-telemedicine-in-the-u-s-during-the-covid-19-emergency-and-
beyond/) increases access fo r  patien ts  by incentivizing providers to  o ffe r services 

delivered  via te le h e a lth .5 M o st states rep o rted  th a t re im b u rs e m e n t w as th e  sam e fo r  

te le h ea lth  and in -person delivery  o f  all FFS services asked a b o u t (w ell/s ick child visits, 
m en ta l hea lth  services, SUD services, p renata l care, con traceptive  visits, HCBS, 
O T/P T /speech  th erap ies , and d en ta l services).

J u s t  o v e r  h a lf  o f  re s p o n d in g  s ta te s  re p o rt  p la n s  to  e x te n d  n e w ly  a d d e d / e x p a n d e d  
FFS  te le h e a lth  c o v e ra g e  w h e n  th e  b e n e fic ia ry 's  h o m e  is th e  o r ig in a t in g  s ite  
b e y o n d  th e  P H E  p e rio d  (F ig u re  4  a n d  T a b le  3). T w en ty -tw o  states rep o rt th a t th e y  will 
continue new ly a d d e d /e x p a n d e d  te le h ea lth  coverage, a t least in p art and at least fo r  
som e services. For m ost services w ith  new ly a d d e d /e x p a n d e d  coverage, how ever, th e  
m ajo rity  o f  states have not ye t d e te rm in ed  w h e th e r th is coverage will con tinue beyond  
th e  PHE period . (See th e  Long-Term  Services and Supports section fo r  m ore  
in fo rm atio n  on state  plans to  reta in  te le h ea lth  o r rem o te  provision o f long-term  
services and supports  including HCBS a fte r  th e  end o f  th e  PHE).

F ig u re  4: S ta te s  R e p o rt in g  C o n t in u a t io n  P o st-P H E  o f  N e w ly  A d d e d  o r  E x p a n d e d  
C o v e ra g e  o f  FFS  S e rv ic e s  D e liv e re d  v ia  T e le h e a lth  fro m  th e  H o m e

S ta te s  a lso  re p o rte d  o th e r  p o lic ie s  a im e d  a t  m a k in g  te le h e a lth  w id e ly  a c c e s s ib le  
in  re s p o n s e  to  C O V ID -1 9. T h irty -n ine  o u t o f  42  responding states exp an d ed  available  
te le h ea lth  m odalities  in response to  th e  pandem ic , w ith  te le p h o n e  (or voice-only) m ost
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fre q u e n tly  rep o rted . As one state  noted , th is expansion is im p o rta n t because  
benefic iaries m ay lack access to  b ro ad b an d  in te rn e t. States also rep o rted  covering  
digital p latform s, such as FaceTim e, Zoom , and Skype. A t least tw o  states, F lo rid a  and  
V irg in ia , began allow ing re m o te  p a tien t m o n ito rin g  as a type  o f new ly exp an d ed  
te le h ea lth  service delivery. All responding  states th a t con tract w ith  m anag ed  care  
organ izations (M COs) req u ired  M CO s to  im p le m e n t new ly ad o p ted  FFS te le h ea lth  
changes; th re e  o f  th ese  states req u ired  M COs only to  im p le m e n t FFS te le h ea lth  
changes in part. T e n n e sse e , a state  w ith  100%  o f its benefic iaries enro lled  in m anaged  
care, indicated it w o rked  closely w ith  its M CO s to  co o rd in a te  and increase use o f  
te le h e a lth .— In M innesota , som e contracted  M CO s cover v irtua l e-visits as an "in lieu o f ' 
s e rv ic e s .-

T A B L E  3: ST A T E S  P L A N N IN G  T O  C O N T IN U E  N E W LY  A D D E D  O R  E X P A N D E D  
C O V E R A G E  O F FFS  S E R V IC E S  D E L IV E R E D  V IA  T E L E H E A L T H  FRO M  T H E  B E N E F IC IA R Y 'S  
H O M E
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Does State Plan to Continue Newly Added/Expanded Telehealth Coverage From the Ho it h

States
Well/Sick 

Child Visits

Mental
Health

Services

SUD
Services

Prenatal 
Care Visits

Contraceptive
Visits HCBS

Alabama ? ? ? ? ? ?

Alaska NA ? ? ? ? Yes, in p

Arizona
Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE NA NA

Covere
Pre-PH

Arkansas ? ? ? ? ? NA

California ? Covered
Pre-PHE

? Covered
Pre-PHE

Covered Pre- 
PHE

?

Colorado NA Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE Yes

Connecticut ? Covered
Pre-PHE

Covered
Pre-PHE

? ? Yes, in p

Delaware*

DC*

Florida ? ? ? NA ? ?

Georgia ? ? ? ? ? Covere
Pre-PH

Hawaii
Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE NA

Idaho
Covered
Pre-PHE

Covered
Pre-PHE Yes, in part Yes, in part Yes, in part Yes, in p

Illinois*

Indiana ? Yes, in part Yes, in part ? ? ?

Iowa ? ? ? ? ? ?

Kansas NA ? ? NA NA ?

Kentucky ? ? ? ? Covered Pre- ?
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___________________ I______________ I______________I______________I______________ PHE

Louisiana ? NA NA ? ? ?

Maine
Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE Yes

Maryland

Massachusetts Yes Yes Yes Yes Yes ?

Michigan Yes Yes Yes Yes Yes ?

Minnesota ? ? ? ? ? ?

Mississippi ? ? ? ? ? ?

Missouri Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE

Covere
Pre-PH

Montana
Covered
Pre-PHE

? ? Covered
Pre-PHE

Covered Pre- 
PHE

?

Nebraska ? Yes, in part Yes, in part ? ? NA

Nevada
Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE

?

New Hampshire Yes, in part Yes, in part Yes, in part Yes, in part Yes, in part Yes, in p

New Jersey ? ? ? ? ? ?

New Mexico*

New York*

North Carolina No Yes, in part Yes, in part No Yes, in part Yes, in p

North Dakota ? ? ? ? ? No

Ohio*

Oklahoma No Yes, in part Yes, in part Yes Yes Yes

Oregon Yes, in part Yes, in part Yes, in part Yes, in part Yes, in part Yes
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Pennsylvania Yes Yes, in part Yes, in part Yes Yes ?

Rhode Island*

South Carolina ? ? ? ? ? No

South Dakota ? Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE NA

Tennessee

Texas ? Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE

No

Utah*

Vermont Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE

Covere
Pre-PH

Virginia ? ? ? ? ? ?

Washington Yes, in part Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Yes, in part Covere
Pre-PH

West Virginia ? ? ? ? ? ?

Wisconsin Yes Yes Yes, in part Yes Yes Yes, in p

Wyoming Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered
Pre-PHE

Covered Pre- 
PHE

Yes, in p

Yes, in all or part 7 10 11 8 10 11

No 2 0 0 1 0 3

Undetermined (?) 20 16 17 17 17 18

Covered Pre-PFIE 9 14 12 12 12 5

NA, not covered 3 1 1 3 2 4

NOTES: States were asked whether newly added/expanded FFS telehealth coverage of each service from the beneficarys \ 
SUD: Substance-use disorder. HCBS: Flome and community-based services. OT: Occupational therapy. PT: Physical therapy 
delivered via telehealth from the beneficiary's home. Covered Pre-PFIE (pre-public health emergency): the state covers this 
the beneficarys home, but this coverage was not newly added/expanded in response to the PHE. T  indicates that the stal 
coverage of this service delievered via telehealth from the beneficiarys home in response to the PFIE, but has not yet dete 
coverage. ""*" indicates the state did not submit a survey by mid-August 2020 (DC, DE, IL, NM, NY, OFI, Rl, UT). Additionally,
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not report data for this question.
SOURCE: KFF Survey of Medicaid Officials in 50 states and DC conducted by Health Management Associates, October 2020

Pharmacy Cost Containment Actions
M anag ing  th e  M edicaid  prescription d ru g  b en efit and pharm acy  exp en d itu res  rem ains  
a policy p rio rity  fo r  state  M edicaid  program s, and state  policym akers rem ain  
concerned a b o u t M edicaid  prescription drug  spending g ro w th . Because state  M edicaid  
program s are  req u ired  to  cover all drugs fro m  m an u factu rers  th a t have en te red  into  a 
fed era l reb a te  a g re e m e n t (in both  m anag ed  care and FFS settings), states can not lim it 
th e  scope o f covered drugs to  contro l d rug  costs. Instead, states use an a rra y  o f  
p ay m e n t s tra te gies and utilization contro ls fhttps://www.kff.orp/report-section/how-state- 
medicaid-programs-are-managing-prescription-drug-costs-introduction/) to  m anag e pharm acy  

exp end itu res , including p re fe rred  drug  lists (PDLs), m u lti-s ta te  purchasing pools, and  
m anag ed care p h arm acy  carve-outs .1 States continue to  u p d ate  and re fine  th e ir  drug  

utilization controls to  respond to  changes, especially n ew  produ ct offerings, in th e  
pharm aceutica l m arketp lace .

S u rv e y  F in d in g s

In th is year's survey, states w e re  asked to  describe any n ew  o r exp an d ed  p harm acy  
p rogram  cost co n ta in m en t strategies p lanned  fo r  FY 202 1 . States w e re  asked to  
exclude ro u tin e  updates  to  PDLs o r state  m ax im u m  a llo w ab le  cost program s as these  
utilization m a n ag em en t strategies are  em p lo yed  by states regu larly  and are  not 
typ ically  considered m a jo r n ew  policy initiatives.

T h ir ty -th re e  o u t  o f  4 3  re s p o n d in g  s ta te s  re p o rte d  n e w ly  im p le m e n t in g  o r  
e x p a n d in g  u p o n  a t  le a s t  o n e  in it ia t iv e  to  c o n ta in  c o s ts  in  th e  a re a  o f  p re s c r ip t io n  
d ru g s  in  F Y  2021. P harm acy cost c o n ta in m en t actions included im p lem en ta tio n  o f  new  
policies (23 states) as w ell as expansion o f policies ad o p ted  in p rior years (19 states). 
F requ ently  rep o rted  pharm acy  cost co n ta in m en t strategies include exp an d ed  PDLs (11 
states), n ew  o r exp an d ed  value-based  purchasing a rran g em en ts  th a t link p harm acy  
re im b u rs e m e n t to  p a tien t outcom es (11 states), and ta rg e ted  re fo rm s to  address  
tran sp aren cy  o r o th e r p h arm acy  b en efit m an ag er (PBM ) concerns (7 states).-

T h ree  states rep o rt ad o p tin g  a un ifo rm  PDL in FY 2021 (K e n tu c k y , M a s s a c h u s e tts ,  
and M ich ig a n ) and N o rth  C a ro lin a  plans to  use a un ifo rm  PDL fo r  FFS and m anaged  
care w h en  it im p lem en ts  m anag ed  care in FY 2022 . In FY 2021 , one state  is carving th e  
prescription d rug  b en efit o u t o f  m anaged  care organ ization  (M C O ) contracts  
(C a lifo rn ia ) and th re e  states re p o rt new ly  carving o u t certain  high cost drugs (Iow a, 
M a ry la n d , and S o u th  C a ro lin a ). N o rth  D a k o ta  im p lem en ted  a pharm acy  carve o u t in 
FY 2 0 2 0  and N e v a d a  plans to  carve o u t th e  prescription drug  b en efit e ffective in FY 
2023 , w h en  M CO  contracts are  ren ew ed . Both M ich ig a n  and M isso u ri will be
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p artn erin g  w ith  o th e r state  agencies o r in itiatives to  purchase drugs a t low er costs, 
including M ichigan's H epatitis  C in itia tive a im ed  a t reducing pharm acy  and m edical 
costs associated w ith  th e  disease and w o rk in g  to  e lim in a te  H epatitis  C a lto gether.

Challenges and Priorities in FY 2021 and Beyond Reported by 
Medicaid Directors and Conclusion
M ost state  M edicaid  officials rem ain ed  heavily focused on th e ir  response to  th e  COVID- 
19 public hea lth  em erg en cy  (PHE), tak ing  action to  assure health  care access fo r  a 
grow ing  n u m b e r o f  M edicaid  benefic iaries w h ile  w o rk in g  to  m ain ta in  th e  fiscal in tegrity  
o f th e ir  program s. A t th e  sam e tim e, m an y  states also rep o rted  plans to  m ove fo rw ard  
on o th e r high p rio rity  initiatives.

N e a r ly  a ll s ta te s  re p o rte d  s ig n if ic a n t  a d v e rs e  e c o n o m ic  a n d  s ta te  b u d g e ta ry  
im p a c ts  d r iv e n  b y  th e  p a n d e m ic , a s  w e ll a s  u n c e r ta in ty  a b o u t  th e  fu tu re . M an y  
states co m m en ted  on d ram atic  declines in state  revenue collections leading to  
significant state  bud get shortfalls. W h ile  th e  full scope and ex ten t o f  th e  econom ic  
d o w n tu rn  rem ains unknow n, n ine states indicated th a t its negative im pacts w e re  likely 
to  exceed those o f th e  G reat Recession and nine states rep o rted  p lann ing  fo r  o r  
expecting  fu tu re  M edicaid  b u d get reductions. A t th e  sam e tim e, m an y  states  
co m m en ted  on th e  increased M edicaid  en ro llm e n t expected  to  occur as a resu lt o f  th e  
econom ic d o w n tu rn  and high u n e m p lo y m e n t rates, placing add ed  fiscal pressure on 
state  M edicaid  program s. M ost responding  states rep o rted  th a t dea ling  w ith  state  
M edicaid  b u d get and fiscal concerns w as one o f  th e  biggest challenges facing th e  
states in th e  com ing year. M a n y  states also co m m en ted  on th e  g re a t fiscal 
uncerta in ties  th a t states cu rren tly  face including how  long th e  cu rren t enh anced  FMAP 
will rem ain  in place and how  th e  course o f  th e  pan d em ic  will con tinue to  im p act state  
econom ies and u n e m p lo y m e n t rates.

M a n y  s ta te s  re p o rte d  th e  n e e d  fo r  o n g o in g  o r  g r e a t e r  f is c a l r e lie f  a s  w e ll a s  th e  
n e e d  to  s t re n g th e n  th e  p ro v id e r  r e lie f  p ro g ra m  fo r  M e d ic a id -d e p e n d e n t  
p ro v id e rs  to  be  a b le  to  c o n t in u e  to  a d d re s s  th e  p a n d e m ic . M ost states noted  th a t  
state  and fed era l responses to  th e  pan d em ic  w e re  effective, but som e states also  
iden tified  needs re lated  to  im proving  o r exp and ing  fed era l co m m unication  e ffo rts  and  
guidance, fu r th e r  s tream lin ing  th e  em ergency  au th o rity  process, and receiving advance  
notice regard ing  w h en  th e  PHE period  will end . A fe w  states w e re  critical o f  th e  fed era l 
response regard ing  public hea lth  gu idance (including m ask w earing), th e  ava ilab ility  o f  
personal protective  e q u ip m en t, and testing  (e.g., supplies, d istribution , inconsistent 
advice, and effectiveness o f th e  tests).
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A t th e  t im e  s ta te s  re sp o n d e d  to  th is  s u rv e y  in  la te  J u ly  a n d  e a r ly  A u g u s t , m o s t  
in d ic a te d  t h a t  th e  w o rs t  e ffe c ts  o f  th e  p a n d e m ic  w e re  lik e ly  s t ill a h e a d  o r w e re  
u n k n o w n . Several states also co m m en ted  on fu tu re  challenges to  tre a t th e  lingering  
im pacts o f C O VID -19 infections as w ell as th e  pop ulation  health  im pacts resulting fro m  
delayed  health  care utilization . A fe w  states also expressed concern regard ing  th e  
lo n g er-te rm  im p act o f  th e  C O VID -19 pan d em ic  on th e  M edicaid  p rovider n e tw o rk  and  
access due, fo r  exam ple , to  business closures. States also m en tio n ed  key priorities  
such as restoring  utilization o f p reventive  and ro u tin e  care and tran s itio n in g  fro m  
em erg en cy  au th o rities  a fte r  th e  PHE ends.

N e a r ly  h a lf  o f  re s p o n d in g  s ta te s  in d ic a te d  t h a t  d e liv e ry  s y s te m  a n d  p a y m e n t  
re fo rm s  a re  a k e y  p r io r ity . Efforts to  b e tte r align p ay m e n t w ith  q u a lity  and im proved  
health  outcom es rem ain  an im p o rta n t focus area  fo r  m an y  states. States are  pursuing  
these  goals in p art th ro u g h  m anaged  care contract changes focused on value-based  
p ay m e n t in itiatives and th e  social d e te rm in an ts  o f hea lth . States also m en tio n ed  
effo rts  to  in teg ra te  physical hea lth  and behavioral health , exp and  H ealth  H o m es1, 
re fo rm  provider re im b u rs e m e n t m ethodolog ies, im p le m e n t substance use d isorder  
initiatives, and develop  m atern a l hea lth  initiatives. Ten states also rep o rted  th a t  
assessing a n d /o r  exp and ing  te le h ea lth  w as a priority . O th e r priorities m en tio n ed  by 
m ultip le  states include: im p lem en ta tio n  o r pursu it o f  Section 1115 d em o n stra tio n  
w aivers, w a iver am en d m en ts , o r w a iver renew als; techno logy projects (e.g., M edicaid  
M an a g e m e n t In fo rm atio n  System  rep lacem ents  and in tegrated  elig ibility and  
en ro llm e n t systems); im p ro vin g  q u a lity  m etrics and e lim in atin g  health  d isparities and  
inequities; long-term  services and supports  reform s; and im p lem en tin g  o r advocating  
fo r  th e  ACA M edicaid  expansion in states th a t have not ad o p ted  th e  expansion.

Conclusion
In th e  face o f th e  C O VID -19 pandem ic , states continue to  en c o u n te r challenges to  
provide M edicaid  coverage and access fo r  a grow ing  n u m b e r o f Am ericans, w h ile  also  
facing p lu m m etin g  revenues and d eep en in g  state  bud get gaps. S tate M edicaid  officials  
highlighted sw ift and effective state  responses to  th e  pandem ic , such as th e  rapid  
expansion o f te leh ea lth , as w ell as ongoing effo rts  to  advance de livery  system  refo rm s  
and to  address health  d isparities and o th e r public hea lth  challenges. In these  ways, th e  
pan d em ic  has d em o n stra ted  how  M edicaid  can quickly evolve to  address th e  nation's  
m ost pressing health  care challenges. H ow ever, th e  ab ility  o f  states to  sustain policies 
ad o p ted  in response to  th e  pan dem ic  (including th ro u g h  em erg en cy  au thorities) m ay  
be tied  to  th e  length o f th e  public hea lth  em erg en cy  (PHE) as w ell as th e  ava ilab ility  o f  
add ition al fed era l fiscal re lie f and support. Looking ahead , g re a t u n certa in ty  rem ains  
regard ing  th e  fu tu re  course o f  th e  pandem ic , th e  scope and length o f fed era l fiscal 
re lie f e fforts, and w h a t th e  "new  norm al" will be in te rm s  o f service provision and  
d em an d . Results o f  th e  N o vem b er 2 0 2 0  elections could also have significant 
im plications fo r  th e  d irection  o f fed era l M edicaid  policy in th e  years ahead .
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Methods
KFF com m issioned H ealth  M an a g e m e n t Associates (H M A ) to  survey M edicaid  d irectors  
in all 50  states and th e  District o f  Colum bia to  id en tify  and track  tren d s  in M edicaid  
spending, en ro llm en t, and policy m aking. This is th e  20 th  ann ual survey, each  
conducted  a t th e  beginning o f  th e  state  fiscal yea r fro m  FY 2 0 0 2  th ro u g h  FY 2021 . 
Additionally , e ight m id-fiscal yea r surveys w e re  conducted  d uring  state  fiscal years  
2 0 0 2 -2 0 0 4  and 200 9 -2 0 1 3 , w h en  a large share o f states w e re  considering  m id -year  
M edicaid  policy changes d u e  to  state  b u d get and revenue shortfalls. Findings fro m  
previous surveys a re  re ferenced  in th is re p o rt w h en  th e y  help to  highlight cu rren t  
trends. Archived copies o f  past reports  a re  available on th e  fo llow ing  page
(http://www.kff.Org/nnedicaid/report/nnedicaid-budget-survey-archives/V1

The KFF/HM A M edicaid  survey on w hich this rep o rt is based w as conducted  fro m  June 
th ro u g h  August 202 0 . The survey in s tru m e n t (in A p pend ix  B) w as designed to  p rim arily  
d o c u m en t policy actions im p lem en ted  o r ad o p ted  fo r  FY 2021 (which began fo r  m ost 
states on July 1, 2 0 2 0 ).- The survey cap tures in fo rm atio n  consistent w ith  previous  

surveys, particu larly  fo r  eligibility, p ro v id er p ay m e n t rates, benefits, long -term  care, 
and m anaged  care, to  provide som e tre n d  in fo rm atio n . Each year, questions are  add ed  
o r revised to  address cu rren t issues. This year, in light o f  th e  ongoing C O VID -19 
pandem ic , th e  survey w as scaled back in length and scope and a n u m b e r o f questions  
w e re  add ed  o r re fra m ed  to  cap tu re  in fo rm atio n  regard ing  state  actions taken  or  
planned  in response to  th e  pandem ic .

M edicaid  d irectors  and s ta ff provided data  fo r  th is re p o rt in response to  a w ritten  
survey and, in som e cases, fo llo w -u p  em ails  seeking add ition al in fo rm atio n  or 
clarifications. Unlike th e  surveys conducted  in p rior years, th e  pro ject te a m  did not 
conduct fo llo w -u p  te le p h o n e  interview s. The survey w as sen t to  each M edicaid  d irecto r  
in June 2 0 2 0  and 43  states -  p rovided responses by m id-A ugust 2020 .

The survey does not a tte m p t to  catalog all M edicaid  policies in place fo r  each state.
This re p o rt highlights certain  policies in place in state  M edicaid  program s in F Y 2 0 2 0  
and policy changes im p lem en ted  o r p lanned fo r  FY 2021 . Experience has show n th a t  
ad o p ted  policies are  so m etim es delayed  o r not im p lem en ted  fo r  reasons re la ted  to  
legal, fiscal, adm in is tra tive , systems, o r political considerations, o r d u e  to  delays in 
approval fro m  CMS. Policy changes u n d er consideration  w ith o u t a de fin ite  decision to  
im p le m e n t a re  not included in th e  survey. Given d ifferences in th e  financing  structure  
o f th e ir  program s, th e  U.S. te rrito ries  w e re  not included in th is analysis.

Appendices

Appendix A: Acronym Glossary
ABD -  aged, blind, and disabled
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ACA -  A ffo rd ab le  Care Act 

A M I -  Area M ed ian  Incom e  

BH -  behavioral health

CARES -  C oronavirus Aid, Relief, and Econom ic Security Act

CDC -  The C enters fo r  D isease C ontrol and Prevention

CHIP -  Children's H ealth  Insurance Program

CMS -  The C enters fo r  M ed icare  and M edicaid  Services

DRG -  Diagnosis Related G roup

EMS -  em erg en cy  m edical services

EPSDT -  Early and Periodic Screening, D iagnostic, and T re a tm e n t

FAI -  Financial A lignm ent In itia tive

FFCRA -  Fam ilies First Coronavirus Response Act

FFS -  fee-for-serv ice

FMAP -  Federal M edicaid  Assistance Percentage  

FPL -  fed era l poverty  level 

FY -  s tate  fiscal yea r

HCBS -  h o m e and com m unity -b ased  services

HEDIS -  H ealthcare  Effectiveness D ata and In fo rm atio n  Set

ICF-ID -  in te rm e d ia te  care facility  fo r  individuals w ith  in te llectual disabilities

l/D D  -  in te llectual and d eve lo p m en ta l disabilities

IGT -  in te rg o vern m en ta l tra n s fe r

LTC -  long -term  care

LTSS -  long -term  services and supports

https://www.kff.org/medicaid/report/state-medicaid-programs-respond-to-meet-covid-19-challenges/?utm_campaign=KFF-2020-The-Latest&utm_me... 46/68



11/12/2020 State Medicaid Programs Respond to Meet COVID-19 Challenges: Results from a 50-State Medicaid Budget Survey for State Fiscal Ye...

MAGI -  m od ified  ad justed  gross incom e

M AT -  m edication  assisted tre a tm e n t

M CO  -  m anaged  care organ ization

MLTSS -  m anag ed  long-term  services and supports

MLR -  m edical loss ratio

M OE -  m a in ten an ce  o f  elig ibility

N E M T -  n o n -em erg en cy  m edical tra n sp o rta tio n

O B/GYN -  obstetric ian  and gynecologist O T -  occupational th e ra p y

PBM -  pharm acy  b en efit m an ag er

PCCM -  p rim a ry  care case m an a g e m e n t

PCP -  p rim a ry  care physician

PDL -  p re fe rred  d ru g  list

PHE -  public health  em erg en cy

PHP -  p repa id  health  plan

PPE -  personal protective  e q u ip m e n t PT -  physical th e ra p y

SDOH -  social d e te rm in an ts  o f health

SED -  serious em o tio n a l d isturbance

SNAP -  S u pp lem enta l N u tritio n  Assistance Program

SPA -  S tate Plan A m e n d m e n t

SPMI -  severe and persistent m enta l illness

SUD -  substance use d isorder

Appendix B: Survey Instrument

https://www.kff.org/medicaid/report/state-medicaid-programs-respond-to-meet-covid-19-challenges/?utm_campaign=KFF-2020-The-Latest&utm_me... 47/68



11/12/2020 State Medicaid Programs Respond to Meet COVID-19 Challenges: Results from a 50-State Medicaid Budget Survey for State Fiscal Ye...

D o w nload  th e  Survey (http://files.kff.org/attachment/Appendix-B-Survev-lnstrunnent.pdfi (.pdf)

Endnotes
E x e c u t iv e  S u m m a ry

1. Pub. L. 1 16 -1 27  (M arch  18,

2020), h ttp s ://w w w .co n gress.gO v/116 /p la w s /p u b l1 2 7 /P L A W -1 16 p u b l1 2 7 .p d f  
(https://www.congress.gov/116/plaws/publ127/PLAW-116publ127,pdfi.

<— Return to text

2. FMAP = Federal M edicaid  Assistance Percentage

<— Return to text

3. M aryB eth  M usum eci, Key Questions About the New Increase in Federal Medicaid 
Matching Funds fo r  COVID-19 (W ashington, DC: KFF, M ay  4, 2020), 
h ttp s ://w w w .k ff.o rg/co ro n av iru s -co v id -19 /issu e-b rie f/key -q ues tio n s-ab o u t-th e-n ew -  
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<— Return to text

18. C enters fo r  M ed icare  and M edicaid  Services, Letter to  S tephan ie  M u th , Associate  

C om m issioner, M ed icaid /C H IP , Texas H ealth  and H u m an  Services C om m ission, fro m  
CMS A d m in istra to r, Seem a V erm a Q anuary 22, 2020), 
h ttp s ://w w w .m e d ic a id .gov/M ed ica id -C H IP -P ro gra m -ln fo rm a tio n /B y - 
T o p ics /W aivers /11 1 5 /d o w n lo a d s /tx /tx -h e a lth y -w o m e n -c a .p d f
(https://www.medicaid.gov/Medicaid-CHIP-Program-lnformation/Bv-
Topics/Waivers/1115/downloads/tx/tx-healthy-women-ca.pdfi. The H TW  Program  provides  
coverage o f  fa m ily  p lanning services to  low -incom e w o m en  w h o  a re  not o therw ise  
elig ible fo r  M edicaid  coverage.

<— Return to text
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19. N ew  H am p sh ire  also rep o rted  plans to  continue coverage o f C O VID -19 diagnostic  

testing, tes tin g -re la ted  services, and tre a tm e n t services fo r  th e  un insured but is not 
counted  here  as au th o rity  fo r  th is coverage, created  by th e  Fam ilies First 
Coronavirus Response Act, continues on ly  th ro u g h  th e  end o f th e  PHE period.

<— Return to text

20. Additionally, N evada noted  th a t elig ibility fo r  th e  n ew  uninsured C O VID -19 group  

m ay continue fo r  up to  90  days a fte r  th e  end o f  th e  PHE period to  a llo w  fo r  p rior  
m edical requests to  cover testing  and diagnostic services. Per th e  Fam ilies First 
Coronavirus Response Act, a u th o rity  to  cover th e  un insured C O VID -19 testing  group  
will no t extend  past th e  end o f th e  PHE.

<— Return to text

21. M aryb eth  M usum eci, Key Questions About the New Medicaid Eligibility Pathway fo r  
Uninsured Coronavirus Testing (W ashington, DC: KFF, M ay  4, 2020), 
h ttp s ://w w w .k ff.o rg/co ro n av iru s -co v id -19 /issu e-b rie f/key -q ues tio n s-ab o u t-th e-n ew -  
m edica id -e ligibility-p a th w ay-fo r-u n in su red -co ro n av iru s-tes tin g / 
(https://www.kff.org/coronavirus-covid-19/issue-brief/kev-questions-about-the-new-nnedicaid- 
eligibility-pathway-for-uninsured-coronavirus-testing/1

<— Return to text

22. U.S. D e p a rtm e n t o f  H ealth  &  H u m an  Services, H ealth  Resources &  Services 

A d m in istra tion , "C O VID -19 Claim s R e im b u rsem en t to  H ealth  Care Providers and  
Facilities fo r  Testing and T re a tm e n t o f  th e  Uninsured," last u p d ated  M ay  2020, 
h ttp s ://w w w .h rs a .gov/C o vid U ninsuredC la im  (https://www.hrsa.gov/CovidUninsuredClaimi

<— Return to text

23. For an u p d ated  cou nt o f  states w ith  SPA approval to  cover th e  n ew  U ninsured  

Coronavirus Testing group , see: KFF, "M edicaid  Em ergency A u th o rity  Tracker: 
A pproved  State Actions to  Address C O VID -19," last u p d ated  O cto b er 7, 2020 , 
h ttp s ://w w w .k ff.o rg/m e d ic a id /is s u e -b rie f/m e d ic a id -e m e rgency-au th ority -tracker- 
a p proved-s ta te -ac tions-to -add ress-cov id -19 / (https://www.kff.org/medicaid/issue- 
brief/medicaid-emergencv-authoritv-tracker-approved-state-actions-to-address-covid-19/1

<— Return to text

P ro v id e r  R a te s  a n d  T a x e s

1. Laura Snyder and Robin Rudow itz, Trends in State Medicaid Programs: Looking Back 
and Looking Ahead (W ashington, DC: KFF, June 2 1 ,2 0 1 6 ),  
h ttp s ://w w w .k ff.o rg/m e d ic a id /issu e -b rie f/tren d s -in -s ta te -m ed ica id -p ro g ram s- 
looking-back-and -looking-a h e a d / (https://www.kff.org/medicaid/issue-brief/trends-in-state- 
medicaid-programs-looking-back-and-looking-ahead/1

<— Return to text
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2. M aryB eth  M usum eci, Robin Rudow itz, E lizabeth H inton, Rachel Dolan, and Olivia 

Pham , Options to Support Medicaid Providers in Response to COVID-19 (W ashington,
DC: KFF, June 17, 2020), h ttp s ://w w w .k ff.o rg/coronav irus-cov id -19 /issue- 
b rie f/o p tio n s -to -su p port-n ned icaid -p roviders-in -response-to -cov id -19/ 
(https://www.kff.org/coronavirus-covid-19/issue-brief/options-to-support-nnedicaid-providers-in- 
response-to-covid-19/1

<— Return to text

3. Elizabeth H in ton  and M aryB eth  M usum eci, Medicaid Managed Care Rates and 
Flexibilities: State Options to Respond to COVID-19 Pandemic (W ashington, DC: KFF, 
S e p te m b er 9, 2020), h ttp s ://w w w .k ff.o rg/m e d ic a id /is s u e -b rie f/m e d ic a id -m a n a ged- 
care -ra tes -an d -flex ib ilities -s ta te -o p tio n s-to -resp o n d -to -co v id -19-p an d em ic / 
(https://www.kff.org/medicaid/issue-brief/medicaid-managed-care-rates-and-flexibilities-state- 
options-to-respond-to-covid-19-pandemic/1

<— Return to text

4. CMS has described som e o f th ese  options in th e  fo llow ing  tw o  resources:

C enters fo r  M ed icare  and M edicaid  (CMS), "CO VID-19 Frequ ently  Asked Q uestions  
(FAQs)", last u pd ated  June 30, 2020 , h ttp s ://w w w .m e d ic a id .go v /s ta te -reso u rce- 
cen te r/d o w n lo ad s /co v id -19 -fa q s.p d f (https://www.medicaid.gov/state-resource- 
center/downloads/covid-19-faqs.pdfi
C enters fo r  M ed icare  and M edicaid  (CMS), "M edicaid  M anaged  Care O ptions in 
Responding to  CO VID-19," last upd ated  M ay  14, 2020 , 
https://w w w .nned ica id .go v /s ites /d efau lt/files /F ed era l-P o licy - 
G u id a n ce /D o w n lo ad s /c ib 05 14 2 0 .p d f (https://www.medicaid.gov/sites/default/files/Federal- 
Policv-Guidance/Downloads/cib051420.pdfi

<— Return to text

5. Karyn Schwartz, Jennifer To lbert, Karen Pollitz, and Tricia N eu m an , Update on COVID- 
19 Funding fo r  Hospitals and Other Providers (W ashington, DC: KFF, April 24, 2020), 
h ttp s ://w w w .k ff.o rg /po licy -w atch /u p d a te -o n -co v id -19 -fu n d in g-for-hosp ita ls -and- 
Q ther-p rov iders / (https://www.kff.org/policv-watch/update-on-covid-19-funding-for-hospitals-and- 
other-providers/1

<— Return to text

6. U.S. D e p a rtm e n t o f  H ealth  &  H u m an  Services, "HHS A nnounces Enhanced Provider 

Portal, R elief Fund Paym ents fo r  Safety N e t Hospitals, M edicaid  &  CHIP Providers," 
June 9, 2020 , h ttp s ://w w w .h h s .go v /a b o u t/n e w s /2 0 2 0 /0 6 /0 9 /h hs-announces- 
e n h an ced -p ro v id e r-p o rta l-re lie f-fu n d -paym en ts -fo r-sa fe ty -n et-h o sp ita ls -m ed ica id - 
ch ip -providers .h tm l (https://www.hhs.gov/about/news/2020/06/Q9/hhs-announces-enhanced- 
provider-portal-relief-fund-pavments-for-safetv-net-hospitals-medicaid-chip-providers.htmll

<— Return to text
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7. Robin Rudowitz, Kendal O rgera, and Elizabeth H inton, Medicaid Financing: The Basics 
(W ashington, DC: KFF, M arch 2 1 ,2 0 1 9 ), h ttp s ://w w w .k ff.o rg/re p o rt-sec tio n /m ed ica id -  
fin an c in g-the-basics-issue-brief/ (https://www.kff.org/report-section/medicaid-financing-the- 
basics-issue-brieffl

<— Return to text

8. Laura Snyder and Robin Rudow itz, Trends in State Medicaid Programs: Looking Back 
and Looking Ahead (W ashington, DC: KFF, June 2 1 ,2 0 1 6 ),  
h ttp s ://w w w .k ff.o rg/m e d ic a id /issu e -b rie f/tren d s -in -s ta te -m ed ica id -p ro g ram s- 
looking-back-and -looking-a h e a d / (https://www.kff.org/medicaid/issue-brief/trends-in-state- 
medicaid-programs-looking-back-and-looking-aheadA

<— Return to text

9. Kathleen G ifford  e t al., A View from  the States: Key Medicaid Policy 
Changes (W ashington, DC: KFF, O cto b er 18,
2019), h ttp s ://w w w .k ff.o rg/m e d ic a id /rep o rt/a -v iew -fro m -th e -s ta tes -key -m ed ica id -  
policy-changes -resu lts -fro m -a -50 -s ta te -m ed ica id -b u d get-survey-for-state-fisca l- 
y e a rs -2 0 1 9 -a n d -2 0 2 0 / (https://www.kff.org/medicaid/report/a-view-from-the-states-kev- 
medicaid-policy-changes-results-from-a-50-state-rnedicaid-budget-survey-for-state-fiscal-years-2019- 
and-2020/)

<— Return to text

10. These 16 states are: Arizona, Californ ia, Colorado, Florida, Georgia, H aw aii, Iowa, 

Kansas, M assachusetts, M o n tan a , N e w  Jersey, Pennsylvania, South Carolina, South  
D akota, W est Virginia, and Virginia.

<— Return to text

11. These 19 states are: Californ ia, C olorado, Connecticut, Florida, Georgia, Indiana,

Iowa, Kentucky, Louisiana, M aine, M ichigan, M o n tan a , N o rth  Carolina, O regon,
South Carolina, Texas, Virginia, W est Virginia, and W yom ing.

<— Return to text

Delivery Systems

1. Kathleen G ifford  e t al., "D elivery Systems," A View from  the States: Key Medicaid Policy 
Changes (W ashington, DC: KFF, O cto b er 18, 2019), h ttp s ://w w w .k ff.o rg/re p o rt-  
sectio n /a -v iew -fro m -th e-s ta tes -key-m ed ica id -p o licy -ch an ges-delivery-sys tem s/ 
(https://www.kff.org/report-section/a-view-from-the-states-kev-nnedicaid-policv-changes-deliverv- 
systems/)

<— Return to text

2. KFF, "Total M edicaid  M CO  Enro llm ent," 2018 , h ttp s ://w w w .k ff.o rg/o th e r /s ta te -  

in d ic a to r/to ta l-m ed ica id -m co -en ro llm en t/?
cu rren tT im efram e=08{S ortM od el=% 7B % 22co lld% 22:% 22Location% 22.% 22sort% 22:% 22asc^
(https://www.kff.org/other/state-indicator/total-medicaid-mco-enrollment/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:%22asc%22%7D)
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<— Return to text

3. Elizabeth H in ton  and M aryB eth  M usum eci, Medicaid Managed Care Rates and 
Flexibilities: State Options to Respond to COVID-19 Pandemic (W ashington, DC: KFF, 
S e p te m b er 9, 2020), h ttp s ://w w w .k ff.o rg/m e d ic a id /is s u e -b rie f/m e d ic a id -m a n a ged- 
care -ra tes -an d -flex ib ilities -s ta te -o p tio n s-to -resp o n d -to -co v id -19-p an d em ic / 
(https://www.kff.org/nnedicaid/issue-brief/nnedicaid-nnanaged-care-rates-and-flexibilities-state- 
options-to-respond-to-covid-19-pandemic/^

<— Return to text

4. C enters fo r  M ed icare  and M edicaid  (CMS), "CO VID-19 M edicaid  &  CHIP All S tate Call," 

April 10, 2020 , h ttp s ://w w w .cm s .go v /files /z ip /co v id 19a lls ta teca ll0410 2 0 2 0 .z ip 
(https://www.cms.gov/files/zip/covid19allstatecall04102020.zip)

<— Return to text

5. C enters fo r  M ed icare  and M edicaid  (CMS), "M edicaid  M anaged  Care O ptions in 

Responding to  CO VID-19," last upd ated  M ay  14, 2020 , 
https://w w w .nned ica id .go v /s ites /d efau lt/files /F ed era l-P o licy - 
G u id a n ce /D o w n lo ad s /c ib 05 14 2 0 .p d f (https://www.medicaid.gov/sites/default/files/Federal- 
Policv-Guidance/Downloads/cib051420.pdfi

<— Return to text

6. "O ther" carve-ins rep o rted  include chiropractic, " trea t-n o  tran sp o rt"  am b u lan ce  

services, and d iabetes  prevention  services (M issouri), dou la services (N e w  Jersey), 
and ad u lt p o d ia try  services (South Carolina).

<— Return to text

7. "O ther" carve-outs rep o rted  w e re  lens fabrications fro m  selected plans (California) 

and elective C-sections (N ew  Jersey).
<— Return to text

8. Elizabeth H in ton  and M aryB eth  M usum eci, Medicaid Managed Care Rates and 
Flexibilities: State Options to Respond to COVID-19 Pandemic (W ashington, DC: KFF, 
S e p te m b er 9, 2020), h ttp s ://w w w .k ff.o rg/m e d ic a id /is s u e -b rie f/m e d ic a id -m a n a ged- 
care -ra tes -an d -flex ib ilities -s ta te -o p tio n s-to -resp o n d -to -co v id -19-p an d em ic / 
(https://www.kff.org/medicaid/issue-brief/medicaid-managed-care-rates-and-flexibilities-state- 
options-to-respond-to-covid-19-pandemic/1

<— Return to text

9. The survey did not ask states to  specify w h e th e r M CO  con tract o r ra te  ad justm ents  

w e re  m ad e  to  FY 2 0 2 0  M CO  contracts so w e  are  unab le  to  re p o rt th is in fo rm atio n  
com prehensively.

<— Return to text
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10. Elizabeth H in ton  and M aryB eth  M usum eci, Medicaid Managed Care Rates and 
Flexibilities: State Options to Respond to COVID-19 Pandemic (W ashington, DC: KFF, 
S e p te m b er 9, 2020), h ttp s ://w w w .k ff.o rg/m e d ic a id /is s u e -b rie f/m e d ic a id -m a n a ged- 
care -ra tes -an d -flex ib ilities -s ta te -o p tio n s-to -resp o n d -to -co v id -19-p an d em ic / 
(https://www.kff.org/nnedicaid/issue-brief/nnedicaid-nnanaged-care-rates-and-flexibilities-state- 
options-to-respond-to-covid-19-pandemic/^

<— Return to text

11. M assH ealth  M an ag ed  Care Entity Bulletin 36, "C om m unity  S upport Program  fo r  

H om eless Individuals Residing in D e p a rtm e n t o f  H ousing and C o m m u n ity  
D evelo p m en t-F u n d ed  N e w  T e m p o ra ry  Shelters,'"July 2020, 
h ttp s ://w w w .m ass .go v /d o c /m a n a ged -ca re -en tity -b u lle tin -36 -co m m u n ity -su p port- 
p ro gram -for-hom eless-ind iv idu a ls -res id ing-O /dow nload
(https://www.mass.gov/doc/managed-care-entitv-bulletin-36-communitv-support-program-for-
homeless-individuals-residing-O/download^

<— Return to text

12. The 11 M CO  states th a t rep o rted  food  assistance o r h o m e delivered  m eal in itiatives  

are: H aw aii, Indiana, Kansas, M assachusetts, M ichigan, M issouri, N ebraska, N ew  
Jersey, South Carolina, Virginia, and W isconsin.
The e ight M CO  states th a t rep o rted  enh anced  M CO  care m a n ag em en t and outreach  
effo rts  o ften  ta rg e tin g  persons a t high risk fo r  CO VID -19 are: Californ ia, Colorado, 
Ind iana, Kentucky, M issouri, N ebraska, Pennsylvania, and W est Virginia.
The fo u r M CO  states th a t rep o rted  provisions o f PPE are: Arizona, Kansas, Kentucky, 
and Pennsylvania.
The th re e  M CO  states th a t exp an d ed  te le h ea lth  and re m o te  su p p o rt are: N ebraska, 
W isconsin, and W est Virginia.
The th re e  M CO  states th a t rep o rted  exp an d ed  p h arm acy  h o m e deliveries are: 
Kansas, N ebraska, and W est Virginia.
The tw o  M CO  states th a t rep o rted  M C O -prov ided  g ift cards are: Kentucky and  
Virginia.

<— Return to text

13. Sam anth a Artiga and Elizabeth H inton, Beyond Health Care: The Role o f Social 
Determinants in Promoting Health and Health Equity (W ashington, DC: KFF, M ay  10,
2018), h ttp s ://w w w .k ff.o rg/ra c ia l-eq u ity -an d -h ea lth -p o licy /issu e-b rie f/b eyo n d -h ea lth -  
care -th e -ro le -o f-s o c ia l-d e te rm in an ts -in -p ro m o tin g -h ea lth -an d -h ea lth -eq u ity /  
(https://www.kff.org/racial-equitv-and-health-policv/issue-brief/bevond-health-care-the-role-of-social- 
determinants-in-promoting-health-and-health-equityA

<— Return to text

14. In June 2015 , CMS issued an In fo rm atio n a l Bulletin (https://www.medicaid.gov/federal- 

policv-guidance/downloads/cib-06-26-201 s.pdfi to  clarify w h en  and how  M edicaid  
re im burses fo r  certain  housing -re lated  activities, including individual housing  
transition  services, individual housing and ten an cy  sustaining services, and state-
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level housing re lated  co llaborative  activities. In January 2018 , CMS issued a State  
M edicaid  D irector L etter (https://www.medicaid.gov/federal-policy- 
guidance/downloads/smcli 8002.pdfi provid ing gu idance on state  Section 1115 w aiver  
proposals to  condition M edicaid  on m eetin g  a w o rk  req u irem en t. CMS explicitly  
stated  th e  d em o n stra tio n  o p p o rtu n ity  does not provide states w ith  th e  a u th o rity  to  
use M edicaid  fu n d in g  to  finance e m p lo y m e n t su p p o rt services. P redating  this  
guidance, a fe w  states im p lem en ted  vo lu n tary  w o rk  re ferra l program s. Federal 
M edicaid  funds also can not be used to  finance w o rk  re ferra l program s.
C enters fo r  M ed icare  and M edicaid  (CMS), "Coverage o f H ousing-R elated Activities
and Services fo r  Individuals w ith  Disabilities," June 26, 2015,
h ttp s ://w w w .m e d ic a id .go v /fed era l-p o licy -g u id an c e /d o w n lo a d s /c ib -0 6 -2 6 -2 0 1 5 .p d f
(https://www.nnedicaid.gov/federal-policv-guidance/downloads/cib-06-26-2015.pdfi
C enters fo r  M ed icare  and M edicaid  (CMS), "RE: O p p o rtu n ities  to  P ro m o te  W o rk  and
C o m m u n ity  Engagem ent A m on g  M edicaid  Beneficiaries," January 1 1 ,2 0 1 8 ,,
h ttp s ://w w w .m e d ic a id .go v /fed era l-p o licy -g u id ance/do w nload s/c ib -Q 6-26-2Q 15 .pd f
(https://www.medicaid.gov/federal-policv-guidance/downloads/cib-06-26-2015.pdfi

<— Return to text

15. U n d er fed era l M edicaid  m anag ed  care rules, M edicaid  M COs m ay have flex ib ility  to  

pay fo r  non-m edical services th ro u g h  "in-lieu-of" a u th o rity  a n d /o r  "value-added"  
services. " In -lieu -o f' services are  a substitu te  fo r  covered services and m ay qua lify  as 
a covered service fo r  th e  purposes o f cap itation  rate  setting. "Value-added" services 
are  extra  services outside o f  covered contract services and do not qua lify  as a 
covered service fo r  th e  purposes o f  cap itation  ra te  setting.

<— Return to text

16. Sam anth a Artiga, B rad ley Corallo, and Olivia Pham , Racial Disparities in COVID-19: Key 
Findings from  Available Data and Analysis (W ashington, DC: KFF, August 17, 2020), 
h ttp s ://w w w .k ff.o rg/rac ia l-eq u ity -an d -h ea lth -p o licy /issu e-b rie f/rac ia l-d isp arities -  
cov id -19-key-fin d ings-availab le -data -analys is / (https://www.kff.org/raciai-equitv-and-heaith- 
policy/issue-brief/racial-disparities-covid-19-key-findings-available-data-analysis/1

<— Return to text

17. Cornelia Hall, Sam anth a Artiga, Kendal O rgera, and Rachel G arfie ld , Food Insecurity 
and Health: Addressing Food Needs fo r  Medicaid Enrol lees as Part o f COVID-19 Response 
Efforts (W ashington, DC: KFF, August 14, 2020), h ttp s ://w w w .k ff.o rg/re p o rt-  
sec tio n /fo o d -in secu rity -an d -h ea lth -ad d ress in g -fo o d -n eed s-fo r-m ed ica id -en ro llees - 
as -p art-o f-co v id -19 -resp o n se-e ffo rts -iss u e-b rie f/(https://www.kff.org/report-section/food- 
insecuritv-and-health-addressing-food-needs-for-medicaid-enrollees-as-part-of-covid-l 9-response- 
efforts-issue-brief/1

<— Return to text

18. O klahom a and M issouri responded th a t "yes" th e  C O VID -19 em erg en cy  caused th e  

state  to  im p lem en t, expand, o r re fo rm  a program  o r in itia tive to  address enro llees' 
social d e te rm in an ts  o f hea lth  b u t did not describe specific re la ted  actions and are
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th e re fo re  not included in Exhibit 4, bu t are  included in count o f  27  states.
<— Return to text

19. M inn esota  G overnor W alz d irected  m o re  th e  75 billion dollars in Coronavirus Relief 

fu n d in g  to w a rd  food  security.
<— Return to text

20. The area m ed ian  incom e (AM I) is th e  household  incom e fo r  th e  m edian , o r m iddle, 

household  in a region and is calculated an n u ally  by th e  D e p a rtm e n t o f  Housing and  
U rban  D eve lo p m en t fo r  every  m etro p o litan  region in th e  country. See: Brian  
M cCabe, 'T h e  Area M ed iu m  Incom e (AM I), Explained," (W ashington, DC: G rea te r  
G re a te r W ashington: S e p te m b er 1, 2016), h ttp s ://ggw a s h .o rg/v ie w /4 2 6 7 1 /th e -a re a -  
m ed ian -in co m e-am i-exp la in ed  (https://ggwash.org/view/42671/the-area-median-incorne-ami- 
explained)

<— Return to text

21. Californ ia D e p a rtm e n t o f  Social Services, "Project Room key: Em ergency Housing fo r  

Im m e d ia te  Protection Fact Sheet." h ttp s://w w w .cdss .ca .go v /P o rta ls /9 /F E M A /P ro j ect- 
R o om key-Fact-S heet.pdf (https://www.cdss.ca.gov/Portals/9/FEMA/Project-Roomkev-Fact- 
Sheet.pdfi

<— Return to text

22. N o rth  Carolina im p lem en ted  NCCARE360 six m onths ahead  o f schedule.

<— Return to text

23. Kathleen G ifford  e t al., "Long-Term  Services and Supports," A View from  the States: Key 
Medicaid Policy Changes (W ashington, DC: KFF, O cto b er 18,
2019), h ttp s ://w w w .k ff.o rg/re p o rt-sec tio n /a -v ie w -fro m -th e -s ta tes -ke y -m e d ica id -  
policv-changes-long-term -serv ices-and -sup p o rts / (https://www.kff.org/report-section/a- 
view-from-the-states-kev-medicaid-policv-changes-long-term-services-and-supportsfl

<— Return to text

24. C enters fo r  M ed icare  and M edicaid  (CMS), "Financial A lignm ent In itia tive (FAI)," last 

upd ated  S e p te m b er 28, 2020 , h ttp s ://w w w .cm s .go v /M ed ica re -M ed ica id -  
C o o rd in a tio n /M e d ic a re -a n d -M ed ica id -C o o rd in a tio n /M e d ic a re -M ed ica id -  
C oord in ation -
O ffice/F inancia lA lign m en tln itia tive /F in an c ia lM o d e ls to S u p portS tatesE fforts inC areC o ord inat
(https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-
Qffice/FinancialAlignmentlnitiative/FinancialModelstoSupportStatesEffortsinCareCoordination^

<— Return to text

25. A rizona D e p a rtm e n t o f  Econom ic Security, "D D D  H ealth  Plans," w ebsite ,
h ttp s ://d es .az .go v /serv ices /d isab ilities /d eve lo p m en ta l-d isab ilities /n ew -d d d -h ea lth -  
plans (https://des.az.gov/services/disabilities/developmental-disabilities/new-ddd-health-plans)

<— Return to text
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26. W isconsin D e p a rtm e n t o f  H ealth  services, "Fam ily Care Partnersh ip  Program ," last 

upd ated  January 28, 2020 , h ttp s://w w w .d h s .w isco n s in .go v /fam ilycare /fcp -in d ex .h tm  
(https://www.dhs.wisconsin.gov/familvcare/fcp-index.htm)

<— Return to text

Long-Term Services and Supports

1. M olly  O 'M alley  W atts, M aryB eth  M usum eci, and Priya C h id am b aram , Medicaid Home 
and Community-Based Services Enrollment and Spending (W ashington, DC: KFF, 
February 4, 2020), h ttp s ://w w w .k ff.o rg/re p o rt-s e c tio n /m e d ic a id -h o m e -a n d -  
co m m u n ity -b ased -serv ices-en ro llm en t-an d -sp en d in g-issue-brie f/ 
(https://www.kff.org/report-section/medicaid-home-and-communitv-based-services-enrollment-and- 
spending-issue-brief/)

<— Return to text

2. M aryB eth  M usum eci, M o lly  O 'M alley  W atts , and Priya C h id am b aram , Key State Policy 
Choices About Medicaid Home and Community-Based Services (W ashington, DC: KFF, 
February 4, 2020), h ttp s ://w w w .k ff.o rg/m ed ica id /issue-brie f/key-s ta te -po licy-cho ices- 
ab o u t-m ed ica id -h o m e-an d -co m m u n ity -b ased -serv ices /
(https://www.kff.org/medicaid/issue-brief/key-state-policy-choices-about-medicaid-home-and-
communitv-based-services/1

<— Return to text

3. Sarah T rue e t a I., COVID-19 and Workers at Risk: Examining the Long-Term Care 
Workforce (W ashington, DC: KFF, April 23, 2020), h ttp s ://w w w .k ff.o rg/co ro n av iru s- 
co v id -19 /issu e-b rie f/co v id -19-an d -w o rkers -a t-risk -exam in in g -th e -lo n g -te rm -care - 
w o rk fo rc e / (https://www.kff.org/coronavirus-covid-19/issue-brief/covid-19-and-workers-at-risk- 
examining-the-long-term-ca re-workforce/)

<— Return to text

4. Priya C h id am b aram , Key Questions About the Impact o f Coronavirus on Long-Term Care 
Facilities Over Time (W ashington, DC: KFF, S e p te m b er 1 ,2 0 2 0 ), 
h ttp s ://w w w .k ff.o rg/co ro n av iru s -co v id -19 /issu e-b rie f/key -q u es tions-abo ut-the- 
i m pa ct-of-co ro n a vi r u s-o n-l o n g-te  r m -ca re-fa  ci I iti es-o ve r-ti m e /
(https://www.kff.org/coronavirus-covid-19/issue-brief/key-questions-about-the-impact-of-
coronavirus-on-long-term-care-facilities-over-time/1

<— Return to text

5. Priya C h id am b aram , Rising Cases in Long-term Care Facilities Are Cause fo r  Concern 
(W ashington, DC: KFF, July 2 1 ,2 0 2 0 ), h ttp s ://w w w .k ff.o rg/coronav irus-cov id -19 /issue- 
b rie f/r is in g-cases-in-long-te rm -care -fac ilities -are -cau se-fo r-co n cern / 
(https://www.kff.org/coronavirus-covid-19/issue-brief/rising-cases-in-long-term-care-facilities-are- 
cause-for-concern/1

<— Return to text
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6. KFF, COVID-19: Long-Term Care Facilities fro m  'S ta te  D ata and Policy Actions to  

Address Coronavirus," last u p d ated  O cto b er 8, 2020 ,
h ttp s ://w w w .k ff.o rg/co ro n av iru s-co v id -19 /issu e-b rie f/s ta te -d ata -an d -p o licy -actio n s- 
to -ad d ress-co ro n av iru s / (https://www.kff.org/coronavirus-covid-19/issue-brief/state-data-and- 
policv-actions-to-address-coronavirus/1

<— Return to text

7. C enters fo r  M ed icare  and M edicaid  (CMS), "C O VID -19 Frequ ently  Asked Q uestions  

(FAQs)", last u pd ated  June 30, 2020 , h ttp s ://w w w .m e d ic a id .go v /s ta te -reso u rce- 
center/dow nloads/C O V id-19-faqs.p d f (https://www.medicaid.gov/state-resource- 
center/downloads/covid-19-faqs.pdfi

<— Return to text

8. M aryB eth  M usum eci, Rachel Dolan, and M ad e lin e  G uth, State Actions to Sustain 
Medicaid Long-Term Services and Supports During COVID-19 (W ashington, DC: KFF, 
August 26, 2020), h ttp s ://w w w .k ff.o rg/m ed ica id /issu e -b rie f/s ta te -ac tio n s -to -su s ta in -  
m ed ica id -lo n g-term -serv ices-and -sup ports -durin g -cov id -19 /
(https://www.kff.org/nnedicaid/issue-brief/state-actions-to-sustain-nnedicaid-long-term-services-and- 
supports-during-covid-19/1

<— Return to text

9. Kathleen G ifford  e t al., "Long-Term  Services and Supports," A View from  the States: Key 
Medicaid Policy Changes (W ashington, DC: KFF, O cto b er 18,
2019), h ttp s ://w w w .k ff.o rg/re p o rt-sec tio n /a -v ie w -fro m -th e -s ta tes -ke y -m e d ica id -  
policy-changes-long-term -serv ices-and -sup p o rts / (https://www.kff.org/report-section/a- 
view-from-the-states-kev-medicaid-policv-changes-long-term-services-and-supports/1

<— Return to text

10. For u pd ated  counts o f states tak ing  this action using M edicaid  em ergency  

authorities , see: KFF, "M edicaid  Em ergency A u th o rity  Tracker: A pproved  State  
Actions to  Address C O VID -19," last u pd ated  O cto b er 7, 2020 , 
h ttp s ://w w w .k ff.o rg/m e d ic a id /is s u e -b rie f/m e d ic a id -e m e rgency-au th ority -tracker- 
a p proved-s ta te -ac tions-to -add ress-cov id -19 / (https://www.kff.org/medicaid/issue- 
brief/medicaid-emergency-authority-tracker-approved-state-actions-to-address-covid-19/1

<— Return to text

11. Exam ples o f congregate settings include assisted living facilities fo r  seniors and  

group  hom es fo r  individuals w ith  disabilities.
<— Return to text

12. M aryB eth  M usum eci, Rachel Dolan, and M ad e lin e  G uth, State Actions to Sustain 
Medicaid Long-Term Services and Supports During COVID-19 (W ashington, DC: KFF, 
August 26, 2020), h ttp s ://w w w .k ff.o rg/m ed ica id /issu e -b rie f/s ta te -ac tio n s -to -su s ta in -  
m ed ica id -lo n g-term -serv ices-and -sup ports -durin g -cov id -19 /
(https://www.kff.org/medicaid/issue-brief/state-actions-to-sustain-medicaid-long-term-services-and- 
supports-during-covid-19/1
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<— Return to text

13. M a in e  rep o rted  plans to  increase access to  its shared  living m odel, in w hich a fam ily  

m e m b e r can serve as a live-in paid care taker.
<— Return to text

14. A n u m b e r o f states a llow ed legally responsib le relatives to  be paid providers p rior to  

th e  C O VID -19 pandem ic . For m o re  on th is and o th e r p re -p an d em ic  HCBS policies, 
see: M aryB eth  M usum eci, M o lly  O 'M alley  W atts, and Priya C h id am b aram , Key State 
Policy Choices About Medicaid Home and Community-Based Services (W ashington, DC: 
KFF, Feb ru ary  4, 2020), h ttp s ://w w w .k ff.o rg/m e d ica id /issu e -b rie f/key -s ta te -p o licy - 
cho ices-ab o u t-m ed ica id -h o m e-an d -co m m u n ity -b ased -serv ices / 
(https://www.kff.org/nnedicaid/issue-brief/kev-state-policv-choices-about-nnedicaid-honne-and- 
communitv-based-services/1

<— Return to text

Benefits, Cost-Sharing, and Telehealth

1. Kathleen G ifford  e t al., "Benefits and Cost-Sharing," A View from  the States: Key 
Medicaid Policy Changes (W ashington, DC: KFF, O cto b er 18,
2019), h ttp s ://w w w .k ff.o rg/re p o rt-sec tio n /a -v ie w -fro m -th e -s ta tes -ke y -m e d ica id -  
policy-changes-ben efits -and-cost-sharing / (https://www.kff.org/report-section/a-view-from- 
the-states-kev-medicaid-policv-changes-benefits-and-cost-sharing/1

<— Return to text

2. KFF, "M edicaid  Em ergency A u th o rity  Tracker: A pproved  State Actions to  Address  

C O VID -19," last u pd ated  O cto b er 7, 2020 , h ttp s ://w w w .k ff.o rg/m ed ica id /issu e -  
b rie f/m e d ic a id -e m e rgen cy-au th o rity -tracker-ap proved-s tate -actions-to -add ress- 
COvid-19 / (https://www.kff.org/medicaid/issue-brief/medicaid-emergencv-authoritv-tracker- 
approved-state-actions-to-address-covid-19/1

<— Return to text

3. M ad e lin e  G uth and Elizabeth H inton, State Efforts to Expand Medicaid Coverage & 
Access to Telehealth in Response to COVID-19 (W ashington, DC: KFF, June 22, 2020), 
h ttp s ://w w w .k ff.o rg/co ro n av iru s -co v id -19 /issu e-b rie f/s ta te -e ffo rts -to -exp an d -  
m ed ica id -coverage-access-to -te lehealth -in -respon se-to -cov id -19 / 
(https://www.kff.org/coronavirus-covid-19/issue-brief/state-efforts-to-expand-medicaid-coverage- 
access-to-telehealth-in-response-to-covid-19/1

<— Return to text

4. State Telehealth Laws & Reimbursement Policies (C en ter fo r  C onnected H ealth  Policy, 

Spring 2020), h ttp s ://w w w .cch p ca .o rg/s ites /d e fau lt/files /202 Q -  
05/C C H P % 2050  STATE REPORT SPRING 2 0 2 0  FINAI_.p d f  
(https://www.cchpca.org/sites/default/files/202Q- 
05/CCHP %2050 STATE REPORT SPRING 2020 FINAL.pdfi

<— Return to text
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5. KFF, "M edicaid  Em ergency A u th o rity  Tracker: A pproved  State Actions to  Address  

C O VID -19," last u pd ated  O cto b er 7, 2020 , h ttp s ://w w w .k ff.o rg/m ed ica id /issu e -  
b rie f/m e d ic a id -e m e rgen cy-au th o rity -tracker-ap proved-s tate -actions-to -add ress- 
COVid-19 / (https://www.kff.org/nnedicaid/issue-brief/nnedicaid-ennergency-authority-tracker- 
approved-state-actions-to-address-covid-19/)

<— Return to text

6. C enters fo r  M ed icare  and M edicaid  (CMS), "State M edicaid  &  CHIP T e lehealth  

Toolkit," last u p d ated  April 23, 2020 , h ttp s ://w w w .m e d ic a id .go v /s ta te -reso u rce- 
center/dow nloads/C O V id-19-faqs.p d f (https://www.medicaicl.gov/state-resource- 
center/downloads/covid-19-faqs.pdfi

<— Return to text

7. Kathleen G ifford  e t al., "Benefits and Cost-Sharing," A View from  the States: Key 
Medicaid Policy Changes (W ashington, DC: KFF, O cto b er 18,
2019), h ttp s ://w w w .k ff.o rg/re p o rt-sec tio n /a -v ie w -fro m -th e -s ta tes -ke y -m e d ica id -  
policv-changes-ben efits -and-cost-sharing / (https://www.kff.org/report-section/a-view-from- 
the-states-kev-medicaid-policv-changes-benefits-and-cost-sharingA

<— Return to text

8. For m o re  in fo rm atio n  on this em erg en cy  authority , see KFF, Table: A pproved  Section  

1915 (c) W a iver A p p en d ix  K Strategies to  Address C O VID -19 from  "M edicaid  
Em ergency A u th o rity  Tracker: A p proved  S tate Actions to  Address C O VID -19," last 
upd ated  O cto b er 7, 2020 , h ttp s ://w w w .k ff.o rg/m e d ic a id /issu e -b rie f/m ed ica id -  
e m e rgen cy-au th o rity -tracker-ap p ro ved -s tate -actions-to -add ress-covid -19 / 
(https://www.kff.org/medicaid/issue-brief/medicaid-emergencv-authoritv-tracker-approved-state- 
actions-to-address-covid-19/)

<— Return to text

9. G abrie la  W eigel e t al., Opportunities and Barriers fo r  Telemedicine in the U.S. During the 
COVID-19 Emergency and Beyond (W ashington, DC: KFF, M ay  11, 2020), 
h ttp s ://w w w .k ff.o rg/w o n n en s-h ea lth -p o licy /issu e-b rie f/o p p o rtu n ities -an d -b arrie rs - 
fo r-te lem ed ic in e -in -th e -u -s -d u rin g-th e -co v id -19 -em e rgen cy-an d -b eyo n d /
(https://www.kff.org/womens-health-policy/issue-brief/opportunities-and-barriers-for-telemedicine-
in-the-u-s-during-the-covid-19-emergencv-and-bevondA

<— Return to text

10. Because 100%  o f  Tennessee's M edicaid  benefic iaries are  en ro lled  in m anag ed  care, 

th e  state  has no fee-for-serv ice  te le h ea lth  policies and thus is not included  
e lsew here  in th is w rite -u p  o f em erg en cy  te le h ea lth  policies.

<— Return to text

11. For m o re  in fo rm atio n  on how  states can im p le m e n t o r u p d ate  M edicaid  m anaged  

care te le h ea lth  policies, see: C enters fo r  M ed icare  and M edicaid  (CMS), "CO VID-19  
Frequ ently  Asked Q uestions (FAQs)", question  V.A.1, last u pd ated  June 30, 2020,
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h ttp s ://w w w .m e d ic a id .go v /s ta te -re so u rce -cen te r/d o w n lo ad s /co v id -19 -fa q s .pd f
(https://www.nnedicaid.gov/state-resource-center/downloads/covid-19-faqs.pdfi

<— Return to text

Pharmacy Cost Containm ent Actions

1. Kathleen G ifford  e t al., How State Medicaid Programs are Managing Prescription Drug 
Costs (W ashington, DC: KFF, April 29, 2020), h ttp s ://w w w .k ff.o rg/re p o rt-s e c tio n /h o w -  
sta te -m e d ic a id -p ro gra m s -a re -m a n a ging-prescrip tio n -d ru g-costs-in troduction / 
(https://www.kff.org/report-section/how-state-medicaid-programs-are-managing-prescription-drug- 
costs-introduction/1

<— Return to text

2. The 11 states th a t exp an d ed  PDLs are: Alaska, Californ ia, Colorado, Connecticut, 

Louisiana, M assachusetts, M issouri, M ississippi, N ebraska, N e w  H am pshire , and  
W ashington.
The 11 states th a t had new  o r exp an d ed  va lue-based  purchasing a rran g e m en ts  are: 
Alaska, A rizona, C olorado, Indiana, M assachusetts, M ichigan, N evada, N o rth  
Carolina, Texas, Virginia, and V erm o n t.
The seven states th a t had ta rg e ted  re fo rm s to  address tran sp aren cy  and o th e r PBM  
concerns are: A rizona, Kentucky, M ary land , M assachusetts, M ississippi, South  
Carolina, and Virginia.

<— Return to text

Challenges and Priorities in FY 2021 and Beyond Reported by Medicaid Directors 
and Conclusion

1. H ealth  H o m es (created  u n d er Section 2 7 0 3  o f  th e  ACA) ta rg e t benefic iaries w h o  

have a t least tw o  chronic conditions (or one and risk o f a second, o r a serious and  
persistent m en ta l hea lth  condition), and provide a p erso n-cen tered  system  o f care  
th a t fac ilita tes access to  and coord ination  o f th e  full a rray  o f  p rim a ry  and acute  
physical health  services, behavioral health  care, and social and long-term  services 
and supports.

<— Return to text

Methods

1. KFF, 50-State Medicaid Budget Survey Archives, (W ashington, DC: KFF, O cto b er 2020), 

h ttp s ://w w w .k ff.o rg/m e d ic a id /re p o rt/m e d ic a id -b u d get-survey-arch ives /
(https://www.kff.org/medicaid/repo rt/medicaid-budget-survey-archives/1.

<— Return to text

2. State fiscal years begin on July 1 except fo r  th ese  states: N e w  York on April 1; Texas  

on S e p te m b er 1; A labam a, M ichigan, and DC on O cto b er 1.
<— Return to text
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3. The e ight states th a t did not respond by m id-A ugust 2 0 2 0  are: D e law are , D istrict o f  

Colum bia, Illinois, O hio, N e w  M exico, N ew  York, Rhode Island, and U tah .
<— Return to text
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Issue Brief

The coronavirus pandem ic , social distancing, and resulting econom ic d o w n tu rn  have  
had considerab le  im plications fo r  th e  U.S. hea lth  system , including health  insurers. The  
pan d em ic  caused a sizable decrease (https://www.healthsystemtracker.org/chart-collection/how- 
have-healthcare-utilization-and-spending-changed-so-far-during-the-coronavirus-pandemic/#item-start1
in th e  use o f hea lth  care services d uring  th e  first h a lf o f  2020 , jo b  losses a p p e a r to  have  
led to  coverage loss (https://www.kff.org/policv-watch/what-have-pandemic-related-job-losses- 
meant-for-health-coverage/i in th e  em p lo yer m arke t and increases
(https://www.kff.org/coronavirus-covid-19/issue-brief/analvsis-of-recent-national-trends-in-nnedicaid- 
and-chip-enrollment/1 in M edicaid  en ro llm e n t, and insurers proj ecting costs 

(https://www.kff.org/private-insurance/issue-brief/an-earlv-look-at-2021-premium-changes-on-aca- 
exchanges-and-the-impact-of-covid-19-on-rates/i fo r  next yea r m ust assess th e  relative effects  

o f p en t-u p  d em an d  fo r  delayed care, th e  continu ing  pandem ic , and a potentia l vaccine.

In th is brief, w e  analyze data  fro m  2 0 1 3  to  2 0 2 0  to  exam in e  how  insurance m arkets  
p erfo rm ed  th ro u g h  th e  first h a lf o f  th is yea r as th e  pan dem ic  develo ped  and w orsen ed  
in th e  U.S. W e use financial data  rep o rted  by insurance com panies to  th e  N ational 
Association o f Insurance C om m issioners and com piled  by M ark  Farrah Associates to  
look a t average m edical loss ratios and gross m argins in th e  individual (also know n as 
non-group), fu lly -insured  group  (em ployer), and M ed icare  A d vantage health  insurance  
m arkets . A m o re  deta iled  descrip tion  o f  each m a rke t is included in th e  A ppendix.

W e fin d  th a t, as o f  th e  end o f  June 2020 , average m argins have increased and loss 
ratios have d ro p p ed  across th e  fu lly -insured  g ro u p  and M ed icare  A dvantage m arkets, 
relative to  th e  sam e tim e  period  in 2019 . If  ad m in is tra tive  costs w e re  roughly th e  sam e

https://www.kff.org/private-insurance/issue-brief/health-insurer-financial-performance-amid-the-coronavirus-pandemic/?utm_campaign=KFF-2020-The-... 1/8
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in 2 0 2 0  as in 2019 , th ese  find ings suggest h igher profits fo r  m an y  insurers d uring  th e  
pandem ic . Individual m arke t loss ratios w e re  a lread y  q u ite  low  and rem ain ed  fla t into  
2020 , suggesting continued  profitab ility . The results fo r  th e  individual and group  
m arkets  indicate th a t com m ercia l insurers are  on track  to  ow e substantia l rebates  to  
consum ers again next yea r u n d er th e  A ffo rd ab le  Care Act (ACA) M edical Loss Ratio 
provision.

Gross Margins

O ne w ay  to  assess insurer financial p e rfo rm an ce  is to  exam in e  average gross m argins  
p er m e m b e r p er m onth , o r th e  average a m o u n t by w hich p rem iu m  incom e exceeds  
claim s costs per en ro llee  in a given m onth . Gross m argins a re  an ind icator o f  
p erfo rm an ce , but positive m argins do  not necessarily tra n s la te  into p ro fitab ility  since 
th e y  do not account fo r  ad m in is tra tive  expenses. H ow ever, a sharp  increase in m argins  
fro m  one yea r to  th e  next, w ith o u t a co m m en s u ra te  increase in ad m in is tra tive  costs, 
w o u ld  indicate th a t th ese  health  insurance m arkets  have becom e m o re  p ro fitab le  
d uring  th e  pandem ic.

D espite m an y  insurers (https://www.healthsystemtracker.org/brief/cost-sharing-waivers-and- 
premium-relief-by-private-plans-in-response-to-covid-19/1 covering th e  full COSt o f coronavirus  

testing  and tre a tm e n t fo r  th e ir  enro llees, insurers across m ost m arkets  have seen th e ir  
claim s costs fall, and m argins increase since th e  s tart o f  th e  pandem ic, and relative to  
2019 . This is consistent w ith  th e  sharp d rop  in u tilization d o cu m en ted  in o th e r ana lyses 
(https://www.healthsvstemtracker.org/chart-collection/how-have-healthcare-utilization-and-spending- 
changed-so-far-during-the-coronavirus-pandemic/1.

Gross m argins am o n g  gro u p  m a rke t plans increased 22%  (or $20  p m p m ) th ro u g h  th e  
second q u a rte r  o f  2 0 2 0  relative to  th e  sam e period  in 2019 . Gross m argins am o n g  
M ed icare  A dvantage plans also increased, rising 41 % (or $6 4  p m p m ) th ro u g h  th e  first 
six m onths o f 2 0 2 0  co m p ared  to  gross m argins a t th e  sam e po in t last year. (Gross 
m argins p er m e m b e r p er m o n th  ten d  to  be h igher fo r  M ed icare  A dvantage th an  fo r  th e  
o th e r hea lth  insurance m arkets  m ain ly  because M ed icare  covers an o lder, sicker 
popu lation  w ith  h igher average costs). Prior to  th e  pandem ic, m argins in th e  g ro u p  and  
M ed icare  A dvantage m arkets  had grow n g rad u a lly  over recent years.

Individual m arke t m argins have been m o re  vo latile  th an  th e  o th e r private  m arkets  
since th e  early  years o f th e  A ffo rd ab le  Care Act (ACA), as described in m o re  d ep th  in 
o u r ea rlie r analyses (https://www.kff.org/private-insurance/issue-brief/individual-insurance-market- 
performance-in-2019A o f individual m arke t financial p erfo rm an ce . Individual m arke t  

m argins rem ain ed  re lative ly  stable th ro u g h  th e  firs t six m onths o f  2020 , decreasing  ju s t 
$4  p er m e m b e r p er m onth , and rem ain in g  m uch h igher th an  in th e  ea rlie r years o f th e  
ACA. These data  suggest th a t insurers in th e  individual m arke t rem ain  financially  
h ea lth y  a fte r  a yea r and a h a lf w ith  no individual m an d a te  penalty, even w h ile  th e  
coronavirus o u tb re a k  w o rsen ed .
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Figure 1: Average Gross Margins Per M em ber Per M onth Through June, 2013 -  
2020

Medical Loss Ratios

A n o th er w a y  to  assess insurer financial p erfo rm an ce  is to  look a t m edical loss ratios, 
w hich are  th e  percen t o f  p rem iu m  incom e th a t insurers pay o u t in th e  fo rm  o f m edical 
claims. G enerally , low er m edical loss ratios m ean  th a t insurers have m o re  incom e  
rem ain ing , a fte r  paying m edical costs, to  use fo r  ad m in is tra tive  costs o r keep as profits. 
Each health  insurance m arke t has d iffe re n t ad m in is tra tive  needs and costs, so low  loss 
ratios in one m a rke t do not necessarily m ean  th a t m arke t is m o re  p ro fitab le  th an  
a n o th e r m arket. H ow ever, in a given m arket, if  ad m in is tra tive  costs hold m ostly  
constant fro m  one yea r to  th e  next, a d rop  in loss ratios w ou ld  im p ly  th a t plans are  
becom ing  m o re  p ro fitab le .

M edical loss ratios are  used in state  and fed era l insurance regulation  in a varie ty  o f  
ways. In th e  com m ercia l insurance (individual and group) m arkets, insurers m ust issue 
rebates  to  individuals and businesses if th e ir  loss ratios fail to  reach m in im u m  
standard s set by th e  ACA. M ed icare  A d vantage insurers are  requ ired  
(https://www.cms.gov/Medicare/Medicare-Advantage/Plan-Pavment/MedicalLossRatio) to  re p o rt loss 

ratios a t th e  con tract level; th e y  are  also req u ired  to  issue rebates  to  th e  fed era l 
g o v e rn m e n t if th e y  fall sh o rt o f  85% , and are  subject to  add itional penalties if th e y  fail 
to  m e e t loss ratio  req u irem en ts  fo r  m u ltip le  consecutive years in a row.

The loss ratios show n in th is issue b rie f d iffe r fro m  th e  defin itio n  o f MLR in th e  ACA, 
w hich m akes som e ad ju stm en ts  fo r  q u a lity  im p ro v e m e n t and taxes, and do not 
account fo r  re insurance, risk corridors, o r risk ad ju s tm en t paym ents . The chart be low  
shows sim ple m edical loss ratios, o r th e  share o f  p rem iu m  incom e th a t insurers pay  
o u t in claims, w ith o u t an y  m odifications (Figure 2). Loss ratios in th e  M ed icare
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11/12/2020 Health Insurer Financial Performance Amid the Coronavirus Pandemic | KFF

A d vantage m arke t decreased 5 percentage points th ro u g h  th e  first six m onths o f 2 0 2 0  
relative to  th e  sam e period in 2019 , and group  m arke t loss ratios decreased by an  
average o f 3 percen tage points relative to  last year.

Figure 2: Average Medical Loss Ratios Through June, 2013 -  2020

The individual m a rke t w as th e  on ly  m arke t in w hich average loss ratios held steady  
fro m  last year. Even so, loss ratios in th e  individual m arke t w e re  a lread y  q u ite  low  and  
insurers in th a t m arke t a re  issuing reco rd -la rge (https://www.kff.org/private-insurance/issue- 
brief/data-note-2020 -medicai-ioss-ratio-rebatesfl rebates  to  consum ers based in p art on th e ir  

2 0 1 9  experience.

Discussion

A lthough w e can not m easure  profits  directly, all signs suggest th a t hea lth  insurers in 
m ost m arkets  have becom e m o re  p ro fitab le  so fa r  d uring  th e  pandem ic . M ed icare  
A d vantage and group  health  plans saw  rising m argins and fa lling  loss ratios th ro u g h  
June 2020 , re lative to  th e  sam e tim e  last year. In contrast, m argins and loss ratios  
am o n g  individual m a rke t insurers have g en era lly  rem ain ed  fla t th ro u g h  th e  second  
q u a rte r  co m p ared  to  th e  sam e tim e  last year, th o u g h  insurers in th is m arke t a lread y  
had high m argins and low  loss ratios last year.

T h a t insurers a p p e a r to  be becom ing m o re  p ro fitab le  d uring  a pan d em ic  m ay be 
co u nter-in tu itive . Insurers w e re  g en era lly  req u ired  to  cover C O VID -19 testing  costs, and  
m an y also vo lu n tarily  covered (https://www.healthsystemtracker.org/brief/cost-sharing-waivers- 
and-premium-relief-bv-private-plans-in-response-to-covid-19/) th e  fu ll cost o f  C O VID -19 

tre a tm e n t fo r  a period  o f t im e  (see fo r  exam ple , an n o u n cem en ts  fro m  
U nited  H ea lth care  (https://www.uhc.com/health-and-wellness/health-topics/covid-19/coverage-and- 
resources). CVSHealth (A etna) (https://cvshealth.com/covid-19/aetna-faqV and Cigna 

(https://www.cigna.com/newsroom/news-releases/2020/cigna-waives-customer-cost-sharing-for-covid- 
19-treatment-and-deplovs-clinical-teams-to-increase-virtual-care-caparity)). Even w ith  th ese  

increased p an d em ic -re la ted  expenses, though, m any insurers saw  claim s costs fall as 
enro llees  delayed o r w e n t w ith o u t o th e r types o f  health  care due to  social distancing  
restrictions, cancelation o f elective procedures, o r o u t o f  fe a r  o f  con tracting  th e  virus. 
Job losses and econom ic instab ility  m ay also affect hea lth  care utilization.

The d ro p  in u tilization th a t has co n trib u ted  to  h igher gross m argins and low er m edical 
loss ratios presents u n certa in ty  and challenges fo r  insurers, particu larly  given th e  
unknow n tra jec to ry  o f th e  pandem ic . For M ed icare  A dvantage insurers, th ese  tren d s  
m ay result in plans o ffe rin g  m o re  benefits  th an  th e y  cu rren tly  do
(https://www.kff.org/medicare/issue-brief/a-dozen-facts-about-medicare-advantage-in-2020/). w hich
are  p o p u la r and a ttrac t enro llees. But if  insurers fall sho rt in m eetin g  requ ired  loss
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ratio  req u irem en ts  fo r  m u ltip le  years, th e y  face add ition al penalties, including th e  
possibility o f  being te rm in a te d . In th e  individual and gro u p  m arkets, insurers are  
rep o rtin g  p an d em ic -re la ted  u n certa in ty  as th e y  set p rem iu m s (https://www.kff.org/private- 
insurance/issue-brief/an-earlv-look-at-2021-premium-changes-on-aca-exchanges-and-the-impact-of- 
covid-19-on-rates/^ fo r next year, and insurers a re  m aking d iffe re n t assum ptions ab o u t  

th e  ex ten t to  w hich utilization will rebou nd  o r health  costs will change due to  factors  
like th e  potentia l fo r  w id esp read  vaccination.

Unless th ese  pattern s  change substantia lly  in late 2020 , ACA m edical loss ratio  rebates  
in 2021 likely will be exception ally  large across com m ercia l m arkets. Rebates to  
consum ers are  calculated using a th re e -y e a r average o f  m edical loss ratios, m ean ing  
th a t 2021 rebates  w ill be based on in su rer p erfo rm an ce  in 2018 , 2019 , and 2020 . In th e  
individual m a rke t in particu lar, insurers w e re  q u ite  p ro fitab le  in 2 0 1 8  and 2019 , so 
even if 2 0 2 0  tu rn s  o u t to  be a m o re  average year, th ese  insurers will likely ow e large  
rebates  to  consum ers. G roup m arke t insurers m ay also ow e larger rebates  to  
em ployers  and em ployees th an  plans have in typical years, as loss ratios have d ro p p ed  
substantially . This m ay, in part, exp lain  w h y  m an y  com m ercia l insurers have  
vo lu n tee red  to  cover (https://www.healthsvstemtracker.org/brief/cost-sharing-waivers-and- 
premium-relief-by-private-plans-in-response-to-covid-19/  ̂ C O VID -19 tre a tm e n t COStS, w aived  

(https://www.healthsvstemtracker.org/brief/how-private-insurers-are-using-telehealth-to-respond-to- 
the-pandemicfl te lem ed ic in e  cost-sharing, o r exp an d ed  m enta l health  services d uring  th e  

pandem ic . By increasing th e ir  claim s costs, insurers can proactively increase loss ratios  
and ow e sm alle r rebates  next year.

Methods

W e analyzed in su rer-rep o rted  financial data  fro m  H ealth  Coverage Portal TM , a m arke t 
datab ase  m ain ta in ed  by M ark  Farrah Associates, w hich includes in fo rm atio n  fro m  th e  
N ational Association o f Insurance C om m issioners (NAIC). The d atase t analyzed in this  
re p o rt does not include NAIC plans licensed as life insurance o r Californ ia H M O s  
regu lated  by California's D e p a rtm e n t o f  M an ag ed  H ealth  Care. W e excluded plans th a t  
filed  negative en ro llm en t, p rem ium s, o r claim s and corrected  fo r  plans th a t did not file  
"m e m b e r m onths" in th e  ann ual s ta te m e n t but did file  cu rren t yea r m em b ersh ip . The  
gro u p  m arke t in th is analysis on ly  includes fu lly  insured p lans1. P rem ium s to  M ed icare  

A d vantage plans do not include paym ents  fo r  M ed icare  Part D benefits.

Gross m argins w e re  calculated by subtracting  th e  sum  o f  to ta l incurred  claim s fro m  th e  
sum  o f unad justed  health  p rem iu m s earn ed  and d ividing by th e  to ta l n u m b e r o f  
m em b ers  in each m arket. P rem ium s fo r  M ed icare  A dvantage plans p rim arily  consist o f  
fed era l paym ents m ad e  to  plans fo r  M ed icare-covered  benefits, and also include any  
add ition al am o u n ts  plans m ay choose to  charge th e ir  enro llees. P rem ium s fo r  th e  
individual m a rke t w e re  not ad justed  to  account fo r  rebates req u ired  to  be rem itted
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(https://www.kff.org/health-reform/state-indicator/mlr-rebates-total/?
currentTimeframe=0&soi'tModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:%22asc%22%7D)tO
enro llees. To calculate s im ple  m edical loss ratios, w e  d ivided th e  m arke t-w id e  sum  o f  
to ta l incurred  claim s by th e  sum  o f all unad justed  health  p rem iu m s earn ed . M edical 
loss ratios in th is analysis are  s im ple  loss ratios and do not ad just fo r  qua lity  
im p ro v e m e n t expenses, taxes, o r risk p rogram  paym ents .

Appendix

Individual M arket. The individual m arket, w hich accounted  fo r  m o re  th an  13 m illion
people  (https://www.kff.org/private-insurance/issue-brief/data-note-changes-in-enrollment-in-the- 
individual-health-insurance-market-through-early-2019/) in 2019 , includes coverage purchased  

by individuals and fam ilies  th ro u g h  th e  A ffo rd ab le  Care Act's exchanges (M arketp laces) 
as w ell as coverage purchased d irectly  o ff-exchange, w hich includes both plans  
com plying w ith  th e  ACA's rules and n o n -co m p lian t coverage, (e.g., g ran d fa th e red  
policies purchased b efo re  th e  ACA w e n t in to  e ffec t and som e sh o rt-te rm  plans). The  
fed era l g o v ern m en t provides subsidies fo r  low -incom e peop le  in th e  M arketp lace  and  
includes m easures, such as risk ad ju stm en t, to  help lim it th e  financial liab ility o f  
insurers. Insurers in th e  individual m arke t receive p rem iu m  paym ents  fro m  enrollees, 
plus any fed era l subsidies fo r  peop le  in th e  M arketp laces.

Group M arket. The fu lly -insured  g ro u p  m arke t serves em ployers  and th e ir  em ployees  
th a t are  en ro lled  in fu lly -insured  health  plans. This m arke t includes both sm all and  
large g ro u p  plans, but excludes em ployer-spon sored  insurance plans th a t are  
co m p le te ly  o r partia lly  se lf-funded , w hich account fo r  61%  o f all w orkers  
(https://www.kff.org/report-section/ehbs-2019-section-10-plan-funding/) w ith  em p loyer-spon sored  

insurance. Roughly 30  m illion peop le  w e re  en ro lled  in fu lly -insured  g ro u p  m arke t plans 
in 201 9 . Plans typically  receive p rem iu m  paym ents fro m  both em ployers  and th e ir  
em ployees. W h ile  both average claim s and average p rem iu m s fo r  enro llees  in th e  
gro u p  m arke t have increased, th e  m arke t has been re lative ly  stable fo r  insurers over 
th e  past decade.

Medicare Advantage. The M ed icare  A d vantage m a rke t provides M edicare-covered  
benefits  th ro u g h  private plans to  2 4  m illion (https://www.kff.org/medicare/issue-brief/a-dozen- 
facts-about-medicare-advantage-in-2020/) M ed icare  benefic iaries in 2020 , w ith  e n ro llm e n t  

pro jected  to  increase steadily  o ver th e  next decade. The fed era l g o v ern m en t m akes  
risk-adjusted paym ents (h igher paym ents fo r  sicker enro llees  and low er paym ents fo r  
h ea lth ie r enro llees) to  plans (ave raging $ 1 1 .545  p er en ro llee
(https://www.cbo.gov/system/files?file=2019-05/51302-2019-05-medicare.pdf)in 2 01 9 ) to  cover th e  

cost o f  benefits  covered u n d er M ed icare  Parts A and B, w ith  add ition al paym ents  fo r  
costs associated fo r  prescription d rug  coverage. Som e plans charge enro llees  an  
add ition al p rem iu m . The m ajo rity  o f  M ed icare  A d vantage plans provide sup p lem en ta l 
benefits, such as den ta l, vision and hearing.
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Endnotes

Methods

1. 61 % o f w o rkers  (https://www.kff.org/report-section/2018-ennplover-health-benefits-survev- 

section-1 Q-plan-fundins/  ̂w ith  em p lo yer-sp o n so red  insurance are  enro lled  in a plan th a t  
is co m p le te ly  o r partia lly  se lf-funded . This analysis on ly  includes fu lly -insured  group  
plans.
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Issue Brief

U.S. S u prem e C ourt decisions shape health  policy in im p o rta n t ways. The n o m ination  
o f Judge A m y C oney B arrett, if  con firm ed , is expected  to  establish a solid 6:3  
conservative m a jo rity  th a t could affect case outcom es in several areas. This issue b rie f 
considers th e  po ten tia l im plications o f a reconfigured  C ourt fo r  hea lth  policy issues, 
including those a lread y  on th e  Court's docket fo r  th e  com ing te rm  and those th a t th e  
C ourt m ay choose to  consider in th is te rm  o r in th e  fu tu re :

. The fu ture of the ACA: The C ourt will decide Californ ia v. Texas, a case th a t could  
d e te rm in e  w h e th e r th e  en tire  A ffo rd ab le  Care Act can continue, w ith  significant 
im plications fo r  th e  U.S. hea lth  care system  and v irtua lly  every  A m erican . Oral 
arg u m e n t is scheduled fo r  N o vem b er 10, 2020 .

. Cases requesting Supreme Court review:

_ Abortion: The C ourt m ay decide to  consider one o r m o re  cases th a t could  
o vertu rn  th e  p reced en t o f  Roe v. W ade, a lte r th e  s tandard  to  eva luate  w h e th e r  
ab o rtio n  regulations are  constitu tional, o r  decide th a t ab o rtio n  providers  
can not sue to  challenge ab o rtio n  regulations.

_ Title X: The C ourt is likely to  w a n t to  resolve conflicting appeals cou rt decisions  
ab o u t w h e th e r th e  T ru m p  A d m in is tra tion  T itle  X Federal Fam ily P lanning  
regulations th a t p ro h ib it fed era l fu n d in g  to  clinics th a t o ffe r o r re fe r fo r  
ab o rtio n  are  perm issib le u n d er fed era l law.

_ Medicaid enrollees' free choice of provider: The C ourt will decide w h e th e r to  
h ear a case ab o u t w h e th e r M edicaid  enro llees  can sue to  challenge a state's  
refusal to  a llo w  P lanned P aren th ood  to  o ffe r M edicaid  services if  th a t p rov ider  
also sep ara te ly  o ffers  ab o rtio n  services (which are  not covered by M edicaid). 
Federal appeals courts are  split on this issue. The case has im plications fo r  
enro llees' ab ility  to  bring lawsuits challenging state  v io lations o f fed era l 
M edicaid  law  as w ell as enro llees ' fre e  access to  providers.

_ Medicaid w ork requirements: The C ourt will decide w h e th e r to  h ear cases 
ab o u t w h e th e r th e  HHS Secretary  can ap p ro ve  Section 1115  w aivers  th a t  
condition M edicaid  elig ibility on m eetin g  w o rk  and rep o rtin g  req u irem en ts , 
w hich have led to  over 18 ,000  peop le  losing coverage in Arkansas.
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. Cases th a t could reach the Supreme Court:

_ Payment of ACA cost-sharing reductions to insurers: The C ourt could be 
asked to  h ear cases b ro u g h t by M arketp lace  insurers seeking unpaid  cost-
sharing reductions (CSRs) fro m  th e  T ru m p  A d m in is tra tion . Restoring CSR 
paym ents could low er M arketp lace  p rem iu m s and fed era l costs and im p ro ve  
affo rd ab ility  fo r  individuals w h o  do not q u a lify  fo r  M arketp lace  p rem iu m  ta x  
credits.

_ Nondiscrimination in health coverage and care: The C ourt could be asked  
to  review  cases challenging th e  T ru m p  A dm in istra tion 's  rollback o f regulations  
im p lem en tin g  ACA Section 1557, w hich bans d iscrim ination  in hea lth  program s  
and activities th a t receive fed era l fund ing . Issues include w h e th e r  
discrim ination  based on g en d er id en tity  is p ro h ib ited  and th e  e x te n t to  w hich  
individuals and entities  are  e x e m p t fro m  d iscrim ination  claim s based on 
religious fre e d o m .

_ Public charge rule: The C ourt could be asked to  review  cases challenging th e  
T ru m p  A dm in istra tion 's  regulations th a t p reven t individuals fro m  o b ta in in g  a 
g reen  card o r en te rin g  th e  U.S. if  th e y  are  d e te rm in e d  likely to  use certain  
public program s, including M edicaid . The regulations are  likely to  lead to  
decreased partic ipation  in M edicaid  by im m ig ran t fam ilies  and th e ir  p rim arily  
U.S. born children.

_ Hospital price transparency rule: The C ourt could be asked to  hear a 
challenge to  th e  T ru m p  A dm in istra tion 's  regulations requ irin g  hospitals to  
disclose th e ir  negotia ted  rates w ith  insurers. The A d m in istra tion  argues th a t  
th e  regulations could lead to  low er costs fo r  consum ers. H ow ever, if  th e  
S u prem e C ourt accepts th e  arg u m en t, sup ported  by th e  T ru m p  A dm in istra tion , 
th a t th e  en tire  ACA is invalid, Congress w ou ld  need to  pass n ew  legislation  
b efo re  any price tran sp aren cy  regulations could be ado pted .

Introduction

Along w ith  legislation and ad m in is tra tive  agency actions, U.S. S u prem e C ourt decisions  
shape health  policy issues in im p o rta n t ways. In th e  upcom ing O cto b er 2 0 2 0  te rm , th e  
C ourt will h ea r a case involving th e  A ffo rd ab le  Care Act's (ACA) survival. It also will 
decide w h e th e r to  review  cases involving abo rtion , T itle  X, M edicaid  enro llees' fre e  
choice o f provider, and M edicaid  w o rk  req u irem en ts . O th e r cases affecting  health  
policy m ay reach th e  Court, such as p aym en t o f  ACA cost-sharing reductions to  
M arketp lace  insurers, w h e th e r g e n d e r id en tity  and sexual o rien ta tio n  are  p roh ib ited  
bases o f  d iscrim ination  in hea lth  care, issues a ffecting  im m igran ts ' access to  health  
coverage u n d er th e  public charge rule, and regulations requ irin g  hospital price  
transparency. W ith  th e  exception  o f  th e  ab o rtio n  cases, all o f  th ese  cases involve  
fed era l regulations and laws and could becom e m o o t if th e  ad m in is tra tio n  and  
congressional m ajorities  change. For exam ple , if  Congress raises th e  ta x  above zero  
dollars fo r  fa ilu re  to  com ply  w ith  th e  individual m an d a te , th e  question  raised in th e  
ACA case could becom e m o o t b efo re  th e  S u p rem e C ourt issues a decision.
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M em b ers  o f th e  Court, including C h ief justice lohn Roberts
(https://www.nytimes.eom/2018/12/23/us/politics/chief-justice-john-roberts-supreme-court.htmlV
reject th e  assertion th a t judicial decisions m ay be m otived  by particu lar political party's  
ideology. Still, analysis o f  th e  j ustices' vo tin g pattern s  (https://www.axios.com/supreme-court- 
justices-ideolopv-52ed3cad-fcff-4467-a336-8bec2e6e36d4.htmh reveals a spectrum  w ith  those  

ap p o in ted  by D em o cratic  Presidents typically sup porting  positions characterized  as 
liberal and those ap p o in ted  by Republican Presidents typically su p porting  positions  
characterized  as conservative. As w ith  an y  gen era lizatio n , th e re  can be exceptions, as 
th e  issues b e fo re  th e  C ourt and its com position  evolve over tim e . Even so, th e  recent 
d eath  o f Justice Ruth B ader G insburg and th e  nom in atio n  o f  Judge A m y C oney B arrett, 
if  con firm ed, to  fill th e  e m p ty  seat is expected  to  establish a solid 6:3 conservative  
m ajo rity  th a t could affect case outcom es in a n u m b e r o f  areas .1 This issue b rie f  

considers th e  po ten tia l im plications o f a reconfigured  C ourt fo r  key health  policy 
issues, including th e  ACA case, scheduled to  be heard  N o vem b er 10, 2020 , and cases 
th e  C ourt m ay choose to  consider th is te rm  o r in th e  fu tu re .

The Supreme Court Will Decide the Future of the ACA

The Court w ill once again consider the survival o f the Affordable Care Act (ACA)
in  California v. Texas (https://www.kff.org/health-reform/issue-brief/explaining-california-v-texas-a- 
puide-to-the-case-challenpinp-the-aca/i- a case w ith  fa r-re a c h in g consequences  

(https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key- 
provisions-of-the-affordable-care-act/i. affecting nearly every American in some way.- 
C u rren tly  scheduled fo r  oral a rg u m e n t on N o vem b er 10, 2020 , th e  case challenges th e  
con stitu tionality  o f  th e  ACA's individual m an d a te  and asks th e  C ourt to  decide w h e th e r  
th e  en tire  law  can continue. A g ro u p  o f  Republican-led states and tw o  individuals w ho  
have purchased M arketp lace  coverage argue th a t, because Congress reduced th e  
p ay m e n t fo r  fa ilu re  to  com ply  w ith  th e  individual m an d a te  to  zero  dollars, th e  m an d a te  
is no longer a constitu tional tax. They fu rth e r  argue th a t th e  rest o f  th e  law  is not 
severab le  fro m  th e  m an d a te , so th e  en tire  ACA m ust be invalidated  as a result.
N otab ly, th e  T ru m p  A d m in istra tion  is not d e fen d in g  th e  ACA. Instead, th e  
A d m in istra tion  is arguing th a t th e  en tire  ACA is invalid, th o u g h  it is asking th e  C ourt to  
pro h ib it it fro m  enforc ing  on ly  th e  provisions th a t u ltim ate ly  are  fo u n d  to  harm  th e  
individual p laintiffs.

A decision by the Court invalidating all or even some of the ACA would have 
significant implications for the U.S. health care system and virtually  every 
American. A t stake are  th e  ACA's changes to  th e  individual insurance m arket, including  
protections fo r  peop le  w ith  pre-existing  conditions, restrictions on p rem iu m  
surcharges based on health  o r gen der, coverage o f  essential benefits, insurance  
m arketp laces, and p rem iu m  subsidies fo r  peop le  w ith  low  and m o d est incom es. 
O vertu rn in g  th e  ACA could also roll back o th e r changes th ro u g h o u t th e  health  care  
system  including exp and ing  M edicaid  elig ibility fo r  low -incom e adults; requ irin g  private  
insurance, M ed icare , and M edicaid  expansion to  cover p reventive  services w ith  no 
p a tien t cost sharing; phasing o u t th e  M ed icare  prescription d rug  d o u g h n u t hole

https://www.kff.org/health-reform/issue-brief/a-reconfigured-u-s-supreme-court-implications-for-health-policy/?utm_campaign=KFF-2020-The-Latest&... 3/15



11/12/2020 A Reconfigured U.S. Supreme Court: Implications for Health Policy | KFF

coverage gap; reducing th e  g ro w th  o f  M ed icare  paym ents to  health  care providers and  
insurers; establishing n ew  national in itiatives to  p ro m o te  public health , care quality, 
and de livery  system  reform s; and au th o riz in g  a varie ty  o f  ta x  increases to  finance these  
changes.

Cases Requesting Supreme Court Review

T h ere  cu rren tly  a re  cases in th re e  key health  policy cases requesting  certiorari, fo r  th e  
S u p rem e C ourt to  accept th e  case to  review  this te rm . Four justices m ust vo te  to  accept 
a case.

Abortion

If the Court accepts a case involving abortion, the precedent o f Roe v. Wade could 
be overturned or states could be granted more authority  to restrict abortion  
access or doctors could lose the ability to sue to challenge abortion regulations.
A m on g th e  m ost con ten tious issues in th e  co u ntry  right now  is ab o rtio n . T h ere  a re  tw o  
ab o rtio n  cases th e  S u prem e C ourt is cu rren tly  considering w h e th e r to  hear.

The first case is T ho m as E. D obbs. State H ealth  O fficer o f  th e  M ississip pi D e p a rtm e n t o f  
H ealth  v. Jackson W om en 's  H ealth  O rgan ization  (https://www.supremecourt.gov/search.aspx? 

filename=/docket/docketfiles/html/public/19-1392,htmn. This case involves a Mississippi law, 
H ouse Bill 1510, G estational Age Act, bann ing  all abo rtions over 15 w eeks' gestational 
age except in m edical em ergencies and in th e  case o f severe fe ta l ab n o rm ality . The  
Court's ru ling could a llow  states to  restrict abo rtions by d irectly  o vertu rn in g  Roe v.
Wade, establishing a new  s tandard  to  eva lu a te  state  restrictions w ith  m o re  d eferen ce  
to  state  legislatures, o r o vertu rn in g  th e  long held p reced en t th a t ab o rtio n  doctors and  
clinics have th e  right to  bring lawsuits to  challenge ab o rtio n  regulations on b e h a lf o f  
th e ir  patien ts  (th ird -p a rty  standing). If  th e  C ourt overtu rns  Roe v. Wade, 15 states have  
laws in place th a t w ou ld  im m ed ia te ly  ban ab o rtio n  (https://www.kff.org/womens-heaith- 
policv/state-indicator/state-policies-protecting-or-restricting-legal-status-of-abortion/? 

currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7DL If
th e  C ourt allows m o re  d eferen ce  to  states on restricting abortions, patients  m ay not be 
ab le  to  access ab o rtio n  in m an y  states (https://www.kff.org/womens-health-policv/state- 
indicator/regulations-on-facilities-and-clinicians-providing-abortions/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D\  If
th e  C ourt decides th a t doctors and clinics no longer have th e  right to  challenge  
ab o rtio n  regulations on b e h a lf o f  th e ir  patients  (th ird -p a rty  standing), ab o rtio n  w ould  
rem ain  a constitu tional right, b u t m an y  unconstitu tional ab o rtio n  regulations m ay go  
unchallenged. W o m en  seeking abo rtions o ften  m ust overcom e n u m ero u s  obstacles, 
including financial lim itations, and concerns fo r  privacy and personal safety, th a t w ou ld  
m ake it d ifficu lt (https://scholarship.law.wm.edu/cgi/viewcontent.cgi?
referer=&httpsredir='l&article='l753&context=wmborh fo r  th e m  to  assert th e ir  constitu tional 
rights and challenge an ab o rtio n  restriction. This could have far-reach in g  im plications  
fo r  o th e r cases w h e re  th ird -p a rty  stand ing  has been recognized including physicians'
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ab ility  to  challenge laws on b e h a lf o f  th e ir  patients ' rights to  privacy fo r  con traception  
(https://supreme.justia.eom/cases/federai/us/38i/479/L and to  obta in  m en ta l hea lth  services 

(https://casetext.com/case/pennsvlvania-psvchiatric-v-green-spring-hltL

The second case a t th e  S u prem e C ourt is Food and D ru g A d m in istra tion  v. A m erican  
College o f O bstetric ians and G ynecologists, (https://www.supremecourt.gov/search.aspx? 

filename=/docket/docketfiles/html/public/20a34.html1 In th is case, th e  FDA is req u estin g 

(https://www.supremecourt.gOV/DocketPDF/20/20A34/151289/20200826115042080 20A- 
%20FDA%20v.%20ACQG%20Stay%20Appiication%20FiNAL%20a.pdfi th a t th e  C ourt lift th e  national 
in junction issued by th e  U n ited  States District C ourt o f  M ary lan d  p reventing  th e  FDA 
fro m  enforc ing  th e  Risk Evaluation and M itig ation  Strategies (REMS) req u irem en ts  
fo r  m ifep ris to n e , (https://www.kff.org/womens-health-policy/fact-sheet/the-availability-and-use-of- 
medication-abortion/ith e  ab o rtio n  m edication , d uring  th e  C O VID -19 pandem ic . The REMS 

(https://www.accessdata.fda.gov/drugsatfda docs/rems/Mifepristone 2019 04 11 REMS Full.pdfi only  

p erm it m edical providers w h o  have received special certification  fro m  th e  
m an u fa c tu re r to  prescribe and dispense th e  d rug  w hich lim its access to  ab o rtio n  
d uring  th e  em ergency. On O cto b er 8, 2020 , th e  S u p rem e C ourt d irected  th e  FDA to  
req u est th a t th e  district cou rt to  lift o r m o d ify  th e  p re lim in ary  in junction b efo re  th e  
S u p rem e C ourt rules on th e  issue. It is possible th a t th is unusual o rd e r to  not ru le on 
th e  stay until th e  FDA requests th e  d istrict cou rt to  reconsider th e  scope o f  th e  
in junction m ay reflect a co m prom ise w h en  th e re  a re  on ly e ight justices. W h en  th e  case 
com es back to  th e  S u p rem e Court, th e re  will likely be nine justices. W h ile  th is case 
could be lim ited  to  th e  ava ilab ility  o f  m ifep ris to n e  d uring  th e  pandem ic, th e  case could  
have b ro ad er im plications because th e  Solicitor G eneral is requesting  th a t th e  C ourt 
accept th is case in o rd e r to  clarify th e  legal s tandard  th a t should be app lied  to  
d e te rm in e  if ab o rtio n  regulations are  constitu tional.

Title X  Family Planning Regulations

To resolve a split be tw een  th e  9th  Circuit C ourt o f  Appeals and th e  4 th Circuit C ourt o f  
Appeals, th e  C ourt will likely consider a case challenging th e  T ru m p  A dm in istra tion 's  
Title  X regulations (https://www.kff.org/womens-health-policv/issue-brief/new-title-x-regulations- 
implications-for-women-and-family-planning-providers/L These regulations e ffective ly  block th e  

availab ility  o f  T itle  X grants  to  fam ily  p lann ing  clinics th a t o ffe r ab o rtio n  services w ith  
o th e r non -fed era l funds, curtail counseling, ban T itle X projects fro m  m aking  re ferra ls  
to  ab o rtio n  services, and req u ire  all p reg n an t patien ts  served by T itle  X clinics to  be 
re fe rred  fo r  p renata l services, regardless o f th e ir  pregnancy in ten tion .

The Court's decision could uphold the regulations, which have resulted in 29% of 
the Title X  fam ily planning sites to leave the Title X  Program and six states to  
completely w ithdraw  from  the program. This would likely affect the availability  
of affordable fam ily planning services to low-income people in m any parts o f the  
country. Eight lawsuits cha llenging th e  regulations (https://www.kff.org/womens-health- 
policy/issue-brief/litigation-challenging-title-x-regulations/1 w e re  filed  in fed era l court. T h ere  is a
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split in decisions betw een  th e  4 th  Circuit C ourt o f  A p peals
(https://www.courthousenews.com/wp-content/uploads/2020/09/abortion-nnd.pdfi. w hich held th a t
th e  regulations are  a rb itra ry  and capricious and co n tra ry  to  law, and th e  9th  Circuit 
C ourt o f  A p peals (http://cdn.ca9.uscourts.gov/datastore/general/2020/02/24/19-15974 opinion.pdfi. 
w hich allow ed th e  regulations to  go into  effect. The regulations are  cu rren tly  blocked in 
M aryland , but in effect in th e  rest o f  th e  county. The A m erican  M edical Association, 
O regon M edical Association, P lanned P aren th ood  Federation  o f  Am erica, N ational 
Fam ily P lanning and R eproductive H ealth  Association, and Essential Access H ealth , Inc. 
have p etitioned  (https://searchlf.ama-assn.org/case/documentDownload? 

uri=%2Funstructured%2Fbinarv%2Fcasebriefs%2Fama-v-azar-us-sup-ct-certiorari.pdfi th e  C ourt to  
review  th e  case fro m  th e  9 th Circuit to  resolve th e  circuit split. The O regon A tto rn ey  
G eneral w ith  21 o th e r A ttorneys G eneral sep ara te ly  petitioned
(https://ag.nv.gov/sites/default/files/oregon v. azar petition for writ.pdfi th e  C ourt to  review  th e  

case fro m  th e  9 th Circuit. HHS has also petitioned  
(https://www.supremecourt.gov/DocketPDF/20/2Q-
454/157141 /20201008110146702 Azar%20v.%20Baltimore%20Pet%20updated.pdfi th e  C ourt to  

review  th e  case fro m  th e  4 th Circuit. M a n y  provisions in th e  T ru m p  A dm in istra tion 's  
regu lation  m irro r those issued in 1988  by th e  Reagan A d m in is tra tio n . In 1991, th e  
S u p rem e C ourt upheld  th e  Reagan regulations in th e  case, Rust v. Sullivan 
(https://supreme.justia.eom/cases/federal/us/500/173/1.

The petitioners  asking fo r  review  fro m  th e  9 th Circuit argue th a t th e  app licab le law  has 
changed, and th a t Rust v. Sullivan is not contro lling. The Court's ru ling ab o u t th e  fu tu re  
o f th e  ACA m ay u ltim ate ly  im p act th e  decision fo r  th e  T itle  X case. O ne o f th e  key 
arg u m en ts  fo r  those challenging th e  regulations is based on th e  v io lation  o f  Section  
1 5 5 4  o f  th e  ACA, w hich states th a t HHS shall no t p ro m u lg ate  an y  regulations th a t  
crea te  any u n reaso n ab le  barriers  to  th e  ab ility  o f  individuals to  obta in  ap p ro p ria te  
m edical care o r restricts com m unications b etw een  a doctor and a patien t. They  
contend  th a t th ese  T itle X regulations create  barriers  to  and restric t p a tien t-d o cto r  
co m m unication . H ow ever, HHS contends th a t Rust v. Sullivan is contro lling  and th a t th e  
agency has th e  s ta tu to ry  au th o rity  to  p ro m u lg a te  these  regulations.

Medicaid Enrollees' Free Choice of Provider

The Court w ill decide w hether to hear Baker v. Edwards 
(https://www.supremecourt.gOv/DocketPDF/19/19-
1186/139309/20200327125507902 USSC%20Petition%20for%20Writ%20of%20Certiorari.pdfi. a case
about w hether Medicaid enrollees can sue to challenge a state's refusal to allow  
a provider to participate in Medicaid if th a t provider also separately offers 
abortion services (not covered by Medicaid). Federal law
(https://www.iaw.corneii.edu/uscode/text/42/i396ai requ ires states to  a llow  M edicaid  enro llees  

to  obta in  covered services fro m  any qualified  w illing provider. South Carolina's  
M edicaid  agency te rm in a te d  Planned P aren th ood  as a M edicaid  p ro v id er a fte r  th e  
g o vern o r issued an executive o rd e r declaring  th a t providers are  "unqualified" to  
partic ipate  in M edicaid  if  th e y  also o ffe r ab o rtio n . P lanned P aren th ood  and one o f its
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M edicaid  patients  sued to  challenge this state  action, and th e  low er cou rt issued a 
p re lim in ary  in junction allow ing P lanned P aren th ood  to  continue as a South Carolina  
M edicaid  p ro v id er w h ile  th e  case is pending. The Fourth Circuit C ourt o f  A p peals fo u n d  
(https://www.ca4.uscourts.gov/opinions/i 82133.p.pdfi th a t a M edicaid  en ro llee  has th e  right to  

sue in fed era l cou rt to  en force  M edicaid's fre e  choice o f p rov ider req u irem en t. The  
M edicaid  Act itse lf does not explicitly  au th o rize  th ird  parties, like M edicaid  enrollees, to  
sue to  en force  its provisions. H ow ever, th e  Fourth Circuit C ourt o f  Appeals fo u n d  th a t  
th e  en ro llee  can sue u n d er fed era l civil rights law, Section 1983  
(https://www.law.cornell.edu/uscode/text/42/l9831. w hich allows individuals to  bring fed era l 
lawsuits to  challenge state  actions th a t dep rive  th e m  o f  rights provided u n d er fed era l 
law. The Fourth Circuit jo ins  th e  Fifth, Sixth, Seventh, N inth , and Ten th  Circuit Courts o f  
Appeals in uphold ing  a M edicaid  enrollee 's  right to  sue to  en force  th e  fre e  choice o f  
pro v id er provision, w h ile  th e  Eighth Circuit C ourt o f  Appeals has ru led th a t M edicaid  
enro llees  can not bring these  lawsuits.

If  the Court rules th a t the enrollees cannot sue to enforce the free choice of 
provider provision, state rules restricting provider participation in Medicaid may  
go unchallenged. M edicaid  enro llees have o ften  sued as th ird  parties  to  en force  th e  
fre e  choice o f p rov ider provision. Rem oving th e  ab ility  o f  enro llees  to  sue also 
e lim in ates  th e  availab ility  o f  an in junction to  a llo w  providers to  continue to  partic ipate  
in M edicaid  w h ile  th e  m erits  o f  a case are  decided. In an ea rlie r case 
(https://www.kff.org/medicaid/issue-brief/explaining-armstrong-v-exceptional-child-center-the-supreme- 
court-considers-private-enforcement-of-the-medicaid-act/1. fo rm e r CMS ad m in is tra to rs  

exp la ined  th a t th e  agency does not have th e  resources to  investigate all po tentia l 
vio lations o f  fed era l M edicaid  law  and relies on th ird  parties like M edicaid  enro llees to  
bring lawsuits to  challenge state  actions. If  unchallenged, state  actions restricting  
enro llees ' fre e  choice o f  p rov ider can lim it enro llees ' access to  covered services. 
Planned P aren th ood  in South Carolina provides
(https://www.supremecourt.gov/DocketPDF/19/19-
1186/149QQ4/2Q2QQ729181358162 Baker%20v%20PP%20Brief%20in%200pp%20FINAL.pdf1 M edicaid  

enro llees  services including physical exam s, cancer screening, con traception , 
pregnancy testing, and screening fo r  chronic conditions such as d iabetes, depression, 
an em ia , cholestero l, th yro id  d isorder, and high blood pressure.

Medicaid W ork Requirements

The Court w ill decide w hether to hear Azar v. Gresham and Azar v. Phi I brick 
(https://www.supremecourt.gov/sea rch.aspx?filename=/docket/docketfiles/html/public/20-37.html1. 
cases about w hether the Health and Human Services Secretary can approve
Section 1115 d em o n stra tio n  w aivers  (https://www.kff.org/medicaid/issue-brief/medicaid-waiver- 
tracker-approved-and-pending-section-1115-waivers-by-state/1 authorizing Medicaid w ork  
requirem ents and other restrictive provisions.-The T ru m p  A d m in istra tion  is 

seeking review  o f a unan im ous DC Circuit C ourt o f  Appeals decision  
(https://affordablecareactlitigation.files.wordpress.com/2020/02/dcc-gresham-opinion-2-14.pdf1 w hich
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fo u n d  th a t th e  Secretary's w a iver approval in Arkansas (https://www.kff.org/medicaid/issue- 
brief/3-key-questions-about-the-arkansas-medicaid-work-and-reporting-requirements-case/1 w as
unlaw fu l because he fa iled  to  consider th e  im p act on coverage as req u ired  by th e  
s ta tu te .-T h e  A d m in istra tion  also is seeking review  o f a second appeals  cou rt decision  

(https://affordablecareactlitigation.files.wordpress.com/2020/05/dcc-philbrick-summarv-affirmance.pdfi 
in w hich th e  cou rt concluded th a t th e  reasoning o f  its Arkansas decision req u ired  a 
sim ilar o u tco m e in a case challenging a N ew  H am p sh ire  w a iv e r approval.

Court decisions about the bounds of the Secretary's Section 1115 authority  not 
only determ ine the legality o f Medicaid w ork requirem ents in Arkansas and New  
Hampshire, but also could have implications for sim ilar waivers in o th e r states
(https://www.kff.org/medicaid/issue-brief/medicaid-waiver-tracker-approved-and-pending-section-1115- 
waivers-bv-state/i and the Secretary's discretion in approving waivers more broadly.
To date , A rkansas is th e  on ly  state  to  have im p lem en ted  a w a iv e r th a t cond itioned  
M edicaid  elig ibility on m eetin g  a w o rk  and rep o rtin g  req u irem en t, w ith  significant 
effects on enro l lees (https://www.kff.org/medicaid/issue-brief/medicaid-work-requirements-in- 
arkansas-experience-and-perspectives-of-enrollees/1. B efore Arkansas' w a iv e r w as set aside by 

a low er court, over 1 8 .QQQ M edicaid  enro llees lost co verage
(https://www.kff.Org/medicaid/issue-brief/state-data-for-medicaid-work-requirements-in-arkansas/1 in 

th a t state. The T ru m p  A d m in istra tion  has continued  to  exp and  th e  bounds o f th e  
Secretary's Section 1115  authority , issuing guidance (https://www.kff.org/medicaid/issue- 
brief/implications-of-cmss-new-healthv-adult-opportunitv-demonstrations-for-medicaid/1 inviting  

states to  app ly  fo r  n ew  w aivers  th a t w ou ld  im pose w o rk  req u irem en ts  and o th e r  
elig ibility and b en efit restrictions in exchange fo r  a fed era l financing  cap, and cu rren tly  
is considering a "m odified  block grant" proposal fro m  Tennessee  
(https://www.kff.org/medicaid/issue-brief/whv-it-matters-tennessees-medicaid-block-grant-waiver- 
proposal/).

Cases That Could Reach the Court

Payment o f ACA Cost-sharing Reductions to Insurers

The Court could be asked to hear appeals in the lawsuits brought by M arketplace  
insurers seeking unpaid cost-sharing reductions (CSRs), Community Health Choice
V. U.S. (https://affordablecareactlitigation.files.wordpress.com/2020/08/fc-chc-maine-cho-opinion.pdfi 
The ACA requ ires CSR paym ents  to  co m p en sate  insurers fo r  reducing ou t-o f-p o cket 
costs such as deductib les and copaym ents to  M arketp lace  enro llees  w ith  incom e fro m  
100 -250%  o f th e  fed era l poverty  level. In O cto b er 2017 , th e  T ru m p  A d m in istra tion  
stopped  m aking CSR paym ents, on th e  basis th a t Congress had not ap p ro p ria ted  
funds. The ACA still req u ired  insurers to  o ffe r plans w ith  CSRs to  enrollees, so insurers  
sued th e  fed era l g o v e rn m e n t to  recover th e ir  CSR costs. In August 2020 , a th ree -ju d g e  
panel o f  th e  Federal Circuit C ourt o f  Appeals ru led th a t th e  fed era l g o v e rn m e n t m ust 
re im b u rse  insurers fo r  CSR costs. H ow ever, th e  appeals  cou rt lim ited  th e  a m o u n t th a t  
insurers can recover, find ing  th a t paym ents m ust be reduced by th e  a m o u n t insurers
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received in h igher p rem iu m  ta x  credits d u e  to  "silver lo ad ing (https://www.kff.org/health- 
costs/issue-brief/how-aca-marketplace-premiums-are-changing-bv-countv-in-2020/1." For exam ple ,
m an y  insurers increased p rem iu m s on silver level plans -  w hich are  th e  benchm arks  
fo r  ACA p rem iu m  subsidies —  to  account fo r  unpaid  CSRs. Consequently, th e  am o u n t  
o f CSR costs th a t an y  insurer m ay recover could vary  based on th e  d eg ree  o f p rem iu m  
loading each has ad o p ted . Both
(https://affordablecareactlitigation.files.wordpress.com/2020/09/fc-nnaine-cho-pet-for-rehearing.pdfi 
insurers (https://affordablecareactlitigation.files.wordpress.com/2020/09/fc-chc-pet-for-rehearing.pdfi 
have asked th e  en tire  appeals cou rt to  reh ea r th e  case, and th e  fed era l go v e rn m e n t  
m ay j oin (https://affordablecareactlitigation.files.wordpress.com/2020/09/fc-order-for-conditional- 
cross-petitions.pdfi in th is request.

The outcome of this case also has implications for the federal deficit and for 
individuals who do not qualify for prem ium  tax  credits and therefore pay full 
M arketplace plan premiums. Because th e  second-low est cost silver level plan is used  
to  d e te rm in e  th e  p rem iu m  ta x  cred it am o u n t, h igher silver level p rem iu m s result in 
higher p rem iu m  ta x  cred it costs fo r  th e  fed era l g o v ern m en t. In 2017 , w h en  th e  T ru m p  
A d m in istra tion  end ed  CSR paym ents  to  insurers, th e  C ongressional B udge t O ffice  
estim ated  (https://www.cbo.gov/svstem/files/2018-06/53826-healthinsurancecoverage.pdfi th a t  

p rem iu m  loading w o u ld  increase th e  overall fed era l cost o f  M arketp lace  p rem iu m  ta x  
credits by ab o u t $10  billion p er year. If  CSR paym ents  to  insurers resum e and p rem iu m  
loading stops, th e  overall cost o f  M arketp lace  p rem iu m  ta x  credits could be reduced. 
P rem iu m  loading also can result in h igher p rem iu m s fo r  M arketp lace  enro llees w ith  
incom es above 400%  o f poverty  w h o  are  inelig ible fo r  p rem iu m  ta x  credits and m ust 
b ear th e  en tire  p rem iu m  cost. Resum ing CSR paym ents to  insurers could result in a 
d o w n w ard  ad ju s tm en t o f  silver level M arketp lace  plan p rem ium s, low ering  costs fo r  
these  enro llees.

Nondiscrimination in Health Coverage and Care

One or more of the pending lawsuits challenging the Trump Administration's  
rollback o f regulations im plem enting ACA Section 1557's prohibition of 
discrimination in health programs and activities receiving federal financial 
assistance could reach the Court. The T ru m p  A dm in istra tion 's  lune 2 0 2 0  final 
reg ulations (https://www.kff.org/racial-equity-and-health-policy/issue-brief/the-trump-administrations- 
final-rule-on-section-1557-non-discrimination-regulations-under-the-aca-and-current-statusfi 
e lim in a te  th e  p rio r regulations' nond iscrim ination  protections based on g en d er iden tity  
and specific hea lth  insurance coverage protections fo r  tra n sg en d er individuals issued  
by th e  O b am a A dm in istra tion; adopts b lanket ab o rtio n  and religious fre e d o m  
exem p tio n s  fo r  hea lth  care providers; reduces protections fo r  those w ith  lim ited  
English proficiency; and lim its th e  activities and entities  covered, am o n g  o th e r  
provisions. It also e lim inates  prohib itions on d iscrim ination  based on g e n d e r iden tity  
and sexual o rien ta tio n  in ten  o th e r fed era l regulations outs ide Section 1557.

https://www.kff.org/health-reform/issue-brief/a-reconfigured-u-s-supreme-court-implications-for-health-policy/?utm_campaign=KFF-2020-The-Latest&... 9/15



11/12/2020 A Reconfigured U.S. Supreme Court: Implications for Health Policy | KFF

The Court could be asked to confirm th a t its recent decision finding th a t sex 
discrimination includes sexual orientation and gender identity in the  
em ploym ent context also applies to the health care context and to determ ine  
the param eters of religious freedom  objections. Just a fte r  th e  T ru m p  
A d m in istra tion  published its final Section 1557  regulations, th e  S u p rem e C ourt 
decided Bostock v Clayton County. Georgia (https://www.supremecourt.gov/opinions/i9pdf/i7- 
1618 hfci.pdfi. fin d in g  th a t sex d iscrim ination  includes sexual o rien ta tio n  and g en d er  

id en tity  in th e  e m p lo y m e n t context. In Bostock
(https://www.supremecourt.gOv/opinions/19pdf/17-1618 hfci.pdfi. th e  C ourt said th a t questions  

a b o u t th e  in tersection  o f  religious fre e d o m  and nondiscrim ination  protections "are  
questions fo r  fu tu re  cases." Based on th e  Bostock decision, tw o  fed era l courts issued 
natio n w id e  p re lim in ary  in junctions blocking parts o f  th e  final Section 1 557ru le : NY and  
DC courts (https://afforclablecareactlitigation.files.worclpress.com/2020/08/aiw-pi.pclfi blocked  

provisions exclud ing sex stereo typ ing  fro m  th e  defin itio n  o f  sex d iscrim ination , and th e  
DC cou rt (https://afforclablecareactlitigation.files.worclpress.com/2020/09/6725227-0-26785.pclfi also  

blocked th e  religious fre e d o m  exem p tio n . The NY cou rt is now  considering w h e th e r to  
block o th e r provisions o f  th e  rule, and o th e r lawsuits
(https://affordablecareactlitigation.eom/aca-enforcement-directlv-and-1557/1 are  pending.

Public Charge Rule

The Court could be asked to review one or more of the p en d in g lawsuits  
(https://docs.google.eom/spreadsheets/d/1 gdbxw6wusll 4ZleAAYG Qu8qrZs- 
uHrt PLBMa4gMT8/edit#gid=i7468898951 challenging the Trump Administration's final 
rule changing public charge policy (https://www.kff.org/disparities-policy/fact-sheet/public- 
charge-policies-for-immigrants-implications-for-health-coverage/1 to prevent individuals from  
obtaining a green card or entry into the U.S. if they are determ ined likely to use 
certain public programs, including Medicaid. Longstanding policy allows th e  fed era l 
g o v e rn m e n t to  d en y  an individual e n try  in to  th e  U.S. o r ad ju s tm en t to  legal p e rm a n e n t  
res ident (LPR) status (i.e., a g reen  card) if he o r she is d e te rm in e d  likely to  becom e a 
public charge. U n d er th e  T ru m p  A d m in istra tion  rule, officials will new ly consider use o f  
certa in  previously excluded program s, including n o n -em erg en cy  M edicaid  fo r  n o n -
p reg n an t adults, th e  S u pp lem enta l N u tritio n  Assistance Program  (SNAP), and several 
housing program s, in public charge d e te rm in a tio n s . As o f  S e p te m b er 1 1 ,2 0 2 0 , a 
natio n w id e  p re lim in ary  in junction blocking th e  ru le w as lifted (https://www.aila.org/advo- 
media/issues/all/public-charge-changes-at-uscis-doj-and-dosl. a llow ing  th e  A d m in istra tion  to  

im p le m e n t th e  rule w h ile  litigation continues.

The public charge changes will crea te  new  barriers  to  ge ttin g a green card or 
im m igra tin g to  th e  U.S. and likely lead to  decreases in partic ipation  in M edicaid  
(https://www.kff.org/racial-equitv-and-health-policv/fact-sheet/public-charge-policies-for-immigrants- 
implications-for-health-coverage/i and other programs among im m igrant families and 
th e ir prim arily U.S.-born children beyond those directly affected by the new  
policy. N ationw ide , over 13.5  m illion M edicaid  and (https://www.kff.org/racial-equitv-and-
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health-policv/fact-sheet/public-charge-policies-for-immigrants-implications-for-health- 
coverage/)Children's H ealth  Insurance Program  (CHIP) enro llees, including 7 .6  m illion  

children, live in a household  w ith  a t least one noncitizen o r a re  noncitizens them selves  
and m ay be a t risk fo r  decreased en ro llm e n t a resu lt o f  fe a r  and uncerta in ty  
su rro u n d in g  th e  rule. D ecreased partic ipation  in th ese  p rogram s w ou ld  co n trib u te  to  
m o re  uninsured  individuals and negatively affect th e  health  and financial stability  o f  
fam ilies  and th e  g ro w th  and h ea lth y  d e v e lo p m en t o f  th e ir  ch ildren . G row ing fe a r  and  
u n certa in ty  (https://www.kff.org/disparities-policy/issue-brief/living-in-an-innmigrant-family-in- 
america-how-fear-and-toxic-stress-are-affecting-dailv-life-well-being-health/1 am o n g  individuals in 

im m ig ran t fam ilies  m ay also lead to  som e individuals avo id ing accessing services 
including health  care (https://www.kff.org/medicaid/issue-brief/impact-of-shifting-immigration- 
policy-on-medicaid-enrollment-and-utilization-of-care-among-health-center-patients/1 a n d /o r  

enro lling  in public program s, including health  coverage th ro u g h  M edicaid  and CHIP, 
even if th e y  are  elig ible fo r  th e m .

Hospital Price Transparency

The Court could be asked to review a case challenging the Trump  
Administration's regulations im plem enting the ACA's hospital price transparency 
requirem ent, Am erican H osp ita l Association v. Azar. The ACA requires  
(https://www.law.cornell.edu/uscode/text/42/30Qgg-181 each hospital to  publicly disclose an  

ann ual "list o f  th e  hospital's s tandard  charges fo r  item s and services provided by th e  
hospital." Following Pres ident Trum p's  Executive O rd er
(https://www.whitehouse.gov/presidential-actions/executive-order-i1 on im p ro vin g  price and  

q u a lity  transparency, in N o vem b er 2019 , HHS issued final re gulations  
(https://www.govinfo.gov/content/pkg/FR-2019-11 -27/pdf/2019-24931 .pdfi effective  January 2021, 
requ irin g  hospitals to  disclose th e ir  negotia ted  rates w ith  insurers and au thoriz ing  
financial penalties fo r  fa ilu re  to  com ply. The n ew  regulations w o u ld  replace those  
issued by th e  O b am a A d m in istra tion  (https://www.govinfo.gov/content/pkg/FR-20i4-08- 
22/pdf/20i4-18545.pdfi. w hich in te rp re ted  th e  ACA as requ irin g  disclosure on ly o f  

hospitals' list prices (or gross charges), ab sen t any discounts. In D e cem b er 2019 , th e  
A m erican  Hospital Association w ith  o th e r hospital and health  system  groups  
challenged th e  T ru m p  A dm in istra tion 's  regulations, con ten d ing  th a t th e  s ta tu te  on ly  
allows th e  A d m in is tra tion  to  req u ire  disclosure o f s tandard  list prices, not "custom " 
negotia ted  prices. In June 2020 , th e  DC fed era l d istrict cou rt ruled  
(https://ecf.dcd.uscourts.gov/cgi-bin/show public doc?2019cv3619-351 in favo r o f  th e  

A d m in istra tion , find ing  th a t th e  n ew  regulations a re  a reasonab le  in te rp re ta tio n  o f  
"standard  charges," and th e  ACA authorizes  th e  im position  o f  penalties. The district 
cou rt also fo u n d  (https://ecf.dcd.uscourts.gov/cgi-bin/show public doc?2019cv3619-351 th a t th e  

regulations do  not v io la te  th e  hospitals' First A m e n d m e n t right to  fre e  speech because  
th e  req u irem en ts  are  reasonab ly  re la ted  to  th e  g overnm ent's  in terests in "providing  
consum ers w ith  factual price in fo rm atio n  to  fac ilita te  m o re  in fo rm ed  health  care
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decisions" and "lowering healthcare [sic] costs." The plaintiffs appealed the case the 
D.C. Circuit Court of Appeals, which will hear oral argument on October 15. 2020 
(https://www.cadc.uscourts.gOv/i nternet/sixtvdav.nsf/fullcalendar?OpenView&count=1 POOL

If the Supreme Court accepts the argument in C a lifo rn ia  v. Texas  

(https://www.kff.org/health-reform/issue-brief/explaining-california-v-texas-a-guide-to-the-case- 
challenging-the-acafl. supported by the Trump Administration, that the entire ACA is 
invalid, then Congress would need to pass new legislation before any hospital 
price transparency regulations could be adopted. The Trump Administration argues 
that these regulations are necessary to implement the ACA provision that requires 
hospitals to publicly disclose their standard charges; without the ACA, the 
Administration would have no legal authority to issue any price transparency 
regulations. The Trump Administration and organizations supporting the regulations 
(https://affordablecareactlitigation.files.wordpress.com/2020/08/5c-patientrightsadvocate-amicus.pdfi 
contend that disclosure of negotiated prices is necessary to tackle rising hospital costs 
by enabling consumers to meaningfully compare prices and improving competition. 
The hospitals and organizations
(https://affordablecareactlitigation.files.wordpress.com/2020/07/dcc-4Q-state-hosp-assns-amicus.pdfi 
opposing the regulations maintain that disclosure will not lead to lower costs because 
the regulations are burdensome to implement and could create "confusion 
(https://affordablecareactlitigation.files.wordpress.com/2020/07/dcc-us-chamber-amicus.pdfi" among 
consumers between insurers' reimbursement rates and consumers' out-of-pocket 
costs.

Looking Ahead
The outcome of the election could impact the underlying laws and regulations related 
to some of the health policy cases before the Supreme Court, while the Court will 
remain the final arbiter in others. If former Vice President Biden wins the Presidential 
election, and the Democrats gain control of the Senate and maintain control of the 
House, the tax penalty associated with the ACA individual mandate and CSR payments 
could potentially be reinstated, essentially making these cases moot. Similarly, the 
regulations changing Title X, Section 1557, public charge policy, and hospital price 
transparency could be revised or withdrawn. However, the Supreme Court will 
maintain the final say about the constitutionality of abortions, the rights of states to 
restrict abortion access, and whether Medicaid enrollees can sue to enforce the free 
choice of provider provision regardless of the outcome of the 2020 election.

While it is impossible to predict a justice's decision in a particular case with absolute 
certainty, the confirmation of Judge Barrett is expected to replace Justice Ginsburg's 
vote as the leader of the Court's liberal wing with votes reflecting a conservative judicial 
ideology. Judge Barrett is a member of the conservative Federalist Society 
(https://fedsoc.org/contributors/amv-barrett-i) and has said that she follows the same j udicial 
philosophy as justice Scalia (https://www.nvtimes.com/2020/09/26/us/politics/full-transcript-amv-
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conev-barrett.html). who is well-known for his conservative legal views and for whom 
Judge Barrett clerked. While not determinative of the current ACA challenge before the 
Court, Judge Barrett has criticized the Court's N FIB  v. S ebelius  

(https://www.ovez.org/cases/20l 1 /1 1 -393) decision, writing
(https://scholarship.law.nd.edu/cgi/viewcontent.cgi?article=2330&context=law faculty scholarship̂  that
Chief Justice Roberts' opinion upholding the mandate as a constitutional exercise of 
Congress' taxing power "pushed the Affordable Care Act beyond its plausible meaning 
to save the statute." While a professor at the University of Notre Dame, Judge Barrett 
Signed a Statement in a 2006 (https://thehill.com/homenews/news/519219-amv-conev-barrett- 
signed-onto-2006-right-to-life-statement-in-newspaperl advertisement opposing "abortion on 
demand" published in the South Bend Tribune. On the 7th Circuit, she dissented
(http://media.ca7.uscourts.gov/cgi-bin/rssExec.pl?Submit=Display&Path=Y2018/D06-25/C:17- 
3163:l:PerCuriam:aut:T:npDp:N:2176287:S:01 in two court decisions
(https://www.courthousenews.eom/wp-content/uploads/2019/11/Abortion.pdfi declining en  b a n c  

hearings after the initial 3 judge panel struck down abortion regulations. She also 
dissented from a 7th Circuit Court of Appeals decision (https://casetext.com/case/cook-cntv-v- 
wolf-1) in a case challenging the public charge rule, writing that she found the Trump 
Administration's interpretation to be reasonable. Though her prior opinions cannot 
definitively predict how she would rule in future individual cases before the Court, it is 
expected that her confirmation would shift the Court's ideological balance to a solid 6:3 
conservative majority, with potential implications for case outcomes affecting a 
number of health policy issues for years to come.

Endnotes
Issue Brief

1. Judge Barrett is President Trump's third Supreme Court nominee, preceded by 
Justice Neil Gorsuch (replacing Justice Scalia in 2017) and Justice Brett Kavanagh 
(replacing Justice Kennedy in 2018). (After Justice Scalia's death in February 2016, 
President Obama nominated Judge Merrick Garland to fill the open seat, but Senate 
Republicans refused to consider the nomination, arguing at that time that the 
vacancy occurred too close to the November Presidential election.)

<— Return to text

2. In an earlier challenge to the ACA's constitutionality, N a t io n a l F e d e ra tio n  of

In d e p e n d e n t Business (N F IB ) V. S eb e liu s  (https://www.kff.org/health-reform/issue-brief/a-guide- 
to-the-supreme-courts-affordabie/i. a divided Court upheld the individual mandate as 
valid exercise of Congress's taxing power. In reaching this decision, Chief Justice 
Roberts was joined by Justice Ginsburg, along with Justices Breyer, Kagan, and 
Sotomayor. The dissent, joined by Justices Alito, Kennedy, Scalia, and Thomas,
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concluded that the mandate was unconstitutional and consequently the entire ACA 
could no longer stand. The Court's NFIB decision also found that Congress could not 
require states to adopt the ACA's Medicaid expansion (https://www.kff.org/health- 
reform/issue-brief/a-guide-to-the-supreme-courts-decision/). effectively making expansion a 
state option; onlyjustices Ginsburg and Sotomayor dissented from that part of the 
opinion. In a subsequent case, King v. Burwell(https://www.kff.org/health-reform/issue- 
brief/are-premium-subsidies-available-in-states-with-a-federally-run-marketplace-a-guide-to-the- 
supreme-court-argument-in-king-v-burwellA Chief Justice Roberts was joined byjustice 
Ginsburg, along with Justices Kennedy, Breyer, Sotomayor, and Kagan, in upholding 
an IRS rule making ACA premium subsidies available to individuals purchasing 
coverage in states that have not established their own Marketplace but instead 
participate in a federally-run Marketplace.

<— Return to text

3. Medicaid waivers are popular, with 55 waivers approved across 43 states
(https://www.kff.org/nnedicaid/issue-brief/nnedicaid-waiver-tracker-approved-and-pending-section- 
1115-waivers-bv-statefl as of September 1,2020. Some of these waivers are 
comprehensive (https://www.kff.org/medicaid/issue-brief/section-1115-medicaid-demonstration- 
waivers-the-current-landscape-of-approved-and-pending-waivers/V making broad changes in 
Medicaid eligibility, benefits and cost-sharing, and provider payments across their 
programs, while other waivers focus more narrowly on specific services or 
populations.

<— Return to text

4. Section 1115 of the Social Security Act (https://www.ssa.gov/OP Home/ssact/title'i'i/'i'i'is.htrrtt 

allows the Secretary to waive state compliance with certain federal Medicaid 
requirements if the Secretary determines that the initiative is an "experimental, 
pilot, or demonstration project" that "is likely to assist in promoting the objectives of 
the program."

<— Return to text
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ABSTRACT

Abstract

This annual survey of employers provides a detailed look at trends in employer-sponsored health coverage, 
including premiums, employee contributions, cost-sharing provisions, offer rates, wellness programs, and 
employer practices. The 2020 survey included 1,765 interviews with non-federal public and private firms.

Annual premiums for employer-sponsored family health coverage reached $21,342 this year, up 4% from last 
year, with workers on average paying $5,588 toward the cost of their coverage. The average deductible among 
covered workers in a plan with a general annual deductible is $1,644 for single coverage. Fifty-five percent of 
small firms and 99% of large firms offer health benefits to at least some of their workers, with an overall offer rate 
of 56%.

Survey results are released in several formats, including a full report with downloadable tables on a variety of 
topics, a summary of findings, and an article published in the journal Health Affairs.
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Summary of Findings

Employer-sponsored insurance covers approximately 157 million people.1 To provide current information about 
employer-sponsored health benefits, the Kaiser Family Foundation (KFF) conducts an annual survey of private 
and non-federal public employers with three or more workers. This is the twenty-second Employer Health 
Benefits Survey (EHBS) and reflects employer-sponsored health benefits in 2020.

The social and economic upheavals resulting from the coronavirus pandemic have certainly impacted employers, 
workers and employee benefits. The EHBS was fielded between January and late July, which means that a 
portion of the interviews were conducted before the full impact of the pandemic became apparent, and other 
interviews were conducted as the implications unfolded; including during the period of significant job loss 
that occurred during and after March. Many of the metrics we look at, such as premiums, contributions, cost 
sharing and plan offerings, are determined before plan year begins, so it is likely that responses for those items 
were largely unaffected by the pandemic. Responses for other items, such as incentives for health screenings or 
inclusion of coverage for telehealth visits, may have changed during the course of the pandemic: employers for 
example, may have suspended certain incentives to accommodate employee reluctance to visit provider offices. 
As such we cannot determine how the pandemic has affected employer responses. Because of the timing of the 
survey, we were unable to include any direct questions about how employers reacted to the pandemic.

HEALTH INSURANCE PREMIUMS AND WORKER CONTRIBUTIONS

In 2020, the average annual premiums for employer-sponsored health insurance are $7,470 for single coverage 
and $21,342 for family coverage [Figure A]. The average single premium increased 4% and the average family 
premium increased 4% over the past year. Workers'wages increased 3.4% and inflation increased 2.1%.2

The average premium for family coverage has increased 22% over the last five years and 55% over the last ten 
years [Figure A].

For covered workers in small firms, the average premium is similar to the average premium in large firms for 
single coverage ($7,483 vs. $7,466) but is lower than the average premium in large firms for family coverage 
($20,438 vs. $21,691). The average premiums for covered workers in HDHP/SOs is lower for single coverage 
($6,890) but similar for family coverage ($20,359) to the overall average premiums [Figure B]. Covered workers 
enrolled in PPOs have higher average premiums for single ($7,880) and family coverage ($22,248) than the overall 
average premiums. The average premium for family coverage for covered workers in firms with a relatively large 
share of lower-wage workers (where at least 35% of the workers earn $26,000 annually or less) is lower than the 
average premium for covered workers in firms with a smaller share of lower-wage workers ($19,332 vs. $21,486).

1 Kaiser Family Foundation. Health Insurance Coverage of the Total Population [Internet]. KFF (Kaiser Family Foundation). 2019 [cited 2020 
Aug 10]. Available from: https://www.kff.org/other/state-indicator/total-population/Coverage is based on calculations from the 2018 
American Community Survey. During the winter and spring of 2020, there was a steep increase in the unemployment rate, potentially 
decreasing the number of people covered by employer coverage.

2Bureau of Labor Statistics. Consumer Price Index historical tables for, U.S. City Average of Annual Inflation [Internet]. Washington (DC): BLS; 
[cited 2020 Aug 10]. Available from: https://www.bls.gov/regions/mid-atlantic/data/consumerpriceindexhistorical1967base_us_table.htm 
AND Bureau of Labor Statistics. Current Employment Statistics— CES (National) [Internet]. Washington (DC): BLS; [cited 2020 Aug 10]. 
Available from: https://www.bls.gov/ces/publications/highlights/highlights-archive.htm
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SUMMARY OF FINDINGS

Most covered workers make a contribution toward the cost of the premium for their coverage. On average, 
covered workers contribute 17% of the premium for single coverage and 27% of the premium for family 
coverage. Compared to covered workers in large firms, covered workers in small firms on average contribute a 
higher percentage of the premium for family coverage (35% vs. 24%). Covered workers in firms with a relatively 
large share of lower-wage workers have higher average contribution rates for family coverage (38% vs. 26%) than 
those in firms with a smaller share of lower-wage workers.3 Covered workers at private for-profit firms on average 
contribute a higher percentage of the premium for both single and family coverage than covered workers at 
other firms for both single and family coverage.

Twenty-seven percent of covered workers in small firms are in a plan where the employer pays the entire 
premium for single coverage, compared to only 4% of covered workers in large firms. In contrast, 28% of covered 
workers in small firms are in a plan where they must contribute more than one-half of the premium for family 
coverage, compared to 4% of covered workers in large firms [Figure C].

The average annual dollar amounts contributed by covered workers for 2020 are $1,243 for single coverage and 
$5,588 for family coverage, similar to the amounts last year. The average dollar contribution for family coverage 
has increased 13% since 2015 and 40% since 2010 [Figure A]. Average contribution amounts for covered workers 
in HDHP/SOs are lower than the average overall worker contribution amounts for both single and family 
coverage [Figure B]. Six percent of covered workers, including 17% of covered workers in small firms, are in a plan 
with a worker contribution of $12,000 or more for family coverage.

3This threshold is based on the twenty-fifth percentile of workers' earnings ($26,000 in 2020). Bureau of Labor Statistics. 
May 2018 National Occupational Employment and Wage Estimates: United States. Washington (DC): BLS. Available from: 
http://www.bls.gov/oes/current/oes_nat.htm
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PLAN ENROLLMENT

PPOs are the most common plan type, enrolling 47% of covered workers in 2020. Thirty-one percent of covered 
workers are enrolled in a high-deductible plan with a savings option (HDHP/SO), 13% in an HMO, 8% in a POS 
plan, and 1% in a conventional (also known as an indemnity) plan [Figure D]. The percentage of covered workers 
enrolled in HMOs is significantly lower than the percentage last year (13% vs. 19%). This percentage has risen and 
fallen over the last four years so it is unclear if this trend will continue.

Self-Funding. Sixty-seven percent of covered workers, including 23% of covered workers in small firms and 84% 
in large firms, are enrolled in plans that are self-funded. The percentage of firms offering health benefits that are 
self funded in 2020 is higher than the percentage (61%) last year.

Thirteen percent of small firms report that they have a level-funded plan, similar to the percentage last year. 
These arrangements combine a relatively small self-funded component with stoploss insurance with low 
attachment points that may transfer a substantial share of the risk to insurers. These arrangements are complex 
and some small employers may not be entirely certain about the funding status of their plans. Among covered 
workers in small firms, 31% are in a plan that is either self-funded or told us that their plan was level-funded, 
higher than the percentage (24%) last year.

EMPLOYEE COST SHARING

Most covered workers must pay a share of the cost when they use health care services. Eighty-three percent of 
covered workers have a general annual deductible for single coverage that must be met before most services are 
paid for by the plan.
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Among covered workers with a general annual deductible, the average deductible amount for single coverage is 
$1,644, similar to the average deductible last year. The average deductible for covered workers is higher in small 
firms than large firms ($2,295 vs. $1,418). The average single coverage annual deductible among covered workers 
with a deductible has increased 25% over the last five years and 79% over the last ten years.

Deductibles have increased in recent years due to higher deductibles within plan types and higher enrollment 
in HDHP/SOs. While growing deductibles in PPOs and other plan types generally increase enrollee out-of-pocket 
liability, the shift to enrollment in HDHP/SOs does not necessarily do so if HDHP/SO enrollees receive an 
offsetting account contribution from their employers. Ten percent of covered workers in an HDHP with a Health 
Reimbursement Arrangement (HRA), and 3% of covered workers in a Health Savings Account (HSA)-qualified 
HDHP receive an account contribution for single coverage at least equal to their deductible, while another 41% 
of covered workers in an HDHP with an HRA and 19% of covered workers in an HSA-qualified HDHP receive 
account contributions that, if applied to their deductible, would reduce their actual liability to less than $1,000.

We can look at the increase in the average deductible as well as the growing share of covered workers who have 
a deductible together by calculating an average deductible among all covered workers (assigning a zero to those 
without a deductible). The 2020 value of $1,364 is 27% higher than the average general annual deductible for 
single coverage of $1,077 in 2015 and 111% higher than the average general annual deductible of $646 in 2010.

Another way to look at deductibles is the percentage of all covered workers who are in a plan with a deductible 
that exceeds certain thresholds. Over the past five years, the percentage of covered workers with a general 
annual deductible of $2,000 or more for single coverage has grown from 19% to 26% [Figure E].

Whether or not a deductible applies, a large share of covered workers also pay a portion of the cost when they 
visit an in-network physician. Most covered workers face a copayment (a fixed dollar amount) when they visit 
a doctor, although some workers face coinsurance requirements (a percentage of the covered amount). The 
average copayments are $26 for primary care and $42 for specialty care. The average coinsurance rates are 18% 
for primary care and 19% for specialty care. These amounts are similar to those in 2019.

Most workers also face additional cost sharing for a hospital admission or outpatient surgery. Sixty-five 
percent of covered workers have coinsurance and 13% have a copayment for hospital admissions. The average 
coinsurance rate for a hospital admission is 20% and the average copayment is $311 per hospital admission. The 
cost-sharing provisions for outpatient surgery follow a similar pattern to those for hospital admissions.

Virtually all covered workers are in plans with a limit on in-network cost sharing (called an out-of-pocket 
maximum) for single coverage, though the limits vary significantly. Among covered workers in plans with an 
out-of-pocket maximum for single coverage, 11% are in a plan with an out-of-pocket maximum of less than 
$2,000, while 18% are in a plan with an out-of-pocket maximum of $6,000 or more.
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AVAILABILITY OF EMPLOYER-SPONSORED COVERAGE

Fifty-six percent of firms offer health benefits to at least some of their workers, similar to the percentage last year 
[Figure F].The likelihood of offering health benefits differs significantly by firm size; only 48% of firms with 3 to 9 
workers offer coverage, while virtually all firms with 1,000 or more workers offer coverage.

While the vast majority of firms are small, most workers work for large firms that offer coverage. In 2020,89% of 
workers are employed by a firm that offers health benefits to at least some of its workers [Figure F].

Although the vast majority of workers are employed by firms that offer health benefits, many workers are not 
covered at their job. Some are not eligible to enroll (e.g., waiting periods or part-time or temporary work status) 
and others who are eligible choose not to enroll (e.g., they feel the coverage is too expensive or they are covered 
through another source). In firms that offer coverage, 82% of workers are eligible for the health benefits offered, 
and of those eligible, 78% take up the firm's offer, resulting in 64% of workers in offering firms enrolling in 
coverage through their employer. All of these percentages are similar to 2019.

Looking at workers in both firms that offer and firms that do not offer health benefits, 57% of workers are covered 
by health plans offered by their employer, similar to the percentage last year.
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Percentage of Firms Offering Health Benefits Percentage of Workers at a Firm Which Offers Health Benefits to At Least Some Workers

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: As noted in the Survey Design and Methods section, estimates are based on the sample of both firms that completed the entire survey and those 
that answered just one question about whether they offer health benefits.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017

Figure F
Percentage of Firms and Workers at Firms that Offer Health Benefits, 1999-2020

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

HEALTH AND WELLNESS PROGRAMS

Most large firms and many small firms have programs that help workers identify health issues and manage 
chronic conditions, including health risk assessments, biometric screenings, and health promotion programs.

Health Risk Assessments. Among firms offering health benefits, 42% of small firms and 60% of large firms 
provide workers the opportunity to complete a health risk assessment [Figure G]. A health risk assessment 
includes questions about a person's medical history, health status, and lifestyle. Fifty-two percent of large firms 
with a health risk assessment program offer an incentive to encourage workers to complete the assessment. 
Incentives may include: gift cards, merchandise or similar rewards; lower premium contributions or cost sharing; 
and financial rewards, such as cash, contributions to health-related savings accounts, or avoiding a payroll fee.

Biometric Screenings. Among firms offering health benefits, 33% of small firms and 50% of large firms provide 
workers the opportunity to complete a biometric screening. A biometric screening is an in-person health 
examination that measures a person's risk factors, such as body mass index (BMI), cholesterol, blood pressure, 
stress, and nutrition. Sixty-five percent of large firms with biometric screening programs offer workers an 
incentive to complete the screening.

Additionally, among large firms with biometric screening programs, 18% reward or penalize workers based 
on achieving specified biometric outcomes (such as meeting a target BMI). The size of these incentives varies 
considerably: among large firms offering a reward or penalty for meeting biometric outcomes, the maximum 
reward is valued at $150 or less in 12% of firms and more than $1,000 in 32% of firms.

Effectiveness of Incentives. This year we asked large firms with an incentive to participate in a health 
promotion or health screening program, how effective they believed these incentives were at increasing 
employee participation. 30% believed incentives were 'very effective' and 47% believed they were 'moderately 
effective'
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Health and Wellness Promotion Programs. Most firms offering health benefits offer programs to help workers 
identify and address health risks and unhealthy behaviors. Fifty-three percent of small firms and 81% of large 
firms offer a program in at least one of these areas: smoking cessation, weight management, and behavioral or 
lifestyle coaching. Among large firms offering at least one of these programs, 44% offer workers an incentive to 
participate in or complete the program [Figure G].

As health screenings and wellness programs have become more complex, incentives have become more 
sophisticated and may involve participating in or meeting goals in different programs. We asked firms that had 
incentives for any of these programs to estimate the maximum incentive for a worker across all of their screening 
and promotion programs combined. Among large firms with any type of incentive, 20% have a maximum 
incentive of $150 or less, while 20% have a maximum incentive of more than $1,000.

Effectiveness of Programs. Firms may have a variety of objectives for offering health screening and health 
promotion programs, including improving the health and wellbeing of enrollees, reducing absences from work, 
and reducing costs. Firms generally responded that their programs were effective to some degree in meeting 
certain specified objectives, although there were many who responded that they did not know [Figure H].

Figure G
Among Large Firms Offering Health Benefits, Percentage With Health Screening or Wellness 
or Health Promotion Programs, 2020

| | Offers Program, But No Incentive Offers Incentive to Complete Program

100% -  

90% -

50% - 

40% -

30% - 

20%  - 

10% -

81%

Health Risk Assessment Biometric Screening Either HRA or Biometric Wellness or Health Promotion
Screening Program Program

NOTE: A health risk assessment or appraisal includes questions on medical history, health status, and lifestyle and is designed to identify the 
health risks of the person being assessed. Biometric screening is a health examination that measures a person's risk factors for certain medical 
issues. Biometric outcomes could include meeting a target body mass index (BMI) or cholesterol level, but not goals related to smoking. Wellness 
programs include programs to help employees lose weight, lifestyle or behavioral coaching or tobacco cessation programs. Among large firms offering 
health benefits, 87% have a health screening or wellness and/or health promotion program and 47% have an incentive to participate in at least one 
program. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure H
Among Large Firms Offering Health Benefits and a Wellness or Health Screening Programs, 
Firms Opinion of How Effective Programs are at Meeting Various Goals, 2020

| | Very Effective Q

_̂_ \ Moderately Effective | j |  |

Only Slightly Effective 

Not at All Effective BNot a Goal of the Program 

Don't Know

Reducing Utilization

Reducing Absenteeism

Improving Health and Well Being

Reducing Firm's Cost

Valued as a Benefit

NOTE: A health risk assessment or appraisal includes questions on medical history, health status, and lifestyle and is designed to identify the 
health risks of the person being assessed. Biometric screening is a health examination that measures a person's risk factors for certain medical 
issues. Biometric outcomes could include meeting a target body mass index (BMI) or cholesterol level, but not goals related to smoking. Wellness 
programs include programs to help employees lose weight, lifestyle or behavioral coaching or tobacco cessation programs. Among large firms offering 
health benefits, 87% have a health screening or wellness and/or health promotion program. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

SITES OF CARE

Telemedicine. Telemedicine is the delivery of health care services through telecommunications to a patient from 
a provider who is at a remote location, including video chat and remote monitoring. In 2020,85% of firms with 
50 or more workers offering health benefits cover the provision of health care services through telemedicine in 
their largest health plan, higher than the percentage last year. Offering firms with 5,000 or more workers are 
more likely to cover services provided through telemedicine than smaller firms.

Over the past year, there was a significant increase in the percentage of firms, particularly smaller firms (50-199 
workers), reporting that they cover some services through telemedicine. While telemedicine has grown in recent 
years, it is possible that some of the growth this year reflects changes in response to the coronavirus pandemic 
as well as to an increased awareness. It will be important to watch if this heightened focus on access to care 
through telemedicine continues or abates as concerns about the coronavirus recede.

Retail Health Clinics. Seventy-six percent of large firms offering health benefits cover health care services 
received in retail clinics, such as those located in pharmacies, supermarkets and retail stores, in their largest 
health plan. These clinics are often staffed by nurse practitioners or physician assistants and treat minor illnesses 
and provide preventive services.

PROVIDER NETWORKS

Firms and health plans can structure their networks of providers and their cost sharing to encourage enrollees 
to use providers who charge lower costs and/or who provide better care. This involves assuring that there are a
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sufficient number of providers to assure reasonable access while also limiting the network to those that deliver 
good quality and cost-effective care.

Satisfaction with Network Choices. Among employers offering health benefits, 45% of firms report being 'very 
satisfied' and 38% report being 'satisfied' by the choice of provider networks available to them [Figure I]. They are 
somewhat less satisfied with the cost of the provider networks available to them. Only 22% of these firms report 
being 'very satisfied' while 39% report being 'satisfied' with the cost of provider networks available. Small firms 
are more likely than large firms to be 'very dissatisfied' with the cost of the provider networks available.

Breadth of Provider Networks. Employers offering health benefits were asked to characterize the breadth of 
the provider network in their plan with the largest enrollment. Fifty-one percent of firms say that the network in 
the plan with the largest enrollment is 'very broad, 42% say it is 'somewhat broad, and 6% say it is 'somewhat 
narrow'.

Seven percent of firms offering health benefits report that they offer at least one plan that they considered to be 
a narrow network plan, similar to the percentage last year. Firms with 5,000 or more workers were more likely to 
offer a narrow network plan than smaller firms.

Breadth of Provider Networks for Mental Health. Employers offering health benefits were also asked to 
characterize the breadth of the network for mental health and substance abuse providers in their plan with the 
largest enrollment. Thirty-five percent of firms say that the network for mental health and substance abuse in the 
plan with the largest enrollment is 'very broad, 46% say it is 'somewhat broad, 15% say it is 'somewhat narrow, 
and 4% say it is 'very narrow'.

Only about one-in-five (22%) employers offering health benefits report being very satisfied with the availability 
of mental health providers in their provider networks. Among employers offering health benefits, 15% of 
employers with 1,000 to 4,999 employees and 23% of employers with 5,000 or more employees asked their 
insurer or third party administrator to increase access to in-network mental health and substance abuse 
providers.

Figure I
Among Firms Offering Health Benefits, Satisfaction with Provider Networks Available from 
Insurer or Third Party Administrator, by Firm Size, 2020

| | Very Satisfied | | Satisfied Neither Dissatisfied Very Dissatisfied

Choice of Provider Networks Available

All Large Firms

Cost of Provider Networks Available

All Large Firms

All Firms

Q- Availability of Mental Health Providers

All Large Firms 

All Firms

58% 35% 3% 3%

45% 38% 7% 9%

29% 53% 11% 5% 3%

22% 39% 21% 8

24% 52% 9% 11% 3%

22% 45% 22% 5% 6%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

NOTE: Large Firms have 200 or more workers. 
SOURCE: KFF Employer Health Benefits Survey, 2020
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COST SHARING FOR PEOPLE WITH CHRONIC CONDITIONS

Among employers with 200 or more employees offering health benefits, 21% say that their health plan with the 
largest enrollment waives cost-sharing for some medications or supplies to encourage employees with chronic 
illnesses to follow their treatment. This likelihood increases with firm size.

Recent changes in federal rules expanded the number and types of items and services that may be considered 
preventive by HSA-qualified health plans, allowing plan sponsors to pay for part or all of these services before 
enrollees meet the plan deductibles. Among employers with 200 or more employees offering an HSA-qualified 
health plan, 29% say that they changed the services or products that individuals with chronic conditions could 
receive without first meeting their deductibles. Firms with 5,000 or more employees (48%) are more likely to say 
they changed the services or products available before the deductible is met.

DISCUSSION

Looking at the metrics we usually consider, such as premiums, contributions, cost sharing, offer and coverage 
rates, we would conclude that the marketplace for employer-based health coverage had another stable year in
2020. Premium increases were modest and consistent with recent years, contributions and cost sharing largely 
did not change, nor did the shares of workers offered coverage or covered at their jobs. There is a meaningful 
increase in the share of workers in self-funded plans, which will be important to understand if the higher level 
persists. We will include additional questions in the 2021 survey to explore why employers are taking this option.

Of course the economic and social changes caused by the coronavirus pandemic have dramatically changed the 
employment landscape across the nation. Unprecedented job loss combined with shelter-at-home requirements 
and continuing delays in reopening of workplaces and schools are challenging employers and workers in 
many ways, including health benefits. There are questions, for example, about the continued availability of 
coverage for furloughed workers, the share of laid-off workers who are electing COBRA continuation coverage, 
and changes being made to employee assistance programs and health benefit plans to support workers 
with the emotional, social and financial stresses. As noted above, however, because the survey was fielded as 
the pandemic unfolded, we are not yet in a position to address how employers responded to the pandemic.
Most of the metrics discussed above are fixed at the beginning of the plan year and may not reflect current 
circumstances. Some other responses may have been affected by the unfolding of the pandemic.

While we observed a relatively modest change in premiums in 2020, this does not capture the pandemic's 
turbulent impacts on health care costs this year. During the spring, employers and plans saw lower health care 
utilization and correspondingly lower spending. With enrollees skipping some care, insurers reported lower than 
predicted cost through the first half of the year. As stay-at-home orders have lifted, health care utilization has 
again started picking up. Spending in 2021 remains uncertain as employers and insurers continue to adapt to 
an evolving situation. We do not know how the reduced use of care earlier this year will affect future costs and 
premiums: in some cases the need for care will have passed but in others the care will just have been deferred. 
Missed preventive and diagnostic care may also lead to worsening health and higher costs in the future. Beyond 
any potential pent-up demand, employer-based plans may face higher costs due to new COVID-19 tests, 
treatments and vaccines. Conversely, we have witnessed a dramatic economic slowdown which may lead to 
reduced utilization, offsetting some cost on plans.

For a year that started with historically low levels of unemployment, 2020 saw a stark increase in the 
unemployment rate. A less competitive job market and the economic slowdown may reduce pressure on 
employers to offer competitive benefit packages in the coming year. We largely reported similar average 
cost-sharing amounts to 2019 but some employers may be considering reducing plan generosity depending on 
how the economic crisis unfolds.

The challenge for the 2021 survey will be to understand how employers are responding to the pandemic and 
accompanying economic fallout while still maintaining the core questions and purpose of the survey. We do not 
know how long the pandemic will last nor what the longer term economic consequences will be, but we can ask
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employers about how this uncertainty affected their benefit plan decisions, what types of benefits they added 
and/or changed, whether they saw changes in how employees used their benefits, and whether they expect 
any changes to be more permanent. We also expect to ask how the disruption and uncertainty caused by the 
pandemic affected employer decisions about changing their plans or shopping for new vendors. The pandemic 
has already affected many employer benefits, and will continue to shape their decision-making as they anticipate 
new workplace accommodations, changes in premiums and the direct cost of the pandemic.

METHODOLOGY

The Kaiser Family Foundation 2020 Employer Health Benefits Survey reports findings from a telephone survey of 
1,765 randomly selected non-federal public and private employers with three or more workers. Researchers at 
NORC at the University of Chicago and the Kaiser Family Foundation designed and analyzed the survey. Davis 
Research, LLC conducted the fieldwork between January and July 2020. In 2020, the overall response rate is 
22%, which includes firms that offer and do not offer health benefits. Among firms that offer health benefits, 
the survey's response rate is 22%. Unless otherwise noted, differences referred to in the text and figures use the 
0.05 confidence level as the threshold for significance. Small firms have 3-199 workers. Values below 3% are not 
shown on graphical figures to improve the readability of those graphs. Some distributions may not sum due to 
rounding. For the first time since 1999, we contracted with a new data collection firm to conduct the survey.
For more information on potential 'house effects' resulting from this change, as well as information on changes 
to our weighting methodology and measurements of workers'wage and inflation see the Survey Design and 
Methods section.

For more information on the survey methodology, please visit the Survey Design and Methods section at 
http://ehbs.kff.org/.

Filling the need for trusted information on national health issues, the Kaiser Family Foundation is a nonprofit 
organization based in San Francisco, California.
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SURVEY DESIGN AND METHODS

Survey Design and Methods

The Kaiser Family Foundation (KFF) has conducted this annual survey of employer-sponsored health benefits 
since 1999. KFF works with NORC at the University of Chicago (NORC) and Davis Research LLC (Davis) to field and 
analyze the survey. From January to July 2020, Davis completed computer-assisted telephone interviews with 
business owners as well as human resource and benefits managers at 1,765 firms.

SURVEY TOPICS

The survey includes questions on the cost of health insurance, health benefit offer rates, coverage, eligibility, 
plan type enrollment, premium contributions, employee cost sharing, prescription drug benefits, retiree health 
benefits, and wellness benefits.

Firms that offer health benefits are asked about the plan attributes of their largest health maintenance 
organization (HMO), preferred provider organization (PPO), point-of-service (POS) plan, and high-deductible 
health plan with a savings option (HDHP/SO).4 We treat exclusive provider organizations (EPOs) and HMOs as 
one plan type and conventional (or indemnity) plans as PPOs. The survey defines an HMO as a plan that does not 
cover nonemergency out-of-network services. POS plans use a primary care gatekeeper to screen for specialist 
and hospital visits. HDHP/SOs were defined as plans with a deductible of at least $1,000 for single coverage and 
$2,000 for family coverage and that either offer a health reimbursement arrangement (HRA) or are eligible for a 
health savings account (HSA).

Throughout this report, we use the term "in-network" to refer to services received from a preferred provider. 
Definitions of the health plan types are available in Section 4, and a detailed explanation of the HDHP/SO plan 
type is in Section 8.

To reduce survey burden, some questions on worker cost sharing for stoploss coverage, hospitalization, 
outpatient surgery and prescription drugs were only asked about the firm's largest plan type.

Firms with 50 or more workers were asked: "Does your firm offer health benefits for current employees through a 
private or corporate exchange?" Employers were still asked for plan information about their HMO, PPO, POS and 
HDHP/SO plan regardless of whether they purchased health benefits through a private exchange or not.

Firms are asked about the attributes of their current plans during the interview. While the survey's fielding period 
begins in January, many respondents may have a plan whose 2020 plan year lags behind the calendar year 
[Figure M.1]. In some cases, plans may report the attributes of their 2019 plans and some plan attributes (such as 
HSA deductible limits) may not meet the calendar year regulatory requirements.

4HDHP/SO includes high-deductible health plans with a deductible of at least $1,000 for single coverage and $2,000 for family coverage and 
that offer either a Health Reimbursement Arrangement (HRA) or a Health Savings Account (HSA). Although HRAs can be offered along with a 
health plan that is not an HDHP, the survey collected information only on HRAs that are offered along with HDHPs. For specific definitions of 
HDHPs, HRAs, and HSAs, see the introduction to Section 8.

KFF/ Page 19



SURVEY DESIGN AND METHODS

Figure M.1

Among Firms Offering Health Benefits, Month in Which Plan Year Begins, 
2020

Percentage of Covered Workers Percentage of Firms
January 74% 46%
February <1 2
March 1 6
April 2 3
May 1 3
June 2 5
July 7 4
August 1 3
September 2 3
October 3 7
November 2 5
Dec ember 4% 13%
SOURCE: KFF Employer Health Benefits Survey, 2020

The Affordable Care Act (ACA) exempts certain health plans that were in effect when the law was passed, 
referred to as grandfathered plans, from some standards in the law, including the requirement to cover 
preventive services without cost sharing, have an external appeals process, or comply with the new benefit and 
rating provisions in the small group market. In 2020,16% of firms offering health benefits offer at least one 
grandfathered health plan, and 14% of covered workers are enrolled in a grandfathered plan.

SAMPLE DESIGN

The sample for the annual Kaiser Employer Health Benefits Survey includes private firms and nonfederal 
government employers with three or more employees. The universe is defined by the U.S. Census' 2016 Statistics 
of U.S. Businesses (SUSB) for private firms and the 2017 Census of Governments (COG) for non-federal public 
employers. At the time of the sample design (December 2019), these data represented the most current 
information on the number of public and private firms nationwide with three or more workers. As in the past, 
the post-stratification is based on the most up-to-date Census data available (the 2017 SUSB). We determine the 
sample size based on the number of firms needed to ensure a target number of completes in six size categories.

We attempted to repeat interviews with prior years' survey respondents (with at least ten employees) who 
participated in either the 2018 or the 2019 survey, or both. Firms with 3-9 employees are not included in the 
panel to minimize the potential of panel effects. As a result, 1,235 o f the 1,765 firms that completed the full 
survey also participated in either the 2018 or 2019 surveys, or both. In total, 243 firms participated in 2018,169 
firms participated in 2019, and 823 firms participated in both 2018 and 2019. Non-panel firms are randomly 
selected within size and industry groups.

Since 2010, the sample has been drawn from a Dynata list (based on a census assembled by Dun and Bradstreet) 
of the nation's private employers and the COG for public employers. To increase precision, we stratified the 
sample by ten industry categories and six size categories. The federal government and business with fewer than 
three employees are not included. Education is a separate category for the purposes of sampling, and included in 
Service category for weighting. For information on changes to the sampling methods over time, please consult
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the Survey Design and Methods Sections of prior Employer Health Benefits Surveys as well as extended methods 
at http://ehbs.kff.org/

Each year, we conduct a series of checks on our instrument to confirm the accuracy of data collection, including 
test interviews prior to the official launch. Beginning in 2019, we included firms with at least ten employees that 
had completed a pre-test during the prior year in the current year's sample. Starting in 2020, we included firms 
completing a pre-test during either of the two prior surveys. Firms eligible to complete pre-testing had been 
sampled from the same two universe datasets as the main non-panel sample, differing only by when they made 
contact with the interview team. We expect to continue including these firms completing an interview during 
the pre-testing phase of our survey, and believe they will improve our response rate without adding any bias to 
our data collection effort.

RESPONSE RATE

Response rates are calculated using a CASRO method, which accounts for firms that are determined to be 
ineligible in its calculation. The overall response rate is 22% [Figure M.2].5 The response rate for panel firms 
is higher than the response rate for non-panel firms. Similar to other employer and household surveys, the 
Employer Health Benefits Survey has seen a general decrease in response rates overtime. Since 2017, we have 
attempted to increase the number of completes by increasing the number of non-panel firms in the sample. 
While this generally increases the precision of estimates by ensuring a sufficient number of respondents in 
various sub-groups, it has the effect of reducing the overall response rate.

The vast majority of questions are asked only of firms that offer health benefits. A total o f 1,418 of the 1,765 
responding firms indicated they offered health benefits. This year we have a smaller number of completes than 
in previous years (247 fewer respondents). The decrease may be attributed to a combination of factors including 
changing data collection firms, disruptions from the COVID-19 pandemic and starting the fielding period later 
into January.

We asked one question of all firms in the study with which we made phone contact but where the firm declined 
to participate: "Does your company offer a health insurance program as a benefit to any of your employees?".
A total of 3,582 firms responded to this question (including 1,765 who responded to the full survey and 1,817 
who responded to this one question). These responses are included in our estimates of the percentage of firms 
offering health benefits.6 The response rate for this question is 46% [Figure M.2].

Figure M.2

Response Rates for Various Subsets o f the Sample, 2020

R e s p o n s e  R a te  to r  F u ll S u rv e y
R e s p o n s e  R a te  fo r  F irm s  

A n s w e r in g  A 6

S m a l l F i rm s  ( 3 -9  W o r k e r s ) 1 9 % 4 4 %

S m a l l F i rm s  ( 3 -1 9 9  W o r k e r s ) 2 6 % 5 1 %

L a rg e  F i r m s  ( 2 0 0  o r  M o r e  W o r k e r s ) 2 0 % 4 1 %

P a n e l F i rm s  ( C o m p le te d  S u rv e y  in  a t  L e a s t  O n e  o f  

t h e  P a s t  T w o  Y e a r s )
5 1 % 7 4 %

N o n  P a n e l F i rm s 1 1 % 3 6 %

A L L  F IR M S

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u rv e y , 2 0 2 0

22% 46%

5Response rate estimates are calculated by dividing the number of completes over the number of refusals and the fraction of the firms with 
unknown eligibility to participate estimated to be eligible. Firms determined to be ineligible to complete the survey are not included in the 
response rate calculation.

6Estimates presented in [Figure 2.1], [Figure 2.2], [Figure 2.3], [Figure 2.4], [Figure 2.5], and [Figure 2.6] are based on the sample of both firms 
that completed the entire survey and those that answered just one question about whether they offer health benefits.
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While response rates have decreased, elements of the survey design limit the potential impact of a response 
bias. First, most major statistics are weighted by the percentage of covered workers at a firm. The percentage of 
the population whose employers completed the full survey has not decreased with response rates. The most 
important statistic that is weighted by the number of employers is the offer rate; firms that do not complete the 
full survey are asked whether their firm offers health benefits to any employees. As noted this question relies on a 
wider set of respondents than just those completing the full survey.

FIRM SIZES AND KEY DEFINITIONS

Throughout the report, we report data by size of firm, region, and industry. Unless otherwise specified, firm 
size definitions are as follows: small firms: 3-199 workers; and large firms: 200 or more workers. [Figure M.3] 
shows selected characteristics of the survey sample. A firm's primary industry classification is determined from 
Dynata's designation on the sampling frame and is based on the U.S. Census Bureau's North American Industry 
Classification System (NAICS), [Figure M.4]. A firm's ownership category and other firm characteristics such as the 
firm's wage level and the age of the workforce are based on respondents' answers. While there is considerable 
overlap in firms in the "State/Local Government" industry category and those in the "public" ownership category, 
they are not identical. For example, public school districts are included in the service industry even though they 
are publicly owned. Family coverage is defined as health coverage for a family of four.

F ig u r e  M .3

S e le c t e d  C h a r a c t e r is t ic s  o f  F ir m s  in  th e  S u r v e y  S a m p le ,  2 0 2 0

Sample Size
Sample Distribution A fter 

W eighting
Percentage o f Total for Weighted 

Sample
FIRM SIZE

3-9 W orkers 161 1,929,879 59.4%

10-24 W orkers 243 780,150 24

25-49 W orkers 184 284,519 8.8

50-199 W orkers 256 195,677 6

200-999 W orkers 392 45,945 1.4

1,000-4,999 W orkers 321 8,420 0.3

5,000 o r More W orkers 208 2,295 0.1

REGION
Northeast 269 563,062 17.3%

M id we st 540 686,171 21.1

South 588 1,251,410 38,5

W est 368 746,242 23

INDUSTRY
Agriculture/M ining/Construction 117 358,475 1 1 %

Manufacturing 176 176,086 5.4

Transportation/Com munications/Utilities 94 124,319 3.8

W holesale 83 162,476 5

Retail 139 375,268 11.6

Finance 101 205,634 6.3

Service 672 1,385,310 42.7

State/Local Government 124 48,567 1.5

Health Care 259 410,750 12.7

ALL FIRMS 1,765 3,246,885 100%
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure M.4
I n d u s t r ie s  by NAICS c o d e

In d u s try S IC  C o d e  R a nge S e c to r

NAICS
D e s c rip tio n

11 A g r ic u ltu re  S u p p o rt, F o re s try , F is h in g , a n d  H u n tin g
A g r ic u ltu re /M in in g /C o n s tra c t io n 0 1 0 0 -1 7 9 9 21 M in in g

23 C o n s tru c t io n
M a n u fa c tu rin g 2 0 0 0 -3 9 9 9 31 M a n u fa c tu r in g

22
T ra n s p o rta tio n /C o m m u n ic a tio n s 4 0 0 0 4 2 9 9  &  

4 4 0 0 4 9 9 9
48 T ra n s p o rta tio n  a n d  W a re h o u s in g

51 In fo rm a tion

W h o le s a le 5 0 0 0 -5 1 9 9 42 W h o le s a le  T rade

R e ta il 5 2 0 0 -5 9 9 9 44 R e ta il T rade

52 F in a n c e  and  In s u ra n c e
Fin an c e

53 R eal E s ta te  a n d  R e n ta l &  L e a s in g

54 P ro fe s s io n a l,  S c ie n t if ic ,  a n d  T e c h n ic a l S e rv ic e s

55 M a n a g e m e n t o f  C o m p a n ie s  a n d  E n te rp r is e s
7 0 0 0 -7 9 9 9  & A d m in is tra tiv e  &  S u p p o rt a n d  W a s te  M a n a g e m e n t &

S e ru c e 8 1 0 0 -8 1 9 9  & R e m e d ia t io n  S e rv ic e s
8 3 0 0 -8 9 9 9 71 A r ts ,  E n te r ta in m e n t, a n d  R e c re a tio n

72 A c c o m m o d a t io n  a n d  F o o d  S e rv ic e s
81 O th e r  S e rv ic e s  (e x c e p t P u b lic  A d m in is tra t io n )

S ta te /L o c a l G o v e rn m e n t 9 0 0 0 -9 9 9 9 N A
E d u c a tio n 8 2 0 0 -8 2 9 9 61 E d u c a tio n a l S e rv ice s

H e a lth  C a re 8 0 0 0 -8 0 9 9 62 H e a lth  C a re  a n d  S o c ia l A s s is ta n c e

[Figure M.5] presents the breakdown of states into regions and is based on the U.S Census Bureau's 
categorizations. State-level data are not reported both because the sample size is insufficient in many states and 
we only collect information on a firm's primary location rather than where all workers may actually be employed. 
Some mid- and large-size employers have employees in more than one state, so the location of the headquarters 
may not match the location of the plan for which we collected premium information.

KFF / Page 23



SURVEY DESIGN AND METHODS

Figure M.5
States by Region, 2020

Northeast Midwest South West

Connecticut Illinois Alabama Alaska
Maine Indiana Arkansas Arizona

Massachusetts Iowa Delaware California
New Hampshire Kansas District of Columbia Colorado

New Jersey Michigan Florida Hawaii
New York Minnesota Georgia Idaho

Pennsylvania Missouri Kentucky Montana
Rhode Island Nebraska Louisiana Nevada

Vermont North Dakota Maiyland New Mexico
Ohio Mississippi Oregon

South Dakota North Carolina Utah
Wisconsin Oklahoma Washington

South Carolina Wyoming
Tennessee

Texas
Virginia

Source: KFF Employi 
Commerce, Economi 
at http://www2.censu

West Virginia

er Health Benefits Survey, 2020. From U.S. Department of 
:s and Statistics Administration, U.S. Census Bureau, available 
s. gov/geo/pdfs/maps -da ta/maps/referenc e7us_regdiv.pdf

[Figure M.6] displays the distribution of the nation's firms, workers, and covered workers (employees receiving 
coverage from their employer). Among the three million firms nationally, approximately 59.4% employ 3 to 9 
workers; such firms employ 7.4% of workers, and 3.9% of workers covered by health insurance. In contrast, less 
than one percent of firms employ 5,000 or more workers; these firms employ 36.4% of workers and 40.6% of 
covered workers. Therefore, the smallest firms dominate any statistics weighted by the number of employers. For 
this reason, most statistics about firms are broken out by size categories. In contrast, firms with 1,000 or more 
workers are the most influential employer group in calculating statistics regarding covered workers, since they 
employ the largest percentage of the nation's workforce. Statistics among small firms and those weighted by the 
number of firms tend to have more variability.
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Although most firms in the United States are small, most workers covered by health benefits are employed at 
large firms: 72% of the covered worker weight is controlled by firms with 200 or more employees. Conversely, 
firms with 3-199 employees represent 98% percent of the employer weight.

The survey asks firms what percentage of their employees earn more or less than a specified amount in order 
to identify the portion of a firm's workforce that has relatively lower or higher wages. This year, the income 
threshold is $26,000 or less per year for lower-wage workers and $64,000 or more for higher-wage workers. 
These thresholds are based on the 25th and 75th percentile of workers' earnings as reported by the Bureau 
of Labor Statistics using data from the Occupational Employment Statistics (OES) (2018).7 The cutoffs were 
inflation-adjusted and rounded to the nearest thousand.

Annual inflation estimates are calculated as an average of the first three months of the year. The 12 month 
percentage change for this period was 2.1%.8 Data presented is nominal unless indicated specifically otherwise.

ROUNDING AND IMPUTATION

Some figures in the report do not sum to totals due to rounding. Although overall totals and totals for size and 
industry are statistically valid, some breakdowns may not be available due to limited sample sizes or high relative 
standard errors. Where the unweighted sample size is fewer than 30 observations, figures include the notation 
"NSD" (Not Sufficient Data). Estimates with high relative standard errors are reviewed and in some cases not 
published. Many breakouts by subsets may have a large standard error, meaning that even large differences 
between estimates are not statistically different. Values below 3% are not shown on graphical figures to improve

7General information on the OES can be found at http://www.bls.gov/oes/oes_emp.htm#scope.
8Bureau of Labor Statistics, Consumer Price Index, U.S. City Average of Annual Inflation, 1998-2019; (cited 2019 Sept 6). 

https://beta.bls.gov/dataViewer/view/timeseries/CUUR0000SA0.
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the readability of those graphs. The underlying data for all estimates presented in graphs are available in the 
Excel documents accompanying each section on http://ehbs.kff.org/.

To control for item nonresponse bias, we impute values that are missing for most variables in the survey. On 
average, 9% of observations are imputed. All variables are imputed following a hotdeck approach. The hotdeck 
approach replaces missing information with observed values from a firm similar in size and industry to the firm 
for which data are missing. In 2020, there were twenty-seven variables where the imputation rate exceeded 20%; 
most of these cases were for individual plan level statistics. When aggregate variables were constructed for all 
of the plans, the imputation rate is usually much lower. There are a few variables that we have decided not to 
impute; these are typically variables where "don't know" is considered a valid response option. Some variables 
are imputed based on their relationship to each other. For example, if a firm provided a worker contribution 
for family coverage but no premium information, a ratio between the family premium and family contribution 
was imputed and then the family premium was calculated. We estimate separate single and family coverage 
premiums for firms that provide premium amounts as the average cost for all covered workers.

To ensure data accuracy we have several processes to review outliers and illogical responses. Every year several 
hundred firms are called back to confirm or correct responses. In some cases, answers are edited based on 
responses to open-ended questions or based on established logic rules.

WEIGHTING

Because we select firms randomly, it is possible through the use of weights to extrapolate the results to national 
(as well as firm size, regional, and industry) averages. These weights allow us to present findings based on the 
number of workers covered by health plans, the number of total workers, and the number of firms. In general, 
findings in dollar amounts (such as premiums, worker contributions, and cost sharing) are weighted by covered 
workers. Other estimates, such as the offer rate, are weighted by firms.

Calculation of the weights follows a common approach. The employer weight was determined by calculating the 
firm's probability of selection. This weight was trimmed of overly influential weights and calibrated to U.S. Census 
Bureau's 2017 Statistics of U.S. Businesses for firms in the private sector, and the 2017 Census of Governments 
totals. The worker weight was calculated by multiplying the employer weight by the number of workers at the 
firm and then following the same weight adjustment process described above. The covered-worker weight and 
the plan-specific weights were calculated by multiplying the percentage of workers enrolled in each of the plan 
types by the firm's worker weight. These weights allow analyses of all workers covered by health benefits and of 
workers in a particular type of health plan.

The trimming procedure follows the following steps: First, we grouped firms into size and offer categories 
of observations. Within each strata, we calculated the trimming cut point as the median plus six times the 
interquartile range (M + [6 * IQR]). Weight values larger than this cut point are trimmed. In all instances, very few 
weight values were trimmed.

The survey collects information on primary and specialty care physician office visits for each plan type. Different 
plan types at the same firm may have different cost-sharing structures (e.g., copayments or coinsurance).
Because the composite variables (using data from across all plan types) are reflective of only those plans with 
that provision, separate weights for the relevant variables were created in order to account for the fact that not all 
covered workers have such provisions.

To account for design effects, the statistical computing package R version 4.0.2 (2020-06-22) and the library 
"survey" version 4.0 were used to calculate standard errors.

STATISTICAL SIGNIFICANCE AND LIMITATIONS

All statistical tests are performed at the .05 confidence level. For figures with multiple years, statistical tests 
are conducted for each year against the previous year shown, unless otherwise noted. No statistical tests are
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conducted for years prior to 1999.

Statistical tests for a given subgroup (firms with 25-49 workers, for instance) are tested against all other firm sizes 
not included in that subgroup (all firm sizes NOT including firms with 25-49 workers, in this example). Tests are 
done similarly for region and industry; for example, Northeast is compared to all firms NOT in the Northeast 
(an aggregate of firms in the Midwest, South, and West). However, statistical tests for estimates compared 
across plan types (for example, average premiums in PPOs) are tested against the "All Plans" estimate. In some 
cases, we also test plan-specific estimates against similar estimates for other plan types (for example, single 
and family premiums for HDHP/SOs against single and family premiums for HMO, PPO, and POS plans); these 
are noted specifically in the text. The two types of statistical tests performed are the t-test and the Wald test.
The small number of observations for some variables resulted in large variability around the point estimates. 
These observations sometimes carry large weights, primarily for small firms. The reader should be cautioned 
that these influential weights may result in large movements in point estimates from year to year; however, 
these movements are often not statistically significant. Standard Errors for most key statistics are available in a 
technical supplement available at http://ehbs.kff.org/.

Due to the complexity of many employer health benefits programs, this survey is not able to capture all the 
components of any particular plan. For example, many employers have complex and varied prescription drug 
benefits, premium contributions, and incentives for wellness programs. We attempted to complete interviews 
with the person who is most knowledgeable about the firm's health benefits. In some cases, the firm may not 
know details of some elements of their plan.

While we collect information on the number of workers enrolled in health benefits, the survey is not able to 
capture the characteristics of the workers offered or enrolled in any particular plan. As discussed above, statistics 
weighted by the percentage of employers often display a high level of variability.

2020 SURVEY

2020 was a challenging year both in administering the survey, as well as for many of our respondents who were 
scrambling to respond to the pandemic and the ensuing economic downturn. Our questionnaire was developed 
before the extent of the pandemic became apparent and the fielding period included response from both before 
and after. We asked respondents about their plans at the time of the interview, with approximately half of the 
responses (composing 50% of the covered worker weight) collected between January and March. The remaining 
interviews were completed before the middle of July. The survey is designed to track changes in benefit and 
cost between years and is not well suited to answer many of the important questions that emerged this year for 
a couple of reasons. Firstly, employers make decisions about their plans before the plan year begins. Premiums 
for self-funded employers are usually reported as the cost for a former worker to enroll in COBRA (deflated by an 
administrative fee) and do not reflect real-time spending. Many other plan features, including provider networks 
and cost-sharing, are set before a plan's open enrollment period. We expect to learn more about how changes in 
benefits and utilization affected cost in the 2021 survey. Secondly, the month in which a respondent completes 
the survey is not random, the data collection firm completes interviews with larger panel firms first. We do 
not believe that these firms are similar to the non-panel firms that complete the survey later in the year. We 
believe these firms differ in ways which are not corrected for by weighting, which means we cannot look at how 
responses changed over the period to detect patterns of change. Thirdly, our sample is not sufficient to make 
many comparisons across fielding period. We plan to ask employers about changes to their plans and the impact 
of COVID-19 on their decision making in the 2021 survey.

In the summer of 2019, National Research LLC, which had conducted the Employer Health Benefit Survey since 
its inception, ceased operation. We engaged in a search to identify a new firm to conduct the 2020 survey and 
selected Davis Research LLC, based on their extensive experience in research on firms and establishments. While 
we believe that the sampling methodology, questionnaire and survey procedures were consistent between 
years, readers are strongly encouraged to consider "total survey error" when drawing conclusions about 
differences between statistics. Survey-adjusted standard errors (and statistical testing) measure uncertainty in 
estimates based on the sampling strategy, but do not measure biases that may be introduced through the data
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collection process such as interviewer or house effects. House effects refer to the impact of a data collection 
firm's management and workflow processes on final statistics. We do not know how, or if at all, changing the 
data collection firm from National Research to Davis impacted estimates. Empirical studies of house effects vary 
greatly, with some reporting almost no impact9 10 and others observing significant differences in point estimates 
10. One place where house effects may manifest itself is in the frequency of unit-nonresponse 11, or the extent to 
which different firms code edge cases as "don't know". [Figure M.7] illustrates the difference in missing values 
for key statistics between 2016 and 2020. On an unweighted basis, there appears to be a marginal increase in 
unit non-response for some variables; we do not know the extent to which this increase is attributed to changing 
firms, or other significant disruptions throughout the 2020 fielding period.

Figure M.7

Imputation Rates of Premiums, Worker Contributions, and Deductibles, by Plan Type, 2016-2020

2 0 1 6 2017 2018 2 0 1 9 2020

HMO

S in g le  P re m iu m 3% 4 .3 % 1 .6 % * 3 .9 % 5 .1 %

S in g le  C o n tr ib u tio n 2 .7 2.1 2 .3 2 .5 3 .7

S in g le  D e d u c tib le 2 3 .3 1.6 1.5 2 ,7

F a m ily  P re m iu m 4 6 3 .9 5 .2 5 .7

F a m ily  C o n tr ib u tio n 4 .7 4 .8 5 .5 5 6 ,4

F am ily  D e d u c tib le 3 5 .3 3 2 ,5 4 ,7

PPO

S in g le  P re m iu m 4 .2 % 4% 3.7% 4 .4 % 7 % *

S in g le  C o n tr ib u tio n 3 2 .3 2 .5 2 .5 3 .6

S in g le  D e d u c tib le 1 2 1 .5 1 0,8 2 .7 *

F a m ily  P re m iu m 5 ,4 5 .6 4 .6 5 .3 9 .1 *

F a m ily  C o n tr ib u tio n 4 .4 4 .4 4 .3 4 .4 6 .4 *

F am ily  D e d u c tib le 3,1 4 .5 3 .3 2.8 5 .4 *

POS

S in g le  P re m iu m 12% 8 .4 % 3.9% 10% * 1 5 .5 %

S in g le  C o n tr ib u tio n 4 .6 4 1.9 7 .4 * 10

S in g le  D e d u c tib le 3 .2 3.1 2 .9 2 .6 8 .2 *

F am ily  P re m iu m 16.1 1 2 .2 8 .3 11 .6 2 1 .3 *

F a m ily  C o n trib u tio n 1 2 .3 9 .5 7 .3 11 .6 2 1 .3 *

F a m ily  D e d u c tib le 5 .7 9 2 .9 * 5,8 15 .7*

HDHP/SO

S in g le  P re m iu m 4 .3 % 4 .6 % 3.9% 4 % 4 .9 %

S in g le  C o n tr ib u tio n 3 .3 1 .8 * 2 .3 2 .4 3 .3

S in g le  D e d u c tib le 0 .6 0 .5 0 .6 0.8 1 .6

F a m ily  P re m iu m 5 ,9 5 .6 4.1 4 ,6 6

F a m ily  C o n trib u tio n 4 .5 3 .6 3 3 .6 4 .8

F a m ily  D e d u c tib le 2 ,3 2 .5 1.6 1.8 3 .4

1 Estimate is statistically different from estimate for the previous year shown (p < .05),

SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2016-2017

In order to minimize house effect impacts, we conducted extensive interview training with managers and 
interviewers at Davis, including sessions lead by interviewers with prior experience on the project. In addition, 
KFF pretested and observed interviews to verify that Davis' quality assurance process was consistent with our 
understanding of how the survey had been conducted historically.

Starting in 2020, we limited the number of margins used to calibrate weights and adjust for non-response.
Until 2019, our weighting procedure incorporated offer status, firm size, geographic region, and metropolitan

9Russell, J. N., & Bose, J. (2004). House Effects in a Household Transportation Telephone Survey. American Association for Public Opinion 
Research Annual Meeting, Phoenix, Arizona.

10Schumann, D., & Shamon, H. (2019). The Importance of House Effects for Repeated Public Opinion Surveys. International Journal of Public 
Opinion Research. https://doi.org/10.1093/ijpor/edz039

11Smith,T. W. (1982). House Effects and the Reproducibility of Survey Measurements: A Comparison of the 1980 GSS and the 1980 American 
National Election Study. The Public Opinion Quarterly, 46(1), 54-68.
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status to adjust for unit nonresponse. Our 2020 weighting algorithm no longer relies on metropolitan 
vs. non-metropolitan as part of the non-response calculation. Separately, earlier surveys post-stratified each 
firm's set of weights to industry, firm size, census division, and panel versus non-panel margins. Starting in 2020, 
we reduced this weight calibration to only industry and firm size controls. Finally, we collapsed industries in 
our 5,000+ employee firm size category, owing to the fact that many large businesses operate across multiple 
industries. All three of these changes were prompted by an increase in the number of calibration cells with low 
sample, which can result in individual firms with highly influential weights if not revised. Without this revision, 
some 2020 statistics would had been driven by a small number of firms with overly influential weights. Reducing 
the number of variables in these improves the stability of some published estimates. This issue arose in part due 
to the smaller number of completed interviews in 2020 relative to 2019.

Historically we measured the annual changes in workers' wages and in inflation by comparing the values for April 
of the previous year and April o f the current year. This year the labor market underwent significant disruptions 
in March and April as employers laid off and furloughed large numbers of workers in response to the COVID-19 
pandemic. A relatively high share of lower-wage workers were furloughed and laid off during these months, 
resulting in a high change in wages as measured from April to A p ril12. In response to this unprecedented change 
in the labor market, we have elected to change how we calculate workers wages and inflation. Beginning with 
our 2020 publication, we are now calculating the change in workers wages and inflation based on an average of 
the first quarter of each year. Using this method, workers wages increased 3.4% compared to 7.7% between April 
and April. And similarly inflation increased 2.1% compared to 0.3%. Prior to 2020, both methods produced very 
similar estimates.

OTHER RESOURCES

Additional information on the 2020 Employer Health Benefit Survey is available at http://ehbs.kff.org/, including 
an article in the Journal Health Affairs, an interactive graphic and historic reports. Standard errors for some 
statistics are available in the online technical supplement. Researchers may also request a public use dataset 
here: https://www.kff.org/contact-us/

The survey design and methods section found on our website (http://ehbs.kff.org/) contains an extended 
methods document that was not included in the portable document format (PDF) or the printed versions of this 
book. Readers interested in the extended methodology should consult the online edition of this publication.

The authors would like to thankTricia Neuman (KFF), Karen Pollitz (KFF), and Cynthia Cox (KFF), for their 
contributions to the instrument. Furthermore we would like to thank Ashley Kirzinger (KFF) for her advice on 
methodological issues; Lawrence Strange and Steve Paradowski (NORC) for assisting in interviewer training and 
CATI testing; Larry Levitt (KFF), and Drew Altman (KFF), for their review. And lastly, Jackie Cifuentes, Jason Kerns 
and the staff at Davis Research LLC for their diligence in data collection

Published: October 8,2020. Last Updated: October 02,2020.

12Crust E, Daly M, Hobijn B. The Illusion of Wage Growth [Internet]. Federal Reserve Bank of San Francisco; 2020 Aug [cited 2020 Sep 14]. 
Available from: https://www.frbsf.org/economic-research/publications/economic-letter/2020/august/illusion-of-wage-growth/
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SECTION 1. COST OF HEALTH INSURANCE

Section 1

Cost of Health Insurance

In 2020, the average annual premiums are $7,470 for single coverage and $21,342 for family coverage. The 
average premium for single coverage increased by 4% since 2019 and the average premium for family coverage 
increased by 4%. The averagefamily premium has increased 55% since 2010 and 22% since 2015.

This graphing tool allows users to look at changes in premiums and worker contributions for covered workers at 
different types of firms over time: https://www.kff.org/interactive/premiums-and-worker-contributions/

PREMIUMS FOR SINGLE AND FAMILY COVERAGE

• The average premium for single coverage in 2020 is $7,470 per year. The average premium for family 
coverage is $21,342 per year [Figure 1.1].

• The average annual premium for single coverage for covered workers in small firms ($7,483) is similar to 
the average premium for covered workers in large firms ($7,466). The average annual premium for family 
coverage for covered workers in small firms ($20,438) is lower than the average premium for covered 
workers in largefirms ($21,691). [Figure 1.2].

• The average annual premiums for covered workers in HDHP/SOs is lower for single coverage ($6,890) but 
similar for family coverage ($20,359) to the overall average premiums. The average premiums for covered 
workers enrolled in PPOs are higher for single ($7,880) and family coverage ($22,248) than the overall 
average premiums [Figure 1.1].

• The average premiums for covered workers with single coverage are relatively high in the Northeast and 
relatively low in the South. The average premiums for covered workers with family coverage are relatively 
high in the Northeast and relatively low in the South and West [Figure 1.3].

• The average premium for single coverage varies across industries. Compared to the average single 
premiums for covered workers in other industries, the average premiums for covered workers in the 
Manufacturing, Retail, and Agriculture/Mining/Construction categories are relatively low and the average 
premium for Health Care workers is relatively high [Figure 1.4].

• The average premium for family coverage for covered workers in firms with a relatively large share of 
lower-wage workers (where at least 35% of the workers earn $26,000 annually or less) is lower than the 
average premium for covered workers in firms with a smaller share of lower-wage workers ($19,332
vs. $21,486) [Figure 1.6].

• The average premium for single coverage for covered workers in firms with a relatively large share of older 
workers (whereat least 35% of the workers are age 50 or older) is higher than the average premium for 
covered workers in firms with a smaller share of older workers ($7,665 vs. $7,288) [Figure 1.6]. •

• The average premium for family coverage for covered workers in firms with a relatively large share of 
younger workers (where at least 35% of the workers are age 26 or younger) is lower than the average 
premium for covered workers in firms with a smaller share of younger workers ($19,893 vs. $21,441) [Figure 
1.6].
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• Covered workers at private for-profit firms have lower average annual premiums than covered workers at 
public firms or private not-for-profit firms for single coverage [Figure 1.6].
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Figure 1.2
Average Monthly and Annual Premiums for Covered Workers, by Plan Type and Firm Size, 
2020

Monthly Annual
Single Coverage Family Coverage Single Coverage Family Coverage

HMO

All Small Firms $585 $1,573* $7,022 $18,878*
All Large Firms 614 1,787* 7369 21,439*

ALL FIRM SIZES $607 $1,734 $7,284 $20,809
PPO

All Small Firms $685* $1,837 $8,216* $22,044
All Large Firms 646* I8 6 0 7,752* 22,324

ALL FIRM SIZES $657 $1,854 $7,880 $22,248
POS

All Small Firms $567* $1,572* $6,800* $18,860*
All Large Firms 699* 1,885* 8,392* 22,620*

ALL FIRM SIZES $624 $1,706 $7,485 $20,472
HDHP/SO

All Small Firms $559 $1,593 $6,712 $19,122
All Large Firms 578 1,725 6,940 20,706

ALL FIRM SIZES $574 $1,697 $6,890 $20,359
ALL PLANS

All Small Firms $624 $1,703* $7,483 $20,438*
All Large Firms 622 1,808* 7,466 21,691*

ALL FIRM SIZES $623 $1,779 $7,470 $21,342

NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers

* Estimates are statistically different within plan and coverage types between All Small Firms and All Large Firms (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 1.3

Average Monthly and Annual Premiums for Covered Workers, by Plan Type and Region, 2020

Monthly Annual
Single Coverage Family Coverage Single Coverage Family Coverage

HMO

Northeast $643 $1,867 $7,712 $22,399
M idwest 590 1,662 7.075 19,948
South 604 1,744 7,250 20,934
West 593 1,671 7,115 20,049

ALL REGIONS $607 $1,734 $7,284 $20,809
PPO

Northeast $681 $1,996* $8,176 $23,953*
M idwest 684* 1,935* 8,213* 23,223*
South 624* 1,738* 7,487* 20,853*
West 657 1,830 7,888 21,966

ALL REGIONS $657 $1,854 $7,880 $22,248

POS
Northeast $696* $1,955* $8,350* $23,462*
M idwest 622 1,689 7,469 20,265
South 635 1,686 7,616 20,227
West 513* 1,424* 5,152* 17,084*

ALL REGIONS $624 $1,706 $7,485 $20,472

HDHP/SO
Northeast $604 $1,851 $7,248 $22,207
M idwest 562 1,686 6,748 20,227
South 571 1,672 6,855 20,066
West 574 1,590 6,890 19,078

ALL REGIONS $574 $1,697 $6,890 $20,359

ALL PLANS

Northeast $655* $1,929* $7,862* $23,151*
M idwest 626 1,804 7.515 21,652
South 608* 1,716* 7,296* 20,593*
West 610 1,699* 7,317 20,390*

ALL REGIONS $623 $1,779 $7,470 $21,342

* Estimates are statistical Indifferent within plan and coverage types from estimate for all firms notin the indicated region (p < .05}.

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 1.4

Average Monthly and Annual Premiums for Covered Workers, by Plan Type and Industry, 2020

Monthly Annual
Single Coverage Family Coverage Single Coverage Family Coverage

HMO
Agri cu Itu re/M in ing/Con stru cti on NSD NSD NSD NSD
Manufacturing $545 $1,675 $6,539 $20,104
Transportation/Communications/Utilities NSD NSD NSD NSD
Wholesale NSD NSD NSD NSD
Retail NSD NSD NSD NSD
Finance NSD NSD NSD NSD
Service 611 1,699 7,329 20,386
State/Local Government NSD NSD NSD NSD
Health Care NSD NSD NSD NSD

ALL INDUS TRIES $607 $1,734 $7,284 $20,809
PPO

Agri cu Itu re/M in ing/Con stru cti on $594* $1,729 $7,124* $20,750
Manufacturing 648 1,888 7,774 22,658
Transportation/Communications/Utilities 639 1,834 7,668 22,004
Wholesale 636 1,839 7,997 22,070
Retail 591* 1,773 7,087* 21,274
Finance 671 1,958 8,050 23,496
Service 673 1,845 8,080 22,135
State/Local Government 638 1,800 8,015 21,602
Health Care 674 1,917 8,092 23,006

ALL INDUS TRIES $657 $1,854 $7,880 $22,248
HDHP/SO

Agri cu Itu re/M in ing/Con stru cti on $512* $1,432* $6,143* $17,180*
Manufacturing 527* 1,546* 6,324* 18,550*
Transportation/Communications/Utilities 576 1,815 6,910 21,785
Wholesale 523* 1,568 6,276* 18,818
Retail 533* 1,772 6,394* 21,261
Finance 617 1,930 7,408 23,156
Service 585 1,687 7,022 20,240
State/Local Government 601 1,561 7,214 18,729
Health Care 617* 1,723 7,403* 20,680

ALL INDUSTRIES $574 $1,697 $6,890 $20,359
ALL PLANS

Agriculture/M ining/Construction $542* $1,574* $6,504* $18,892*
Manufacturing 579* 1,699 6,948* 20,383
Transportation/Communications/Utilities 632 1,872* 7,583 22,466*
Wholesale 607 1,713 7,280 20,560
Retail 572* 1,772 6,863* 21,266
Finance 644 1,939 7,733 23,266
Service 630 1,758 7,564 21,099
State/Local Government 649 1,749 7,794 20,987
Health Care 657* 1,838 7,883* 22,060

ALL INDUSTRIES $623 $1,779 $7,470 $21,342

NOTE: POS premiums are included in the All Plans average. In most cases, there is an insufficient number of Arms to report the
average POS premium byindustry.
NSD Not Sufficient Data

’ Estimate is statistically different within plan type from estimate for all firms notin the indicated industry (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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* Estimates are statistically different from each other within category (p < .05).
NOTE: Firms with many lower-wage workers are those where at least 35% earn the 25th percentile or less of national earnings ($26,000 in 2020). Firms 
with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of national earnings ($64,000 in 2020). Firms with 
many older workers are those where at least 35% of workers are age 50 or older. Firms with many younger workers are those where at least 35% of 
workers are age 26 or younger.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 1.6

Average Annual Premiums for Covered Workers, by Firm Characteristics and Firm Size, 2020

S in g le  C o v e r a g e F a m i ly  C o v e r a g e

All Small Firms All Large Firms All Firms All Small Firms All Large Firms All Firms
L O W E R  W A G E  L E V E L

Few Lower-Wage Workers $7,494 $7,493 $7,493 $20,588 $21,811* $21,486*
Many Lower-Wage Workers $7,388 $6,946 $7,148 $19,213 $19,431* $19,332*

H IG H E R  W A G E  L E V E L

Few Higher-Wage Workers $7,344 $7,154* $7,218* $19,932 $20,821* $20,524*
Many Higher-Wage Workers $7,686 $7,727* $7,717* $21,183 $22,424* $22,147*

U N IO N S

Firm Has Union Workers $7,458 $7,451 $7,452 $20,807 $21,673 $21,616
Firm Has No Union Workers $7,485 $7,479 $7,481 $20,403 $21,708 $21,181

Y O U N G E R  W O R K E R S

Few Younger Workers $7,516 $7,499* $7,504 $20,638* $21,754 $21,441*
Many Younger Workers $6,942 $6,996* $6,982 $17,236* $20,804 $19,893*

O L D E R  W O R K E R S

Few Older Workers $7,142* $7,347 $7,288* $19,358* $21,571 $20,940
Many Older Workers $7,870* $7,589 $7,665* $21,639* $21,816 $21,768

F U N D IN G  A R R A N G E M E N T

Fully Insured $7,454 $7,541 $7,484 $20,363 $21,305 $20,689*
Self-Funded $7,579 $7,452 $7,464 $20,686 $21,763 $21,659*

F IR M  O W N E R S H IP

Private For-Profit $7,145* $7,238* $7,209* $19,908 $21,794 $21,208
Public $8,154 $7,726 $7,792* $21,274 $21,069 $21,100
Private Not-For-Profit $8,038* $7,746* $7,830* $21,377 $21,911 $21,759

A L L  F IR M S $ 7 ,4 8 3 $ 7 ,4 6 6 $ 7 ,4 7 0 $ 2 0 ,4 3 8 $ 2 1 ,6 9 1 $ 2 1 ,3 4 2

NOTE: Firms with many lower-wage workers are those where atleast35% earn the 25th percentile or less of national earnings ($26,000 in 2020). Firms with manyhigher- 
wage workers are those where at least 35% earn the 75th percentile or more than of national earnings ($64,000 in 2020). Firms with many older workers are those where 
at least 35% ofworkers are age 50 or older. Firms with manyyoungerworkers are those where at least35% ofworkers are age 26 oryounger. Small Firms have 3-199 
workers and Large Firms have 200 or more workers.

* Estimates are statistically different from estimate for all otherfirms notin the indicated category within each firm size (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2020

PREMIUM DISTRIBUTION

• There remains considerable variation in premiums for both single and family coverage.

-  Eighteen percent of covered workers are employed in a firm with a single premium at least 20% 
higher than the average single premium, while 17% of covered workers are in firms with a single 
premium less than 80% of the average single premium [Figure 1.7].

-  For family coverage, 18% of covered workers are employed in a firm with a family premium at least 
20% higher than the average family premium, while 20% of covered workers are in firms with a family 
premium less than 80% of the average family premium [Figure 1.7].

• Nine percent of covered workers are in a firm with an average annual premium of at least $10,000 for single 
coverage [Figure 1.8]. Ten percent of covered workers are in a firm with an average annual premium of at 
least $28,000 for family coverage [Figure 1.9].
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PREMIUM CHANGES OVER TIME

• The average premium for single coverage is 4% higher than the single premium last year, and the average 
premium for family coverage is 4% higher than the average family premium last year [Figure 1.10].

-  The average premium for single coverage has grown 20% since 2015, similar to the growth in the 
average premium for family coverage (22%) over the same period [Figure 1.10].

-  The average family premiums for both small and large firms have increased at similar rates since 2015 
(23% for small firms and 21% for large firms). For small firms, the average family premium rose from 
$16,625 in 2015 to $20,438 in 2020. For large firms, the average family premium rose from $17,938 in 
2015 to $21,691 in 2020 [Figures 1.11 and 1.12].

-  The $21,342 average family premium in 2020 is 22% higher than the average family premium in 2015 
and 55% higher than the average family premium in 2010. The 22% family premium growth in the 
past five years is slower than the 27% growth between 2010 and 2015 [Figure 1.14].

-  The average family premiums for both small and large firms have increased at similar rates since 2010 
(54% for small firms and 55% for large firms). For small firms, the average family premium rose from 
$13,250 in 2010 to $20,438 in 2020. For large firms, the average family premium rose from $14,038 in 
2010to $21,691 in 2020 [Figures 1.11 and 1.12].

• For covered workers in large firms, over the past five years, the average family premium in firms that are 
fully insured has grown at a similar rate to the average family premium for covered workers in fully or 
partially self-funded firms (19% for fully insured plans and 21% for self-funded firms) [Figure 1.13]. •

• Over the last five years, the average premium for family coverage has risen 22% percent, more than 
inflation (10%).
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SECTION 1. COST OF HEALTH INSURANCE

Figure 1.11

Average Annual Premiums for Covered Workers With Family 
Coverage, by Firm Size, 1999-2020

All Small Firms All Large Firms

1999 $5,683 $5,845

2000 $6,521 $6,395

2001 $6,959 $7,113

2002* $7,781 $8,109

2003 $8,946 $9,127

2004 $9,737 $10,046

2005* $10,587 $11,025

2006 $11,306 $11,575

2007 $11,835 $12,233

2003* $12,091 $12,973

2009* $12,696 $13,704

2010* $13,250 $14,038

2011* $14,098 $15,520

2012* $15,253 $15,980

2013* $15,581 $16,715

2014* $15,849 $17,265

2015* $16,625 $17,938

2016* $17,546 $18,395

2017* $17,615 $19,235

2018* $18,739 $19,972

2019 $20,236 $20,717

2020* $20,438 $21,691

NOTE: Small Firms haue 3-199 workers and Large Firms have 200 or more workers.

* Estimate is statistically different between All Small Firms and All Large Firms within year(p <
.05).

SOURCE: KFF Employer Health Benefits Surrey, 2018-2020: Kaiser/HRET Survey of Employer- 
Sponsored Health Benefits. 1999-2017

KFF / Page 41



SECTION 1. COST OF HEALTH INSURANCE

Self-Funded

$18,86 "$18,902

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Large Firms have 200 or more workers. For definitions of Self-Funded and Fully Insured Plans, see Section 10. Self-Funded includes plans that 
purchase stoploss coverage.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 1999-2017

Figure 1.13
Among Workers in Large Firms, Average Annual Premiums for Family Coverage, by Funding
Arrangement, 1999-2020

1 9 9 9  2 0 0 0  2 0 0 1  2 0 0 2  2 0 0 3  2 0 0 4  2 0 0 5  2 0 0 6  2 0 0 7  2 0 0 8  2 0 0 9  2 0 1 0  2 0 1 1  2 0 1 2  2 0 1 3  2 0 1 4  2 0 1 5  2 0 1 6  2 0 1 7  2 0 1 8  2 0 1 9  2 0 2 0
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SECTION 2. HEALTH BENEFITS OFFER RATES

Section 2

Health Benefits Offer Rates

While nearly all large firms (200 or more workers) offer health benefits to at least some workers, small firms (3-199 
workers) are significantly less likely to do so. The percentage of all firms offering health benefits in 2020 (56%) is 
similar to the percentages of firms offering health benefits last year (57%) and five years ago (57%).

Firms not offering health benefits continue to cite cost as the most important reason they do not do so. Almost 
all firms that offer coverage offer benefits to dependents such as children and the spouses of eligible employees.

FIRM OFFER RATES

• In 2020,56% of firms offer health benefits, similar to the percentage last year [Figure 2.1].

-  The overall percentage of firms offering health benefits in 2020 is similar to the percentages offering 
health benefits in 2015 (57%). The percentage of offering firms in 2010 was an aberration so we are 
not making a 10-year comparison [Figure 2.1].

-  Ninety-nine percent of large firms offer health benefits to at least some of their workers. In contrast, 
only 55% of small firms offer health benefits [Figure 2.2] and [Figure 2.3]. The percentages of both 
small and large firms offering health benefits to at least some of their workers in 2020 are similar to 
those last year [Figure 2.2].

*  The smallest-sized firms are least likely to offer health insurance: 48% of firms with 3-9 workers 
offer coverage, compared to 59% of firms with 10-24 workers, 70% of firms with 25-49 workers, 
and 92% of firms with 50-199 workers [Figure 2.3]. Since most firms in the country are small, 
variation in the overall offer rate is driven largely by changes in the percentages of the smallest 
firms (3-9 workers) offering health benefits. For more information on the distribution of firms in 
the country, see the Survey Design and Methods Section and [Figure M.6].

*  Only 53% of firms with 3-49 workers offer health benefits to at least some of their workers, 
compared to 94% of firms with 50 or more workers [Figure 2.4]. •

• Because most workers are employed by larger firms, most workers work at a firm that offers health benefits 
to at least some of its employees. Eighty-nine percent of all workers are employed by a firm that offers 
health benefits to at least some of its workers [Figure 2.6].
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SECTION 2. HEALTH BENEFITS OFFER RATES

Figure 2.2

Percentage of Firms Offering Health Benefits, by Firm Size, 1999-2020

3 -9  W o rk e rs 1 0 -2 4  W o rk e rs 2 5 -4 9  W o rk e rs 5 0 -1 9 9  W o rk e rs A l l S m a ll F irm s A ll La rg e  F irm s A l l  F irm s

1399 5 5% 7 4 % 88% 9 7 % 65% 99% 66%

2 00 0 5 7 % 8 0 % 9 1 % 9 7 % 6 8 % 9 9 % 68%

2001 5 8% 7 7 % 90% 9 6 % 67% 99% 68%

2 0 0 2 5 8% 70 % * 8 7 % 9 5 % 6 5 % 98% 66%

2 00 3 5 5% 7 6 % 84% 9 5 % 65% 97% 66%

2 0 0 4 5 2% 7 4 % 8 7 % 9 2 % 6 2 % 98% 63%

2 00 5 4 7 % 7 2 % 87% 9 3 % 59% 97% 60%

2 0 0 6 4 9 % 7 3 % 8 7 % 9 2 % 6 0 % 98% 61%

2 00 7 4 5% 7 6 % 83% 9 4 % 59% 99% 59%

2 00 8 5 0% 7 8 % 9 0 %  * 9 4 % 6 2 % 9 9 % 63%

2 00 9 4 7 % 7 2 % 87% 9 5 % 59% 98% 59%

2 01 0 5 9 %  * 7 6 % 92% 9 5 % 6 8 %  * 9 9 % 69% *

2011 4 8 %  * 7 1 % 8 5 % * 9 3 % 5 9 %  * 9 9 % 60% *

2 0 1 2 5 0 % 7 3 % 8 7 % 9 4 % 6 1 % 9 8 % 61%

2 0 1 3 4 5 % 6 8 % 8 5 % 9 1 % 5 7 % 9 9 % 57%

2 0 1 4 4 4 % 6 4 % 8 3 % 9 1 % 5 4 % 98% 55%

2 0 1 5 4 7 % 6 3 % 8 2 % 9 2 % 5 6 % 9 8 % 57%

2 0 1 6 4 6 % 6 1 % 8 0 % 9 1 % 5 5 % 98% 56%

2 0 1 7 4 0 % 6 6 % 7 8 % 9 2 % 5 3 % 9 9 % 53%

2 01 8 4 7 % 6 4 % 7 1 % * 9 1 % 5 6 % 98% 57%

2 0 1 9 4 7 % 6 3 % 7 7 % 9 3 % 5 6 % 9 9% 57%

2 02 0 4 8 % 5 9 % 7 0 %  * 9 2 % 55% 9 9 % 56%

NO TE: As no ted  in the Su rvey D e s ig n  and  M ethods s e c tio n , e s t im a te s  a re  b a s e d  on the s a m p le  o fb o th  firm s  th a t c o m p le te d  the  e n tire  s u rv e y a n d
th o s e  th a t a n s w e re d  ju s t  o n e  q u e s tio n  a b o u t w h e th e r  th e y  o ffe r h e a lth  be n e fits , S m a ll F irm s have 3 -1 9 9  w o rk e rs  and  La rge  F irm s  have 2 0 0  o r 
m o re  w o rke rs .

* E s tim a te  is s ta tis tic a lly  d iffe re n t from  e s t im a te  fo r the  p rev io us  ye a r s h o w n  (p <  .05).

S O U R C E : KFF E m p lo y e r H e a lth  B e ne fits  Survey, 2 0 1 8 -2 0 2 0 ; K a is e r /H R E T S u rv e y  o f  E m p lo y e r-S p o n s o re d  H ealth  B e n e fits , 199 9 -2 0 1 7
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Figure 2.3

Percentage of Firms Offering Health Benefits, by Firm Size, Region, 
and Industry, 2020

Percentage of Firms Offering Health 
Benefits

FIRM SIZE
3-9 Workers 48% *

10-24 Workers 59

25-49 Workers 70*

50-199 Workers 92*

200-999 Workers 99*

1,000-4,999 Workers 99*

5,000 or More Workers 99*

All Small Firms (3-199 Workers) 55%*
All Large Firms (200 or More Workers) 99%*
REGION

Northeast 60%

M idwest 59

South 50*
West 59

INDUSTRY
Agriculture/Mining/Construction 55%

Manufacturing 62

Transportation/Communications/Utilities 64

Wholesale 68

Retail 38*

Finance 62

Service 54

State/Local Government 92*

Health Care 62

ALL FIRMS 56%

NOTE: As noted in the Survey Design and Methods section, estimates are based on the sample of
both firms that com pleted the entire survey and those that answered just one question about
whether they offer health benefits.

* Estim ate is statistically different from estimate for all firms not in the indicated size, region, or
industry category (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 2.4
Percentage of Firms Offering Health Benefits to At Least Some of Their Workers, by Firm 
Size, 2020

3 -4 9  W o r k e r s  5 0 -9 9  W o r k e r s  1 0 0  o r  M o r e  W o r k e r s  A ll  F irm s

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: As noted in the Survey Design and Methods section, estimates are based on the sample of both firms that completed the entire survey and those 
that answered just one question about whether they offer health benefits. Firm size categories are determined by the number of workers at a firm, 
which may include full-time and part-time workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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3-9 Workers 10-199 Workers 200 or More Workers ALL FIRMS

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: As noted in the Survey Design and Methods section, estimates are based on the sample of both firms that completed the entire survey and those 
that answered just one question about whether they offer health benefits. Not all workers at a firm offering benefits are eligible or enrolled in 
their firm 's health benefits.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017

Figure 2.6
Percentage of Workers at Firms That Offer Health Benefits to at Least Some Workers, by
Firm Size, 1999-2020

1 9 9 9  2 0 0 0  2 0 0 1  2 0 0 2  2 0 0 3  2 0 0 4  2 0 0 5  2 0 0 6  2 0 0 7  2 0 0 8  2 0 0 9  2 0 1 0  2 0 1 1  2 0 1 2  2 0 1 3  2 0 1 4  2 0 1 5  2 0 1 6  2 0 1 7  2 0 1 8  2 0 1 9  2 0 2 0

PART-TIME WORKERS

• Among firms offering health benefits, relatively few offer benefits to their part-time workers.

-  The Affordable Care Act (ACA) defines full-time workers as those who on average work at least 30 
hours per week, and part-time workers as those who on average work fewer than 30 hours per week. 
The employer shared responsibility provision of the ACA requires that firms with at least 50 full-time 
equivalent employees offer most full-time employees coverage that meets minimum standards or be 
assessed a penalty.1

Beginning in 2015, we modified the survey to explicitly ask employers whether they offered benefits to 
employees working fewer than 30 hours. Our previous question did not include a definition of "part-time".
For this reason, historical data on part-time offer rates are shown, but we did not test whether the differences 
between 2014 and 2015 were significant. Many employers may work with multiple definitions of part-time; one 
for their compliance with legal requirements and another for internal policies and programs.

• Thirty-four percent of large firms offer health benefits in 2020 offer health benefits to part-time workers, 
similar to the percentage in 2019. The share of large firms offering health benefits to part-time workers 
increases with firm size [Figure 2.7].

11nternal Revenue Code. 26 U.S. Code § 4980H - Shared responsibility for employers regarding health coverage. 2011. https: 
//www.gpo.gov/fdsys/pkg/USCODE-2011-title26/pdf/USCODE-2011-title26-subtitleD-chap43-sec4980H.pdf
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Figure 2.7
Among Large Firms Offering Health Benefits, Percentage That Offer to Part-Time Workers, 
by Firm Size, 2020

100% -  

90% - 

80% -

2 0 0 -9 9 9  W o r k e r s  1 ,0 0 0 -4 ,9 9 9  W o r k e r s  5 ,0 0 0  o r  M o r e  W o r k e r s  A ll  L a r g e  F ir m s

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05). 
NOTE: Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

ALL FIRMS

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Prior to 2015, each respondent defined part-time according to their 
firm 's policies; starting in 2015, respondents were asked whether employees working fewer than 30 hours per week were eligible for benefits. There 
was no statistical testing between 2014 and 2015.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017

Figure 2.8
Among Firms Offering Health Benefits, Percentage That Offer to Part-Time Workers, by Firm
Size, 1999-2020

1 9 9 9  2 0 0 0  2 0 0 1  2 0 0 2  2 0 0 3  2 0 0 4  2 0 0 5  2 0 0 6  2 0 0 7  2 0 0 8  2 0 0 9  2 0 1 0  2 0 1 1  2 0 1 2  2 0 1 3  2 0 1 4  2 0 1 5  2 0 1 6  2 0 1 7  2 0 1 8  2 0 1 9  2 0 2 0
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SPOUSES AND DEPENDENTS

• The vast majority of firms offering health benefits offer to spouses and dependents, such as children.

-  In 2020,95% of firms offering health benefits offer coverage to spouses, similar to the percentage last 
year [Figure 2.9].

-  Ninety-six percent of firms offering health benefits cover dependents other than spouses, such as 
children, similar to the percentages last year [Figure 2.9].

-  Four percent of small firms offering health benefits offer only single coverage to their workers, similar 
to the percentage last year [Figure 2.9].

SPOUSAL SURCHARGES

Some employers place conditions on the ability of dependent spouses to enroll in a health plan if the spouse is 
offered health insurance from another source, such as his or her own place of work.

• Among firms offering health benefits to spouses, 86% say that an employee's spouse is able to enroll in the 
employee's health plan even if the spouse is offered coverage from another source, 4% say the spouse can 
enroll subject to some conditions (for example, the type of coverage offered), and 10% say that the spouse 
is not eligible to enroll [Figure 2.10]. •

• Among large firms that say that spouses are eligible to enroll in an employee's health plan even if the 
spouse has access to coverage from another source, 13% require the spouse to pay more to enroll than 
other spouses, such as a higher premium contribution or cost sharing [Figure 2.12].
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Figure 2.10
Percent of Firms Offering Spousal Coverage Which Restrict Spouses' Eligibility if They 
Have an Offer from Another Source, by Firm Size, 2020

□  Yes, Able to Enroll | | Yes, But With Some Conditions No

All Small Firms

All Large Firms

8 6 % 4% * 1 0 %

8 1 % 9 % * 1 0 %

8 6 % 4% 1 0 %

* Estimate is statistically different between All Small Firms and All Large Firms estimate (p < .05).
NOTE: Other restrictions may include requirements on the work status of the spouse, or the type of coverage they have access to. 
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 2.12

Among Firms Offering Health Benefits to Spouses, Firm's Approach to Spousal Coverage If 
Employee's Spouse Is Offered Coverage From Another Source, by Firm Size, 2014-2020

2014 2016 2019 2020
Spouse Not Eligible to Enroll

All Small Firms (3-199 Workers} 9% 13% 12% 10%
All Large Firms (200 or More Workers) 8% 5% 11%* 10%
ALL FIRMS 9% 13% 12% 10%

Spouse Required to Contribute More to Coverage
All Small Firms (3-199 Workers} 5% 12% 3%* 2%
All Large Firms (200 or More Workers) 9% 14%* 10% 13%
ALL FIRMS 5% 12% 3%* 3%

NOTE: A higher contribution includes either a higher premium contribution or higher cost-sharing such as deductibles and copays.
Percent required to contribute more is asked of firms who allow spouses to enroll

* Estimate is statistically different from estimate tor the previous year shown (p < ,05),

SOURCE: KFF Employer Health Benefits Survey, 2019-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2014-2016

FIRMS NOT OFFERING HEALTH BENEFITS

• The survey asks firms that do not offer health benefits several questions, including whether they have 
offered insurance or shopped for insurance in the recent past, their most important reasons for not 
offering coverage, and their opinion on whether their employees would prefer an increase in wages or 
health insurance if additional funds were available to increase their compensation. Because such a small 
percentage of large firms report not offering health benefits, we present responses for small non-offering 
firms only.

-  The cost of health insurance remains the primary reason cited by firms for not offering health 
benefits. Among small firms not offering health benefits, 37% cite high cost as "the most important 
reason" for not doing so. Other factors include "the firm is too small" (20%), employees are covered 
by another health plan (including a spouse's plan) (17%) and "most employees are part-time or 
temporary workers" (11%). Few small firms indicate that they do not offer because they believe 
employees will get a better deal on the health insurance exchanges (4%) [Figure 2.13].

• Some small non-offering firms have either offered health insurance in the past five years or shopped for 
health insurance in the past year.

-  Seven percent of small non-offering firms have offered health benefits in the past five years, 
lower than the percentage reported last year or in recent years [Figure 2.14]. We will monitor this 
percentage to determine if this is a single-year change or a new and different level.

-  Seventeen percent of small non-offering firms have shopped for coverage in the past year, similar to 
the percentage last year (14%) [Figure 2.14].

• Among small non-offering firms that report they stopped offering coverage within the past five years, 30% 
stopped offering coverage within the past year.

• Eight percent of small firms not offering health benefits report that they provide funds for employees to 
purchase insurance on their own in the individual market or through a health insurance exchange, similar 
to the percentage in 2019 [Figure 2.15].

• Sixty-nine percent of small firms not offering health benefits believed that their employees would prefer a 
two dollar per hour increase in wages rather than health insurance. [Figure 2.16].
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Figure 2.13

Among Small Firms Not Offering Health Benefits, Most Important R eason for Not Offering, 2020

3 - 9  W o r k e r s 1 0 -1 9 9  W o r k e r s A ll S m a ll F irm s

C o s t  o f  H e a lth  I n s u r a n c e  T o o  H ig h 2 8 % 5 6 % 37%

F irm  Is T o o  S m a l l 2 3 1 4 20

E m p lo y e e s  A r e  C o v e re d  U n d e r  A n o t h e r  P la n , In c lu d in g  S p o u s e 's 1 9 11 17

E m p lo y e e s  W il l  G e t  a B e t te r  D e a l O n  H e a lth  In s u r a n c e  E x c h a n g e s 5 2 4

E m p lo y e e  T u rn o v e r  Is  T o o  G re a t 2 2 2

N o  In te r e s t /E m p lo y e e s  D o  N o t  W a n t  It 5 3 4

M o s t  E m p lo y e e s  A r e  P a r t -T im e  o r  T e m p o ra ry  W o r k e r s 1 3 6 11

O th e r 4 4 4

D o n 't  K n o w 1 % 2 % 1%

N O T E : S m a ll  F irm s  h a v e  3 -1 9 9  w o rk e rs .

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u rv e y , 2 0 2 0
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Figure 2.16
Among Small Firms Not Offering Health Benefits, Firms' View of Employees' Preference for 
Higher Wages or Health Insurance Benefits, 2003-2020

□  Higher Wages | | Health Insurance Don't Know

2003

2005

2007

2008 

2009 

2011 

2014

2019

2020

0 %  1 0 %  2 0 %  3 0 %  4 0 %  5 0 %  6 0 %  7 0 %  8 0 %  9 0 %  1 0 0 %

Tests found no statistical difference from distribution for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers. The question asks firms whether they believe employees would rather receive an additional $2 per hour in the 
form of higher wages or health insurance.
SOURCE: KFF Employer Health Benefits Survey, 2019-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2003-2014

KFF / Page 56



E m p l o y e r  H e a l t h  B e n e f i t s

2 0 2 0  A N N U A L  S U R V E Y

Employee 

Coverage, 

Eligibility, and 

Participation

s e c t i o n

3



SECTION 3. EMPLOYEE COVERAGE, ELIGIBILITY, AND PARTICIPATION

Section 3

Employee Coverage, Eligibility, and 
Participation

Employers are the principal source of health insurance in the United States, providing health benefits for about 
157 million people.1 Most workers are offered health coverage at work, and most of the workers who are offered 
coverage take it. Workers may not be covered by their own employer for several reasons: their employer may not 
offer coverage, they may not be eligible for the benefits offered by their firm, they may elect to receive coverage 
through their spouse's employer, or they may refuse coverage from their firm. In 2020,64% of workers in firms 
offering health benefits are covered by their own firm, similar to the percentages last year, five years ago and ten 
years ago.

Before eligible workers may enroll in benefits at their firm, 68% of covered workers face a waiting period.

ELIGIBILITY

• Even in firms that offer health benefits, some workers may not be eligible to participate.2 Many firms, for 
example, do not offer coverage to part-time or temporary workers. Among workers in firms offering health 
benefits in 2020,82% are eligible to enroll in the benefits offered by their firm, similar to the percentages 
last year, five years ago, and 10 years ago, for both small and large firms [Figure 3.1].

-  The percentage of workers eligible to enroll in health benefits at their firm is relatively higher in firms 
with 3-24 workers (86%) [Figure 3.3].

-  Eligibility varies considerably by firm wage level. Workers in firms with a relatively large share of 
lower-wage workers (where at least 35% of workers earn $26,000 a year or less) have a lower average 
eligibility rate than workers in firms with a smaller share of lower-wage workers (72% vs. 82%) [Figure
3.6].

-  Workers in firms with a relatively large share of higher-wage workers (where at least 35% earn $64,000 
or more annually) have a higher average eligibility rate than workers in firms with a smaller share of 
higher-wage workers (88% vs. 77%) [Figure 3.6].

-  Eligibility also varies by the age of the workforce. Those in firms with a relatively small share of 
younger workers (where fewer than 35% of the workers are age 26 or younger) have a higher average 
eligibility rate than those in firms with a larger share of younger workers (84% vs. 62%) [Figure 3.6].

-  Eligibility rates vary considerably for workers in different industries. The average eligibility rate 
remains particularly low for workers in retail firms (54%) [Figure 3.3].

1 Kaiser Family Foundation. Health Insurance Coverage of the Total Population [Internet]. KFF (Kaiser Family Foundation). 2019 [cited 2020 
Aug 10]. Available from: https://www.kff.org/other/state-indicator/total-population/Coverage is based on calculations from the 2018 
American Community Survey. During the winter and spring of 2020, there was a steep increase in the unemployment rate, potentially 
decreasing the number of people covered by employer coverage.

2See Section 2 for part-time and temporary worker offer rates.
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Figure 3.1

Eligibility, Take-Up, and Coverage Rates for Workers in Firms Offering Health Benefits, by Firm Size, 1999-2020

P e rc e n ta g e  E lig ib le P e rc e n ta g e  o f  E lig ib le  T h a t  T a k e  U p P e r c e n ta g e  C o v e re d

Small Firms Large Firms All Firms Small Firms Large Firms All Firms Small Firms Large Firms All Firms
1999 81% 78% 79% 83% 86% 85% 67% 66% 66%
2000 82% 80% 81% 83% 84% 84% 68% 67% 68%
2001 85% 82% 83% 83% 85% 84% 71% 69% 70%
2002 82%* 80% 81%* 82% 86% 85% 67 %* 69% 68%
2003 84% 80% 81% 81% 85% 84% 68% 68% 68%
2004 80% 81% 80% 80% 84% 83% 64% 68% 67%
2005 81% 79% 80% 81% 85% 83% 65% 67% 66%
2006 83% 76% 78% 81% 84% 83% 67% 63% 65%
2007 80% 78% 79% 80% 84% 82% 64% 65% 65%
2008 81% 79% 80% 80% 84% 82% 65% 66% 65%
2009 81% 79% 79% 79% 82% 81% 64% 65% 65%
2010 82% 77% 79% 77% 82% 80% 63% 63% 63%
2011 83% 78% 79% 78% 83% 81% 65% 65% 65%
2012 78 %* 76% 77% 78% 82% 81% 61% 62% 62%
2013 80% 76% 77% 77% 81% 80% 62% 62% 62%
2014 79% 76% 77% 77% 81% 80% 61% 62% 62%
2015 81% 79% 79% 76% 81% 79% 61% 63% 63%
2016 82% 78% 79% 77% 79% 79% 63% 62% 62%
2017 82% 78% 79% 75% 79% 78% 62% 62% 62%
2018 82% 77% 79% 73% 78% 76% 60% 60% 60%
2019 82% 79% 80% 74% 78% 76% 60% 61% 61%
2020 84% 81% 82% 74% 80% 78% 61% 65% 64%

NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers.

* Estimate iis statisticallydifferentfrom estim ate fbrthe previous yearshown (p < .05).
SOURCE: KFF Employer Healtii Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017
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Figure 3.3

Eligibility, Take-Up, and Coverage Rates in Firms Offering Health Benefits, by Firm Size, Region, and Industry, 2020

Percentage of Workers Eligible for 
Health Benefits Offered by Their 

Firm

Percentage of Eligible Workers 
Who Participate in Their Firm's 

Plan (Take-Up Rate)

Percentage of Workers Covered by 
Their Firm's Health Benefits

F IR M  S IZ E

3-24 Workers 86% * 73% * 63%
25-49 Workers 82 72* 59
50-199 Workers 82 75* 61
200-999 Workers 83 78 65
1,000-4,999 Workers 84 81* 68*
5,000 or More Workers 79 81 63

A ll S m a l l  F i r m s (3 - 1 9 9  W o r k e r s ) 84% 7 4 % * 6 1 %

A ll L a r g e  F i r m s  (2 0 0  o r  M o r e  W o r k e r s ) 8 1 % 80%* 6 5 %

R E G IO N

Northeast 84% 78% 65%
Midwest 82 78 64
South 82 78 64
West 79 80 63

IN D U S T R Y

Agriculture/Mining/Construction 79% 72% * 57% *
Manufacturing 92* 81 75*
Tra ns portation/Comm un ic ati ons/Util ities 92* 86* 79*
Wholesale 89* 81 72*
Retail 54* 73 40*
Finance 95* 81 77*
Service 81 76* 61
St ate/Local Government 90* 90* 80*
Health Care 82 75 61

A L L  F IR M S 82% 78% 64%

* Estimate for eligibility, take-up, or coverage rate is statistically different from all otherfirms notin the indicated size, region, or industry category (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 3.6
Among Workers in Firms Offering Health Benefits, Percentage of Workers Eligible for 
Health Benefits Offered by Their Firm, by Firm Characteristics, 2020

Few Lower-Wage Workers*

Many Lower-Wage Workers*

Few Fligher-Wage Workers*

Many Higher-Wage Workers*

Firm Has Union Workers 

Firm Has No Union Workers

Few Younger Workers*

Many Younger Workers*

Few Older Workers*

Many Older Workers*

Private For-Profit 

Public*

Private Not-For-Profit 

All Firms

0 %  1 0 %  2 0 %  3 0 %  4 0 %  5 0 %  6 0 %  7 0 %  8 0 %  9 0 %  1 0 0 %

* Estimates are statistically different from each other within category (p < .05).
NOTE: Firms with many lower-wage workers are those where at least 35% earn the 25th percentile or less of national earnings ($26,000 in 2020). Firms 
with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of national earnings ($64,000 in 2020). Firms with 
many older workers are those where at least 35% of workers are age 50 or older. Firms with many younger workers are those where at least 35% of 
workers are age 26 or younger.
SOURCE: KFF Employer Health Benefits Survey, 2020

TAKE-UP RATE

• Seventy-eight percent of eligible workers take up coverage when it is offered to them, similar to the 
percentage last year. The share of eligible workers taking up coverage in large firms is higher than the 
share in small firms [Figure 3.1].3

-  The likelihood of a worker accepting a firm's offer of coverage varies by firm wage level. Eligible 
workers in firms with a relatively large share of lower-wage workers have a lower average take up rate 
than eligible workers in firms with a smaller share of lower-wage workers (65% vs. 79%) [Figure 3.7].

-  Eligible workers in firms with a relatively large share of higher-wage workers have a higher average 
take up rate than those in firms with a smaller share of higher-wage workers (82% vs. 75%) [Figure
3.7] .

-  The likelihood of a worker accepting a firm's offer of coverage also varies with the age distribution of 
the workforce. Eligible workers in firms with a relatively large share of younger workers have a lower 
average take up rate than those in firms with a smaller share of younger workers (65% vs. 79%) [Figure
3.7] .

• Eligible workers in private, for-profit firms have a lower average take up rate (76%) and eligible workers in 
public firms have a higher average take up rate (89%) than workers in other firm types [Figure 3.7].

• Eligible workers in firms with some union workers have a higher average takeup rate than those in firms 
with no union workers (82% vs. 76%) [Figure 3.7].

3In 2009, we began weighting the percentage of workers that take up coverage by the number of workers eligible for coverage. The historical 
take-up estimates have also been updated. See the Survey Design and Methods section for more information.
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• The average percentages of eligible workers taking up benefits in offering firms also varies across industries 
[Figure 3.3].

• The share of eligible workers taking up benefits in offering firms (78%) is similar to the shares in 2015 (79%) 
and in 2010 (80%) [Figure 3.1].

Figure 3.7
Among Workers in Firms Offering Health Benefits, Percentage of Eligible Workers Who Take 
Up Health Benefits Offered by Their Firm, by Firm Characteristics, 2020

Few Lower-Wage Workers*

Many Lower-Wage Workers*

Few Fligher-Wage Workers*

Many Higher-Wage Workers*

Firm Has Union Workers*

Firm Has No Union Workers*

Few Younger Workers*

Many Younger Workers*

Few Older Workers 

Many Older Workers

Private For-Profit*

Public*

Private Not-For-Profit 

All Firms

0 %  1 0 %  2 0 %  3 0 %  4 0 %  5 0 %  6 0 %  7 0 %  8 0 %  9 0 %  1 0 0 %

* Estimates are statistically different from each other within category (p < .05).
NOTE: Firms with many lower-wage workers are those where at least 35% earn the 25th percentile or less of national earnings ($26,000 in 2020). Firms 
with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of national earnings ($64,000 in 2020). Firms with 
many older workers are those where at least 35% of workers are age 50 or older. Firms with many younger workers are those where at least 35% of 
workers are age 26 or younger.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 3.8
Among Workers in Firms Offering Health Benefits, Percentage of Eligible Workers Who Take 
Up Health Benefits Offered by Their Firm, by Firm Size, 1999-2020

All Small Firms (3-199 Workers) All Large Firms (200 or More Workers)

50%

40%

30%

20%

10%

0%

1 9 9 9  2 0 0 0  2 0 0 1  2 0 0 2  2 0 0 3  2 0 0 4  2 0 0 5  2 0 0 6  2 0 0 7  2 0 0 8  2 0 0 9  2 0 1 0  2 0 1 1  2 0 1 2  2 0 1 3  2 0 1 4  2 0 1 5  2 0 1 6  2 0 1 7  2 0 1 8  2 0 1 9  2 0 2 0

Tests found no statistical difference from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 1999-2017

COVERAGE

• In 2020, the percentage of workers at firms offering health benefits covered by their firm's health plan is 
64%, similar to the percentage last year [Figure 3.1] and [Figure 3.2].

-  The coverage rate at firms offering health benefits is similar for small firms and large firms in 2020. 
These rates are similar to the rates last year for both small firms and large firms [Figure 3.1] and [Figure 
3.3].

• There is significant variation by industry in the coverage rate among workers in firms offering health 
benefits. The average coverage rate is particularly low in the retail industry (40%) [Figure 3.3].

• There also is variation by firm wage levels. Among workers in firms offering health benefits, those in firms 
with a relatively large share of lower-wage workers are less likely to be covered by their own firm than 
workers in firms with a smaller share of lower-wage workers (47% vs. 65%). A similar pattern exists in firms 
with a relatively large share of higher-wage workers, with workers in these firms being more likely to be 
covered by their employer's health benefits than those in firms with a smaller share of higher-wage workers 
(72% vs. 57%) [Figure 3.9].

• The age distribution of workers is also related to variation in coverage rates. Among workers in firms 
offering health benefits, those in firms with a relatively small share of younger workers are more likely to 
be covered by their own firm than those in firms with a larger share of younger workers (66% vs. 40%). 
Similarly, workers in offering firms with a relatively large share of older workers are more likely to be 
covered by their own firm than those in firms with a smaller share of older workers (67% vs. 61%) [Figure 
3.9].
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• Among workers in firms offering health benefits, those working in public firms are more likely than workers 
in other firm types to be covered by their own firm [Figure 3.9].

• Among workers in all firms, including those that offer and those that do not offer health benefits, 57% are 
covered by health benefits offered by their employer, similar to the percentages last year and five years 
ago [Figure 3.10]. The offer rate estimate for 2010 was an aberration so we are not making a coverage rate 
comparison to ten years ago.

Figure 3.9
Among Workers in Firms Offering Health Benefits, Percentage of Workers Covered by Health 
Benefits Offered by Their Firm, by Firm Characteristics, 2020

Few Lower-Wage Workers*

Many Lower-Wage Workers*

Few Fligher-Wage Workers*

Many Higher-Wage Workers*

Firm Has Union Workers*

Firm Has No Union Workers*

Few Younger Workers*

Many Younger Workers*

Few Older Workers*

Many Older Workers*

Private For-Profit 

Public*

Private Not-For-Profit 

All Firms

0 %  1 0 %  2 0 %  3 0 %  4 0 %  5 0 %  6 0 %  7 0 %  8 0 %  9 0 %  1 0 0 %

* Estimates are statistically different from each other within category (p < .05).
NOTE: Firms with many lower-wage workers are those where at least 35% earn the 25th percentile or less of national earnings ($26,000 in 2020). Firms 
with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of national earnings ($64,000 in 2020). Firms with 
many older workers are those where at least 35% of workers are age 50 or older. Firms with many younger workers are those where at least 35% of 
workers are age 26 or younger.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 3.11
Percentage of All Workers Covered by Their Firm's Health Benefits, Both in Firms Offering and Not Offering Health Benefits, by Firm 
Size, 1999-2020

3-24 Workers 25-49 Workers 50-199 Workers 200-999 Workers 1,000-4,999
Workers

5,000 or More 
Workers

All Small Firms All Large Firms A ll F irm s

1999 50% 56% 61% 69% 68% 64% 55% 66% 62 %

2000 50% 63% 62% 69% 68% 66% 57% 67% 63 %

2001 49% 62% 67% 71% 69% 69% 58% 69% 65 %

2002 45% 57% 64% 69% 70% 68% 54% 69% 63 %

2003 44% 59% 61% 68% 69% 68% 53% 68% 62 %

2004 43% 56% 56% 69% 68% 67% 50% 68% 61 %

2005 41% 55% 59% 65% 69% 66% 50% 66% 60 %

2006 45% 55% 62% 66% 68% 60% 53% 63% 59 %

2007 42% 51% 59% 65% 69% 63% 50% 65% 59 %

2008 43% 57% 60% 67% 69% 64% 52% 66% 60 %

2009 39% 54% 59% 63% 67% 65% 49% 65% 59 %

2010 44% 59% 60% 61% 66% 63% 52% 63% 59 %

2011 38% 49% 59% 63% 66% 64% 48 %* 64% 58 %

2012 36% 54% 58% 61% 66% 61% 47% 62% 56 %

2013 36% 53% 57% 63% 67% 58% 46% 61% 56 %

2014 33% 52% 55% 60% 66% 61% 44% 62% 55 %

2015 35% 49% 54% 61% 66% 63% 45% 63% 56 %

2016 32% 47% 57% 62% 63% 60% 44% 61% 55 %

2017 32% 45% 55% 60% 64% 61% 43% 62% 55 %

2018 30% 44% 54% 62% 62% 59% 41% 60% 53 %

2019 32% 48% 56% 65% 66% 58% 44% 61% 55 %

2020 34% 41% 58% 65% 68% 63% 44% 65% 57 %

NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers.
* Estimate is statisticallydifferentfrom estim ate fbrthe previous yearshown (p < .05).
SOURCE: KFF Employer Healtii Benefits Survey, 2018-2020: Kaiser/HRET Survey of Em ployer-Sponsored Health Benefits, 1999-2017
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WAITING PERIODS

• Waiting periods are a specified length of time after beginning employment before a worker is eligible to 
enroll in health benefits. With some exceptions, the Affordable Care Act (ACA) requires that waiting periods 
cannot exceed 90 days. For example, employers are permitted to have orientation periods before the 
waiting period begins which, in effect, means a worker is not eligible for coverage three months after being 
hired. If a worker is eligible to enroll on the 1st of the month after three months of employment, this survey 
rounds up and considers the firm's waiting period four months. For these reasons, some employers still 
have waiting periods exceeding the 90-day maximum.

• Sixty-eight percent of covered workers face a waiting period before coverage is available, similar to two 
years ago [Figure 3.12]. Covered workers in small firms are more likely than those in large firms to have a 
waiting period (78% vs. 64%) [Figure 3.12].

• The average waiting period among covered workers who face a waiting period is 1.9 months [Figure 3.12]. 
A small percentage (5%) of covered workers with a waiting period have a waiting period of more than 3 
months.

-  Respondents with waiting periods greater than 4 months generally indicated that employees had 
training, orientation, or measurement periods in which they were employees but were not eligible for 
health benefits. Some employers have measurement periods to determine whether variable hour 
employees will meet the requirements for the firm's health benefits.

Figure 3.12

Percentage of Covered Workers in Firms With a Waiting Period for Coverage and Average 
Waiting Period in Months, by Firm Size, Region, and Industry, 2020

Percentage of Covered Workers in 
Firms With a Waiting Period

Among Covered Workers With a 
Waiting Period. Average Waiting 

Period (Months)
FIRM SIZE

All Small Firms (3-199 Workers) 78%* 2.1*
All Large Firms (200 or More Workers) 64% * 1.8*

REGION
Northeast 63% 2.3*
Midwest 70 1.8
South 68 1.8
West 71 1.9

INDUSTRY
Agriculture/Mining/Construction 86%* 2.6*
Manufacturing 78 1.9
Transportation/Communications/Utilities 53 1.5*
Wholesale 73 2.2
Retail 78 2.7*
Finance 76 2.1
Service 61* 1.8
State/Local Government 60 1.3*
Health Care 74 1.7*

ALL FIRMS 68% 1.9

* Estimate is statistically different from estimate for all firms notin the indicated size, region, or industry category (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 3.13
Distribution of Covered Workers with the Following Waiting Periods for Coverage, by Firm 
Size, 2020

D  No Waiting Period Q  1 Month ^  2 Months 3 or More Months

All Small Firms

All Large Firms

22%* 28% 27%* 24 %*

36%* 32% 19%* 14%*

32% 31% 21% 17%

0% 10% 20% 3 0 % 4 0 % 5 0 % 7 0 % 9 0 % 100%

* Estimates are statistically different from each other within category (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. If a worker is eligible to enroll on the 1st of the month after three 
months of employment, this survey rounds up and considers the firm's waiting period four months. Some firms indicated that employees had training or 
measurement periods during which they were not eligible for health benefits. For these reasons, some firms still have waiting periods exceeding the 
90-day maximum.
SOURCE: KFF Employer Health Benefits Survey, 2020
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SECTION 4. TYPES OF PLANS OFFERED

Section 4

Types of Plans Offered

Most firms that offer health benefits offer only one type of health plan (74%). Large firms (200 or more workers) 
are more likely than small firms (3-199 workers) to offer more than one type of health plan. Firms are most likely 
to offer their workers a PPO plan and are least likely to offer a conventional plan (sometimes known as indemnity 
insurance).

NUMBER OF PLAN TYPES OFFERED

• In 2020,74% of firms offering health benefits offer only one type of health plan. Large firms are more likely 
than small firms to offer more than one plan type (58% vs. 25%) [Figure 4.1].

• Sixty-four percent of covered workers are employed in a firm that offers more than one type of health plan. 
Seventy-four percent of covered workers in large firms are employed by a firm that offers more than one 
plan type, compared to 37% in small firms [Figure 4.2].

• Seventy-eight percent of covered workers in firms offering health benefits work in firms that offer one or 
more PPOs; 62% work in firms that offer one or more HDHP/SOs; 30% work in firms that offer one or more 
HMOs; 15% work in firms that offer one or more POS plans; and 3% work in firms that offer one or more 
conventional plans [Figure 4.4]. •

• Among covered workers in firms offering only one type of health plan, 56% are in firms that only offer one 
or more PPOs and 24% are in firms that only offer one or more HDHP/SOs [Figure 4.5].
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Figure 4.1
Among Firms Offering Health Benefits, Percentage of Firms That Offer One, Two, or Three 
or More Plan Types, by Firm Size, 2020

□  One Plan Type | | Two Plan Types Three or More Plan Types

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

2 0 0 -9 9 9  W o r k e r s *  1 ,0 0 0 -4 ,9 9 9  5 ,0 0 0  o r  M o r e  A ll  S m a l l  F ir m s *  A ll  L a rg e  F ir m s *  A ll  F irm s
W o r k e r s *  W o r k e r s *

* Distribution is statistically different from distribution for all other firms not in the indicated size category (p < .05).
NOTE: The survey collects information on a firm's plan with the largest enrollment in each of the plan types. While we know the number of plan types 
a firm has, we do not know the total number of plans a firm offers, as firms may offer more than one of each plan type. Additionally, firms may offer 
different types of plans to different workers. The survey asks how many Conventional, HMO, PPO, POS, and HDHP/SO plans are offered. Small Firms have 
3-199 workers and Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 4.2
Among Firms Offering Health Benefits, Percentage of Covered Workers in Firms Offering 
One, Two, or Three or More Plan Types, by Firm Size, 2020

□  One Plan Type | | Two Plan Types Three or More Plan Types
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* Distribution is statistically different from distribution for all other firms not in the indicated size category (p < .05).
NOTE: The survey collects information on a firm's plan with the largest enrollment in each of the plan types. While we know the number of plan types 
a firm has, we do not know the total number of plans a firm offers, as firms may offer more than one of each plan type. Additionally, firms may offer 
different types of plans to different workers. The survey asks how many Conventional, HMO, PPO, POS, and HDHP/SO plans are offered. Small Firms have 
3-199 workers and Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 4.3

Among Firms Offering Health Benefits, Percentage of Firms That Offer the Following Plan Types, by Firm 
Size, 2020

Conventional HMO PPO POS HDHP/SO
FIRM SIZE

3-24 Workers 4% 10% 54% 34% 21%*
25-199 Workers 1 16 59 25 39*

200-999 Workers 2 21* 69* 16* 53*
1,000-4,999 Workers 4 31* 86* 10* 67*
5,000 or More Workers 3 32* 84* 10* 71*

All Small Firms {3-199 Workers) 3% 11%* 55%* 32 %* 25%*
All Large Firms (200 or More Workers) 2% 23%* 72 %* 15%* 56%*
ALL FIRMS 3% 11% 56% 31% 26%

NOTE: The survey collects information on a firm's plan with the largest enrollment in each ofthe plan types. While we know the number ofplan types a 
firm has, we do not know the total number of plans a firm offers, as firms may offer more than one of each plan type. Additionally, firms may offer 
different types of plans to different workers. The survey asks how manyConventional, HMO, PPO, POS, and HDHP/SO plans are offered,

* Estimate is statistically different from estimate for all otherfirms notin the indicated size category (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 4.4

Among Firms Offering Health Benefits, Percentage of Covered Workers in Firms That Offer the Following 
Plan Types, by Firm Size, 2020

Conventional HMO PPO POS HDHP/SO
FIRM SIZE

200-999 Workers 2% 22% * 75% 13% 57%
1,000-4,999 Workers 4 30 87* 9* 70*
5,000 or More Workers 3 44* 86* 11 77*

All Small Firms (3-199 Workers) 2% 16%* 63%* 23 %* 38%*
All Large Firms {200 or More Workers) 3% 36%* 84%* 11%* 71%*
ALL FIRMS 3% 30% 78% 15% 62%

NOTE: The sur\«y collects information on a firm's plan with the largest enrollment in each ofthe plan types. While we know the number ofplan types a 
firm has, we do notknow the total number of plans a firm offers, as firms mayoffer more than one of each plan type. Additionally, firms may offer 
different types of plans to different workers. The survey asks how manyConventional, HMO, PPO, POS, and HDHP/SO plans are offered.

* Estimate is statistically different from estimate for all otherfirms notin the indicated size category (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2020
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CHOICE OF HDHP/SO PLANS

• Some firms only offer workers an HDHP/SO, or do not make other plan choices available to some workers. 
At 68% of firms that offer an HDHP/SO, at least some workers can only choose an HDHP/SO, while 32% of 
firms that offer an HDHP/SO allow workers to choose between an HDHP/SO and other plan types [Figure 
4.6].
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The survey collects information on a firm's plan with the largest enrollment in each of the plan types. While we 
know the number of plan types a firm has, we do not know the total number of plans a firm offers workers. In 
addition, firms may offer different types of plans to different workers. For example, some workers might be 
offered one type of plan at one location, while workers at another location are offered a different type of plan.

HMO is a health maintenance organization. The survey defines an HMO as a plan that does not cover 
non-emergency out-of-network services.

PPO is a preferred provider organization. The survey defines PPOs as plans that have lower cost sharing for 
in-network provider services, and do not require a primary care gatekeeper to screen for specialist and 
hospital visits.

POS is a point-of-service plan. The survey defines POS plans as those that have lower cost sharing for in-network 
provider services, but do require a primary care gatekeeper to screen for specialist and hospital visits. 

HDHP/SO is a high-deductible health plan with a savings option such as an HRA or HSA. HDHP/SOs are treated 
as a distinct plan type even if the plan would otherwise be considered a PPO, HMO, POS plan, or indemnity 
plan. These plans have a deductible of at least $1,000 for single coverage and $2,000 for family coverage 
and are offered with an HRA, or are HSA-qualified. See Section 8 for more information on HDHP/SOs. 

Conventional/Indemnity The survey defines conventional or indemnity plans as those that have no preferred 
provider networks and the same cost sharing regardless of physician or hospital.
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SECTION 5. MARKET SHARES OF HEALTH PLANS

Section 5

Market Shares of Health Plans

PPOs are the most common plan type, covering 47% of covered workers, followed by HDHP/SOs, HMOs, POS 
plans, and conventional plans. The drop in the share of covered workers in PPOs in 2019 was not statistically 
significant.

• Forty-seven percent of covered workers are enrolled in PPOs, followed by HDHP/SOs (31%), HMOs (13%), 
POS plans (8%), and conventional plans (1%) [Figure 5.1].

• The percentage of covered workers enrolled in HDHP/SOs is similar to last year, but has increased over the 
past decade. The percentage of covered workers enrolled in PPOs decreased by 11% over the past decade.

• The percentage of covered workers enrolled in HMOs (13%) is significantly lower than the percentage 
last year (19%) but not different from 2015 (14%). This percentage has moved over the last few years and 
we are unsure as to why. As noted above, we employed a new survey firm in 2020 and the change could 
represent a difference in interpretation of plan characteristics by new interviewers. There also may be 
measurement error in any of they years. We will continue to watch this topic.

• A larger share of covered workers are enrolled in HDHP/SOs than in HMOs in small and large firms.

• Covered workers in large firms are more likely to be enrolled in HDHP/SOs than covered workers in small 
firms (33% vs. 25%)[Figure 5.2]. Covered workers in small firms are much more likely than covered workers 
in large firms to be enrolled in POS plans (17% vs. 5%) [Figure 5.2].

• Plan enrollment patterns also differ across regions.

-  HMO enrollment is significantly higher in the West (22%), and significantly lower in the Midwest (7%) 
[Figure 5.3].

-  Covered workers in the Midwest (39%) are more likely to be enrolled in HDHP/SOs than workers in 
other regions, while covered workers in the West (24%) are less likely to be enrolled in HDHP/SOs 
[Figure 5.3].
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Conventional HDHP/SO

* Enrollment in plan type is statistically different between All Small Firms and All Large Firms (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. HMO is health maintenance organization. PPO is preferred provider 
organization. POS is point-of-service plan. HDHP/SO is high-deductible health plan with a savings option, such as a health reimbursement arrangement 
(HRA) or health savings account (HSA).
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 5.1
Distribution of Health Plan Enrollment for Covered Workers, by Plan Type, 1988-2020

□  Conventional Q  HMO ^  PPO ^  POS |  HDHP/SO

1988
1993
1996
1999
2000 
2001 
2002
2003
2004
2005
2006
2007
2008
2009
2010 
2011 
2012
2013
2014
2015
2016
2017
2018
2019
2020

73%
a 26%

11%
46% ------------------------------ r 21% 7%

27% 1 31% 28% 14%
10% I 28% 39% 24%

8% I 29% 42% 21%
7% "1-------- 24% 1 46% 23%

4% I 27% 52% 18%
5% 1 24% 1 54% 17%
5% 25% 55% 15%

3% 21% 61% 15%
3% 20% ■ 60% 13% 4%
3% 21% 57% 13% 5%
X 20% 1 58% 12% 8%

20% 60% 10% 8%
19% ____ L 58% 1 3 %  i

17% 55% 10% 17%
16% ■ 56% 9%

14% I 57% 9% 20%
13% I 58% 8% 20%
14% I 52% 10% 24%
15% ■ 48% 9% 29%

14% I 48% 10% 28%
16% 1 49% ■  6% 29%

19% 44% 7% 30%
13% I 47% 8% 31%

10% 20% 4 0 % 5 0 % 7 0 % 9 0 % 100%

NOTE: Information was not obtained for POS plans in 1988 or for HDHP/SO plans until 2006. A portion of the change in 2005 is likely attributable to 
incorporating more recent Census Bureau estimates of the number of state and local government workers and removing federal workers from the weights. 
See the Survey Design and Methods section from the 2005 Kaiser/HRET Survey of Employer-Sponsored Health Benefits.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017; KPMG Survey of 
Employer-Sponsored Health Benefits, 1993 and 1996; The Health Insurance Association of America (HIAA), 1988.

Figure 5.2
Distribution of Health Plan Enrollment for Covered Workers, by Plan Type and Firm Size,
2020

□

4 0 % 100%
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Figure 5.3

Distribution of Health Plan Enrollment for Covered Workers, by Firm Size, Region, and Industry, 2020

Conventional HMO PPO POS HDHP/SO
FIRM SIZE

3-24 Workers 4% 9% 41% 25% * 21%*
25-49 Workers 0* 9 38

CMCM 31
50-199 Workers 1 13 50 9 27

200-999 Workers 1 12 51 8 28

1,000-4,999 Workers <1 11 55* 5* 29

5,000 or More Workers <1 15 45 4* 36*
All Small Firms (3-199 Workers) 2%* 11% 45% 17%* 25%«

All Large Finns (200 or More Workers) <1%* 13% 48% 5%’ 33%*
REGION

Northeast < 1 % 16% 42% 13% 29%

Midwest <1 7* 47 6 39*
South 1 10 53 8 29
West 1 22* 43 9 24*

INDUSTRY
Agriculture/Mining/Construction 2% 7% 57% 14% 21%*
Manufacturing < 1 * 7* 48 5 40
Trans portation/Communicati on s/Utilities < r 15 45 3* 37
Wholesale 1 6* 49 6 38
Retail 1 11 51 6 32
Finance 1 10 43 3* 43

Service 1 16 42* 10 31
State/Local Government 0* 12 53 11 23
Health Care 1 14 55 12 17*

ALL FIRMS 1% 13% 47% 8% 31%

NOTE: HMO is health maintenance organization. PPO is preferred provider organization. POS is point-of-service plan, HDHP/SO is high-deductible 
health plan with a savings option, such as a health reimbursement arrangement (HRA) or health savings account (HSA),

* Estimate is statistically different from estimate for all firms notin the indicated size, region, or industry category (p < .05). 

SOURCE: KFF Employer Health Benefits Survey, 2020
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SECTION 6. WORKER AND EMPLOYER CONTRIBUTIONS FOR PREMIUMS

Section 6

Worker and Employer Contributions for 
Premiums

In 2020, covered workers on average contribute 17% of the premium for single coverage and 27% of the 
premium for family coverage.1 The average monthly worker contributions are $104 for single coverage ($1,243 
annually) and $466 for family coverage ($5,588 annually). The average contribution amount for family coverage 
is higher for covered workers in small firms (3-199 workers) than for covered workers in large firms (200 or more 
workers) ($6,820 vs. $5,112).

• In 2020, covered workers on average contribute 17% of the premium for single coverage and 27% of 
the premium for family coverage. The average percentage contributed for single coverage has remained 
stable in recent years. The average percentage contributed for family coverage is lower in 2020 than the 
percentage (30%) last year [Figure 6.1].2

-  Covered workers in small firms on average contribute a much higher percentage of the premium for 
family coverage (35% vs. 24%) than covered workers in large firms [Figure 6.2].

• Workers with single coverage have an average contribution of $104 per month ($1,243 annually), and 
workers with family coverage have an average contribution of $466 per month ($5,588 annually) toward 
their health insurance premiums [Figure 6.3], [Figure 6.4], and [Figure 6.5].

-  The average worker contributions in HDHP/SOs are lower than the overall average worker 
contribution for single coverage ($1,061 vs. $1,243) and family coverage ($4,852 vs. $5,588). The 
average worker contributions in PPOs are higher than the overall average worker contribution for 
family coverage ($6,017 vs. $5,588) [Figure 6.6].

• Worker contributions also differ by firm size.

-  Covered workers in small firms on average contribute significantly more annually for family coverage 
than covered workers in large firms ($6,820 vs. $5,112). The average contributions amounts for 
covered workers in small and large firms are similar for single coverage [Figure 6.7].

1 Estimates for premiums, worker contributions to premiums, and employer contributions to premiums presented in Section 6 do not include 
contributions made by the employer to Health Savings Accounts (HSAs) or Health Reimbursement Arrangements (HRAs). See Section 8 for 
estimates of employer contributions to HSAs and HRAs.

2The average percentage contribution is calculated as a weighted average of all a firm's plan types and may not necessarily equal the average 
worker contribution divided by the average premium.
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DISTRIBUTIONS OF WORKER CONTRIBUTIONS TO THE PREMIUM

• About nine-tenths of covered workers are in a plan where the employer contributes at least half of the 
premium for both single and family coverage.

-  Eleven percent of covered workers are in a plan where the employer pays the entire premium for 
single coverage, while only 4% of covered workers are in a plan where the employer pays the entire 
premium for family coverage [Figure 6.10].

• Covered workers in small firms are much more likely than covered workers in large firms to be in a plan 
where the employer pays the entire premium.

-  Twenty-seven percent of covered workers in small firms have an employer that pays the full premium 
for single coverage, compared to 4% of covered workers in large firms [Figure 6.10].

-  For family coverage, 10% of covered workers in small firms have an employer that pays the full 
premium, compared to 1% of covered workers in large firms [Figure 6.10].

• Eleven percent of covered workers are in a plan with a worker contribution of more than half of the 
premium for family coverage [Figure 6.10].

-  Twenty-eight percent of covered workers in small firms work in a firm where the worker contribution 
for family coverage is more than 50% of the premium, a much higher percentage than the 4% of 
covered workers in large firms [Figure 6.10].

-  Small shares of covered workers in small firms (3%) and large firms (1%) must pay more than 50% of 
the premium for single coverage [Figure 6.10].
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• There is substantial variation among workers in both small and large firms in the dollar amounts they must 
contribute.

-  Among covered workers in small firms, 39% have a contribution for single coverage of less than $500, 
while 21% have a contribution of $2,000 or more. For family coverage, 15% have a contribution of less 
than $1,500, while 22% have a contribution of $10,500 or more [Figure 6.13] and [Figure 6.14].

-  Among covered workers in large firms, 13% have a contribution for single coverage of less than $500, 
while 12% have a contribution of $2,000 or more. For family coverage, 6% have a contribution of less 
than $1,500, while only 4% have a contribution of $10,500 or more [Figure 6.13] and [Figure 6.14].
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Figure 6.11
Distribution of Percentage of Premium Paid by Covered Workers for Single Coverage,
2002-2020

□ 0% □  Greater Than 0%, Less Than or Equal to 25% Greater Than 25%, Less Than or Equal to 50% Greater Than 50%
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* Distribution is statistically different from distribution for the previous year shown (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2002-2017

Figure 6.12
Distribution of Percentage of Premium Paid by Covered Workers for Family Coverage,
2002-2020
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* Distribution is statistically different from distribution for the previous year shown (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2002-2017
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DIFFERENCES BY FIRM CHARACTERISTICS

• The percentage of the premium paid by covered workers also varies by firm characteristics.

-  Covered workers in private, for-profit firms have relatively high premium contributions for single 
($1,381) and family ($5,988) coverage. Covered workers in public firms have relatively low premium 
contributions for single ($865) and family ($4,724) coverage [Figure 6.17].

-  Covered workers in firms with a relatively large share of lower-wage workers (where at least 35% of 
workers earn $26,000 a year or less) have a higher average contribution rate for family coverage (38% 
vs. 26%) than those in firms with a smaller share of lower-wage workers [Figure 6.17].

-  Covered workers in firms with a relatively large share of higher-wage workers (where at least 35% earn 
$64,000 or more annually) have lower average contribution rates for single coverage (16% vs. 18%) 
and for family coverage (23% vs. 31%) than those in firms with a smaller share of higher-wage workers 
[Figure 6.17].

-  Covered workers in firms that have at least some union workers have lower average contribution rates 
for single coverage (15% vs. 18%) for family coverage (20% vs. 31%) than those in firms without any 
union workers [Figure 6.17].

-  Covered workers in firms that are partially or completely self-funded on average have a lower average 
contribution rate for family coverage than workers in firms that are fully-insured (24% vs. 33%) [Figure 
6.17].3

Figure 6.15
Distribution of the Percentage of Total Premium Paid by Covered Workers for Single and 
Family Coverage, by Firm Wage Level, 2020

□ 0% □  Greater Than 0%, Less Than or Equal to 25% Greater Than 25%, Less Than or Equal to 50% Greater Than 50%

S in g le  C o v e ra g e

Few Lower-Wage 
Workers*

Many Lower-Wage 
Workers*

Few Fligher-Wage 
Workers*

Many Higher-Wage 
Workers*

F a m ily  C o v e ra g e

Few Lower-Wage 
Workers*

Many Lower-Wage 
Workers*

Few Higher-Wage 
Workers*

Many Higher-Wage 
Workers*

10% 70% 19% ■
17% 52% 29%

12% 63% 23%

9% 74% 16%

*Distributions for higher-wage and lower-wage firms are statistically different within single and family coverage (p < .05).
NOTE: Firms with many lower-wage workers are those where at least 35% earn the 25th percentile or less of national earnings ($26,000 in 2020). Firms 
with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of national earnings ($64,000 in 2020).
SOURCE: KFF Employer Health Benefits Survey, 2020

3For definitions of self-funded and fully-insured plans, seethe introduction to Section 10.
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Figure 6.17

Average Annual Premium Contributions Paid by Covered Workers for Single and Family 
Coverage, by Firm Characteristics, 2020

Single Coverage Fam ily Coverage
Worker Percent Worker Percent

Contribution Contribution Contribution Contribution
LOWER W AGE LEVEL

Few Lower-Wage Workers $1,237 17% $5,471* 26% *
Many Lower-WageWorkers $1,334 20% $7,226* 38% *

HIGHER W AGE LEVEL

Few Higher-Wage Workers $1,278 18%* $6,149* 31 %*
Many Higher-Wage Workers $1,209 16%* $5,036* 23% *

UNIONS
Firm Has Union Workers $1,130* 15%* $4,477* 20% *
Firm Has No Union Workers $1,309* 18%* $6,240* 31 %*

YOUNGER WORKERS
Few Y ounger Workers $1,239 17% $5,580 27%
Many Younger W orkers $1,298 20% $5,713 30%

OLDER WORKERS
Few Older Workers $1,217 17% $5,679 28%
Many Older Workers $1,271 17% $5,491 26%

FUNDING ARRANGEMENT

Fully Insured $1,162 16% $6,585* 33% *
Self-Funded $1,283 18% $5,105* 24% *

FIRM OW NERSHIP

Private For-Profit $1,381* 20% * $5,988* 29% *
Public $865* 11%* $4,724* 24% *
Private Not-For-Profit $1,173 15%* $5,260 25% *

ALL FIRMS $1,243 17% $5,588 27%

NOTE: Firms with manylower-wageworkers are those where atleast35% earn the 25th percentile orless of national earnings
($26,000 in 2020). Firms with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of
national earnings ($64,000 in 2020), Firms with many older workers are those where at least 35% of workers are age 50 or older.
Firms with many younger workers are those where at least 35% of workers are age 26 or younger. 

* Estimates are statistically different from each ottier within firm characteristic (p < .05)
SOURCE: KFF Employer Health Benefits Survey, 2020
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* Estimates are statistically different from each other within category (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Firms with many lower-wage workers are those where at least 35% earn 
the 25th percentile or less of national earnings ($26,000 in 2020). Firms with many higher-wage workers are those where at least 35% earn the 75th 
percentile or more than of national earnings ($64,000 in 2020). Firms with many older workers are those where at least 35% of workers are age 50 or 
older. Firms with many younger workers are those where at least 35% of workers are age 26 or younger.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 6.19

Average Percentage of Premium Paid by Covered Workers, by Firm Characteristics and Size, 2020

S in g le  C o v e r a g e F a m i ly  C o v e r a g e

All Small Firms All Large Firms All Firms All Small Firms All Large Firms All Firms
L O W E R  W A G E  L E V E L

Few Lower-Wage Workers 16% 17% 17% 34% * 23% * 26% *
Many Lower-Wage Workers 19% 21% 20% 45% * 32% * 38% *

H IG H E R  W A G E  L E V E L

Few Higher-Wage Workers 18%* 18% 18%* 41%* 26% * 31 %*
Many Higher-Wage Workers 14%* 16% 16%* 26% * 22% * 23% *

U N IO N S

Firm Has Union Workers 8%* 16%* 15%* 17%* 21%* 20% *
Firm Has No Union Workers 17%* 19%* 18%* 37% * 27% * 31 %*

Y O U N G E R  W O R K E R S

Few Younger Workers 16% 17% 17% 35% 24% 27%
Many Younger Workers 24% 18% 20% 43% 25% 30%

O L D E R  W O R K E R S

Few Older Workers 17% 18% 17% 37% 24% 28%
Many Older Workers 16% 17% 17% 33% 23% 26%

F U N D IN G  A R R A N G E M E N T

Fully Insured 16% 16% 16% 36% 27% * 33% *
Self-Funded 18% 18% 18% 32% 23% * 24% *

F IR M  O W N E R S H IP

Private For-Profit 19%* 20% * 20% * 36% 26% * 29% *
Public 7%* 12%* 11%* 34% 22% 24% *
Private Not-For-Profit 15% 15%* 15%* 32% 21%* 25% *

A L L  F IR M S 17% 17% 17% 35% 24% 27%

NOTE: Small Firms have 3-199 workers and Large Firms have 200 orm ore workers, Firms with many lower-wage workers are those where atleast35% earn the 25th 
percentile or less o f national earnings ($26,000 in 2020). Firms with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of 
national earnings ($64,000 in 2020}. Firms with many older workers are those where at least 35% of workers are age 50 or older. Firms with many younger workers are 
those where at least 35% of workers are age 26 or ysunger.

* Estimates are statistically different from estimate for all otherfirms notin the indicated category within each firm size (p < .05}.
SOURCE: KFF Employer Health Benefits Survey 2020

DIFFERENCES BY REGION AND INDUSTRY

• The average worker contribution rate for single coverage is lower in the West (14%) than in other regions 
[Figure 6.20].

• The average worker contribution rate for family coverage is lower in the Northeast (23%) and higher in the 
South (31%) than in other regions [Figure 6.20].

• There is considerable variation in average worker contribution rates across industries for both single and 
family coverage [Figure 6.21].
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Figure 6.20

Average Premium Paid by Covered Workers for Single and Family Coverage, by Plan Type 
and Region, 2020

Single Coverage Fam ily Coverage
Percent Worker Percent Worker

Contribution Contribution Contribution Contribution
HMO

Northeast 19% $1,483 20% * $4,551
M idwest 19 1,302 25 4,751
South 19 1.380 30 6,394
West 14* 854* 28 5,186

ALL REGIONS 17% $1,212 26% $5,289

PPO
Northeast 19% $1,506 23% * $5,488
M idwest 18 1,440 28 6,341
South 17 1,233 32* 6,336
West 15* 1,155* 24* 5,239*

ALL REGIONS 18% $1,335 28% $6,017
POS

Northeast 21% $1,815 24%* $5,652
M idwest 22 1,460 28 5,383
South 19 1,337 39* 7,389
West 14 916* 34 6,106

ALL REGIONS 19% $1,419 32% $6,210
HDHP/SO

Northeast 15% $1,077 23% $5,006
M idwest 13 1,044 23 4,632
South 18 1,214 28* 5,364
West 11* 777* 22 4,165

ALL REGIONS 16% $1,061 24% $4,852

ALL PLANS
Northeast 18% $1,420* 23% * $5,226
M idwest 18 1,277 26 5,511
South 18 1,239 31* 6,137*
West 14* 976* 25 5,036

ALL REGIONS 17% $1,243 27% $5,588

* Estimate is statistically difTerent within plan and coverage t)pe from estimate tor all other Arms notinthe indicated region (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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CHANGES OVERTIME

• The average worker contribution for single coverage ($1,243 in 2020) is similar to the amount last year. 
The average worker contribution for family coverage ($5,588 in 2020) appears lower than the average 
contribution for family coverage last year ($6,015), but the difference is not statistically significant [Figure 
6.4] and [Figure 6.5]. •

• The average worker contributions for single and family coverage have increased over the last five years 
(16% and 13%, respectively) and over the last 10 years (38% and 40%, respectively).
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Family Coverage: Large Firms

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017

Few Lower-Wage Workers Many Lower-Wage Workers

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Large Firms have 200 or more workers. Firms with many lower-wage workers are those where at least 35% earn the 25th percentile or less of 
national earnings ($26,000 in 2020).
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017

Figure 6.24
Average Percentage of Premium Paid by Covered Workers for Single and Family Coverage, by
Firm Size, 1999-2020
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Figure 6.25
Among Large Firms, Average Annual Worker Contributions for Covered Workers with Family
Coverage, by Firm Wage Level, 1999-2020
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SECTION 7. EMPLOYEE COST SHARING

Section 7

Employee Cost Sharing

In addition to any required premium contributions, most covered workers must pay a share of the cost for the 
medical services they use. The most common forms of cost sharing are: deductibles (an amount that must be 
paid before most services are covered by the plan), copayments (fixed dollar amounts), and coinsurance (a 
percentage of the charge for services). Sometimes cost sharing forms are mixed, such as assessing coinsurance 
for a service up to a maximum amount, or assessing coinsurance or copayment for a service, whichever is higher. 
The type and level of cost sharing often vary by the type of plan in which the worker is enrolled. Cost sharing 
may also vary by the type of service, such as office visits, hospitalizations, or prescription drugs.

The cost-sharing amounts reported here are for covered workers using in-network services. Plan enrollees 
receiving services from providers that do not participate in plan networks often face higher cost sharing and 
may be responsible for charges that exceed the plan's allowable amounts. The framework of this survey does 
notallow us to capture all o f the complex cost-sharing requirements in modern plans, particularly for ancillary 
services (such as durable medical equipment or physical therapy) or cost-sharing arrangements that vary across 
different settings (such as tiered networks). Therefore, we do not collect information on all plan provisions and 
limits that affect enrollee out-of-pocket liability.

GENERAL ANNUAL DEDUCTIBLES FOR WORKERS IN PLANS WITH 
DEDUCTIBLES

• We consider a general annual deductible to be an amount that must be paid by enrollees before 
most services are covered by their health plan. Non-grandfathered health plans are required to cover 
some services, such as preventive care, without cost sharing. Some plans require enrollees to meet a 
service-specific deductible, such as for prescription drugs or hospital admissions, in lieu of or in addition to 
a general annual deductible. As discussed below, some plans with a general annual deductible for most 
services exclude specified classes of care from the deductible, such as prescriptions or physician office 
visits.

-  In 2020,83% of covered workers are enrolled in a plan with a general annual deductible for single 
coverage, similar to the percentage last year (82%) and much higher than the percentage ten years 
ago (70%) [Figure 7.2].

-  The percentages of covered workers enrolled in a plan with a general annual deductible for single 
coverage are similar for small firms (3-199 workers) (79%) and large firms (200 or more workers) (84%) 
[Figure 7.2].

-  The likelihood of being in a plan with a general annual deductible varies by plan type. Fifty-one 
percent of covered workers in HMOs do not have a general annual deductible for single coverage, 
compared to 24% of workers in POS plans and 18% of workers in PPOs [Figure 7.1].

• For covered workers in a plan with a general annual deductible, the average annual deductible for single 
coverage is $1,644, similar to the average deductible ($1,655) last year [Figure 7.3] and [Figure 7.8].

-  For covered workers in plans with a general annual deductible, the average deductibles for single 
coverage are $1,201 in HMOs, $1,204 in PPOs, $1,714 in POS plans, and $2,303 in HDHP/SOs [Figure 
7.6].
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-  The average deductibles for single coverage are higher for most plan types for covered workers in 
small firms than for covered workers in large firms. For covered workers in PPOs, the most common 
plan type, the average deductible for single coverage in small firms is considerably higher than the 
average deductible in large firms ($1,888 vs. $960) [Figure 7.6]. Overall, for covered workers in plans 
with a general annual deductible, the average deductible for single coverage in small firms ($2,295) is 
higher than the average deductible in large firms ($1,418) [Figure 7.3].

-  The average general annual deductible for single coverage for covered workers in plans with a 
general annual deductible has increased 25% over the past five years, from $1,318 in 2015 to $1,644 
in 2020 [Figure 7.8].

Figure 7.1
Percentage of Covered Workers with No General Annual Deductible for Single Coverage, by 
Plan Type and Firm Size, 2020

All Small Firms

Tests found no statistical difference between All Small Firms and All Large Firms estimate within plan type (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Average general annual deductibles are for in-network providers. 
FIDFIP/SOs are not shown because all covered workers in these plans face a minimum deductible. FIDFIP/SOs are included in the All Plans estimate. In 
HDHP/HRA plans, as defined by the survey, the minimum deductible is $1,000 for single coverage and $2,000 for family coverage. For HSA-qualified 
HDHPs, the legal minimum deductible for 2020 is $1,350 for single coverage and $2,700 for family coverage. Average general annual health plan 
deductibles for PPOs, POS plans, and HDHP/SOs are for in-network services. A similar percentage of covered workers do not face a general annual 
deductible for single and family coverage within each plan type.
SOURCE: KFF Employer Health Benefits Survey, 2020

□  All Large Firms | | All Firms

F ig u re  7 .2

P e r c e n ta g e  o f  C o v e r e d  W o r k e r s  in  a  P la n  T h a t  In c lu d e s  a G e n e r a l  A n n u a l  D e d u c t ib le  f o r  S in g le  C o v e r a g e ,  b y  P la n  T y p e  a n d  F irm  S iz e ,  2 0 0 6 -2 0 2 0

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

HMO
All Small Firms 17% 14% 25% 27% 34% 38% 33% 44% 59% 46% 44% 41% 56% 58% 48%

All Large Firms 10% 20% * 18% 12% 25%* 27% 29% 40% 28% 40% 47% 37% 53% 43% 49%

ALL FIRMS 12% 18% 20% 16% 28%* 29% 30% 41% 37% 42% 46% 38% 54%* 48% 49%
PPO

All Small Firms 69% 72% 73% 74% 80% 76% 76% 78% 83% 85% 85% 78% 86% 87% 78%

All Large Firms 69% 71% 66% 74% 76% 83% 77% 82% 85% 84% 84% 88% 89% 84% 84%

ALL FIRMS 69% 71% 68% 74% 77% 81% 77% 81% 85% 85% 84% 86% 88% 85% 82%
POS

All Small Firms 35% 53% * 59% 63% 64% 68% 58% 78% * 69% 80% 81% 71% 86% 75% 73%

All Large Firms 28% 41% 41% 58% 70% 71% 63% 49% 72% * 61% 66% 58% 63% 76% 79%

ALL FIRMS 32% 48%* 50% 62% 66% 69% 60% 66% 70% 72% 76% 65% 76% 76% 76%
ALL PLANS

All Small Firms 56% 60% 65% 67% 73% 75% 72% 77% 82% 82% 82% 77% 85%* 83% 79%

All Large Firms 54% 59% 56% 61% 68%* 74% 73% 78% 80% 81% 83% 83% 85% 81% 84%

ALL FIRMS 55% 59%* 59% 63% 70%* 74% 72% 78%* 80% 81% 83% 81% 85%* 82% 83%

NOTE: Small Firms haw 3-199 workers and Large Firms have 200 or more workers. Average general annual deductibles are for in-network providers. By definition, all HDHP/SOs haw a deductible. 

* Estimate is statistically different from estimate forthe previous year shown (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2006-2017
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Figure 7.3

Percentage of Covered Workers in a Plan That Includes a General Annual Deductible and 
Average Deductible for Single Coverage, by Firm Size and Region, 2020

Percentage of Covered Workers in
Among Covered Workers With a 

General Annual Deductible for 
Single Coverage, Average 

Deductible

a Plan With a General Annual 
Deductible

FIRM SIZE

3-49 Workers 77% $2,413*
50-199 Workers 81 2,179*
200-999 Work ers 81 1,668
1,000-4,999 Workers 81 1,404*
5 000 or More Workers 87* 1,331*

All Sm all F irm s (3-199 Workers) 79% $2,295*

All Large Firm s (200 or More Workers) 84% $1,418*
REGION

Northeast 84% $1,605
Ml idwest 92* 1,669
South 79 1,733
West 75* 1,497

ALL FIRMS 83% $1,644

* Estimate is statistically different from estimate for all other firms not in the indicated size or region cate gory (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 7.4

Percentage of Covered Workers in a Plan That Includes a General Annual Deductible and 
Average Deductibles for Single Coverage, by Firm Characteristics, 2020

Percentage of Covered Workers in
Among Covered Workers With a 

General Annual Deductible for 
Single Coverage, Average 

Deductible

a Plan With a General Annual 
Deductible

LOWER W AGE LEVEL

Few Lower-Wage Workers 84%* $1,620*
Many Lower-WageWorkers 71%* $2,060*

HIGHER W AGE LEVEL
Few Higher-Wage Workers 82% $1,768*
Many Higher-Wage Workers 83% $1,527*

UNIONS
Firm Has Union Workers 84% $1,220*
Firm Has No Union Workers 82% $1,902*

YOUNGER WORKERS
Few Younger Workers 83% $1,643
Many Younger Workers 76% $1,664

OLDER WORKERS

Few Older Workers 84% $1,740*
Many Older Workers 61% $1,541*

FIRM OW NERSHIP

Private For-Profit 87%* $1,755*
Public 75%* $1,177*
Private Not-For-Profit 79% $1,668

ALL FIRMS 83% $1,644

NOTE: Firms with manylower-wageworkers are those where atleast35% earn the 25th percentile orless of national earnings 
($26,000 in 2020). Firms with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of 
national earnings ($64,000 in 2020), Firms with many older workers are those where at least 35% of workers are age 50 or older. 
Firms with many younger workers are those where at least 35% of workers are age 26 or younger.

* Estimates are statisticallydifferentfrom each other within firm characteristic (p < .05)

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 7.6
Among Covered Workers with a General Annual Deductible for Single Coverage, Average 
Deductible, by Plan Type and Firm Size, 2020

■  All Small Firms All Large Firms | | All Firms

HMO

PPO

POS

HDHP/SO

A L L  P L A N S

* Estimate is statistically different between All Small Firms and All Large Firms estimate within plan type (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Average general annual deductibles are for in-network providers. 
SOURCE: KFF Employer Health Benefits Survey, 2020
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F ig u re  7.8

A m o n g  C o v e re d  W o rk e rs  W ith  a G e n e ra l A n n u a l D e d u c tib le , A v e ra g e  S in g le  a n d  F am ily  C o v e ra g e  D e d u c tib le , by P lan  T y p e , 2 0 0 6 -2 0 2 0

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2016 2019 2020
Single Coverage
HMO $352 $401 $503 $699* $601 $911 $691 $729 $1,032* $1,025 $917 $1,175 $870 $1,200 $1,201
PPO $473 $461 $560* $634* $675 $675 $733 $799 $843 $958 $1,028 $1,046 $1,204* $1,206 $1,204
POS $553 $621 $752 $1,061 $1,048 $928 $1,014 $1,314 $1,215 $1,230 $1,737* $1,301 $1,598 $1,857 $1,714
HDHP/SO $1,715 $1,729 $1,812 $1,838 $1,903 $1,908 $2,086 $2,003 $2,215* $2,099 $2,199 $2,304 $2,349 $2,486 $2,303
ALL PLANS $584 $616 $735* $826* $917* $991 $1,097* $1,135 $1,217 $1,318 $1,478* $1,505 $1,573 $1,655 $1,644
Family Coverage Deductible W ith 
Aggregate Structure
HMO $751 $759 $1,053 $1,524* $1,321 $1,487 $1,329 $1,743 $2,328 $2,758 $2,245 $2,732 $2,317 $2,905 $3,035
PPO $1,034 $1,040 $1,344* $1,488 $1,518 $1,521 $1,770 $1,854 $1,947 $2,012 $2,147 $2,503* $3,000* $2,883 $2,716
POS $1,227 $1,359 $1,860 $2,191 $2,253 $1,769 $2,163 $2,821 $2,470 $2,467 $3,769* $2,697 $3,497 $4,347 $3,902
HDHP/SO $3,511 $3,596 $3,559 $3,626 $3,780 $3,666 $3,924 $4,079 $4,522* $4,332 $4,343 $4,527 $4,676 $4,779 $4,552
Family Coverage Deductible W ith 
Separate Per-Person Structure
HMO NSD NSD NSD $686 $500 $885 $754 $609 $870 $852 $632 $1,045 $691 $881 NSD
PPO $710 $492* $514 $633 $596 $646 $632 $782* $821 $944 $1,052 $914 $1,005 $1,091 $1,115
POS $992 $592 $778 $1,050 $1,154 $912 $1,092 $1,080 $1,153 $1,153 $1,180 $1,128 $1,864* $1,932 NSD
HDHP/SO NSD NSD $2,334* $2,091 $2,053 $2,149 $2,821* $2,033* $2,126 $1,965 $2,411 $2,645 $2,560 $3,078 $2,523
NOTE: Average general annual deductibles are for in-network providers. The suney distinguishes between plans that have an aggregate deductible amount in which all family members' out-of-pocket expenses count toward the
deductible, and plans that have a separate amount for each family m ember, typically with a limit on the number of family members required to reach that amount 
NSD: Not Sufficient Data
* Estim ate is statistically different from estim ate for the previous year shown (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2006-2017

GENERAL ANNUAL DEDUCTIBLES AMONG ALL COVERED WORKERS

• As discussed above, the share of covered workers in plans with a general annual deductible has increased 
significantly over time, from 70% in 2010 to 83% in 2020 [Figure 7.9]. The average deductible amounts 
for covered workers in plans with a deductible have also increased, over the period, from $917 in 2010 
to $1,644 in 2020 [Figure 7.10]. Neither trend by itself, however, captures the full impact of changes in 
deductibles on covered workers. We can look at the average impact of both trends together on covered 
workers by assigning a zero deductible value to covered workers in plans with no deductible and looking
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at how the resulting averages change over time. These average deductible amounts are lower in any given 
year but the changes over time reflect both the higher deductibles in plans with a deductible and the fact 
that more workers face them.

-  Using this approach, the average general annual deductible for single coverage for all covered 
workers in 2020 is $1,364, sim ilartothe amount last year ($1,396) [Figure 7.10].

-  The 2020 value is 27% higher than the average general annual deductible of $1,077 in 2015 and 111% 
higher than the average general annual deductible of $646 in 2010 [Figure 7.10].

• Another way to look at deductibles is the percentage of all covered workers who are in a plan with a 
deductible that exceeds certain thresholds. Fifty-seven percent of covered workers are in plans with a 
general annual deductible of $1,000 or more for single coverage, similar to the percentage last year [Figure 
7.13].

-  Over the past five years, the percentage of covered workers with a general annual deductible of 
$1,000 or more for single coverage has grown 23%, from 46% to 57% [Figure 7.13].

-  Workers in small firms are considerably more likely to have a general annual deductible of $1,000 or 
more for single coverage than workers in large firms (64% vs. 54%) [Figure 7.12].

-  In 2020,26% of covered workers are enrolled in a plan with a deductible of $2,000 or more, similar to 
the percentage last year (28%) [Figure 7.15]. This percentage is much higher for covered workers in 
small firms than large firms (42% vs. 20%) [Figure 7.12].

Figure 7.9

Prevalence and Value of General Annual Deductibles for Single C overage, by Firm Size, 2006-2020

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
Average General Annual Deductible Among 
Covered Workers Who Face a Deductible for 
Single Coverage

All Small Firms $775 $852 $1,124* $1,254 $1,391 $1,537 $1,596 $1,715 $1,797 $1,836 $2,069 $2,120 $2,132 $2,271 $2,295
All Large Firms 496 519 553 640* 686 757 875* 884 971 1,105* 1,238 1,276 1,355 1,412 1,418
ALL FIRMS $584 $616 $735* $826* $917* $991 $1,097* $1,135 $1,217 $1,318 $1,478* $1,505 $1,573 $1,655 $1,644

Percentage of Covered Workers With a General 
Annual Deductible for Single Coverage

All Small Firms 56% 60% 65% 67% 73% 75% 72% 77% 82% 82% 82% 77% 85% * 83% 79%
All Large Firms 54 59 56 61 68* 74 73 78 80 81 83 83 85 81 84
ALL FIRMS 55% 59% * 59% 63% 70% * 74% 72% 78%* 80% 81% 83% 81% 85% * 82% 83%

Average General Annual Deductible for Single 
Coverage Among ALL COVERED WORKERS

All Small Firms $431 $494 $727* $851 $1,001 $1,177 $1,163 $1,330 $1,493 $1,507 $1,669 $1,631 $1,818 $1,896 $1,819
All Large Firms 234 269 284 376* 456* 546* 629* 670 765* 890* 1,026 1,049 1,159 1,184 1,187
ALL FIRMS $303 $343 $433* $533* $646* $747* $802 $883 $989* $1,077 $1,221* $1,221 $1,350* $1,396 $1,364

NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Ave rage general annual deductibles are for in-network providers. Average general annual deductibles 
general annual deductible for in-network services are assigned a value of zero.

’  Estimate is statistically different from estimate for the previous year shown (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2006-2017

all covered workers. Workers in plans without a
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GENERAL ANNUAL DEDUCTIBLES AND ACCOUNT CONTRIBUTIONS

• One of the reasons for the growth in general annual deductibles has been the growth in enrollment in 
HDHP/SOs, which have higher deductibles than other plans. While growing deductibles in other plan 
types generally increases enrollee out-of-pocket liability, the shift in enrollment to HDHP/SOs does not 
necessarily do so because many HDHP/SO enrollees receive an account contribution from their employers, 
which in essence reduces the high cost sharing in these plans.

-  Ten percent of covered workers in an HDHP with an HRA and 3% of covered workers in an 
HSA-qualified HDHP receive an account contribution from their employer for single coverage at least 
equal to their deductible, while another 41% of covered workers in an HDHP with an HRA and 19% 
of covered workers in an HSA-qualified HDHP receive account contributions that, if applied to their 
deductible, would reduce the deductible to $1,000 or less [Figure 7.17].

-  If we reduce the general annual deductibles by employer account contributions, the percentage of 
covered workers with a deductible of $1,000 or more would be reduced from 57% to 47% [Figure 
7.13] and [Figure 7.14].

KFF/Page 107



SECTION 7. EMPLOYEE COST SHARING

ALL FIRMS

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Average general annual deductibles are for in-network providers. 
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2006-2017

Figure 7.11
Among Covered Workers Who Face a Deductible for Single Coverage, Average General Annual
Deductible for Single Coverage, by Firm Size, 2006-2020

120

644

418
124

2 0 0 6  2 0 0 7  2 0 0 8  2 0 0 9  2 0 1 0  2 0 1 1  2 0 1 2  2 0 1 3  2 0 1 4  2 0 1 5  2 0 1 6  2 0 1 7  2 0 1 8  2 0 1 9  2 0 2 0
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ALL FIRMS

100%

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. These estimates include workers enrolled in FIDFIP/SOs and other plan 
types. Average general annual deductibles are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2009-2017

Figure 7.13
Percentage of Covered Workers Enrolled in a Plan with a General Annual Deductible of
$1,000 or More for Single Coverage, by Firm Size, 2009-2020

2 0 0 9 2010 2011 2012 2 0 1 3 2 0 1 4 2 0 1 5 2 0 1 6 2 0 1 7 2 0 1 8 2 0 1 9 2020

ALL FIRMS

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. These estimates include workers enrolled in HDHP/SO and other plan 
types. The net liability for covered workers enrolled in a plan with an HSA or HRA is calculated by subtracting the account contribution from the 
single coverage deductible. HRAs are notional accounts, and employers are not required to actually transfer funds until an employee incurs expenses. 
General annual deductibles are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2009-2017

Figure 7.14
Percentage of Covered Workers Enrolled in a Plan with a General Annual Deductible of
$1,000 or More for Single Coverage, Reduced by Any HRA/HSA Contributions, by Firm Size,
2009-2020

2 0 0 9 2010 2011 2012 2 0 1 3  2 0 1 4  2 0 1 5  2 0 1 6  2 0 1 7  2 0 1 8  2 0 1 9  2 0 2 0
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ALL FIRMS

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. These estimates include workers enrolled in FIDFIP/SOs and other plan 
types. Average general annual deductibles are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2009-2017

Figure 7.15
Percentage of Covered Workers Enrolled in a Plan with a General Annual Deductible of
$2,000 or More for Single Coverage, by Firm Size, 2009-2020

2 0 0 9 2010 2011 2012 2 0 1 3 2 0 1 4 2 0 1 5 2 0 1 6 2 0 1 7 2 0 1 8 2 0 1 9 2020

ALL FIRMS

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. These estimates include workers enrolled in HDHP/SOs and other plan 
types. The net liability for covered workers enrolled in a plan with an HSA or HRA is calculated by subtracting the account contribution from the 
single coverage deductible. HRAs are notional accounts, and employers are not required to actually transfer funds until an employee incurs expenses. 
General annual deductibles are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2009-2017

Figure 7.16
Percentage of Covered Workers Enrolled in a Plan with a General Annual Deductible of
$2,000 or More for Single Coverage, Reduced by Any HRA/HSA Contributions, by Firm Size,
2009-2020

2 0 0 9 2010 2011 2012 2 0 1 3 2 0 1 4 2 0 1 5 2 0 1 6 2 0 1 7 2 0 1 8 2 0 1 9 2020
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Figure 7.18
Among Covered Workers with a General Annual Deductible, Distribution of General Annual 
Deductibles for Single Coverage, Reduced by Any HRA/HSA Contributions, 2007-2020

I | $0 (Or Less) - $499 Q  $500 - $999 ^  $1,000 - $1,999 |  $2,000 or More

2007

2008

2009

2010 

2011 

2012

2013

2014

2015

2016

2017

2018

2019

2020

49% 30% 17% 4%

44% ■ 30% 19% 7%

42% C 29% | 22%

37% C 34% | 20% 9%

57% 27%

35% 31%

32% 33%

25% 35%

21%

20%

37%

35%

18% 33%

23%

23%

28%

28%

28%

33%

15% 30%

15% 32%

13% 31%

11%

11%

12%

15%

17%

16%

19%

22%

20%

9 0 %  1 0 0 %

Tests found no statistical difference from distribution for the previous year shown (p < .05).
NOTE: Account contributions include an employer's contribution to an HSA or HRA. These estimates include workers enrolled in HDHP/SOs and other plan 
types. Average general annual deductibles are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2007-2017
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Figure 7.19
Among Covered Workers with a General Annual Deductible, Distribution of General Annual 
Deductible for Single Coverage, 2007-2020

| | $1 -$499  Q  $500-$999  ^  $1,000 - $1,999 |  $2,000 - $2,999 ^  $3,000 or More

2007

2008*

2009

2010 

2011 

2012

2013

2014

2015

2016

2017

2018

2019

2020

0 %  1 0 %  2 0 %  3 0 %  4 0 %  5 0 %  6 0 %  7 0 %  8 0 %  9 0 %  1 0 0 %

* Distribution is statistically different from distribution for the previous year shown (p < .05).
NOTE: Average general annual deductibles are for in-network providers. In 2020, 83% of covered workers are enrolled in a plan with a general annual 
deductible.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2007-2017
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GENERAL ANNUAL DEDUCTIBLES FOR WORKERS ENROLLED IN FAMILY 
COVERGE

General annual deductibles for family coverage are structured in two primary ways: (1) with an aggregate 
family deductible, the out-of-pocket expenses of all family members count against a specified family deductible 
amount, and the deductible is considered met when the combined family expenses exceed the deductible 
amount; (2) with a separate per-person family deductible, each family member is subject to a specified 
deductible amount before the plan covers expenses for that member, although many plans consider the 
deductible for all family members met once a specified number (typically two or three) of family members meet 
their specified deductible amount.1

• About one-half (52%) of covered workers in HMOsarein plans without a general annual deductible for 
family coverage; the percentages in plans without family dedictibles are lower for workers in PPOs (18%) 
and POS plans (24%). As defined, all covered workers in HDHP/SOs have a general annual deductible for 
family coverage [Figure 7.21].

• Among covered workers enrolled in family coverage, the percentages of covered workers in a plan with 
an aggregate general annual deductible are 32% for workers in HMOs; 57% for workers in PPOs; 64% for 
workers in POS plans; and 83% for workers in HDHP/SOs [Figure 7.21].

-  The average deductible amounts for covered workers in plans with an aggregate annual deductible 
for family coverage are $3,035 for HMOs; $2,716 for PPOs; $3,902 for POS plans; and $4,552 for 
HDHP/SOs [Figure 7.22]. Deductible amounts for aggregate family deductibles are similar to last year 
for each plan type.

• For covered workers in plans with an aggregate deductible for family coverage, the average annual family 
deductibles in small firms are higher than the average annual family deductibles in large firms for covered 
workers in HMOs, PPOs and HDHP/SOs [Figure 7.22].

• Among covered workers enrolled in family coverage, the percentages of covered workers in plans with a 
separate per-person annual deductible for family coverage are 17% for workers in HMOs; 25% for workers 
in PPOs; 12% for workers in POS plans; and 17% for workers in HDHP/SOs [Figure 7.21].

-  The average deductible amounts for covered workers in plans with separate per-person annual 
deductibles for family coverage are $1,115 for PPOs and $2,523 for HDHP/SOs [Figure 7.22].

-  Forty percent covered workers in plans with a separate per-person annual deductible for family 
coverage have a limit for the number of family members required to meet the separate deductible 
amounts [Figure 7.25]. Among those covered workers in plans with a limit on the number of family 
members, the most frequent number of family members required to meet the separate per-person 
deductible is two [Figure 7.26].

1 Some workers with separate per-person deductibles or out-of-pocket maximums for family coverage do not have a specific number of 
family members that are required to meet the deductible amount and instead have another type of limit, such as a per-person amount with 
a total dollar amount limit. These responses are included in the averages and distributions for separate family deductibles and out-of-pocket 
maximums.
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Figure 7.21
Distribution of Type of General Annual Deductible for Covered Workers with Family 
Coverage, by Plan Type and Firm Size, 2020

□  Aggregate Amount Q  Separate Amount No Deductible

H M O
Small Firms 
Large Firms 

All Firm Sizes

42% | 5%* |
28% I 21 %*

32% I 17%

P P O
Small Firms 
Large Firms 

All Firm Sizes

58% 1 20% I
57% 27% | ~1
57% 25%

P O S
Small Firms 
Large Firms 

All Firm Sizes

61% i ?2%
67% | 12% I I

64% I 12% I I

H D H P /S O
Small Firms 
Large Firms 

All Firm Sizes

82% I 18%
83% 17%
83% 17%

A L L  P L A N S
Small Firms 
Large Firms 

All Firm Sizes

* Estimate is statistically different between All Small Firms and All Large Firms estimate (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. FIDFIP/SOs are defined as having a minimum deductible of $1,000 for 
single coverage and $2,000 for fam ily coverage and either an FIRA or FISA. Among workers with a general annual fam ily deductible, 65% in FIMOs, 69% in 
PPOs, and 84% in POS plans,The survey distinguishes between plans that have an aggregate fam ily deductible and plans that have a separate per-person 
deductible, typically with a lim it on the number of fam ily members required to reach that amount. N/A: Not Applicable.
SOURCE: KFF Employer FHealth Benefits Survey, 2020
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Figure 7.22

Among Covered Workers With a General Annual Deductible, Average Deductibles for Family 
Coverage, by Deductible Type, Plan Type, and Firm Size, 2020

Aggregate Amount Separate Per-Person Amount
HMO

All Small Firms $4,181* NSD
All Large Firms $2,467* NSD

ALL FIRM SIZES $3,035 NSD

PPO

All Small Firms $4,231* $1,585*
All Large Firms $2,137* $986*

ALL FIRM SIZES $2,716 $1,115
POS

All Small Firms $4,467 NSD
All Large Firms $3,210 NSD

ALL FIRM SIZES $3,902 NSD

HDHP/SO
All Small Firms $3,189* $3,733*
All Large Firms $4,099* $2,152*

ALL FIRM SIZES $4,552 $2,523

NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Average general annual deductibles are Ibr in-
network providers. The survey distinguishes between plans that have an aggregate 1am ily deductible and plans thathave a
separate per-person deductible, typically'with a limit on the number of 1am ily members required to reach that amount.
NSD: Not Sufficient Data

* Estimate is statistically different between All Small Firms and All Large Firms estimate (p < 05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 7.24
Among Covered Workers with an Aggregate General Annual Deductible for Family Coverage, 
Distribution of Deductibles, by Plan Type, 2020

~ ~  $4,000 - $4,999 ^  $6,000 or More 

$5,000-$5,999

$1 - $999 $2,000 - $2,999

$1,000-$1,999 $3,000-$3,999

1 8 % 1 6 % 1 1 % 3 1 % 7 %  7 %  1 0 %

1 9 % 3 2 % 1 4 % 1 3 %  6 %  3 %  1 3 %

1 7 % 2 1 % 9 % 1 3 % 5 % 9 % 2 6 %

1 7 % 3 0 % 1 7 % 1 7 % 1 9 %

NOTE: By definition, 100% of covered workers in an HDHP/SO with an aggregate deductible have a family deductible of $2,000 or more. Average general 
annual deductibles are for in-network providers. The survey distinguishes between plans that have an aggregate family deductible and plans that have 
a separate per-person deductible, typically with a limit on the number of family members required to reach that amount.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 7.26
Among Covered Workers With a Separate Per-Person General Annual Deductible for Family 
Coverage and a Per-Person Limit, Distribution of Maximum Number of Family Members 
Required to Meet the Deductible, by Plan Type, 2020

Two Four

Three Total Family Spending Exceeds Specified Amount

No Limits 

Other

PPO

HDHP/SO

A L L  P L A N S

0 %  1 0 %  2 0 %  3 0 %  4 0 %  5 0 %  6 0 %  7 0 %  8 0 %  9 0 %  1 0 0 %

NOTE: Average general annual deductibles are for in-network providers. The survey distinguishes between plans that have an aggregate family 
deductible and plans that have a separate per-person deductible, typically with a limit on the number of family members required to reach that 
amount. Firms that reported having a separate family deductible were asked if they had a combined limit or if the limit was considered met when a 
specified number of family members reached their separate per-person limit. 'Other' category may include per-person limits with a total family dollar 
limit. Plan types with insufficient sample are not shown independently, but included in the all plan estimate.
SOURCE: KFF Employer Health Benefits Survey, 2020
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CHARACTERISTICS OF GENERAL ANNUAL DEDUCTIBLES

• The majority of covered workers with a general annual deductible are in plans where the deductible does 
not have to be met before certain services, such as physician office visits or prescription drugs, are covered.

-  Majorities of covered workers (84% in HMOs, 72% in PPOs, 66% in POS plans, and 58% in HDHP/HRAs) 
who are enrolled in plans with general annual deductibles are in plans where the deductible does not 
have to be met before physician office visits for primary care are covered [Figure 7.28].

-  Similarly, among workers with a general annual deductible, large shares of covered workers in HMOs 
(87%), PPOs (86%), POS plans (85%), and HDHP/HRAs (82%) are enrolled in plans where the general 
annual deductible does not have to be met before prescription drugs are covered [Figure 7.28].
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HOSPITAL ADMISSIONS AND OUTPATIENT SURGERY

• Whether or not a worker has a general annual deductible, most workers face additional types of cost 
sharing (such as a copayment, coinsurance, or a per diem charge) when admitted to a hospital or having 
outpatient surgery. The distribution of workers with cost sharing for hospital admissions or outpatient 
surgery does not equal 100%, as workers may face a complex combination of types of cost sharing. For this 
reason, the average copayment and coinsurance rates include workers who may have a combination of 
these types of cost sharing.

• Beginning in 2017, to reduce the burden on respondents, we revised the survey to ask about cost sharing 
for hospital admissions and outpatient surgery only for their largest health plan type; previously, we asked 
for this information for each of the plan types that they offered.

• In addition to any general annual deductible that may apply, 65% of covered workers have coinsurance 
and 13% have a copayment that apply to inpatient hospital admissions. Lower percentages of workers 
have per day (per diem) payments (7%), a separate hospital deductible (1%), or both a copayment and 
coinsurance (8%), while 16% have no additional cost sharing for hospital admissions after any general 
annual deductible has been met [Figure 7.29].

-  For covered workers in HMOs, copayments are more common (33%) and coinsurance (43%) is less 
common than the average for all covered workers [Figure 7.29].

-  HDHP/SOs, on average, have a different cost-sharing structure than other plan types for hospital 
admissions. Only 3% of covered workers in HDHP/SOs have a copayment for hospital admissions, 
lower than the average for all covered workers [Figure 7.29].
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-  The average coinsurance rate for a hospital admission is 20%, the average copayment is $311 per 
hospital admission, and the average per diem charge is $313 [Figure 7.32]. Sixty-six percent of 
workers enrolled in a plan with a per diem for hospital admissions have a limit on the number of days 
a worker must pay the amount [Figure 7.33].

• The cost-sharing provisions for outpatient surgery are similar to those for hospital admissions, as most 
workers have coinsurance or copayments. In 2020,15% of covered workers have a copayment and 68% 
have coinsurance for outpatient surgery. In addition, 6% have both a copayment and coinsurance, while 
16% have no additional cost sharing after any general annual deductible has been met [Figure 7.30] and 
[Figure 7.31].

-  For covered workers with cost sharing for outpatient surgery, the average coinsurance rate is 20% and 
the average copayment is $188 [Figure 7.32].

F ig u r e  7 .2 9

D is t r ib u t io n  o f  C o v e r e d  W o r k e r s  W ith  O th e r  C o s t  S h a r in g  fo r  H o s p ita l  A d m is s io n s ,  in  A d d it io n  to  A n y  G e n e r a l  A n n u a l

D e d u c t ib le ,  b y  P la n  T y p e ,  2 0 2 0

Separate Annual

Plan Type
Deductible for 

Hospital 
Admissions

Copayment Coinsurance
Both Copayment 
and Coinsurance

Charge Per Day None

HMO <1%* 33% * 43% * 8% 9% 19%
PPO 2 11 73* 8 6 11*
POS 4 27* 39* 6 15* 25
HDHP/SO <V 3* 69 6 6 21

A L L  P L A N S 1% 13% 6 5 % 8 % 7 % 16%

NOTE: We collect information on the cost-sharing provisions in addition to anygeneral annual plan deductible. The distribution of workers with different types of cost 
sharing does not equal 100% because workers m ay face a combination of types of cost sharing. Less than one percent of covered workers ha\e an 'Other'type of cost 
sharing. Information on separate deductibles for hospital admissions was collected onlyfbrHDHP/HRAs because federal regulations for HSA-qualified HDHPs make it 
unlikelythese plans would have a separate deductible for specific services. Both Copaymentand Coinsurance' categoryincludes workers who are required to paythe 
higher amount of either the copayment or coinsurance under the plan, Zero percent of covered workers are enrolled in a plan that does not cover hospital admissions,

* Estim ate is statistically different from All Plans estimate (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 7.30

Distribution of Covered Workers With Other Cost Sharing for Outpatient Surgery, in
Addition to Any General Annual Deductible, by Plan Type, 2020

Plan Type

Separate Annual 
Deductible for 

Outpatient
Copayment Coinsurance

Both Copayment 
and Coinsurance

None

Surgery
HMO 1% 40% * 40%* 11% 16%

PPO 1 11 77* 8 11*

POS 3 37* 46* 7 15
HDHP/SO <1* 4* 72 2* 23

A L L  P L A N S 1% 15% 68% 6% 16%

NOTE: We collect information on the cost-sharing provisions in addition to anygeneral annual plan deductible. The distribution 
ofworkers with different types ofcostsharing does notequal 100% because workers mayface a combination of types of cost 
sharing. Less than one percent of covered workers hate an 'Other'type ofcostsharing. Information on separate deductibles for 
hospital admissions was collected onlyforHDHP/HRAs because federal regulations for HSA-qualified HDHPs m ake it unlikely 
these plans would have a separate deductiblefor specific services. 'Both Copaymentand Coinsurance' categoryincludes 
workers who are required to paythe higher amount of either the copayment or coinsurance under the plan. Zero percent of 
covered workers are enrolled in a plan that does not cover outpatient surgery.

* Estimate is statisticallydifFerentfrom All Plans estimate (p < .05) 

SOURCE: KFF Employer Health Benefits Survey 2020
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Figure 7.31
Percentage of Covered Workers with the Following Types of Cost Sharing for Hospital 
Admissions and Outpatient Surgery, in Addition to Any General Annual Deductible, 2020

l Separate Annual Deductible 

Copayment BCoinsurance

Both Copayment and Coinsurance BCharge Per Day 

None

NOTE: We collect information on the cost-sharing provisions in addition to any general annual plan deductible. The distribution of workers with 
different types of cost sharing does not equal 100% because workers may face a combination of types of cost sharing. Less than one percent of covered 
workers have an 'Other' type of cost sharing. Information on separate deductibles for hospital admissions was collected only for HDHP/HRAs because 
federal regulations for HSA-qualified HDHPs make it unlikely these plans would have a separate deductible for specific services. 'Both Copayment and 
Coinsurance' category includes workers who are required to pay the higher amount of either the copayment or coinsurance under the plan.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 7.32

Among Covered Workers With Separate Cost Sharing for Hospital Admissions or Outpatient Surgery, Average Cost 
Sharing, by Type, 2020

C h a rg e  P e r  D a y C o in s u ra n c e C o p a y m e n t

O u tp a tie n t S u rg e ry  

H o s p ita l A d m is s io n

N O T E : E s tim a te s  re p re s e n t c o s t s h a rin g  in add ition  to  

s h a rin g . C o s t  s h a rin g  a m o u n ts  a re  fo r in -n e tw o rk  provi

S O U R C E : K F F  E m p lo y e r H e a lth  B enefits  Survey, 2 0 2 0

N /A

$ 3 1 3

a n y g e n e ra l a n n u a l d e d u c tib le . T h e  av« 

ders .

2 0 %

2 0 %

srage a m o u n ts  in c lu d e  w o rk e rs  w h o  m

$ 1 8 8

$ 3 1 1

a y h a v e  a c o m b in a tio n  o f types o fc o s t
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Figure 7.33

Among Covered Workers With a Charge Per Day for Hospital Admissions,
Average Cost Sharing Features, 2020

Among Covered Workers With a Charge
Per Day for Hospital Admissions

Average Charge Per Day $313
Percentage of Covered Workers With a Limit On the Number of 
Days a Worker Must Pay Per-Day Amount 66%

Average Number of Days the Per-Day Amount Must Be Paid 5

NOTE: Estimates represent cost sharing in addition to any general annual deductible. Average amounts include 
workers who may have a combination of types of cost sharing. Amounts are tor in-network services.

SOURCE: KFF Employer Health Benefits Survey 2020

Figure 7.34
Among Covered Workers with a Copayment for Hospital Admissions or Outpatient Surgery, 
Distribution of Copayments, 2020

I | $0 - $50 Q  $101 - $150 [ ]

| | $51 -$100 ^  $151 -$200 [ ]

$201 - $500 

More Than $500

NOTE: Estimates represent cost sharing in addition to any general annual deductible. Distribution includes workers who may have a combination of 
types of cost sharing. Cost sharing amounts are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 7.35
Among Covered Workers with Coinsurance for Hospital Admissions or Outpatient Surgery, 
Distribution of Coinsurance Rates, 2020

□  °% -10%  □  11 % - 20% ^  21 % - 30% ^  More Than 30%

Hospital Admissions

Outpatient Surgery

1 8 % 6 8 % 1 1 % 3 %

1 9 % 6 7 % 1 1 % 3 %

0 % 10% 20% 30% 40% 50% 70% 80% 90% 100%

NOTE: Estimates represent cost sharing in addition to any general annual deductible. Distribution includes workers who may have a combination of 
types of cost sharing. Cost sharing amounts are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2020

COST SHARING FOR PHYSICIAN OFFICE VISITS

• The majority of covered workers are enrolled in health plans that require cost sharing for an in-network 
physician office visit, in addition to any general annual deductible.2

-  The most common form of physician office visit cost sharing for in-network services is a copayment. 
Sixty-six percent of covered workers have a copayment for a primary care physician office visit and 
23% have coinsurance. For office visits with a specialty physician, 63% of covered workers have a 
copayment and 27% have coinsurance [Figure 7.36].

-  Covered workers in HMOs, PPOs, and POS plans are much more likely to have copayments for 
both primary care and specialty care physician office visits than workers in HDHP/SOs. For primary 
care physician office visits, 16% of covered workers in HDHP/SOs have a copayment, 62% have 
coinsurance, and 15% have no cost sharing after the general annual plan deductible is met [Figure 
7.36].

-  Among covered workers with a copayment for in-network physician office visits, the average 
copayment is $26 for primary care and $42 for specialty physician office visits [Figure 7.37], similar to 
the amounts last year.

-  Among covered workers with coinsurance for in-network physician office visits, the average 
coinsurance rates are 18% for a visit with a primary care physician and 19% for a visit with a specialist 
[Figure 7.37], similar to the rates last year.

2For those enrolled in an HDHP/HSA, the out-of-pocket maximum may be no more than $6,900 for an individual plan and $13,800 for a family 
plan in 2020. See https://www.irs.gov/irb/2019-22_IRB#REV-PROC-2019-25
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Figure 7.36
Percentage of Covered Workers with the Following Types of Cost Sharing for Physician 
Office Visits, by Plan Type, 2020

| | Copayment | | Coinsurance No Cost Sharing None of the Above

P rim a ry  C are

HMO 

PPO 

POS 

HDHP/SO 

ALL PLANS 

S p e c ia lis t  C are 

HMO 

PPO 

POS 

HDHP/SO 

ALL PLANS

9 4  % *

8 0 % *

8 7 % *

12% * 66% *

6 3 %

9 3 % * «i
8 4  % * 1 0 % *

8 4  % * 8 % *  |m
16 % * 6 2 % * 15 % * i%

6 6 % 2 3 % 7 % 4 %

15% *

2 7 %

0% 10% 20% 40% 50% 60% 70% 80% 90% 100%

* Estimate is statistically different from All Plans estimate (p < .05).
NOTE: Figure represents cost sharing in addition to any general annual deductible. The survey includes questions on cost sharing for in-network 
services only.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 7.37

Among Covered Workers With Copayments And/Or Coinsurance for Physician Office Visits, Average 
Copayments and Coinsurance, by Plan Type, 2020

HMO PPO POS HDHP/SO All Plans
Primary Care Office Visit

Average Copayment ($) $22* $26 $26 $28 $26
Average Coinsurance (%) NSD 21% NSD 18% 18%

Specialty Care Office Visit
Average Copayment ($) $37* $42 $43 $53* $42
Average Coinsurance (%) NSD 21 %* NSD 18% 19%

NOTE: Cost-sharing averages are for in-network vis its.
NSD: Not Sufficient Data

* Estimate is statistically different from All Plans estimate (p < .05). 
SOURCE: KFF Employer Health Benefits Survey, 2020
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F ig u re  7 .4 2

A m o n g  C o v e re d  W o rk e rs  W ith  a C o p a y m e n t  A n d /O r  C o in s u ra n c e  

fo r  P h y s ic ia n  O ffic e  V is its , A v e ra g e  C o p a y m e n t  a n d  C o in s u ra n c e ,  
2 0 0 6 -2 0 2 0

Primary Care: Primary Care: Specialist Care: Specialist Care:
Copayment Coinsurance Copayment Coinsurance

2006 $13 $23

2007 $19 17% $24

2003 $19 17% $26*

2009 $20* 18% $28*

2010 $22* 18% $31* 18%

2011 $22 18% $32 18%

2012 $23 18% $33 19%

2013 $23 18% $35 19%

2014 $24 18% $36 19%

2015 $24 18% $37 19%

2016 $24 18% $38 19%

2017 $25 19% $33 19%

2018 $25 18% $40 18%

2019 $25 18% $40 19%

2020 $26 18% $42 19%

NOTE: Cost-sharing averages are for in-network visits.

’ Estimate is statistically different from estimate for the previous yearshown (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-
Sponsored Health Benefits, 2006-2017

OUT-OF-POCKET MAXIMUMS

• Most covered workers are in a plan that partially or totally limits the cost sharing that an enrollee must pay 
in a year. This limit is generally referred to as an out-of-pocket maximum. The Affordable Care Act (ACA) 
requires that non-grandfathered health plans have an out-of-pocket maximum of no more than $8,150 for 
single coverage and $16,300 for family coveragein 2020. Out-of-pocket limits in HSA qualified HDHP/SOs 
are required to be somewhat lower.3 Many plans have complex out-of-pocket structures, which makes it 
difficult to accurately collect information on this element of plan design.

3Starting in 2010, the survey asked about the prevalence and cost of physician office visits separately for primary care and specialty care. Prior 
to the 2010 survey, if the respondent indicated the plan had a copayment for office visits, we assumed the plan had a copayment for both 
primary and specialty care visits. The survey did not allow for a respondent to report that a plan had a copayment for primary care visits and 
coinsurance for visits with a specialist physician. The changes made in 2010 allow for variations in the type of cost sharing for primary care 
and specialty care visits. The survey includes cost sharing for in-network services only.
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• In 2020,100% of covered workers are in a plan with an out-of-pocket maximum for single coverage. This is 
a significant increase from 98% in 2015 [Figure 7.43].

• For covered workers in plans with an out-of-pocket maximum for single coverage, there is wide variation in 
spending limits.

-  Eleven percent of covered workers in plans with an out-of-pocket maximum for single coverage have 
an out-of-pocket maximum of less than $2,000, while 18% have an out-of-pocket maximum of $6,000 
or more [Figure 7.45].
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OOP Maximum Above $3,000 OOP Maximum Above $6,000 OOP Maximum Above $8,150

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: OOP is 'out-of-pocket1. OOP maximums are for in-network services. Values include covered workers without an OOP max. Covered workers without an 
OOP maximum are considered to be exposed to at least the specified threshold. Some of these workers may be enrolled in plans whose cost-sharing 
structure has other limits that make it impossible to reach the specified threshold.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2009-2017

Figure 7.44
Percentage of Covered Workers in a Plan with an Out-of-Pocket Maximum Above Certain
Thresholds for Single Coverage, 2009-2020

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
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Figure 7.46
Among Covered Workers with an Out-of-Pocket Maximum for Single Coverage, Average 
Out-of-Pocket Maximums, by Firm Size, 2020

p
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* Estimate is statistically different between All Small Firms and All Large Firms estimate (p < .05). 
SOURCE: KFF Employer Health Benefits Survey, 2020
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SECTION 8. HIGH-DEDUCTIBLE HEALTH PLANS WITH SAVINGS OPTION

Section 8

High-Deductible Health Plans with 
Savings Option

To help cover out-of-pocket expenses not covered by a health plan, some firms offer high-deductible plans that 
are paired with an account that allows enrollees to use tax-preferred funds to pay plan cost sharing and other 
out-of-pocket medical expenses. The two most common types are health reimbursement arrangements (HRAs) 
and health savings accounts (HSAs). HRAs and HSAs are financial accounts that workers or their family members 
can use to pay for health care services. These savings arrangements are often (or, in the case of HSAs, always) 
paired with health plans with high deductibles. The survey treats high-deductible plans paired with a savings 
option as a distinct plan type - High-Deductible Health Plan with Savings Option (HDHP/SO) - even if the plan 
would otherwise be considered a PPO, HMO, POS plan, or conventional health plan. Specifically for the survey, 
HDHP/SOs are defined as (1) health plans with a deductible of at least $1,000 for single coverage and $2,000 
for family coverage1 offered with an HRA (referred to as HDHP/HRAs); or (2) high-deductible health plans that 
meet the federal legal requirements to permit an enrollee to establish and contribute to an HSA (referred to as 
HSA-qualified HDHPs).2

PERCENTAGE OF FIRMS OFFERING HDHP/HRAS AND HSA-QUALIFIED 
HDHPS

• Twenty-six percent of firms offering health benefits offer an HDHP/HRA, an HSA-qualified HDHP, or both. 
Among firms offering health benefits, 8% offer an HDHP/HRA and 20% offer an HSA-qualified HDHP [Figure 
8.1]. The percentage of firms offering an HDHP/SO is similar to last year.

-  Large firms (200 or more workers) are more much likely than small firms (3-199 workers) to offer an 
HDHP/SO (56% vs. 25%) [Figure 8.3].

'There is no legal requirement for the minimum deductible in a plan offered with an HRA. The survey defines a high-deductible HRA plan as 
a plan with a deductible of at least $1,000 for single coverage and $2,000 for family coverage. Federal law requires a deductible of at least 
$1,400 for single coverage and $2,800 for family coverage for HSA-qualified HDHPs in 2020 (or $1,350 and $2,700, respectively, for plans in 
their 2019 plan year). Not all firms' plan years correspond with the calendar year, so some firms may report a plan with limits from the prior 
year. See definitions at the end of this Section for more information on HDHP/HRAs and HSA-qualified HDHPs.

2The definitions of HDHP/SOs do not include other consumer-driven plan options, such as arrangements that combine an HRA with a 
lower-deductible health plan or arrangements in which an insurer (rather than the employer as in the case of HRAs or the enrollee as in the 
case of HSAs) establishes an account for each enrollee. Other arrangements may be included in future surveys as the market evolves.

KFF/ Page 132



SECTION 8. HIGH-DEDUCTIBLE HEALTH PLANS WITH SAVINGS OPTION

Figure 8.2
Among Firms Offering Health Benefits, Percentage That Offer an HDHP/SO, by Firm Size, 
2005-2020

3-199 Workers 200-999 Workers 1,000 or More Workers

80%

2005  2006  2007 2008 2009 2010 2011 2012 2013 2014  2015  2016  2017 2018 2019 2020

* Estimate is statistically different from estimate for the previous year shown (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2005-2017
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ENROLLMENT IN HDHP/HRAS AND HSA-QUALIFIED HDHPS

• Thirty-one percent of covered workers are enrolled in an HDHP/SO in 2020, similar to the percentage last 
year (30%) [Figure 8.5].

• Enrollment in HDHP/SOs has increased over the past five years, from 24% of covered workers in 2015 to 
31% in 2020 [Figure 8.5].

-  Seven percent of covered workers are enrolled in HDHP/HRAs and 24% of covered workers are 
enrolled in HSA-qualified HDHPs in 2020. These percentages are similar to the percentages last year 
[Figure 8.5].

*  The percentage of covered workers enrolled in HDHP/SOs is higher in large firms (33%) than in 
small firms (25%) [Figure 8.6].
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PREMIUMS AND WORKER CONTRIBUTIONS

• In 2020, the average annual premiums for covered workers in HDHP/HRAs are $7,464 for single coverage 
and $22,643 for family coverage [Figure 8.7].

• The average annual premiums for workers in HSA-qualified HDHPs are $6,737 for single coverage and 
$19,819 for family coverage. These amounts are significantly less than the average single and family 
premium for covered workers in plans that are not HDHP/SOs [Figure 8.8].

• The average premium for single coverage for covered workers enrolled in HSA-qualified HDHPs is lower 
than the average premium for single coverage for covered workers enrolled in HDHP/HRAs.

• The average annual worker contributions to premiums for workers enrolled in HDHP/HRAs are $1,221 for 
single coverage and $5,480 for family coverage [Figure 8.7]. The average contribution for family coverage 
for covered workers in HDHP/HRAs are similar to the average premium contribution made by covered 
workers in plans that are not HDHP/SOs [Figure 8.8]. •

• The average annual worker contributions to premiums for workers in HSA-qualified HDHPs are $1,019 for 
single coverage and $4,742 for family coverage. The average contributions for single and family coverage 
for covered workers in HSA-qualified HDHPs are significantly less than the average premium contribution 
made by covered workers in plans that are not HDHP/SOs [Figure 8.8].
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Figure 8.7

HDHP/HRA and HSA-Qualified HDHP Features for Covered Workers, 2020

HDHP/HRA HSA-QUALIFIED HDHP
A n n u a l P la n  A v e ra g e s  F o r: S in g le  C o v e ra g e F a m ily  C o v e ra g e S in g le  C o v e ra g e F a m ily  C o v e ra g e

P r e m iu m $ 7 ,4 6 4 $ 2 2 ,6 4 3 $ 6 ,7 3 7 $ 1 9 ,8 1 9

W o r k e r  C o n t r ib u t io n  t o  P r e m iu m $ 1 ,2 2 1 $ 5 ,4 8 0 $ 1 ,0 1 9 $ 4 ,7 4 2

G e n e ra l A n n u a l D e d u c t ib le $ 2 ,1 9 5 $ 4 ,5 0 8 $ 2 ,3 4 9 $ 4 ,6 0 1

O u t - O f - P o c k e t  M a x im u m $ 4 ,4 8 5 N o t  A v a i la b le $ 4 ,2 7 3 N o t  A v a i la b le

F irm  C o n t r ib u t io n  t o  t h e  H R A  o r  H S A $ 1 ,2 7 6 $ 2 ,3 1 5 $ 5 5 0 $ 1 ,0 1 8

N O T E : F irm s  w e re  n o t a s k e d  a b o u t  o u t - o f - p o c k e t  m a x im  u rn s  fo r fa m i ly c o v e r a g e  in  2 0 2 0 .  D e d u c t ib le s  fo r  f a m i ly  c o v e ra g e  a re  fo r  

c o v e re d  w o rk e r s  w ith  a n  a g g re g a te  a m o u n t .  1 2 %  o f  c o v e re d  w o rk e rs  e n r o l le d  in  a n  H D H P /H R A  a n d  1 9 %  o f  c o v e re d  w o rk e r s  in  an  

H S A -q u a lif ie d  H D H P  a re  in  a  p la n  w ith  a  s e p a ra te  p e r - p e r s o n  a m o u n t .  W h e n  th o s e  f ir m s  t h a t  d o  n o t  c o n t r ib u te  to  th e  H S A (5 1 %  fo r  

s in g le  c o v e ra g e  a n d  5 3 %  fo r  f a m i ly  c o v e ra g e )  a re  e x c lu d e d ,  th e  a v e ra g e  f irm  H S A  c o n t r ib u t io n  fo r  c o v e re d  w o rk e r s  is  $ 7 4 1  fo r  

s in g le  c o v e ra g e  a n d  $ 1 ,3 8 9  to r  f a m i ly  c o t e  ra g e . F iv e  p e r c e n t  p e r c e n t  o f  c o v e re d  w o rk e rs  a re  e n r o l le d  in  a  p la n  w h e re  th e  f irm  

m a tc h e s  e m p lo y e e  H S A  c o n t r ib u t io n s .  F o r lH D H P /H R A s ,  w e  re fe r  to  th e  a m o u n t  th e  e m p lo y e r  c o m m  its  to  m a k e  a v a i la b le  to  a n  H R A  

a s  a  c o n t r ib u t io n .  H R A s  a re  n o t io n a l a c c o u n ts ,  a n d  e m p lo y e rs  a re  n o t  r e q u i r e d  to  t r a n s fe r  f a n d s  u n t il a n  e m p lo y e e  in c u rs  

e x p e n s e s .  T h u s ,  e m p lo y e rs  m a y  n o t  e x p e n d  th e  e n t ir e  a m o u n t  t h e y  c o m m  it  to  m a k e  a v a i la b le .  C o v e re d  w o rk e r s  e n r o l le d  in  a  p la n  

w h e re  th e  f irm  m a tc h e s  a n y  e m p lo y e e  H S A  c o n t r ib u t io n  a re  n o t  in c lu d e d  in  th e  a v e ra g e  c o n t r ib u t io n  (F iv e  p e r c e n t  f o r  s in g le  

c o v e ra g e  a n d  f iv e  p e r c e n t  f o r  f a m i ly  c o v e ra g e ) .

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u rv e y  2 0 2 0

Figure 8.8

Average Annual Premiums and Contributions to Savings Accounts for Covered Workers in HDHP/HRAs or HSA-Qualified
HDHPs, Compared to Non-HDHP/SOs, 2020

S in g le  C o v e ra g e F a m ily  C o v e ra g e

HDHP/HRA HSA-Qualified Non-HDHP/SO HDHP/HRA HSA-Qualified Non-HDHP/SO
HDHP Plans HDHP Plans

Annual Premium $7,464 $6,737* $7,724 $22,643 $19,819* $21,769
Worker Contribution to Premium $1,221 $1,019* $1,323 $5,480 $4,742* $5,908
Firm Contribution to Premium $6,243 $5,719* $6,401 $17,163 $15,077* $15,862
Annual Firm Contribution to HRA or HSA $1,276 $550 Not Applicable $2,315 $1,018 Not Applicable
Total Annual Firm Contribution
(Firm Share of Premium Plus Firm Contribution 
to HRA or HSA)

$7,519* $6,270 $6,401 $19,477* $16,083 $15,862

T o ta l A n n u a l C o s t

{T o ta l P re m iu m  P lu s  F irm  C o n t r ib u t io n  to  

H RA o r  H S A )

$8 ,7 3 9 * $7 ,305* $ 7 ,7 2 4 $24,958 $20 ,688* $2 1 ,7 6 9

NOTE: Values shown in the table may not equal the sum of their component parts. The averages presented in the table are aggregated at the firm le\«l and then 
averaged, which is methodologicallymore appropriate than adding the averages. See the note in Figure 8.7 fbradditional information on HSA and HRA contributions.

* Estimate is statistically different from estimate from Non-HDHP/SO plans (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 8.10
Total Annual Costs (Premiums and Account Contributions) for Covered Workers in HDHP/SOs, 
for Family Coverage, by Firm Size, 2020

U  Employer Account Contribution | | Employer Contribution to Premium | | Worker Contribution

All Small Firms

All Large Firms

H S A -Q u a lif ie d  HDHP

All Small Firms

All Large Firms

$0 $4,000

| $15,771* $4,252*

]  $15,077 $4,742 :

$4,796* $14,094 $5,913 :

$1,498* $18,172 $5,338

$2, j $17,163 $5,480

$ 8,000 $12,000 $16,000 $20,000 $24,000

* Estimate is statistically different between All Small Firms and All Large Firms estimate (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. Values shown in the table may not equal the sum of their component 
parts. The averages presented in the table are aggregated at the firm level and then averaged, which is methodologically more appropriate than adding 
the averages. See the note in Figure 8.7 for additional information on HSA and HRA contributions.
SOURCE: KFF Employer Health Benefits Survey, 2020
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OUT-OF-POCKET MAXIMUMS AND PLAN DEDUCTIBLES

• HSA-qualified HDHPs are legally required to have an annual out-of-pocket maximum of no more than 
$6,900 for single coverage and $13,800 for family coverage in 2020. Non-grandfathered HDHP/HRA plans 
are required to have out-of-pocket maximums of no more than $8,150 for single coverage and $16,300 for 
family coverage in 2020.[A803] Virtually all HDHP/HRA plans have an out-of-pocket maximum for single 
coverage in 2020.

-  The average annual out-of-pocket maximum for single coverage is $4,485 for HDHP/HRAs and $4,273 
for HSA-qualified HDHPs [Figure 8.7].

• As expected, workers enrolled in HDHP/SOs have higher deductibles than workers enrolled in HMOs, PPOs, 
or POS plans.

-  The average general annual deductible for single coverage is $2,195 for HDHP/HRAs and $2,349 for 
HSA-qualified HDHPs [Figure 8.14]. These averages are similar to the amounts reported in recent 
years. There is wide variation around these averages: 50% of covered workers enrolled in an HDHP/SO 
are in a plan with a deductible of $1,000 to $1,999 for single coverage while 20% are in a plan with a 
deductible of $3,000 or more [Figure 8.13].

• The survey asks firms whether the family deductible amount is (1) an aggregate amount (i.e., the 
out-of-pocket expenses of all family members are counted until the deductible is satisfied), or (2) a 
per-person amount that applies to each family member (typically with a limit on the number of family 
members that would be required to meet the deductible amount) (see Section 7 for more information).

-  The average aggregate deductibles for workers with family coverage are $4,508 for HDHP/HRAs and 
$4,601 for HSA-qualified HDHPs [Figure 8.7]. As with single coverage, there is wide variation around 
these averages for family coverage: 17% of covered workers enrolled in HDHP/SOs with an aggregate 
family deductible have a deductible of $2,000 to $2,999 while 19% have a deductible of $6,000 dollars 
or more [Figure 8.16].
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F ig u r e  8 .1 4

G e n e r a l  A n n u a l  D e d u c t ib le  f o r  W o r k e r s  in  H D H P /S O s  A f te r  A n y  E m p lo y e r  A c c o u n t  C o n tr ib u t io n s  fo r  S in g le  C o v e r a g e ,  b y  

F irm  S iz e ,  2 0 2 0

H D H P /H R A H S A -Q u a lif ie d  H D H P H D H P /S O

G e n e ra l A n n u a l D e d u c t ib le

A ll S m a ll F irm s $ 3 ,0 2 6 * $3 ,202* $ 3 ,1 9 5 *

A ll Large F irm s 1,921* 2 ,120* 2 ,0 5 5 *

A ll  F irm s $2 ,1 9 5 $ 2 ,349 $2 ,3 0 3

G e n e ra l A n n u a l D e d u c t ib le  A f te r  A n y  H R A  o r  
H S A  C o n t r ib u t io n s

A ll S m a ll F irm s $ 912 $2 ,528* $ 2 ,1 3 6 *

A ll Large F irm s 1 ,123 1,641* 1 ,495*

A ll  F irm s $1,071 $ 1 ,837 $1 ,6 3 8

NOTE: S m all F irm s have 3-199  w orkers and Large F irm s have 200 o rm o re  w orke rs . The ne t lia b ility  fo r covered w orke rs  en ro lled  in a p lan w ith  an HSA or H RA is
ca lcu la ted  by sub tracting  the  a ccoun t con tribu tion  from the  s in g le  coverage deduc tib le . HRAs are no tiona l accounts , and em ployers are no t requ ired  to a c tu a lly tra n s fe r
Hinds until an em p loyee incurs  e x p e n s e s . Genera l annua l d e d uc tib les  are fo r in -ne tw ork p ro v id e rs .

* E stim a te  is s ta tis tica llyd iffe re n tfro m  es tim a te  for all o th e rf irm s  n o tin  the  ind ica ted  size ca tego ry (p  < .05).

SO URCE: KFF E m ployer H ea lth  Benefits Survey, 2020
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Figure 8.15
Among Covered Workers with a General Annual Deductible, Average Deductibles for Workers 
in Non-HDHP/SOs Compared to HDHP/SOs Before and After Any Employer Account Contributions, 
for Single Coverage, 2007-2020

Non-HDHP/SO Deductible HDHP/SO Deductible Before Account Contribution HDHP/SO Deductible After Account Contribution

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: The net liability for covered workers enrolled in a plan with an HSA or HRA is calculated by subtracting the account contribution from the 
single coverage deductible. General annual deductibles are for in-network providers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2007-2017
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EMPLOYER ACCOUNT CONTRIBUTIONS

• Employers contribute to HDHP/SOs in two ways: through their contributions toward the premium for the 
health plan and through their contributions (if any, in the case of HSAs) to the savings account option (i.e., 
the HRAs or HSAs themselves).

-  Looking at only the annual employer contributions to premiums, covered workers in HDHP/HRAs on 
average receive employer contributions of $6,243 for single coverage and $17,163 for family coverage 
[Figure 8.8]. These amounts are similar to the contribution amounts last year.

*  The average annual employer contributions to premiums for workers in HSA-qualified HDHPs 
are $5,719 for single coverage and $15,077 for family coverage. Both amounts are significantly 
higher than the contribution amounts last year. The average employer contributions for covered 
workers in HSA-qualified HDHPs for single coverage and family coverage are lower than the 
average contribution for covered workers in plans that are not HDHP/SOs [Figure 8.8].

• Looking at employer contributions to the savings options, covered workers enrolled in HDHP/HRAs on 
average receive an annual employer contribution to their HRA of $1,276 for single coverage and $2,315 for 
family coverage [Figure 8.8].

-  HRAs are generally structured in such a way that employers may not actually spend the whole 
amount that they make available to their employees' HRAs.3 Amounts committed to an employee's 
HRA that are not used by the employee generally roll over and can be used in future years, but any 
balance may revert back to the employer if the employee leaves his or her job. Thus, the employer 
contribution amounts to HRAs that we capture in the survey may exceed the amount that employers 
will actually spend.

• Covered workers enrolled in HSA-qualified HDHPs on average receive an annual employer contribution to 
their HSA of $550 for single coverage and $1,018 for family coverage [Figure 8.8].

-  In many cases, employers that sponsor HSA-qualified HDHP/SOs do not make contributions to HSAs 
established by their employees. Fifty-one percent of employers offering single coverage and 53% 
offering family coverage through HSA-qualified HDHPs do not make contributions toward the HSAs 
that their workers establish. Among covered workers enrolled in an HSA-qualified HDHP, 25% enrolled 
in single coverage and 25% enrolled in family coverage do not receive an account contribution from 
their employer [Figure 8.17] and [Figure 8.18].

-  The average HSA contributions reported above include the portion o f covered workers whose 
employer contribution to the HSA is zero. When those firms that do not contribute to the HSA are 
excluded from the calculation of the average amounts, the average employer contribution for 
covered workers is $741 for single coverage and $1,389 for family coverage.

*  The percentages of covered workers enrolled in a plan where the employer makes no 
HSA contribution (25% for single coverage and 25% for family coverage) are similar to the 
percentages in recent years [Figure 8.17] and [Figure 8.18].

• There is considerable variation in the amount that employers contribute to savings accounts.

-  Forty-seven percent of covered workers in an HDHP/HRA receive an annual HRA contribution of less 
than $800 for single coverage, while 18% receive an annual HRA contribution of $1,600 or more 
[Figure 8.17].

3The survey asks "Up to what dollar amount does your firm promise to contribute each year to an employee's HRA or health reimbursement 
arrangement for single coverage?” We refer to the amount that the employer commits to make available to an HRA as a contribution for 
ease of discussion. As discussed, HRAs are notional accounts, and employers are not required to actually transfer funds until an employee 
incurs expenses. Thus, employers may not expend the entire amount that they commit to make available to their employees through an 
HRA. Some employers may make their HRA contribution contingent on other factors, such as completing wellness programs.
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-  Forty-one percent of covered workers in an HSA-qualified HDHP receive an annual HSA contribution 
of less than $400 for single coverage, including 25% that receive no HSA contribution from their 
employer [Figure 8.17]. In contrast, 11% of covered workers in an HSA-qualified HDHP receive an 
annual HSA contribution of $1,200 or more. Five percent of covered workers have an employer that 
matches any HSA contribution for single coverage.

• Employer contributions to savings account options (i.e., the HRAs and HSAs themselves) for their workers 
can be added to their health plan premium contributions to calculate total employer contributions 
toward HDHP/SOs. We note that HRAs are a promise by an employer to pay up to a specified amount 
and that many employees will not receive the full amount of their HRA in a year, so adding the employer 
premium contribution amount and the HRA contribution represents an upper bound for employer liability 
that overstates the amount that is actually expended. Since employer contributions to employee HSAs 
immediately transfer the full amount to the employee, adding employer premium and HSA contributions is 
an instructive way to look at their total liability under these plans.

-  For HDHP/HRAs, the average annual total employer contribution for covered workers is $7,519 for 
single coverage and $19,477 for family coverage. The average total employer contributions for 
covered workers for single coverage and family coverage in HDHP/HRAs are higher than the average 
firm contributions toward single and family coverage in plans that are not HDHP/SOs [Figure 8.8].

-  For HSA-qualified HDHPs, the average total annual firm contribution for covered workers is $6,270 for 
single coverage and $16,083 for workers with family coverage. The average total firm contribution 
amounts for single coverage and family coverage in HSA-qualified HDHPs are similar to the average 
firm contributions toward health plans that are not HDHP/SOs [Figure 8.8].

Figure 8.17
Distribution of Covered Workers with the Following Annual Employer Contributions to Their 
HRA or HSA, for Single Coverage, 2020

$0 $400 - $799

$1 -$399 $800-$1,199

$1,200 - $1,599 Firm Matches Any Employee Contribution 

$1,600 or More

H S A -Q u a lif ie d  HDHP

All Small Firms

All Large Firms

All Firms

All Small Firms

All Large Firms

3 9 % 5% 18% 12% 14% 10%

2 1 % 2 0 % 3 7 % 8% 6 %  6%

2 5 % 17% 3 3 % 9% 8 %  3 %  5%

5% 10% 5% 14% 6 6 %

4 % 5 4 % 3 8 %

4 % 4 3 % 3 0 %  j 18%

10%  20%  30%  40%  50%  60%  70%  80% 90%  100%

NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. 
SOURCE: KFF Employer Health Benefits Survey, 2020
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F ig u re  8.19

A ve ra g e  A n n u a l E m p lo y e r C o n tr ib u t io n s  to  H S A  A c c o u n ts  fo r  C o v e re d  W o rk e rs  E n ro lle d  in an  H S A -Q u a lifie d  H D H P , 2009-2020

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
Among All W orkers Enrolled in an HSA-Qualified HDHP: 
Average Employer HSA Contribution

Single Coverage 

All Small Firms $868 $549 $813 $845 $842 $1,142 $776 $958 $870 $784 $730 $739

All Large Firms 450 567 446 402 547 544 481 563 535 531 530 496

All Finns $688 $558 $611 $609 $658 $769 $568* $686 $608 $603 $572 $550
Family Coverage 

All Small Firms $1,364 $928 $1,327 $1,423 $1,429 $1,963 $1,158* $1,487 $1,396 $1,302 $1,182 $1,259

All Large Firms 815 1,087 864 760 992 976 923 1,084 999 981 1,031 949

All Finns $1,126 $1,006 $1,069 $1,070 $1,154 $1,346 $991* $1,208 $1,086 $1,073 $1,062 $1,018
Among W orkers Enrolled in an HSA-Qualified HDHP W ith an 
Employer HSA Contribution: Average Employer HSA 
Contribution

Single Coverage 

All Small Firms $1,319 $1,189 $1,246 $1,384 $1,510 $1,224 $1,486 $1,337 $1,277 $1,427 $1,226

All Large Firms 619 748 641 618 737 707 657 707 670 645 658 636

All Finns $1,000 $858 $886 $919 $951 $1,006 $809 $916 $795 $790 $768 $741
Family Coverage 

All Small Firms $2,077 $1,696 $1,971 $2,091 $2,383 $2,531 $1,836* $2,330 $2,132 $2,119 $2,404 $2,122

All Large Firms 1,121 1,433 1,241 1,169 1,337 1,267 1,261 1,363 1,253 1,193 1,280 1,227

All Finns $1,640 $1,546 $1,559 $1,611 $1,675 $1,744 $1,412* $1,617 $1,417 $1,406 $1,433 $1,389

NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers. In 2020, 25% of workers in an HSA-qualifled single coverage plan and 25% of workers in an FISA-qualified fam ily coverage plan were 
enrolled in a plan without an employer contribution to the HSA account. Covered workers enrolled in a plan where the firm matches any employee HSA contribution are not included in the average contribution (Five percent for 
single coverage and five percent forfam ily coverage)

* Estimate is statisticallydilTerentfrom estimate forthe previous year shown (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2009-2017
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F ig u re  8 .20

A m o n g  C o v e re d  W o rk e rs  in H D H P /H R A s  an d  H S A -Q u a lified  H D H P s , 
A v e ra g e  A n n u a l E m p lo y e r H S A  a n d  H R A  C o n trib u tio n s , 2 0 2 0

Average Employer Account Contribution
HSA: S in g le  C o ve rag e

All Small Firms $739
All Large Firms 496

A LL FIR M S $550

HSA: F am ily  C o ve rag e

All Small Firms $1,259
All Large Firms 949

A LL FIR M S $1,018

HRA: S in g le  C o ve rag e

All Small Firms $2,649*
All Large Firms 824*

A LL FIR M S $1,276

HRA: F am ily  C o ve rag e

All Small Firms $4,796*
All Large Firms 1,498*

A LL FIR M S $2,315

NOTE: Small Firms have 3-199 workers and Large Firms have 200 ormore workers. See the note 
in Figure 8.7 for additional information on HSA and HRA contributions.

* Estimate is statistically different between All Small Firms and All Large Firms estimate (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020

COST SHARING FOR OFFICE VISITS

• The cost-sharing pattern for primary care office visits differs for workers enrolled in HDHP/SOs. Thirty-five 
percent of covered workers in HDHP/HRAs have a copayment for primary care physician office visits 
compared to 9% enrolled in HSA-qualified HDHPs [Figure 8.21]. Workers in other plan types are much more 
likely to face copayments than coinsurance for physician office visits (see Section 7 for more information).
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Figure 8.21

Distribution o f Covered Workers in HDHP/HRAs and HSA-Qualified HDHPs With the Following 
Types o f Cost Sharing in Addition to the General Annual Deductible, 2020

H D H P /H R A
H S A - Q u a l i f ie d

H D H P
H D H P /S O N o n - H D H P /S O

Separate Cost Sharing for Prim ary Care
Physician Office Visits
C o p a y m e n t 3 5 % 9 % * 1 6 % 31 % *

C o in s u r a n c e 5 6 % 6 5 % 6 2 % 1 2 % *

N o n e 5 % 1 8 % * 1 5 % 4 % *

O th e r 3 % 7 % 7 % 3 % *

Separate Cost Sharing for Specialty Care 
Physician Office Visits
C o p a y m e n t 2 4 % 9 % * 1 2 % 7 8 %  *

C o in s u r a n c e 6 7 % 6 5 % 6 6 % 1 6 % *

N o n e 6 % 1 8 % * 1 5 % 3 % *

O th e r 3 % 7 % 6 % 3 % *

N O T E : T h e  s u r v e y a s k s  f ir m s  a b o u t  f i le  c h a r a c te r is t ic s  o f  e i th e r  th e ir  la r g e s t  H R A  o r  H S A -Q u a li f ie d  H D H P . T h e  H D H P /S O  c a te g o r y

is  th e  a g g re g a te  o f  b o th  th e  H R A a n d  H S A p la n s .  F o r m o r e  in fo r m a t io n ,  s e e  th e  M e th o d s  S e c t io n

* E s t im a te s  a re  s ta t is t ic a l ly  d i f fe re n t  b e tw e e n  H D H P /H R A s  a n d  H S A -Q u a lif ie d  H D H P s  o r  H D H P /S O  p la n s  a n d  N o n -H D H P /S O

p la n s  (p  <  .0 5 ) .

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u n re y , 2 0 2 0

Health Reimbursement Arrangements (HRAs) are medical care reimbursement plans established by
employers that can be used by employees to pay for health care. HRAs are funded solely by employers. 
Employers may commit to make a specified amount of money available in the HRA for premiums 
and medical expenses incurred by employees or their dependents. HRAs are accounting devices, and 
employers are not required to expend funds until an employee incurs expenses that would be covered by 
the HRA. Unspent funds in the HRA usually can be carried over to the next year (sometimes with a limit). 
Employees cannot take their HRA balances with them if they leave their job, although an employer can 
choose to make the remaining balance available to former employees to pay for health care. HRAs often 
are offered along with a high-deductible health plan (HDHP). In such cases, the employee pays for health 
care first from his or her HRA and then out-of-pocket until the health plan deductible is met. Sometimes 
certain preventive services or other services such as prescription drugs are paid for by the plan before the 
employee meets the deductible.

Health Savings Accounts (HSAs) are savings accounts created by individuals to pay for health care. An 
individual may establish an HSA if he or she is covered by a "qualified health plan" - a plan with a high 
deductible (at least $1,400 for single coverage and $2,800 for family coverage in 2020 or $1,350 and $2,700, 
respectively, in 2019) that also meets other requirements. Employers can encourage their employees 
to create HSAs by offering an HDHP that meets the federal requirements. Employers in some cases also 
may assist their employees by identifying HSA options, facilitating applications, or negotiating favorable 
fees from HSA vendors. Both employers and employees can contribute to an HSA, up to the statutory 
cap of $3,550 for single coverage and $7,100 forfamily coveragein 2020. Employee contributions to 
the HSA are made on a pre-income tax basis, and some employers arrange for their employees to fund 
their HSAs through payroll deductions. Employers are not required to contribute to HSAs established 
by their employees but if they elect to do so, their contributions are not taxable to the employee.
Interest and other earnings on amounts in an HSA are not taxable. Withdrawals from the HSA by the 
account owner to pay for qualified health care expenses are not taxed. The savings account is owned 
by the individual who creates the account, so employees retain their HSA balances if they leave their
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job. See https://www.federalregister.goV/d/2019-08017/p-850 For those enrolled in an HDHP/HSA, see 
https://www.irs.gov/pub/irs-pdf/p969.pdf
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Section 9

Prescription Drug Benefits

Nearly all (99%) covered workers are at a firm that provides prescription drug coverage in its largest health plan. 
Many employer plans have increasingly complex benefit designs for prescriptions drugs, as employers and 
insurers expand the use of formularies with multiple cost-sharing tiers as well as other management approaches. 
To reduce the burden on respondents, we ask offering firms about the attributes of prescription drug coverage 
only for their largest health plan. This survey asks employers about the cost-sharing in up to four tiers, and 
for a tier exclusively for specialty drugs. Some plans may have more than one tier for specialty drugs or other 
variations. There also may be considerable variation in how plans structure their formularies.

DISTRIBUTION OF COST SHARING

• The large majority of covered workers (89%) are in a plan with tiered cost sharing for prescription drugs 
[Figure 9.1]. Cost-sharing tiers generally refer to a health plan placing a drug on a formulary or preferred 
drug list that classifies drugs into categories that are subject to different cost sharing or management. It is 
common for there to be different tiers for generic, preferred and non-preferred drugs. In recent years, plans 
have created additional tiers that may, for example, be used for specialty drugs or expensive biologics. 
Some plans may have multiple tiers for different categories; for example, a plan may have preferred and 
non-preferred specialty tiers. The survey obtains information about the cost-sharing structure for up to five 
tiers.

• Eighty-three percent of covered workers are in a plan with three, four, or more tiers of cost sharing for 
prescription drugs [Figure 9.1]. These totals include tiers that cover only specialty drugs, even though the 
cost-sharing information for those tiers is reported separately.

-  Although the overall distribution of HDHP/SOs does not statistically differ from non-HDHP/SO plans, 
certain segments of that distribution have a different cost-sharing pattern for prescription drugs than 
other plan types. Compared to covered workers in other plan types, those in HDHP/SOs are more 
likely to be in a plan with the same cost sharing regardless of drug type (17% vs. 2%) or in a plan that 
has no cost sharing for prescriptions once the plan deductible is met (9% vs. 2%) [Figure 9.2].
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TIERS NOT EXCLUSIVELY FOR SPECIALTY DRUGS

• Even when formulary tiers covering only specialty drugs are not counted, a large share (77%) of covered 
workers are in a plan with three or more tiers of cost sharing for prescription drugs. The cost-sharing 
statistics presented in this section do not include information about tiers that cover only specialty drugs.
In cases in which a plan covers specialty drugs on a tier with other drugs, they will still be included in these 
averages. Cost-sharing statistics for tiers covering only specialty drugs are presented further down in this 
section.

• For covered workers in a plan with three or more tiers of cost sharing for prescription drugs, copayments 
are the most common form of cost sharing in the first four tiers and coinsurance is the next most common 
[Figure 9.3].

-  Among covered workers in plans with three or more tiers of cost sharing for prescription drugs, the 
average copayments are $11 for first-tier drugs, $35 second-tier drugs, $62 for third-tier drugs, and 
$116 for fourth-tier drugs [Figure 9.6].

-  Among covered workers in plans with three or more tiers of cost sharing for prescription drugs, the 
average coinsurance rates are 18% for first-tier drugs, 25% second-tier drugs, 37% third-tier drugs, 
and 28% for fourth-tier drugs [Figure 9.6].

• Eleven percent of covered workers are in a plan with two tiers for prescription drug cost sharing (excluding 
tiers covering only specialty drugs).

-  For these workers, copayments are more common than coinsurance for first-tier and second-tier 
drugs [Figure 9.3]. The average copayment for the first tier is $12 and the average copayment for the 
second tier is $37 [Figure 9.6].

• Six percent of covered workers are in a plan with the same cost sharing for prescriptions regardless of the 
type of drug (excluding tiers covering only specialty drugs).

-  Among these workers, 24% have copayments and 76% have coinsurance [Figure 9.3]. The average 
coinsurance rate is 20% [Figure 9.6].
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Figure 9.3
Among Covered Workers with Prescription Drug Coverage, Distribution with the Following 
Types of Cost Sharing for Prescription Drugs, 2020

| | Copayment | | Coinsurance No Cost Sharing for Generic Drugs Some Other Amount Copay or Coins + Any Difference

C o v e re d  W o rk e rs  
W ith  T h re e  o r 

M ore  T ie rs

First-Tier Drugs 

Second-Tier Drugs 

Third-Tier Drugs

Fourth-Tier Drugs

C o v e re d  W o rk e rs  
W ith  T w o  T ie rs

First-Tier Drugs

Second-Tier Drugs

C o v e re d  W o rk e rs  
W ith  a S in g le  

T ie r

First-Tier Drugs

7 8 % 1 8 %

6 6 % 3 2 %

6 4 % 3 3 %

6 3 % 3 5 %

7 6 % 1 8 %

6 4 % 3 6 %

2 4 % 7 6 %

NOTE: Number of tiers refers to the number of tiers excluding those specifically for specialty drugs. 'Copayment or Coinsurance Plus Any Difference1 
category includes workers who pay a copayment or coinsurance plus the difference between the cost of the prescription and the cost of a comparable 
generic drug. Coins is an abbreviation of Coinsurance.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 9.4

Among Covered Workers With Three or More Tiers of Prescription Drug Cost Sharing, Distribution 
With the Following Types of Cost Sharing, by Firm Size, 2020

C o p a y m e n t C o in s u ra n c e

N o  C o s t  S h a r in g  

fo r  G e n e r ic  

D ru g s

S o m e  O th e r  

A m o u n t

First-Tier Drugs, Often Called Generics
A l l  S m a l l F irm s 9 2 % * 3 % * 5 % < 1 %

A l l  L a rg e  F irm s 7 3 * 2 3 * 3 1

ALL FIRMS 78% 18% 4 % 1%

Second-Tier Drugs, Often Called Preferred Drugs

A l l  S m a l l F irm s 9 2 % * 5 % *

Copayment or 
Coinsurance 

Plus Any 
Difference

2 % < 1 %

A l l  L a rg e  F irm s 5 7 * 4 1 * 2 < 1

ALL FIRMS 66% 32% 2 % < 1 %

Third-Tier Drugs, Often Called Non-Preferred Drugs

A l l  S m a l l F irm s 8 8 % * 9 % * 2 % 1 %

A l l  L a rg e  F irm s 5 5 * 4 2 * 2 2

ALL FIRMS 64% 33% 2 % 1%
Fourth-Tier Drugs

A l l  S m a l l F irm s 6 6 % 3 1 % 1 % 2 %

A l l  L a rg e  F irm s SO 3 7 1 1

ALL FIRMS 63% 35% 1% 1%

N O T E : S m a l l F irm s  h a v e  3 -1 9 9  w o rk e rs  a n d  L a rg e  F irm s  h a ve  2 0 0  o r  m o re  w o rk e rs ,  N u m b e r  o f  t ie rs  re fe rs  to  th e  n u m b e r  o f  t ie rs

e x c lu d in g  th o s e  s p e c i f ic a lly  fo r  s p e c ia lt y  d ru g s .  C o p a y m e n t  o r  C o in s u ra n c e  P lu s  j^ n y D if fe re n c e ' c a te g o ry  in c lu d e s  w o rk e rs  w h o  p a y a

c o p a y m e n t  o r  c o in s u ra n c e  p lu s  th e  d if fe re n c e  b e tw e e n  th e  c o s t  o f  th e  p re s c r ip t io n  a n d  th e  c o s t  o f  a c o m p a ra b le  g e n e r ic  d ru g

* E s t im a te s  a re  s ta t is t ic a lly d ilT e re n t  b e tw e e n  S m a l l F irm  a n d  L a rg e  F irm  e s t im a te s  w ith in  c a te g o r y (p  <  .05 ). 

S O U R C E : K FF E m p lo y e r  H e a lth  B e n e fits  S u rvey , 2 0 2 0
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Figure 9.5

Among Covered Workers With Three or More Tiers of Prescription Drug Cost Sharing, Distribution 
With the Following Types of Cost Sharing, by Plan Type, 2020

C o p a y m e n t C o in s u ra n c e

N o  C o s t  S h a r in g  

fo r  G e n e r ic  

D ru g s

S o m e  O th e r  

A m o u n t

First-Tier Drugs, Often Called Generics
H D H P /S O  P la n s 5 9 % * 3 6 % * 5 % 0 %

N o n -H D H P /S O  P la n s 8 5 * 1 1 * 3 1

ALL PLANS 78% 18% 4 % 1%

Second-Tier Drugs, Often Called Preferred Drugs 

H D H P /S O  P la n s 4 1 % * 5 7 % *

Copayment or 
Coinsurance 

Plus Any 
Difference

2 % < 1 %

N o n -H D H P /S O  P la n s 7 5 * 2 3 * 2 1

ALL PLANS 66% 32% 2% <1%

Third-Tier Drugs, Often Called Non-Preferred Drugs

H D H P /S O  P la n s 3 8 % * S 0 % * 2 % < 1 %

N o n -H D H P /S O  P la n s 7 2 * 2 4 * 2 2

ALL PLANS 64% 33% 2% 1%
Fourth-Tier Drugs

H D H P /S O  P la n s 6 6 % 3 0 % 3 % 1%

N o n -H D H P /S O  P la n s 82 3 6 1 1

ALL PLANS 63% 35% 1% 1%

N O T E : N u m b e r  o f t ie r s  re fe rs  to  th e  n u m b e r  o f  t ie rs  e x c lu d in g  th o s e  s p e c i f ic a l ly  fo r  s p e c ia lty  d ru g s 'C o p a y m e n t o r  C o in s u ra n c e  P lu s  A n y

D iffe re n c e 1 c a te g o ry  in c lu d e s  w o rk e rs  w h o  p a y  a c o p a y m e n t  o r c o in s u ra n c e  p lu s  th e  d iffe re n c e  b e tw e e n  th e  c o s t  o f  th e  p re s c r ip t io n  a n d

th e  c o s t  o f  a  c o m p a ra b le  g e n e r ic  d ru g .

* E s t im a te s  a re  s ta t is t ic a l ly  d if fe re n t  b e tw e e n  p la n  type  e s t im a te s  w ith in  c a te g o ry  (p  <  ,0 5 ). 

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u rve y , 2 0 2 0

Figure 9.6

Among Covered Workers With Prescription Drug Coverage, Average Copayments and 
Coinsurance, 2020

A v e ra g e  C o p a y m e n t A v e ra g e  C o in s u r a n c e

P lan sW ith  Three or More Tiers
F ir s t  T ie r $ 1 1 1 8 %

S e c o n d  T ie r $ 3 5 2 5 %

T h ird  T ie r $ 6 2 3 7 %

F o u r th  T ie r $ 1 1 6 2 8 %

P lan sW ith  Two Tiers

F ir s t  T ie r $ 1 2 N S D

S e c o n d  T ie r $ 3 7 2 9 %

P lan sW ith  the Sam e Cost Sharing  
F o r  All Covered Drugs 

F ir s t  T ie r N S D 2 0 %

N O T E : N u m b e r o f  t ie rs  r e fe rs  to  th e  n u m b e r o f  t ie rs  e x c lu d in g  th o s e  s p e c i f ic a l ly  f o r  s p e c ia l t y d r u g s  

N S D : N o t  S u ff ic ie n t  D a ta

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u rv e y , 2 0 2 0
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COINSURANCE MAXIMUMS

• Coinsurance rates for prescription drugs often include maximum and/or minimum dollar amounts. 
Depending on the plan design, coinsurance maximums may significantly limit the amount an enrollee 
must spend out-of-pocket for higher-cost drugs. Even in plans without explicit coinsurance maximum 
amounts, the overall plan out-of-pocket maximum limits enrollee cost sharing on covered services, 
including prescription drugs.

• These coinsurance minimum and maximum amounts vary across the tiers.

-  For example, among covered workers in a plan with coinsurance for the first cost-sharing tier, 29% 
have only a maximum dollar amount attached to the coinsurance rate, 10% have only a minimum 
dollar amount, 22% have both a minimum and maximum dollar amount, and 39% have neither. For 
those in a plan with coinsurance for the fourth cost-sharing tier, 63% have only a maximum dollar 
amount attached to the coinsurance rate, 2% have only a minimum dollar amount, 11% have both a 
minimum and maximum dollar amount, and 24% have neither [Figure 9.7].

SEPARATE TIERS FOR SPECIALTY DRUGS

• Specialty drugs, such as biologics that may be used to treat chronic conditions, or some cancer drugs, 
can be quite expensive and often require special handling and administration. We revised our questions 
beginning with the 2016 survey to obtain more information about formulary tiers that are exclusively for 
specialty drugs. We are reporting results only among large firms because a small firm respondents had 
large shares of "don't know" responses to some of these questions.
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-  Ninety-six percent of covered workers at large firms have coverage for specialty drugs [Figure 9.8]. 
Among these workers, 45% are in a plan with at least one cost-sharing tier just for specialty drugs 
[Figure 9.9].

-  Among covered workers at large firms in a plan with at least one separate tier for specialty drugs, 
45% have a copayment for specialty drugs and 53% have coinsurance [Figure 9.10]. The average 
copayment is $109 and the average coinsurance rate is 26% [Figure 9.11]. Eighty-seven percent of 
those with coinsurance have a maximum dollar limit on the amount of coinsurance they must pay.

Figure 9.8
Among Large Firms with Prescription Drug Coverage, Percentage of Covered Workers Whose 
Plan with the Largest Enrollment Includes Coverage for Specialty Drugs, by Firm Size,
2020

200-999 Workers 1,000-4,999 Workers 5,000 or More Workers All Large Firms

Tests found no statistical difference from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Large Firms have 200 or more workers. One-hundred percent of firms offering health benefits offer prescription drug coverage. 
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 9.9
Among Large Firms Whose Prescription Drug Coverage Includes Specialty Drugs, Percentage 
of Covered Workers Enrolled in a Plan That Has a Separate Tier for Specialty Drugs, by 
Firm Size, 2020

80% ■

70% ■

200-999 Workers 1,000-4,999 Workers 5,000 or More Workers All Large Firms

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05). 
NOTE: Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 9.10
Among Covered Workers at Large Firms Enrolled in a Plan with a Separate Tier for 
Specialty Drugs, Distribution of the Following Types of Cost Sharing, by Firm Size, 2020

| | Copayment | | Coinsurance No Cost Sharing for Specialty Drugs Some Other Amount

200-999 Workers

1,000-4,999 Workers

5,000 or More Workers

All Large Firms

4 9 % 5 0 %

4 9 % 4 7 %  |

4 1 % 5 8 %

4 5 % 5 3 %  1 1

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

* Estimates are statistically different from estimate for all other firms not in the indicated category within each firm size (p < .05). 
NOTE: Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 9.11

Among Covered Workers at Large Firms Enrolled in a Plan With a Separate Tier for Specialty 
Drugs, Average Copayments and Coinsurance, by Firm Size, 2020

A v e ra g e  C o p a y m e n t  ($ ) A v e ra g e  C o in s u r a n c e  (% )

FIRM SIZE

2 0 0 -9 9 9  W o r k e r s $ 1 0 3 2 7 %

1 , 0 0 0 - 4 ,9 9 9  W o r k e r s 9 7 * 2 5

5 ,0 0 0  o r  M o r e  W o r k e r s 1 1 8 2 7

All L a r g e  F i r m s  (2 0 0  o r  M o r e  W o r k e r s ) $109 2 8 %

* E s t im a te  is  s ta t is t ic a l ly  d i f fe r e n t  f ro m  e s t im a te  fo r  a l l o th e r  f i r m s  n o t  in th e  in d ic a te d  s iz e  c a te g o r y  (p  <  .05 )

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u rv e y , 2 0 2 0

Generic drugs Drugs that are no longer covered by patent protection and thus may be produced and/or 
distributed by multiple drug companies.

Preferred drugs Drugs included on a formulary or preferred drug list; for example, a brand-name drug without 
a generic substitute.

Non-preferred drugs Drugs not included on a formulary or preferred drug list; for example, a brand-name drug 
with a generic substitute.

Fourth-tier drugs New types of cost-sharing arrangements that typically build additional layers of higher 
copayments or coinsurance for specifically identified types of drugs, such as lifestyle drugs or biologics.

Specialty drugs Specialty drugs such as biological drugs are high cost drugs that may be used to treat chronic 
conditions such as blood disorder, arthritis or cancer. Often times they require special handling and may be 
administered through injection or infusion.
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Section 10

Plan Funding

Many firms, particularly larger firms, choose to pay for some or all o f the health services of their workers directly 
from their own funds rather than by purchasing health insurance for them. This is called self-funding. Both public 
and private employers use self-funding to provide health benefits. Federal law (the Employee Retirement Income 
Security Act of 1974, or ERISA) exempts self-funded plans established by private employers (but not public 
employers) from most state insurance laws, including reserve requirements, mandated benefits, premium taxes, 
and many consumer protection regulations. Sixty-seven percent of covered workers are in a self-funded health 
plan in 2020. Self-funding is common among larger firms because they can spread the risk of costly claims over a 
large number of workers and dependents. Some employers which sponsor self-funded plans purchase stoploss 
coverage to limit their liabilities.

In recent years, a complex funding option, often called level-funding, has become more widely available to small 
employers. Level-funded arrangements are nominally self-funded options that package together a self-funded 
plan with extensive stoploss coverage that significantly reduces the risk retained by the employer. Sixteen 
percent of covered workers in small firms (3-199 workers) are in a level-funded plan.

SELF-FUNDED PLANS

• Sixty-seven percent of covered workers are in a plan that is self-funded, significantly higher than the 
percentage 61% last year [Figure 10.1] and [Figure 10.2].

-  The percentage of covered workers enrolled in self-funded plans is similar to the percentage in five 
years ago (63%) but higher than the percentage (59%) ten years ago [Figure 10.2].

*  As expected, covered workers in large firms are significantly more likely to be in a self-funded 
plan than covered workers in small firms (84% vs. 23%). The percentage of covered workers in 
self-funded plans generally increases as the number of workers in a firm increases. [Figure 10.1] 
and [Figure 10.3].
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Figure 10.1
Percentage of Covered Workers Enrolled in a Self-Funded Plan, by Firm Size, 2020

3-49 Workers 50-199 Workers 200-999 1,000-4,999 5,000 or More All Small All Large All Firms
Workers Workers Workers Firms Firms

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Includes covered workers enrolled in self-funded plans in which the firm's liability is limited through stoploss coverage. See the glossary at 
the end of Section 10 for definitions of self-funded, fully-insured, and level-funded premium plans. Small Firms have 3-199 workers and Large Firms 
have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 10.2
Percentage of Covered Workers Enrolled in a Self-Funded Plan, by Firm Size, 1999-2020

3-199 Workers -+■  200-999 Workers -+■  1,000 or More Workers ALL FIRMS

100%

0%-
1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Includes covered workers enrolled in self-funded plans in which the firm's liability is limited through stoploss coverage. Overall, 67% of 
covered workers are in a self-funded plan in 2020. Due to a change in the survey questionnaire, funding status was not asked of firms with 
conventional plans in 2006; therefore, conventional plan funding status is not included in the averages in this figure for 2006. See the glossary at 
the end of Section 10 for definitions of self-funded, fully-insured, and level-funded premium plans.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017
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Figure 10.3

Percentage of Covered Workers Enrolled in a Self-Funded Plan, by 
Firm Size, Region, and Industry, 2020

Covered Workers in a Self-Funded Plan
FIRM SIZE

200-999 Workers 59% *
1,000-4,999 Workers

*LOCO

5,000 or More Workers 94*
All Small Firms (3-199 Workers) 23%*
All Large Firms (200 or More Workers) 84%*
REGION

Northeast 68%

M idwest 73*
South 69
West 55*

INDUSTRY
Agriculture/Mining/Construction 59%
Manufacturing 70
Transportation/Communications/Utilities 88*
Wholesale 67

Retail 80*
Finance 67
Service 54*
State/Local Government 81*
Health Care 73

ALL FIRMS 67%

NOTE: Includes covered workers enrolled in self-funded plans in which the firm's liability is limited
through stoploss coverage. See the glossary atthe end of Section 10 for definitions of self-funded,
fljlly-insured, and level-funded premium plans.

* Estim ate is statistically different from estimate for all firms not in the indicated size, region, or
industry category (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 10.5

Percentage of Covered Workers Enrolled in Self-Funded HMO, PPO, and HDHP/SO Plans, by Firm Size, 1999-2020

3-199
Workers

200-999
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HMO
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1,000-
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All PPO  
Plans

3-199
Workers

200-999
Workers

HDHP/SO
1,000-
4,999

Workers

5,000 or 
More 

Workers

All
HDHP/SO

Plans
1999 5% 14% 22% 19% 16% 19% 69% 84% 87% 60%
2000 4% 13% 27% 35%* 23%* 23% 72% 89% 88% 63%
2001 14% 23% 32% 40% 31%* 23% 66% 87% 87% 61%
2002 10% 16% 31% 38% 27% 15% 63% 83% 93% 61%
2003 5% 21% 37% 44% 29% 13% 60% 85% 93% 61%
2004 4% 18% 49% 40% 29% 13% 63% 88% 93% 64%
2005 10% 17% 50% 44% 32% 18% 67% 88% 95% 65%
2006 3% 29% 54% 47% 33% 19% 61% 85% 97% 63% 7% 57% 81% 100% 50%
2007 1% 19% 44% 58% 34% 17% 65% 87% 90% * 65% 4% 27% 86% 97% 41%
2008 10% 22% 48% 66% 40% 15% 55% 85% 94% 64% 7% 48% 72% 91% 35%
2009 6% 26% 50% 61% 40% 21% 55% 87% 93% 67% 18% 36% 81% 96% 48%*
2010 9% 23% 59% 65% 41% 18% 69%* 85% 96% 67% 24% 53% 88% 99% 61 %*
2011 5% 16% 54% 67% 41% 19% 65% 84% 98% 70% 11% 45% 89% 98% 54%
2012 13% 14% 45% 60% 37% 20% 63% 84% 97% 70% 14% 39% 85% 98% 54%
2013 10% 12% 50% 52% 31% 18% 69% 87% 98% 70% 17% 57% 83% 97% 62%
2014 1%* 22% 59% 47% 32% 21% 67% 86% 96% 71% 15% 49% 85% 97% 60%
2015 11% 15% 41% 66% 38% 21% 63% 89% 94% 70% 18% 59% 89% 99% 68% *
2016 5% 23% 44% 70% 37% 17% 61% 91% 95% 69% 20% 38% * 87% 98% 67%
2017 5% 20% 39% 35 %* 24% 19% 60% 88% 95% 67% 19% 46% 90% 99% 71%
2018 7% 29% 58% 56% 39%* 17% 56% 92% 95% 67% 14% 48% 89% 98% 65%
2019 10% 24% 53% 69% 43% 21% 66% 93% 93% 69% 20% 66% * 90% 84%* 66%
2020 14% 26% 45% 62% 43% 29% 67% 90% 97% 72% 26% 56% 92% 98%* 75% *
NOTE: Includes covered workers enrolled in self-funded plans in which the firm's liability is limited through stoploss coverage. Estimates for POS plans are not shown due to high relative 
standard errors. See the glossary atthe end of Section 10 for definitions of self-funded, fully-insured, and level-funded premium plans. Information on funding status forHDHP/SOs was not 
collected prior to 2006.
* Estimate is statistically different from estimate for the previous year shown (p < .05).
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 1999-2017
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Figure 10.6
Percentage of Covered Workers Enrolled in a Self-Funded Plan by Firm Ownership Type, 2020

Tests found no statistical difference between firm ownership type (p < .05).
NOTE: Includes covered workers enrolled in self-funded plans in which the firm's liability is limited through stoploss coverage. Private firms 
include both private for-profit and private not-for-profit. Sixty-nine percent of covered workers in private for-profits and 61% of workers enrolled 
at private not-for-profits are self-funded 
SOURCE: KFF Employer Health Benefits Survey, 2020

LEVEL-FUNDED PLANS

In the past few years, insurers have begun offering health plans that provide a nominally self-funded option for 
small or mid-sized employers that incorporates stoploss insurance with relatively low attachment points. Often, 
the insurer calculates an expected monthly expense for the employer, which includes a share of the estimated 
annual cost for benefits, premium for the stoploss protection, and an administrative fee. The employer pays this 
"level premium" amount, with the potential for some reconciliation between the employer and the insurer at the 
end of the year, if claims differ significantly from the estimated amount. These policies are sold as self-funded 
plans, so they generally are not subject to state requirements for insured plans and, for those sold to employers 
with fewer than 50 employees, are not subject to the rating and benefit standards in the ACA for small firms.

Due to the complexity of the funding (and regulatory status) of these plans, and because employers often pay a 
monthly amount that resembles a premium, respondents may be confused as to whether or not their health plan 
is self-funded or insured. We asked employers with fewer than 200 workers whether they have a level-funded 
plan.

• Thirteen percent of small firms offer a level-funded plan in 2020, similar to the percentage (7%) last year.

• Thirty-one percent of covered workers in small firms are in a plan that is either self-funded or level-funded 
in 2020, higher than the percentage (24%) last year [Figure 10.7].
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STOPLOSS COVERAGE AND ATTACHMENT POINTS

Stoploss coverage may limit the amount of claims that must be paid by a plan sponsor for each worker or 
may limit the total amount the plan sponsor must pay for all claims over the plan year. At firms with 50 or 
more workers, sixty-two percent of covered workers in self-funded health plans are in plans that have stoploss 
insurance, similar to percentage the last time we asked the question in 2018 [Figure 10.9].

• The percentage of covered workers in self-funded plans with stoploss insurance (62%) is similar to the 
value when the survey first asked about stoploss insurance in 2011 (58%). [Figure 10.10].

• Among covered workers in self-funded plans with 50 or more workers that have stoploss, 87% are in plans 
where the stoploss insurance limits the amount the plan must spend on each worker or enrollee, 57% are 
in plans where the stoploss insurance limits the overall amount the plan must pay, 70% are in plans where 
the stoploss insurance limits the amounts that the plans must pay for high claims or episodes, and 10% are 
in plans where the stoploss insurance includes a different type of limit. Respondents were asked to choose 
all of the options that applied to their stoploss coverage [Figures 10.11]. Some plans have several limits 
applying to their plan. Starting in 2020, we restructured these questions and, while we believe the answers 
are similar to 2011 through 2018, changes in question wording may impact responses.

• Firms with 50 or more workers who have a per-enrollee stoploss coverage component were asked for 
the dollar amount where the stoploss coverage would start to pay for most or all of the claim (called an 
attachment point). The average attachment points for these firms are $100,000 for small firms (50-199) and 
$380,000 for large firms [Figure 10.13].

Figure 10.9
Among Covered Workers Enrolled in a Self-Funded Plan (At Firms with 50 of More Workers), 
Percentage Covered by Stoploss Insurance, by Firm Size, 2020

100%

50-199 Workers 200-999 Workers 1,000-4,999 Workers 5,000 or More Workers All Self-Funded Firms

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Includes covered workers enrolled in self-funded plans in which the firm's liability is limited through stoploss coverage. See the glossary at 
the end of Section 10 for definitions of self-funded, fully-insured, and level-funded premium plans.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 10.13
Prevalence and Average Attachment Points of Stoploss Insurance, by Firm Size and Region, 
2020
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Self-Funded Plan An insurance arrangement in which the employer assumes direct financial responsibility for 
the costs of enrollees' medical claims. Employers sponsoring self-funded plans typically contract with a 
third-party administrator or insurer to provide administrative services for the self-funded plan. In some 
cases, the employer may buy stoploss coverage from an insurer to protect the employer against very large 
claims.

Fully-Insured Plan An insurance arrangement in which the employer contracts with a health plan that assumes 
financial responsibility for the costs of enrollees' medical claims.

Level-Funded Plan An insurance arrangement in which the employer makes a set payment each month to an 
insurer or third party administrator which funds a reserve account for claims, administrative costs, and 
premiums for stop-loss coverage. When claims are lower than expected, surplus claims payments may be 
refunded at the end o f the contract.

Stoploss Coverage Stoploss coverage limits the amount that a plan sponsor has to pay in claims. Stoploss 
coverage may limit the amount of claims that must be paid for each employee or may limit the total 
amount the plan sponsor must pay for all claims over the plan year.

Attachment Point Attachment points refer to the amount at which the insurer begins to pay its obligations for 
stoploss coverage, either because plan, individual or claim spending exceed a designated value.
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SECTION 11. RETIREE HEALTH BENEFITS

Section 11

Retiree Health Benefits

Retiree health benefits are an important consideration for older workers making decisions about their retirement. 
Retiree benefits can be a crucial source of coverage for people retiring before Medicare eligibility. For retirees 
with Medicare coverage, retiree health benefits can provide an important supplement to Medicare, helping them 
pay for cost sharing and benefits not otherwise covered by Medicare.

In 2019, we modified the question that we use to askfirms whether or not they provide retiree health benefits; 
specifically, in contrast to prior years, the 2019 and 2020 surveys explicitly stated that firms that had terminated 
retiree health benefits but still has some retirees getting coverage, or that had current employees who will get 
retiree health coverage in the future, should answer 'yes' to the question. For this reason, estimates of retiree 
health benefits from 2019 onwards are not comparable to prior surveys.

This year's survey finds that 29% of large firms offering health benefits offer retiree health benefits, similar to the 
percentage (28%) in 2019.

This survey asks retiree health benefits questions only of large firms (200 or more workers).

EMPLOYER RETIREE BENEFITS

• In 2020,29% of large firms that offer health benefits offer retiree health benefits for at least some current 
workers or retirees, similar to the percentage last year [Figure 11.1]. See the Methods section fora 
discussion of changes to survey question on retiree health benefits for 2019 survey. Due to this change, we 
did not test to see if current percentage is different than those in 2018 or before.

• Retiree health benefits offer rates vary considerably by firm characteristics.

-  Among large firms offering health benefits, the likelihood that a firm will offer retiree health benefits 
increases with firm size [Figure 11.2].

-  The share of large firms offering retiree health benefits varies considerably by industry [Figure 11.2].

-  Among large firms offering health benefits, public employers are more likely (66%) to offer retiree 
health benefits than other firm types [Figure 11.3].

-  Large firms offering health benefits with at least some union workers are more likely to offer retiree 
health benefits than large firms without any union workers (47% vs. 23%) [Figure 11.3].

-  Large firms offering health benefits with a relatively large share of older workers (where at least 35% 
of the workers are age 50 or older) are more likely to offer retiree health benefits than large firms with 
a smaller share of older workers (39% vs. 20%) [Figure 11.3].

-  Large firms offering health benefits with a relatively large share of higher-wage workers (where at 
least 35% of workers earn $64,000 a year or more) are more likely to offer retiree health benefits than 
large firms with a smaller share of higher-wage workers (38% vs. 23%) [Figure 11.3].
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Figure 11.1
Among Large Firms Offering Health Benefits to Active Workers, Percentage of Firms 
Offering Retiree Health Benefits, 1988-2020
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* Estimate is statistically different from estimate for the previous year shown (p < .05). No statistical tests are conducted for years prior to 
1999.
NOTE: Large Firms have 200 or more workers. In 2019, this question was reworded. Because of this there was no statistical testing between 2018 and 
2019. See the Methods section for details.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 1999-2017; KPMG Survey of 
Employer-Sponsored Health Benefits, 1991, 1993, 1995, 1998; The Health Insurance Association of America (HIAA), 1988.
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Figure 11.2

Among Large Firms Offering Health Benefits to Active Workers, 
Percentage of Firms Offering Retiree Health Benefits, by Firm Size, 
Region, and Industry, 2020

Large Firms Offering Retiree Health 
Benefits

FIRM SIZE
200-999 Workers 27% *
1,000-4,999 Workers 37*

5,000 or More Workers 52*
REGION

Northeast 23%
M idwest 29

South 33
West 25

INDUSTRY
Agriculture/Mining/Construction 15%*
Manufacturing 16*
Transportation/Communications/Utilities 58*
Wholesale 13*
Retail 12*

Finance 42
Service 26
State/Local Government 74*
Health Care 16*

All Large Firms (200 or More Workers) 29%

* Estimate is statistically different from estimate for all other Large Firms notin the indicated size,
region, or industry category (p < .05).

SOURCE: KFF Employer Health Benefits Sur\ey, 2020
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Figure 11.3
Among Large Firms Offering Health Benefits to Active Workers, Percentage of Firms 
Offering Retiree Health Benefits, by Firm Characteristics, 2020
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* Estimates are statistically different from each other within category (p < .05).
NOTE: Large Firms have 200 or more workers. Firms with many lower-wage workers are those where at least 35% earn the 25th percentile or less of 
national earnings ($26,000 in 2020). Firms with many higher-wage workers are those where at least 35% earn the 75th percentile or more than of 
national earnings ($64,000 in 2020). Firms with many older workers are those where at least 35% of workers are age 50 or older. Firms with many 
younger workers are those where at least 35% of workers are age 26 or younger.
SOURCE: KFF Employer Health Benefits Survey, 2020

EARLY RETIREES, MEDICARE-AGE RETIREES AND SPOUSES

• Among large firms offering retiree health benefits, 87% offer benefits to early retirees under the age of 65 
and 67% offer them to Medicare-age retirees [Figure 11.4].

• Among all large firms offering health benefits to current workers, 20% offer retiree health benefits to 
Medicare-age retirees.

• Among large firms offering retiree health benefits, 56% offer benefits to both early and Medicare-age 
retirees.

• Among large firms offering retiree benefits, a large share (86%) report offering health benefits to the 
spouses of retirees [Figure 11.5].
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Offer Health Benefits to Early Retirees Offer Health Benefits to Medicare-Age Retirees

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Among Large Firms offering health benefits to active workers and offering retiree coverage, 56% offer health benefits to both early and 
Medicare-age retirees. Large Firms have 200 or more workers. Early retirees are those who retire before the age of 65. In 2019 this question was 
reworded. Because of this there was no statistical testing between 2018 and 2019. See the Methods section for details.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2000-2017

Figure 11.4
Among Large Firms Offering Health Benefits to Active Workers and Retirees, Percentage of
Firms Offering Health Benefits to Early and Medicare-Age Retirees, 2000-2020

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

Figure 11.5
Among Large Firms Offering Health Benefits to Active Workers and Retirees, Percentage of 
Firms Offering Retiree Health Benefits to Retirees' Spouse, by Firm Size, 2020

100%

200-999 Workers 1,000-4,999 Workers 5,000 or More Workers All Large Firms

Tests found no statistical difference from estimate for all other firms not in the indicated size category (p < .05). 
NOTE: Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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MEDICARE ADVANTAGE

• Forty-four percent of large employers offering retiree health benefits to Medicare-age retirees offer 
coverage to at least some Medicare-age retirees through a contract with a Medicare Advantage plan, 
similar to the percentage last year (44%) [Figure 11.6].

Figure 11.6
Among Large Firms That Offer Retiree Health Benefits to Medicare-Age Retirees, Percentage 
of Firms That Contract with a Medicare Advantage (MA) Plan, 2020

100% -  

90% - 

80% - 

70% -

1,000-4,999 Workers 5,000 or More Workers All Large Firms

Tests found no statistical difference from estimate for all other firms not in the indicated size category (p < .05).
NOTE: MA refers to Medicare Advantage, an arrangement where private health plans receive capitated payments to provide all Medicare-covered services 
to enrollees. Sixty-seven percent of large firms offering retiree health benefits offer retiree health benefits to Medicare-age retirees. Large 
Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Section 12

Health Screening and Health Promotion 
and Wellness Programs

Most firms offer some form of wellness program to help workers and family members identify health issues and 
manage chronic conditions. Many employers believe that improving the health of their workers and their family 
members can improve morale and productivity, as well as reduce health care costs.

In addition to offering wellness programs, a majority of large firms now offer health screening programs, 
including health risk assessments, which are questionnaires asking workers about lifestyle, stress, or physical 
health, and biometric screening, which we define as in-person health examinations conducted by a medical 
professional. Firms and insurers may use the health information collected during screenings to target wellness 
offerings or other health services to workers with certain conditions or behaviors. Some firms have incentive 
programs that reward or penalize workers for different activities, including participating in wellness programs or 
completing health screenings.

Among large firms offering health benefits in 2020,60% offer workers the opportunity to complete a health 
risk assessment, 50% offer workers the opportunity to complete a biometric screening, and 81% offer workers 
one or more wellness programs, such as programs to help them stop smoking or lose weight, or programs that 
offer lifestyle and behavioral coaching. Substantial shares of these large firms provide incentives for workers to 
participate in or complete the programs.

Only firms offering health benefits were asked about their wellness and health promotion programs.

Employers have been and continue to deal with the coronavirus pandemic, including by modifying wellness and 
screening programs and employee assistance programs. For example, some employees may not be available 
for health screening or may not be able to participate in wellness-related programs. Some employers may 
have chosen to modify or suspend financial incentives due to potential difficulties with employees achieving 
compliance. Due to the timing of the survey, we were not able to include questions about how employers may 
have adapted their health plans and employee assistance programs to address some of the impacts of the 
epidemic.

HEALTH RISK ASSESSMENTS

Many firms provide workers the opportunity to complete a health risk assessment to identify potential health 
issues. Health risk assessments generally include questions about medical history, health status, and lifestyle. At 
small firms, health risk assessments are often administered by an insurer. •

• Among firms offering health benefits, 42% of small firms and 60% of large firms provide workers the 
opportunity to complete a health risk assessment [Figure 12.1]. These percentages are similar to the 
corresponding percentages for 2019 (41% for small firms and 65% for large firms) [Figure 12.2].

• Some firms offer incentives to encourage workers to complete a health risk assessment.

-  Among large firms that offer a health risk assessment, 52% offer workers an incentive to complete the 
assessment [Figure 12.3].
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Figure 12.3
Among Large Firms Offering Health Benefits and Providing an Opportunity to Complete a 
Health Risk Assessment (HRA), Percentage of Firms That Offer Workers Incentives to 
Complete the HRA, by Firm Size, 2020

100% -

200-999 Workers 1,000-4,999 Workers 5,000 or More Workers All Large Firms

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: A health risk assessment or appraisal includes questions on medical history, health status, and lifestyle and is designed to identify the 
health risks of the person being assessed. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

BIOMETRIC SCREENING

Biometric screening is a health examination that measures a person's risk factors (such as cholesterol, blood 
pressure, and body mass index (BMI)) for certain medical issues. A biometric outcome involves assessing 
whether the person meets specified health targets related to certain risk factors, such as meeting a target BMI or 
cholesterol level. As defined by this survey, goals related to smoking are not included in the biometric screening 
questions.

• Among firms offering health benefits, 33% of small firms and 50% of large firms provide workers the 
opportunity to complete a biometric screening [Figure 12.4]. These percentages are similar to 2019 (26% 
and 52%) [Figure 12.5].

• Some firms offer incentives to encourage workers to complete the biometric screening.

-  Among firms with biometric screening programs, 17% of small firms and 65% of large firms offer 
workers an incentive to complete the screening [Figure 12.6].

• In addition to incentives for completing a biometric screening, some firms offer workers incentives to 
meet biometric outcomes. Among large firms with biometric screening programs, 18% reward or penalize 
workers based on achieving specified biometric outcomes (such as meeting a target BMI) [Figure 12.6].

-  The size of the incentives firms offer for meeting biometric outcomes varies considerably. Among 
large firms offering a reward or penalty for meeting biometric outcomes, the maximum reward
is valued at $150 or less for 12% of firms and more than $1,000 for 32% of firms [Figure 12.7].
Seven percent of these firms combine the reward with incentives for other activities. This may
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include employers who ask employees to complete several health screening, disease management, 
wellness/health promotion activities in order to qualify for incentives.

Figure 12.4
Among Firms Offering Health Benefits, Percentage of Firms That Provide an Opportunity to 
Complete a Biometric Screening, by Firm Size, 2020

100% -  

90% - 

80% -

3-24 Workers 25-199 Workers 200-999 1,000-4,999 5,000 or More All Small All Large All Firms
Workers Workers Workers Firms Firms

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Biometric screening is a health examination that measures a person's risk factors for certain medical issues. Biometric outcomes could include 
meeting a target body mass index (BMI) or cholesterol level, but not goals related to smoking. Small Firms have 3-199 workers and Large Firms have 
200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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HEALTH SCREENING PROGRAMS

Among firms offering health benefits, 50% of small firms and 68% of large firms offer workers a health risk 
assessment, biometric screening or both screening programs.

• Forty percent of large firms offering health benefits have an incentive for workers to complete a biometric 
screening or health risk assessment [Figure 12.9].

• In large firms providing workers the opportunity to complete a health risk assessment, 44% of covered 
workers complete an assessment [Figure 12.11].

-  There is considerable variation across firms in the percentage of workers who complete the 
assessment. Twenty-one percent of large firms providing workers the opportunity to complete a 
health risk assessment report that more than 75% of their workers complete the assessment, while 
37% report no more than 25% of workers complete the assessment.

• In large firms providing workers the opportunity to complete a biometric screening, 45% of covered 
workers complete a screening [Figure 12.11].

-  There is considerable variation across firms in the percentage of workers who complete a biometric 
screening. Twenty-one percent of large firms providing workers the opportunity to complete a 
biometric screening report that more than 75% of their workers complete the screening, while 33% 
report no more than 25% of workers complete the screening.
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Figure 12.8

Among Large Firms Offering Health Benefits, Percentage of Firms That Provide an 
Opportunity to Complete a Biometric Screening or a Health Risk Assessment, by Region and 
Industry, 2020

H e a lth  R is k  A s s e s s m e n t B io m e t r ic  S c r e e n in g

REGION
N o r th e a s t 5 5 % 4 8 %

M id w e s t 6 3 5 5

S o u th 6 3 51

W e s t 5 5 4 3

INDUSTRY

A g r ic u l t u r e /M in in g / C o n s t r u c t io n 5 6 % 3 7 %

M a n u fa c tu r in g 5 7 5 5

T r a n s p o r t a t io n / C o m m u n ic a t io n s / U t i l i t ie s 6 7 6 3

W h o le s a le 7 6 5 2

R e ta i l 3 7 * 2 9 *

F in a n c e 6 4 6 0

S e rv ic e 6 0 4 7

S t a t e /L o c a l  G o v e r n m e n t 7 6 * 7 1 *

H e a lth  C a re 51 4 0 *

All L a r g e  F i r m s  ( 2 0 0  o r  M o r e  W o r k e r s ) 6 0 % 5 0 %

N O T E : A  h e a lth  r is k  a s s e s s m e n t  o r  a p p r a is a l  in c lu d e s  q u e s t io n s  o n  m e d ic a l h is to ry ,  h e a lth  s t a t u s , a n d  l i fe s ty le  a n d  is  d e s ig n e d  to

id e n t if y  th e  h e a lth  r is k s  o f  th e  p e r s o n  b e in g  a s s e s s e d . B io m e tr ic  s c r e e n in g  is  a  h e a lth  e x a m in a t io n  t h a t m e a s u r e s  a  p e r s o n 's  r is k

(a c to rs  f o r  c e r ta in  m e d ic a l is s u e s .  B io m e tr ic  o u tc o m e s  c o u ld  in c lu d e  m e e t in g  a ta rg e t  b o d y  m a s s  in d e x  (B M I) o r  c h o le s te ro l le v e l

b u t  n o t  g o a ls  r e la te d  to  s m o k in g .

* E s t im a te  is  s t a t is t ic a l ly  d i f fe re n t  f ro m  e s t im a te  fo r  a l l f i r m s  n o t  in  th e  in d ic a te d  re g io n  o r  in d u s f r y  c a te g o r y  (p  <  .0 5 ).

S O U R C E : K F F  E m p lo y e r  H e a lth  B e n e fits  S u rv e y , 2 0 2 0
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Figure 12.11
Among Large Firms Providing Workers an Opportunity to Complete a Biometric Screening or 
Health Risk Assessment, Percentage of Workers That Complete the Screening, by Firm Size, 
2020

□ At Firms with HRA Screening, Percentage of 
Workers That Complete the HRA □

Among Firms with Biometric Screening, 
Percentage of Workers That Complete the 
Biometric Screening

Tests found no statistical difference from estimate for all other firms not in the indicated size category (p < .05).
NOTE: There is considerable variation around these averages. For Health Risk Assessments: At 8% of firms, less than 10% of workers complete the 
screening, while at 5% of firms more than 90% complete it. For Biometric Scrrening. At 8% of firms, less than 10% of workers complete the screening, 
while at 5% of firms more than 90% complete it. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

WELLNESS AND HEALTH PROMOTION PROGRAMS

Large shares of employers continue to offer educational and other programs to help workers engage in healthy 
lifestyles and reduce health risks. Wellness and health promotion programs may include exercise programs, 
health education classes, health coaching, and stress-management counseling. These programs may be offered 
directly by the firm, an insurer, or a third-party contractor.

• Among firms offering health benefits, 41% of small firms and 69% of large firms offer programs to help 
workers stop smoking or using tobacco, 36% of small firms and 58% of large firms offer programs to help 
workers lose weight, and 38% of small firms and 67% of large firms offer some other lifestyle or behavioral 
coaching program. Overall, 53% of small firms and 81% of large firms offering health benefits offer at least 
one of these three programs [Figure 12.12] and [Figure 12.13]. •

• Forty-four percent of large firms offering one of these wellness or health promotion programs offer an 
incentive to encourage workers to participate in or complete the programs [Figure 12.15]
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Figure 12.12

Among Firms Offering Health Benefits, Percentage of Firms Offering Specific Wellness 
Programs to Their Workers, by Firm Size and Region, 2020

Programs to 
Help Workers 
Stop Smoking

Programs to 
Help Workers 
Lose Weight

Other Lifestyle or 
Behavioral 
Coaching

At Least One of 
fliese  Programs

FIRM  S IZE

3-49 Workers 38% * 34% * 36% * 51 %*
50-199 Workers 60* 47* 51* 72*
200-999 Workers 66* 56* 65* 79*
1,000-4,999 Workers 81* 67* 74* 89*
5,000 or More Workers 87* 78* 84* 95*

All S m a ll F irm s  (3-199 W o rkers ) 41 %* 36%* 38 %* 53%*

All La rg e  F irm s  (200 o r  M ore W orkers ) 69%* 58%* 67 %* 81%*

REGION

Northeast 50% 41% 46% 62%
Midwest 40 29 34 49
South 41 41 42 62
West 37 33 31 40*

A LL F IRM S 41% 36% 38% 54%

NOTE: 'Other Lifestyle orBehavioral Coaching' can include health education classes, stress management, orsubstance abuse
counseling.

* Estimate is statistically different from estimate for all other firms not in the indicated size or region category (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 12.15
Among Firms Offering Specific Wellness Programs, Percentage of Firms That Offer 
Incentives to Participate In or Complete Wellness Programs, by Firm Size, 2020

200-999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  A ll  S m a ll F irm s  A ll  L a rg e  F irm s  A ll  F irm s
W o rk e rs

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Small Firms have 3-199 workers and Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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INCENTIVES FOR WELLNESS AND HEALTH SCREENING PROGRAMS

Firms with incentives for health risk assessments, biometric screenings, or wellness or health promotion 
programs were asked to report the maximum reward or penalty a worker could earn for all of the firm's health 
promotion activities combined. Some firms do not offer incentives for individual activities, but offer rewards to 
workers who complete a variety of activities.1 Among large firms offering incentives for any of these programs, 
the maximum value for all wellness-related incentives is $150 or less in 20% of firms and more than $1,000 in 20% 
of firms [Figure 12.16].

• This year we asked large firms with an incentive to participate in a health promotion or health screening 
program, how effective they believed these incentives were at increasing employee participation. 30% 
believed incentives were 'very effective' and 47% said 'moderately effective'. [Figure 12.18].

Figure 12.16
Among Large Firms That Offer Workers an Incentive to Participate In or Complete Any 
Health Promotion Programs, Maximum Annual Value of the Incentive for All Programs 
Combined, 2015-2020

| | $150 or Less Q  $151 -$500 ^  $501 -$1,000 ^  $1,001 -$2,000 ^  $2,001 or More

2015

2016

2017

2018 

2019

2020*

22%

26%

25%

15%

16%

20%

39%

38%

35%

41%

35%

33%

21%

23%

23%

21%

27%

25%

11% 5%

9% 7%

13% 6%

19% 6%

13% 7%

16% 4%

0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%

* Distribution is statistically different from distribution for the previous year shown (p < .05).
NOTE: Includes incentives for health risk assessments, biometric screenings, and wellness programs. Firms with at least one of the listed health 
promotion programs were asked to report the maximum incentive a worker and his/her dependents could receive for all the firm's health promotion 
programs combined. Forty-seven percent of large offering firms offer an incentive to complete any of their health promotion programs. In 2020, less 
than one percent of firms indicated they had a reward of zero dollars. In most cases, this indicates a non-monetary incentive such as a preferred 
parking spot. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/FIRET Survey of Employer-Sponsored Health Benefits, 2015-2017

11n 2020, less than one percent of firms indicated that they had an incentive for completing health risk assessments, biometric screenings, or 
wellness or health promotion programs, but had a maximum incentive of zero dollars. These firms may have non-monetary incentives such 
as preferred parking spots or employee recognition programs.
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Figure 12.17
Among Large Firms Offering Workers an Incentive for Any Health Promotion Programs, 
Maximum Annual Value of the Incentive for All Programs Combined, 2020

NOTE: Includes incentives for health risk assessments, biometric screenings, and wellness programs. Firms with at least one of the listed health 
promotion programs were asked to report the maximum incentive a worker and his/her dependents could receive for all the firm's health promotion 
programs combined. Forty-seven percent of large offering firms offer an incentive to complete any of their health promotion programs. In 2020, less 
than one percent of firms indicated they had a reward of zero dollars. In most cases, this indicates a non-monetary incentive such as a preferred 
parking spot. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 12.18
Among Large Firms Offering Health Benefits and an Incentive to Participate In or Complete 
Wellness or Health Screening Programs, Firms' Opinion on How Effective Incentives are for 
Employee Participation, by Firm Size, 2020

□  Very Effective | | Moderately Effective Only Slighty Effective Not at All Effective Don't Know

200-999 Workers

1,000-4,999 Workers

5,000 or More Workers

All Large Firms

29% 47% 16% 3%4%

33% 46% 17% 3%

27% 53% 19%

30% 47% 17% 4%

0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%

Tests found no statistical difference for response choice from estimate for all other large firms.
NOTE: Includes incentives for health risk assessments, biometric screenings, and wellness programs. Forty-seven percent of large offering firms offer 
an incentive to complete any of their health promotion or health screening programs.Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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EFFECTIVENESS OF WELLNESS AND HEALTH SCREENING PROGRAMS

This year we asked firms offering one or more health promotion or health screening programs whether they 
believed the programs were effective in meeting certain objectives often offered as reasons to have these 
programs. Firms offering these programs may have different objectives for different programs, so we offered 
respondents the opportunity to say that a specific objective was not a goal of their programs.

• Reducing utilization. Sixteen percent of small firms and 8% of large firms said that their programs were 
very effective in reducing utilization, 33% of small firms and 59% of large firms said that their programs 
were moderately or only slightly effective, while 8% of small firms and 8% of large firms said that their 
programs were not at all effective. Among large firms offering a health screening or wellness program, 14% 
said that reducing utilization was not a program goal and 11% said that they did not know.

• Reducing absenteeism. Twelve percent of small firms and 5% of large firms said that their programs were 
very effective in reducing employee absenteeism, 31% of small firms and 48% of large firms said that their 
programs were moderately or only slightly effective, while 13% of small firms and 12% of large firms said 
that their programs were not at all effective. Among large firms offering a health screening or wellness 
program, 23% said that reducing absenteeism was not a program goal and 12% said that they did not 
know.

• Improving enrollee health and well being. Fourteen percent of small firms and 12% of large firms said that 
their programs were very effective in improving enrollee health and well being, 44% of small firms and 66% 
of large firms said that their programs were moderately or only slightly effective, while 9% of small firms 
and 4% of large firms said that their programs were not at all effective. Among large firms offering a health 
screening or wellness program, 9% said that improving enrollee health and well being was not a program 
goal and 9% said that they did not know.

• Reducing the firm's health costs. Sixteen percent of small firms and 11% of large firms said that their 
programs were very effective in reducing the firm's health costs, 30% of small firms and 59% of large firms 
said that their programs were moderately or only slightly effective, while 16% of small firms and 9% of 
large firms said that their programs were not at all effective. Among large firms offering a health screening 
or wellness program, 13% said that reducing the firm's health costs was not a program goal and 8% said 
that they did not know. •

• Being valued by employees as a benefit. Thirty-four percent of small firms and 20% of large firms said that 
their programs were very effective in being valued by employees as a benefit, 26% of small firms and 61% 
of large firms said that their programs were moderately or only slightly effective, while 6% of small firms 
and 5% of large firms said that their programs were not at all effective. Among large firms offering a health 
screening or wellness program, 7% said that being valued by employees as a benefit was not a program 
goal and 7% said that they did not know.
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Figure 12.20
Among Large Firms Offering Health Benefits, Percentage of Firms Offering Various Wellness 
and Health Promotion Activities and Incentives, by Firm Size, 2020

■  5,000 or More Workers | | All Large Firms

Offers Health Risk. 
Assessment

Incentive for Completing, 
Health Risk Assessment

Offers Biometric Screening

Incentive for Completing 
Biometric Screening

Incentive for Meeting 
Biometric Outcomes

Offers Specific Wellness 
Programs

Incentive for Participating 
In or Completing Wellness 

Programs

52%*

31%

50%

78% *

60%

63%*

45%*

32%

18%*
9%

95%*

81%

57%*

35%

0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%

* Estimates are statistically different between firm size estimates within category (p < .05).
NOTE: 'Specific Wellness Programs' include 'Programs to Help Workers Stop Smoking', 'Programs to Help Workers Lose Weight', or 'Other Lifestyle or 
Behavioral Coaching'. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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SURCHARGES AND INCENTIVES RELATED TO TOBACCO USE

Some firms require employees that use tobacco products to pay higher premium contributions or cost sharing.

• Nine percent of firms offering health benefits have higher premium contributions or cost-sharing for 
employees who use tobacco products or vape. Five percent of firms offering health benefits provide 
employees with some form of direct payment (such as a higher account contribution) based on whether 
or not an employee uses tobacco products or vapes. Some firms noted that not smoking is a condition of 
employment.

-  Among firms with one of these incentives (higher premium contributions or cost sharing, or direct 
payments or account contributions), 52% say that the maximum incentive or penalty for an employee 
based on the employees smoking status was $150 or less, 32% say the maximum amount was 
between $151 and $500, and 15% say the maximum amount was between $501 and $1,000 [Figure 
12.22].

-  Among firms with 1,000 or more employees with tobacco cessation programs, 53% say that their 
program targets people who use electronic cigarettes (known as vaping), 19% say the program does 
not target vaping, and 28% did not know [Figure 12.23].
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Figure 12.22
Among Large Firms Offering Workers an Incentive or Penalty for Smoking or Vaping, Maximum 
Annual Value of the Incentive Based on an Enrollee's Smoking Status, 2020

100% -  

90% -

NOTE: Large Firms have 200 or more workers. 
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 12.23
Among Firms with 1,000 or More Workers That Offer Smoking Cessation Programs, Percent of 
Firms that Offer Programs Which Target Electronic Cigarettes or Vaping, 2020

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

1,000 -4 ,999  W o rk e rs  5,000  o r  M o re  W o rk e rs  A l l  L a rg e  F irm s  (1 ,000  o r  M o re  W o rk e rs )

Tests found no statistical difference from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Among firms offering health benefits, 82% of firms with 1,000 or more employees offer a smoking cessation program, including 87% of firms with 
5,000 or more workers. Among those firms with 1,000 or more employees offering a smoking cessation program, 28% did not know if that program 
targeted electronic cigarettes.
SOURCE: KFF Employer Health Benefits Survey, 2020

57%
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SECTION 13. EMPLOYER PRACTICES, ALTERNATIVE SITES OF CARE AND PROVIDER NETWORKS

Section 13

Employer Practices, Alternative Sites of 
Care and Provider Networks

Employers frequently review and modify their health plans to incorporate new options or adapt to new 
circumstances. We monitor new options, such as telemedicine, and ask about changes in the health or policy 
environments. This year employers have been dealing with the coronavirus pandemic, which affects health, 
access to care, workplace health programs and even open enrollments. Because the survey started fielding 
in January, before the full impacts of the pandemic became apparent, we did not include questions about 
employers responses to it this year.

We note that there is a significant increase in the percentage of firms, particularly smaller firms (50-199 workers), 
reporting that they cover some services through telemedicine. While telemedicine has grown in recent years, it 
is possible that some of the growth reflects plan changes in response to the coronavirus pandemic as well as to 
the increased awareness in telemedicine that has occurred over the spring and summer. About one-half of the 
responses to this year's survey occurred after March, which is when people began to shelter at home and seek 
alternative ways to get medical care. It will be important to monitor how plans and employers adapt over the 
longer term when concerns over the coronavirus have ended.

SHOPPING FOR HEALTH COVERAGE

Fifty-five percent of firms offering health benefits reported shopping for a new health plan or a new insurance 
carrier in the past year, similar to the percentage last year. Firms with 5,000 or more workers were less likely to 
shop for coverage (28%) than firms in other size categories [Figure 13.1]. •

• Among firms that offer health benefits and who shopped for a new plan or carrier in the past year, 15% 
changed insurance carriers [Figure 13.2].
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Figure 13.1
Percentage of Firms Offering Health Benefits That Shopped For a New Plan or Health 
Insurance Carrier in the Past Year, by Firm Size, 2020

100% -  

90% -

200-999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  A ll  S m a ll F irm s
W o rk e rs  (3 -199 W o rk e rs )

A ll  L a rg e  F irm s  
(200 o r  M o re  

W o rk e rs )

A ll  F irm s

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05). 
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 13.2
Among Firms Offering Health Benefits That Shopped for a New Plan or Insurance Carrier, 
Percentage of Firms That Changed Insurance Carriers in the Past Year, by Firm Size, 2020

50% -

40%

200-999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  A ll  S m a ll F irm s  A ll  L a rg e  F irm s  A ll  F irm s
W o rk e rs  (3 -199 W o rk e rs )  (200 o r  M o re

W o rk e rs )

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05). 
NOTE: In 2020, 55% of firms offering health benefits shopped for a new plan.
SOURCE: KFF Employer Health Benefits Survey, 2020
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ALTERNATIVE CARE SETTINGS: TELEMEDICINE AND RETAIL CLINICS

Many firms provide coverage for health services delivered outside typical provider settings. Telemedicine is the 
delivery of health care services through telecommunications to a patient from a provider who is at a remote 
location, including video chat and remote monitoring. This generally would not include the mere exchange 
of information via email, exclusively web-based resources, or online information a plan may make available 
unless a health professional provides information specific to the enrollee's condition. We note that during the 
coronavirus pandemic, some plans have eased their definitions to allow more types of digital communication to 
be reimbursed.

• Eighty-five percent of firms with 50 or more workers that offer health benefits cover the provision of some 
health care services through telemedicine in their largest health plan, a significant increase from the 
percentage (69%) in 2019. [Figure 13.3].

-  Over the last year, the percentage of small firms (50-199 workers) reporting that they cover services 
through telemedicine increased from 65% last year to 84% this year and the percentage of large firms 
increased from 82% to 89% [Figure 13.5].

-  Among firms with 50 or more workers with plans that cover health services through telemedicine, 
46% provide a financial incentive for workers to use telemedicine instead of visiting a traditional 
physician's office in-person, similar to the percentage in 2019 [Figure 13.4].

• Seventy-nine percent of firms with 10 or more employees that offer health benefits cover health care 
services received in retail clinics, such as those located in pharmacies, supermarkets and retail stores, in 
their largest health plan [Figure 13.6]. These clinics are often staffed by nurse practitioners or physician 
assistants and treat minor illnesses and provide preventive services.

-  Among firms with 10 or more employees covering health services received in retail clinics in their 
largest plan, 17% provide a financial incentive for workers to use a retail health clinic instead of 
visiting a traditional physician's office [Figure 13.6].
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Figure 13.3
Among Firms with 50 or More Workers Offering Health Benefits, Percentage of Firms Whose 
Plan with the Largest Enrollment Covers Telemedicine, by Firm Size, 2020

200-999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  A ll  S m a ll F irm s  A ll  L a rg e  F irm s  A ll  F irm s  (50 O r
W o rk e rs  (50-199 W o rk e rs )  (200 o r  M o re  M o re  W o rk e rs )

W o rk e rs )

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Telemedicine is the delivery of health care services through telecommunications to a patient from a provider who is at a remote location, 
including video chat and remote monitoring. This would not include the mere exchange of information via email, exclusively web-based resources, or 
online information a plan may make available unless a health professional provides information specific to the enrollee's condition.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 13.4
Among Firms with 50 or More Workers Whose Plan with the Largest Enrollment Covers 
Telemedicine, Percentage of Firms with Lower Cost-Sharing for Telemedicine, by Firm Size, 
2020
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50-199 W o rk e rs  200 -999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  W o rk e rs  A l l  F irm s  (50 o r  M o re
W o rk e rs )

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Telemedicine is the delivery of health care services through telecommunications to a patient from a provider who is at a remote location, 
including video chat and remote monitoring. This would not include the mere exchange of information via email, exclusively web-based resources, or 
online information a plan may make available unless a health professional provides information specific to the enrollee's condition. Lower 
cost-sharing may included reduced copays or coinsurances 
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 13.5
Among Large Firms Offering Health Benefits, Percentage of Firms Whose Plan with the 
Largest Enrollment Covers Telemedicine, 2015-2020

100%

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: Telemedicine is the delivery of health care services through telecommunications to a patient from a provider who is at a remote location, 
including video chat and remote monitoring. This would not include the mere exchange of information via email, exclusively web-based resources, or 
online information a plan may make available unless a health professional provides information specific to the enrollee's condition. Large Firms have 
200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2015-2017

Figure 13.6
Among Firms with 10 or More Workers Offering Health Benefits, Percentage of Firms Whose 
Plan with the Largest Enrollment Covers Care at Retail Clinics, by Firm Size, 2020

□ Among Firms Covering Care at Retail Clinics, 
Percentage With Incentive to Visit Retail Clinic
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Tests found no statistical difference from estimate for all other firms not in the indicated size category (p < .05).
NOTE: A retail clinic is a health care clinic located in a retail store, supermarket, or pharmacy that treats minor illnesses and provides preventive 
health care services such as flu shots. Financial incentives include lower cost sharing for care received at retail clinics instead of traditional 
physician offices.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Among Firms Covering Care at Retail Clinics, Percentage With 
Incentive to Visit Retail ClinicFirms Covering Care at Retail Clinics

* Estimate is statistically different from estimate for the previous year shown (p < .05).
NOTE: A retail clinic is a health care clinic located in a retail store, supermarket, or pharmacy that treats minor illnesses and provides preventive 
health care services such as flu shots. Financial incentives include lower cost sharing for care received at retail clinics instead of traditional 
physician offices. Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2010-2017

Figure 13.7
Among Large Firms Offering Health Benefits, Percentage of Firms Whose Plan with the
Largest Enrollment Covers Care at Retail Clinics and That Have a Financial Incentive for
Workers to Visit Retail Clinics Instead of a Physician s Office, 2010-2020

2010 2013 2014 2016 2017 2018 2019 2020

FIRM APPROACHES TO PLAN NETWORKS

Firms and health plans can structure their networks of providers and their cost sharing to encourage enrollees 
to use providers who are lower cost or who provide better care. Periodically we ask employers about network 
strategies, such as using tiered or narrow networks.

• Employers overall report being quite satisfied with the choice of provider networks made available to them 
by their insurer or plan administrator.

-  Among employers offering health benefits, 45% of firms report being 'very satisfied' and 38% report 
being 'satisfied' by the choice of provider networks available to them. Large firms are more likely to 
be 'very satisfied' with the available network choices than smaller firms. [Figure 13.8].

-  Employers are somewhat less satisfied with the cost of the provider networks available to them from 
their insurer or administrator. Among employers offering health benefits, only 22% of firms report 
being 'very satisfied' while 39% report being 'satisfied' with the cost of provider networks available 
to them. Small firms are more likely to be 'very dissatisfied'with the cost of the provider networks 
available to them [Figure 13.8].

• One way that employers and health plans can affect the cost and quality of services in their provider 
networks is to eliminate hospitals or health systems that are not performing well.

-  Only a small share (4%) of firms offering health benefits say that either they or their insurer eliminated 
a hospital or health system from a provider network during the past year in order to reduce the plan's 
cost [Figure 13.9].
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• Another approach that employers can use is to offer a health plan with a relatively small, or narrow network 
of providers. Narrow network plans limit the number of providers that can participate in order to reduce 
costs and generally are more restrictive than standard HMO networks.

-  Seven percent of firms offering health benefits report that they offer at least one plan that they 
considered to be a narrow network plan, similar to the percentage reported last year [Figure 13.9].

-  Firms with 5,000 or more workers offering health benefits are more likely than firms of other sizes to 
offer at least one plan with a narrow network (26%) [Figure 13.9].

• Employers offering health benefits were asked to characterize the breadth of the provider network in their 
plan with the largest enrollment. Fifty-one percent of firms say that the network in the plan with the largest 
enrollment is 'very broad] 42% say it is 'somewhat broad] and 6% say it is 'somewhat narrow' [Figure 13.11].

Employees with mental or behavioral health claims disproportionately receive services from providers outside of 
plan networks.1 The coronavirus pandemic has placed a spotlight on the importance of mental and behavioral 
health care and access to these services, and many plans have been able to enhance access to these services 
through telemedicine. We asked employers if they were satisfied with the availability of mental health providers 
in their provider networks. We note that the survey was conducted between January and July this year, so it is 
possible that employer views changed over the period as the scope of the pandemic became more apparent and 
as alternative means of providing services became available.

• Only about one-in-five (22%) employers is very satisfied with the availability of mental health providers in 
their provider networks. The share does not vary with firm size [Figure 13.8].

• Employers offering health benefits also were asked to characterize the breadth of the network for mental 
health and substance abuse in their plan with the largest enrollment. Thirty-five percent of firms say 
that the network for mental health and substance abuse in the plan with the largest enrollment is 'very 
broad, 46% say it is 'somewhat broad, 15% say it is 'somewhat narrow, and 4% say it is 'very narrow'. The 
responses do not vary for by firm size. [Figure 13.11]

• Among employers with 50 or more employees offering health benefits, 9% asked their insurer or third 
party administrator to increase access to in-network mental health and substance abuse providers over the 
last two years. Firms with 1,000 or more employees were more likely to request more in-network access for 
these services [Figure 13.12].

1 Pollitz K, Rae M, Claxton G, Cox C, Levitt L. An examination of surprise medical bills and proposals to protect consumers from them [Internet]. 
Peterson-KFF Health System Tracker. 2020 [cited 2020 Aug 10]. Available from: https://www.healthsystemtracker.org/brief/an-examination- 
of-surprise-medical-bills-and-proposals-to-protect-consumers-from-them-3/ Rae M, CoxC, Claxton G. Coverage and utilization of 
telemedicine services by enrollees in large employer plans [Internet]. Peterson-KFF Health System Tracker. 2020 [cited 2020 Aug 31]. 
Available from: https://www.healthsystemtracker.org/brief/coverage-and-utilization-of-telemedicine-services-by-enrollees-in-large- 
employer- plans/
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Figure 13.10

Among Firms With 50 or More Workers Offering Health Benefits, Percentage of Firms That Eliminated Hospitals From Any of Their 
Networks in Past Year to Reduce Cost or Offer a Narrow Network Plan, by Firm Size, 2014-2020

2014 2015 2016 2017 2018 2019 2020
E lim in a te d  H o sp ita ls  o r H e a lth  S ystem s From 
N e tw ork

All Small Firms (50-199 W orkers) 8% 6% 6% 8% 9% 7% 4%

All Large Firms (200 or More W orkers) 8 5 6 9 5* 6 8

A L L  FIRMS (50 o r  M ore W orke rs) 8% 6% 6% 8% 8% 6% 5%

O ffe rs  P lan  C on s id e re d  N a rro w  N e tw o rk

All Small Firms (50-199 W orkers) 6% 4% 4% 4% 6% 4% 4%

All Large Firms (200 or More W orkers) 6 6 5 3 3 3 3

A L L  FIRMS (50 o r  M ore W orke rs) 6% 5% 4% 4% 6% 4% 4%

NOTE: This question was asked of offering firms with 50 or more workers in 2014, but has since been asked of all offering firms regardless of firm size. In 2020,4%  of all offering firms 
eliminated a hospital or health system from their network and 7% of all offering firms offer a plan that could be considered a narrow network plan.Narrow network plans limit tie  number of 
providers that can participate in order to reduce costs and generally are more restrictive than standard HMO networks.

* Estimate is statistically different from estimate forthe previous year shown (p < .05).

SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2014-2017

Figure 13.11
Among Firms Offering Health Benefits, How Broad the Firm Considers Their Largest Plan's 
Provider Network, by Firm Size, 2020

| | Very Broad | | Somewhat Broad Somewhat Narrow Very Narrow

B re a d th  o f  P ro v id e r  N e tw o rk

All Small Firms

All Large Firms

B re a d th  o f  N e tw o rk  fo r  M e n ta l H e a lth  S e rv ic e s

All Small Firms

All Large Firms

50% 43% 6%

70% 24% 4%

51% 42% 6%

37% 45%

35%

0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%

NOTE: A broad network includes most doctors and hospitals in the area, a narrow network is one which is limited to a small number of providers. 
Small Firms have 3-199 workers and Large Firms have 200 or more workers.
SOURCE: KFF Employer Health Benefits Survey, 2020
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Figure 13.12
Percentage of Firms (50 or More Workers) Offering Health Benefits That Have Asked 
Insurers or TPAs to Increase Access to In-Network Mental Health or Substance Abuse 
Providers Within the Last Two Years, 2020
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200-999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  A ll  S m a ll F irm s  A ll  L a rg e  F irm s  A ll  F irm s
W o rk e rs  (50-199 W o rk e rs )  (200 o r  M o re

W o rk e rs )

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05). 
NOTE: TP A refers to third party administrator.
SOURCE: KFF Employer Health Benefits Survey, 2020

CHRONIC CONDITIONS

In recent years employers and health plans have taken steps to encourage people with chronic illnesses to obtain 
the services they may need to maintain their health. Efforts may include communications, case and disease 
management, or reducing financial barriers, such as cost sharing.

• Among employers with 200 or more employees offering health benefits, 21% say that their health plan 
with the largest enrollment waives cost sharing for some medications or supplies to encourage employees 
with chronic illnesses to follow their treatment. This likelihood increases with firm size [Figure 13.13].

In 2019, the federal government issued new rules that expanded the number and types of items and services 
that may be considered preventive by HSA-qualified health plans, which means that plan sponsors may pay for 
part or all of these services before enrollees meet the plan deductibles in these plans2.

• Among employers with 200 or more employees offering an HSA-qualified health plan, 29% say that they 
changed the services or products that individuals with chronic conditions could receive without first 
meeting their deductibles. Firms with 5,000 or more employees (48%) are more likely and firms with 200 
to 999 employees are less likely (26%) to say they changed the services or products available before the 
deductible is met [Figure 13.14].

in ternal Revenue Service. Additional Preventive Care Benefits Permitted to be Provided by a High Deductible Health Plan Under § 223 
[Internet]. NOTICE 2019-45; 2019. Available from: https://www.irs.gov/pub/irs-drop/n-19-45.pdf
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Figure 13.13
Percentage of Large Firms Offering Health Benefits That Waive Cost-Sharing for Medication 
to Treat Chronic Conditions, 2020
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21%

200-999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  W o rk e rs  A l l  F irm s

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Large Firms have 200 or more workers. This may include plans which eliminated cost-sharing for insulin to treat diabetes.
SOURCE: KFF Employer Health Benefits Survey, 2020

Figure 13.14
Percentage of Large Firms Offering an HSA-Qualified Plan Which Increased the Number of 
Drugs and Services to Chronic Conditions which were Considered Preventative, 2020
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200-999  W o rk e rs  1 ,000 -4 ,999  W o rk e rs  5 ,000  o r  M o re  W o rk e rs  A l l  F irm s

* Estimate is statistically different from estimate for all other firms not in the indicated size category (p < .05).
NOTE: Large Firms have 200 or more workers. Employers were asked if they changed their coverage based on a rule which allowed that certain services 
and prescription drugs, for certain chronic conditions be classified as preventive care for people with those conditions. Under the rule, enrollees 
in a HSA qualified plan should face no cost-sharing for these services and products, even though these services would not generally be considered 
preventive care.)
SOURCE: KFF Employer Health Benefits Survey, 2020
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LOWER WAGE WORKERS

Some firms help lower-wage workers by reducing or subsidizing their cost sharing liability.

• Among employers with 50 or more employees offering health benefits, 7% have a program that reduces 
cost sharing for lower-wage workers. Among firms with 50 or more employees offering health benefits that 
make contributions to workers' HSA or HRAs, 1% provide larger account contributions for their lower-wage 
workers [Figure 13.15].

Figure 13.15
Among Firms with 50 or More Workers Offering Health Benefits, Percentage of Firms Which 
Have Programs to Lower Cost-Sharing for Lower Wage Workers, 2020

Program to Help Pay Cost-Sharing For Lower Wage Workers □ Among Firms With an HDHP/SO,
Percent Higher Account Contributions for Lower Wage Workers

Tests found no statistical difference from estimate for all other firms not in the indicated size category (p < .05).
NOTE: This could include help paying deductibles or copayments for eligible workers. HDHP/SOs are treated as a distinct plan type even if the plan 
would otherwise be considered a PPO, HMO, POS plan, or indemnity plan. These plans have a deductible of at least $1,000 for single coverage and 
$2,000 for family coverage and are offered with an HRA, or are HSA-qualified.For More Information, see Section 8.
SOURCE: KFF Employer Health Benefits Survey, 2020

PRIVATE EXCHANGES AND DEFINED CONTRIBUTIONS

A private exchange is a virtual market that allows employers to provide their workers with a choice of several 
different health benefit options, often including voluntary or ancillary benefits options. Private exchanges 
generally are created by consulting firms, insurers, or brokers, and are different than the public exchanges run 
by the states or the federal government. There is considerable variation in the types of exchanges currently 
offered: some exchanges allow workers to choose between multiple plans offered by the same carrier while in 
other cases multiple carriers participate. Private exchanges have been operating for several years, but enrollment 
remains modest. •

• Five percent of firms offering health benefits with 50 or more workers offer coverage through a private 
exchange. These firms provide coverage to 5% of covered workers in firms with 50 or more workers. These 
percentages are similar to those in 2019.
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Figure 13.17
Among Firms with 50 or More Workers Offering Health Benefits, Percentage of Covered 
Workers Enrolled at a Firm That Offers Benefits Through a Private or Corporate Exchange, 
by Firm Size, 2015-2020

All Small Firms (50-199 Workers) | | All Large Firms (200 or More Workers) | | ALL FIRMS (50 or More Workers)

5% 5% 5% 5%

3%
2%  2%  2% 2%  2% 2% 2%

4% 4% 4%
3%

2%

4%

Tests found no statistical difference from estimate for the previous year shown (p < .05).
NOTE: A private exchange is one created by a consulting company; not by a federal or state government. Private exchanges allow employees to choose 
from several health benefit options offered on the exchange. In 2020, 5.0% of offering firms with 50 or more workers offered coverage through a 
private exchange.
SOURCE: KFF Employer Health Benefits Survey, 2018-2020; Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2015-2017
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f  *  in B )  ( S )

W ith  th e  d ea th  o f  Justice Ruth B ader G insburg, a law suit b e fo re  th e  S u p rem e C ourt to  
o vertu rn  th e  A ffo rd ab le  Care Act (ACA) sudden ly  has a m uch b e tte r chance o f succeeding. 
And, th a t could m ake protections fo r  peop le  w ith  pre-existing  conditions an even bigger 
cam paign issue.

The T ru m p  ad m in is tra tio n , w hich w ou ld  n o rm ally  be in cou rt d e fen d in g  a fed era l law, is 
instead su p porting  th e  law suit (https://www.kff.org/health-reform/issue-brief/explaining-california-v- 
texas-a-guide-to-the-case-challenging-the-acaA. w hich w as b roug ht by Republican state  a tto rn eys  

g en era l and several individuals.

CO VID -19 w ou ld  likely becom e a p re-ex is ting condition  (https://www.kff.org/policv-watch/is-covid- 
19-a-pre-existing-condition-what-could-happen-if-the-aca-is-oven:urned/) w ith o u t protections w ritten  

in to  law. In fac t b e fo re  th e  ACA, having taken  hyd roxych loroqu ine
(https://twitter.com/iarrv ievitt/status/1310700971362672640) in th e  previous yea r —  a m a rk e r fo r  

m alaria , lupus, o r rh eu m ato id  a rth ritis  —  could g e t you excluded fro m  coverage.

Pres ident T ru m p  has vow ed to  pro tect peop le  w ith  pre-existing  conditions if  th e  ACA is 
o vertu rn ed  and recently  issued an executive o rd e r (https://www.whitehouse.gov/presidentiai- 
actions/executive-order-america-first-healthcare-plan/l saying it is th e  "policy o f th e  U n ited  States" to  

"ensure th a t A m ericans w ith  pre-existing  conditions can obta in  th e  insurance o f th e ir  choice  
a t a ffo rd ab le  rates." H ow ever, th e  president's o rd e r carries no force o f law, and he has 
never released a plan to  replace th e  ACA o r pro tect peop le  w ith  pre-existing  conditions. 
President Trum p's record (https://www.kff.org/health-reform/issue-brief/president-trumps-record-on- 
health-carefl includes su p p o rt fo r  legislation to  repeal and replace th e  ACA th a t w ou ld  have  

w eaken ed  pre-existing  condition  protections, and expansion o f s h o rt-te rm  insurance plans  
th a t are  not requ ired  to  cover pre-existing  conditions.

F o rm er Vice P resident Biden supports  th e  ACA and its protections fo r  peop le  w ith  p re -
existing conditions, and has a proposal (https://www.kff.org/health-reform/issue-brief/affordabilitv-in- 
the-aca-marketplace-under-a-proposal-like-joe-bidens-health-plan/) to  build on th e  ACA w ith  increased
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p rem iu m  subsidies to  m ake coverage m o re  a ffo rd ab le , as w ell as a public option  health  
plan ava ilab le to  anyone.

Providing com preh ensive  protections to  peop le  w ith  pre-existing  conditions, as th e  ACA 
does, requ ires ou tlaw in g  a varie ty  o f  insurance practices th a t w e re  co m m o n  b efo re  th e  law  
to o k  fu ll e ffec t in 2014 , including:

• D enying insurance to  peop le  w ith  pre-existing  conditions o r in certain  occupations.

• Excluding coverage o f  any care associated w ith  a pre-existing  conditions.

• Charging h igher p rem iu m s to  peop le  based on th e ir  health  o r gen der.

• L im iting benefits  associated w ith  certain  pre-existing  conditions, like m enta l health , 

substance use tre a tm e n t, m a te rn ity  care, and prescription drugs.

• Im posing life tim e o r annual caps on benefits.

All o f  these  practices w e re  th e  norm  (https://www.kff.org/health-costs/report/how-accessible-is- 
individual-health-insurance-for/) in th e  individual insurance m arke t b e fo re  th e  ACA. Even in 

em p lo yer-p ro v id ed  health  plans, w hich g u a ra n te ed  access to  coverage fo r  peop le  w ith  p re -
existing conditions, life tim e and ann ual lim its w e re  co m m o n  (https://www.kff.org/wp- 
content/upioads/20i3/04/7936.pdfi. and coverage fo r  pre-existing  conditions could be excluded  

fo r  up to  one yea r fo r  n ew  enro llees w h o  did not have p rior continuous health  coverage.

F ifty-four m illion no n -e ld erly  adults  (https://www.kff.org/policv-watch/pre-existing-conditions-what-are- 
thev-and-how-manv-peopie-have-themfl had a pre-existing  condition  b efo re  th e  pan dem ic  th a t  

w o u ld  have led to  a den ial o f  health  insurance in th e  individual m arke t b e fo re  th e  ACA, and  
m o re  th an  100  m illion had a condition th a t w ou ld  have likely led to  h igher p rem iu m s or 
coverage lim itations.

Beyond th e  insurance regulations requ ired  to  pro tect peop le  w ith  pre-existing  conditions, a 
big challenge is preventing  a p rem iu m  "death  spiral." If  peop le  are  g u a ra n te ed  access to  
insurance w h en  th e y  are  sick, th e re  is a risk th a t peop le  will te n d  to  avoid buying coverage  
w h en  th e y  are  h ea lthy  and ju s t w a it to  see if th e y  get sick. T h a t w ou ld  lead to  an insurance  
pool w ith  d isp ro p o rtio n a te ly  sick people, and th e re fo re  m uch h igher p rem ium s.

The ACA included both a carro t and a stick to  encourage cu rren tly  h ea lthy  peop le  to  buy  
insurance. The stick w as th e  individual m an d a te  penalty, w hich has since been repea led .
The carro t is th e  cu rren t subsidy provided to  low  and m id d le  incom e people . Providing  
co m preh ensive  pre-existing  condition protections w ith o u t som e s im ilar m echanism  to  
crea te  a balanced insurance pool w o u ld  cause p rem iu m s to  increase substantia lly  and  
result in an unstab le  m arket.

https://www.kff.org/policy-watch/protecting-people-with-pre-existing-conditions-isnt-as-easy-as-it-seems/?utm_campaign=KFF-2020-The-Latest&utm_... 2/4



11/12/2020 Protecting People With Pre-Existing Conditions Isn’t As Easy As It Seems | KFF

While the ACA has provided comprehensive protections for people with pre-existing 
conditions, it is not the only way to provide those protections. A universal health coverage 
system like Medicare for all, financed through taxes, could also guarantee affordable health 
care for people with pre-existing conditions. A high-risk pool available to people who are 
turned down by private insurers could provide protection as well, if it were adequately 
financed and had comprehensive coverage at affordable premiums.

All of these approaches, including the ACA, have trade-offs and require significant 
government regulation and financing. While it seems that every candidate — including 
President Trump — is vowing these days to protect people with pre-existing conditions, you 
can't just click your heels together three times and make it come true.
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A Look Under the Hood: 
Regulatory Policy Making and 

the Affordable Care Act
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Abstract The Affordable Care Act (ACA) was signed into law a decade ago. Parti-
sanship has limited the number of statutory changes, leaving the law mostly unchanged 
across the past 10 years. However, the ACA delegated vast powers to the executive 
branch, which opened the door for significant regulatory policy-making activities 
(also called “rulemaking” ). We collected data on all regulatory actions related to 
the Affordable Care Act that have been taken since its passage to provide the first 
exploratory analyses of both the public law itself and the ensuing rulemaking activi-
ties. We also provide illustrative examples of two controversial issues: short-term limited- 
duration insurance plans and contraceptive coverage for women. Despite relative statutory 
stasis, regulatory actions have continued to shape the implementation of the Affordable 
Care Act. Both the Obama and Trump administrations have taken advantage of a vast 
delegation of policy-making power. Importantly, regulatory policy making holds the 
potential to yield significant changes depending on the policy goals of the presidential 
administration. Scholars, policy makers, and the public are well-advised to pay atten-
tion to ACA-related rulemaking activities. Moreover, “quasi-rulemaking” (i.e., the use 
of agency guidance as a policy tool) remains largely unexplored but could indicate an 
even greater regulatory enterprise than illustrated here.

Keywords Affordable Care Act, regulation, rulemaking, administrative presidency

By almost any measure, the US Congress is doing less than it used to 
(Volden and Wiseman 2014). Yet, even when compared to the overall slow 
pace of statutory lawmaking in recent years, health policy making in 
Congress stands out as “far more gridlocked than policy making in most 
other areas” (Volden and Wiseman 2011:227). This congressional inaction

Journal o f Health Politics, Policy and Law, Vol. 45, No. 5, October 2020 
DOI 10.1215/03616878-8543250 © 2020 by Duke University Press

Downloaded from http://read.dukeupress.edU/jhppl/article-pdf/45/5/771/819468/771haeder.pdf
by guest



772 Journal o f Health Politics, Policy and Law

has posed particular challenges for the Affordable Care Act (ACA). Due to 
the unorthodox nature of the ACA’s final passage in Congress, after 
Democrats had lost their filibuster-proof majority in the Senate (Haeder 
2012; McDonough 2011), the statute did not benefit from the tidying up of 
drafting errors and the final reduction of harmful ambiguities, which typ-
ically occur when a statute of this magnitude is passed. Moreover, subse-
quent to its passage, the intense partisanship surrounding the ACA has 
provided few opportunities to fix the technical and substantive shortcom-
ings via the statutory policy-making process (Oberlander 2016; Rocco and 
Haeder 2018).

Indeed, over the past decade, the only statutory actions taken have been 
to scale back certain provisions of the ACA. Yet, while Congress has been 
able to chip away at the edges of the ACA, its major pillars, such as the 
expansion of the Medicaid program and insurance market reforms, remain 
largely intact. In terms of the statutory alterations that have occurred, these 
changes, which are now part of public law, may be seen as minor in com-
parison to the wholesale transformations suggested by the numerous bills 
introduced over the past decade to scuttle the law (Rocco and Haeder 2018). 
For instance, Congress pushed back numerous times the implementation of 
the 40% excise tax on high-cost employer-sponsored health plans, the so- 
called Cadillac tax (Warshawsky and Leahy 2018), until it was finally 
repealed in 2019. Another example is the Community Living Assistance 
Services and Supports Act or CLASS Act, a voluntary long-term care 
insurance program, which died a quick death via a statutory change in 2013, 
but only after the Obama administration had already abandoned the pro-
gram (Saldin 2015). And, most significantly, Congress eliminated— that is, 
set to zero— via statute the individual shared responsibility penalty, which 
reopened the door to litigating the constitutionality of the individual 
mandate itself (Keith 2019c).1

Despite these shifts, the ACA on the books today is largely the same in its 
statutory content as the bill that was signed into law a decade ago. Yet, this 
relative stasis masks a great deal of policy change that has occurred since 
2010. That change, however, has not been of the statutory variety; instead, 
it has emerged via the regulatory pathway. Put differently, faced with 
congressional policy-making inertia, the Obama and Trump administra-
tions have again and again employed the federal bureaucracy, and the 
delegated discretionary policy-making authority provided by the ACA, to 
move the policy needle in their direction.

1. In the end, this change could prove to have far-reaching, albeit unanticipated, consequences 
if the ACA individual mandate is found to be unconstitutional and inseverable (Keith 2019a).
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Below, we briefly outline some of these actions over the past decade. We 
focus, in particular, on the regulatory policy-making activity of public- 
sector agencies with regard to the ACA. In doing so, we provide the first 
comprehensive overview of the rulemaking activities by the Obama and 
Trump administrations based on a new data set containing the universe of 
regulatory actions triggered by the ACA. These data allow us to illustrate 
the large amount of policy-making activity going on “under the hood” of 
the ACA. We also include a brief look at two rulemaking examples that 
illustrate the significant policy alterations made possible via the regulatory 
process based on the administration in power. We conclude by summa-
rizing our findings and by highlighting the need for additional scholarship 
on the ACA and the regulatory process.

The Affordable Care Act and Executive Action

In the years immediately following the ACA’s passage, rampant partisan-
ship and ideological divides dominated its implementation (see Haeder 
2020). Faced with these challenges, the Obama administration frequently 
drafted the bureaucracy to help achieve its ACA-related policy goals. 
In doing so, it followed well-established theory suggesting that presidents 
will frequently employ the power of the administrative state to achieve 
their policy aims (Moe 1985; Nathan 1976; Rudalevige 2009; Haeder 
and Yackee 2015a). Moreover, the fact that the ACA provided broad 
implementation discretion to various executive branch agencies assisted 
in these efforts considerably (Thompson, Gusmano, and Shinohara 2018; 
Richardson 2019). For example, one of the most crucial applications of this 
discretion has come in the wake of the US Supreme Court decision to make 
the Medicaid expansion component optional to states (Haeder and Weimer 
2013; Richardson 2019). In reply, the Obama administration’s US Depart-
ment of Health and Human Services (HHS) negotiated with numerous 
conservative states and offered broad Section 1115 waivers to entice them to 
expand their Medicaid programs (Jarlenski etal. 2017; Weissert, Pollack, and 
Nathan 2017 ; Wright, Potter, and Nattinger 2016). And while the Obama 
administration was more than happy to make concessions on issues such as 
insurance premiums and wellness incentives, it drew a line in the sand with 
regard to compromises on Medicaid block granting and Medicaid work 
requirements (Dinan 2014).

The Trump administration has followed a similar path, albeit with rather 
different policy objectives in mind. That is, the Trump administration has 
eagerly employed the administrative tools of the presidency to reshape the
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ACA in a more conservative fashion. For instance, it has used the HHS to 
limit open enrollment periods and to sharply scale back outreach and 
enrollment funding (Thompson, Gusmano, and Shinohara 2018; Richardson 
2019; Anderson and Shafer 2019). At the same time, the Trump adminis-
tration has also sought to transform the Medicaid program by adding new 
work requirements for Medicaid beneficiaries (Thompson, Gusmano, and 
Shinohara 2018; Richardson 2019; Haeder 2019).

Lawm aking by Adm inistrative Means:
Regulatory Policy Making

While the aforementioned executive actions across two presidential 
administrations have been empirically recognized by scholars, we argue 
that much less attention has been paid to a crucial tool at the president’s 
disposal to achieve his ACA policy goals: regulatory policy making (also 
called rulemaking). This is surprising because rulemaking has become 
increasingly recognized by policy and administration scholars as pivotal to 
the policy-making process in general. Indeed, the “massive policy output 
created by public sector administrative agencies” (Haeder and Yackee 
2015a, 508) has led some observers of the US policy-making process to 
conclude that policy making today is primarily administrative rather than 
legislative. By one estimate, 9 out of 10 US “policies” are the results of the 
actions of administrative agencies (Warren 2020). Yet, notably, much this 
activity occurs outside the public’s and the media’s attention (Haeder and 
Yackee 2015b).

Rulemaking serves a crucial role in US policy making because Congress 
routinely delegates the task of filling in the policy details of statutes to 
public bureaucrats (Golden 1998; West 2004; Coglianese 2006; Wagner 
2010; Yackee 2006, 2012, 2019; Kerwin and Furlong 2018). For decades 
the process of issuing rules has been guided by the Administrative Pro-
cedure Act of 1946 (APA) (Rosenbloom 2018). Generally, agencies initiate 
regulatory actions by formulating a draft regulation, also referred to as a 
notice o f  propo sed  rulem aking (NPRM).2 This draft is then made available 
to the public to solicit comments by stakeholders and other interested 
parties. Agencies must take into account this public feedback before 
finalizing a regulation in a final rule, which carries the force of law. The 
president, via the Office of Information and Regulatory Affairs, is heavily

2. At times, agencies take the additional step of issuing an Advanced Notice o f Proposed 
Rulemaking (ANPRM), which proceeds an NPRM and gathers public feedback even earlier in the 
regulatory formation process (Nelson and Yackee 2012, Yackee 2012).
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involved in this process for all cabinet-level agencies (Haeder and Yackee 
2015a, 2018). There are exceptions, however, to this general process. For 
instance, under the “good cause” exemption of the APA, which occurs 
when the standard rulemaking process is “ impracticable, unnecessary, or 
contrary to the public interest,” agencies may skip the initial steps of 
issuing an NPRM and instead directly issue an interim fin a l rule, which 
then has a retrospective commenting period (Kerwin and Furlong 2018). 
Furthermore, not all NPRMs are ultimately finalized, as they are some-
times merged with others, withdrawn, or simply left at the draft stage 
indefinitely.

As mentioned above, Congress regularly delegates considerable 
authority to make policy decisions by providing new rulemaking authority 
to administrative agencies. The ACA is no different in this regard. Indeed, it 
decentralizes clear and critical lawmaking powers to numerous federal 
agencies. We have documented this pattern by focusing on the statutory 
text itself.3 For one, the word secretary  is used more than 3,000 times to 
refer to 11 different cabinet agency secretaries (see table 1). This suggests 
that administrative agencies are being employed frequently in the statute. 
Moreover, commonly used phrases that indicate the delegation of power to 
government agencies (Haeder and Yackee 2019) are employed more than
1,000 times in the ACA’s public law text (see table 1 for several examples 
of these). While only indicative of the extent of delegation, even this 
cursory textual examination of the ACA illustrates that Congress provided 
a large role for administrative agencies within the implementation of the 
ACA.

So how extensively have the Obama and Trump administrations resorted 
to rulemaking to implement the ACA? The two bills that together make up 
the ACA, as amended, combine for a statutory length of 961 pages, or 
474,622 words. In a separate analysis, we identified all of the rules that 
have been initiated by federal agencies using the ACA for their statutory 
authority. We identified 265 rulemaking activities indicated by their unique 
regulation identification number.4 Counting only final or interim final rules 
issued by the end of 2019, these rulemakings combine for a regulatory

3. Here and for the rest of the article we use the Patient Protection and Affordable Care Act 
(Public Law 111-148) as amended by the Health Care and Education Reconciliation Act of 2010 
(Public Law 111-154). The documentused is posted to the House ofRepresentative’s website and 
can be found at housedocs.house.gov/energycommerce/ppacacon.pdf.

4. To identify these rules, we conducted a number of searches on Reginfo.gov, the website 
maintained by Office of Information and Regulatory Affairs to provide an overview of the 
regulatory actions undertaken by the federal government. We focused on all rule initiatives that 
listed the ACA for all or part of its statutory authority. Data were accessed on January 2, 2020.
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Table 1 Search Results from the Affordable Care Act, as Amended

Wording in the Affordable Care Act Number of mentions

Secretary shall/must 975
Secretary may 351
Secretary determines 211
As determined by the secretary 84
As defined by the secretary 36
Secretary has the authority 3
Issued by the secretary 3

Secretary 3,135
Secretary of Health and Human Services 143
Secretary of the Treasury 73
Secretary of Labor 22
Secretary of Veterans Affairs 12
Secretary of Defense 11
Secretary of Homeland Security 10
Secretary of Education 2
Secretary of Agriculture 1
Secretary of Transportation 1
Secretary of the Army 1
Secretary of the Air Force 1

Notes: Results represent search results for the exact wording. Word searches were applied to 
the combined versions of the Patient Protection and Affordable Care Act (Public Law 111-148) 
andthe Health Care and Education ReconciliationAct of 2010 (PublicLaw 111-152), which can 
be found at www.healthcare.gov/where-can-i-read-the-affordable-care-act/.

policy length of almost 9,000 pages, or more than 9,000,000 words. That 
is, each page in the ACA is matched by more than 9 pages of regulations, 
while each word in the ACA is matched by more than 19 words in regu-
lations. Furthermore, we find these patterns even though about a quarter of 
the initiated rulemaking activities are not yet finalized by January of 2020 
or have been formally abandoned (i.e., withdrawn before finalization). 
Unquestionably, these are rough indicators that blur the underlying intri-
cacies and nuances. Nonetheless, they highlight the vast regulatory policy-
making enterprise triggered by the ACA.

To further explore the 265 rulemakings initiated to implement the ACA 
to date, we collected additional data from the federal government’s regu-
latory information repository, Reginfo.gov, which includes information 
about all regulatory actions planned or conducted by the federal govern-
ment. In terms of agencies, the largest initiator of ACA-related regulatory 
activities was the HHS with two-thirds of all rulemakings, followed by the
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Departments of Treasury (17%) and Labor (11%), with the remainder 
distributed among the Departments of Defense, Justice, Veterans Affairs, 
the Social Security Administration, the Office of Personnel Management, 
and the Equal Employment Opportunity Commission. In terms of sub-
cabinet level agencies, rules were overwhelmingly initiated by the HHS’s 
Centers for Medicare and Medicaid Services (130 rules), followed by 
Treasury’s Internal Revenue Service (43) and Labor’s Employee Benefits 
Security Administration (25).

At the rule level, only 132 of the 265 regulatory actions followed the 
“ standard” APA procedures. Instead, 84 rules were issued directly as 
interim final rules. Moreover, 35 of the 265 rules were merged with other 
rules, and 37 rules were ultimately withdrawn. Of the 132 final rules, more 
than half had a delayed effective date— meaning that the date that they 
took effect was pushed back for some reason. About a quarter of the 265 
regulatory actions included a statutory deadline, 93 were determined as 
“major” or important. Twenty-two of the 265 regulatory actions triggered a 
regulatory flexibility analysis, which is required for rules that may have a 
large burden on smaller entities such as small businesses, 93 were deemed 
economically significant, and 116 fell into the “other significant” category, 
as determined by agency rule writers. Pursuant to EO 13132,28 rules were 
determined to have substantial effects on the distribution and responsi-
bilities of power between federal and state governments.

The distribution of regulatory actions over time, as identified by their 
unique regulation identification number, is illustrated in figure 1. Several 
observations stand out. First, the Obama administration extensively resorted 
to interim final rules in 2010, the first year of implementation of the ACA. 
This is likely a direct result of short timetables and resource limitations 
during the early implementation of the ACA. However, we note that there is 
also a steady stream of interim final rules that continues into 2019. Second, a 
large number of regulatory actions were merged in 2011. Again, this is 
likely the result of the hectic pace and pressure to initiate rulemaking 
activity quickly in the early years of the ACA. With time, agencies were able 
to consolidate regulatory actions and bring together similar regulatory ini-
tiatives. Third, rulemaking finalization spiked from 2012 through 2014, a 
time period in which many of the large-scale provisions of the ACA, like the 
marketplaces and Medicaid expansion, were implemented. Fourth, there 
were a number of rule withdrawals, but it is worth noting that 15 of the 37 
withdrawals occurred during the Trump administration. Finally, ACA- 
related rulemaking experienced a considerable slowdown under the Trump 
administration. While we might expect some reduced rulemaking activity a
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Figure 1 Secular distribution of activity for the Affordable Care Act.
Notes: Based on an analysis by the authors. Regulatory activity may be counted more than once if multiple regulatory actions are taken. 
Source: Reginfo.gov. See footnote 4 for further details.
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decade after the passage of a major statute, questions emerge as to whether 
this low level of activity comes as a result of the Trump administration’s 
opposition to the ACA in particular or to rulemaking trends in general.

ACA Rulemaking and the Reversal of Policies

With the aggregate-level picture of ACA rulemaking activity coming into 
focus above, we next turn to two prominent examples to illustrate how 
agency rulemaking power may be used differently by presidential admin-
istrations to pursue their policy-making goals. Specifically, we highlight the 
regulations attached to (1) short-term limited-duration insurance plans, 
and (2) contraceptive coverage for women. In both cases, the content of the 
policies shifted significantly between rulemaking activities in the Obama 
administration and those later, during the Trump administration— while 
the statutory delegation language within the ACA remained the same.

Short-Term Limited-Duration Insurance Plans

One of the crucial goals of the ACA was to expand coverage in an 
affordable manner to millions of Americans. The ACA envisioned various 
vehicles to achieve this goal including the expansion of Medicaid, allowing 
children to stay on their parents’ insurance plan until age 26, temporary 
high-risk pools, and the establishment of marketplaces in conjunction with 
a number of insurance market reforms (Callaghan and Jacobs 2013; Haeder, 
Weimer, and Mukamel 2019; Rigby 2012; Haeder 2013; Beland, Rocco, 
and Waddan 2016). One of the major concerns of the Obama administra-
tion, however, was the possibility that short-term limited-duration insurance 
plans might divert enrollment away from the ACA marketplaces. They 
might do so because they generally offer coverage at a lower price. However, 
lower premiums come with the trade-off of skimpier benefits and medi-
cal underwriting as compared to ACA-compliant plans that are required 
to provide a set benefit package (the ACA’s Essential Health Benefits) with 
community-rated premiums. Moreover, short-term plans are also exempt 
from important consumer protection established by the ACA, such as annual 
and lifetime coverage limits or medical loss ratios. If enough young and 
healthy individuals exited the ACA’s marketplaces for short-term plans, then 
it may place the marketplaces in peril— with not enough young and healthy 
individuals to balance out the costs associated with insuring older and sicker 
individuals (Keith 2019d). Thus, concerned about adverse selection and the 
potential ensuing premium increases in the ACA marketplaces, the Obama
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administration issued a final rule in 2016 that limited short-term insurance 
products to 90 days, restricting them to a temporary stopgap for individuals 
without coverage (Keith 2019d).

After Republican efforts to repeal and replace the ACA failed very 
publicly in Congress, the Trump administration initiated a number of 
regulatory actions officially hailed as providing “relief” to Americans from 
the ACA.5 The main goal of this deregulatory package was to establish a 
secondary insurance market with significantly fewer benefits and protec-
tions for consumers that ran parallel to the more regulated, ACA-compliant 
coverage version. These efforts included a reversal of the Obama admin-
istration’s definition of short-term limited-duration insurance products.6 
Arguing that it wanted to offer Americans a lower-cost alternative to ACA- 
compliant plans, the Trump administration wrote new interim regulations 
in 2017, which were finalized in 2018. Both actions increased time limits to 
364 days and allowed the policies to be renewed twice, essentially making 
them effective for three years (Keith 2019d). Practically, this established a 
notable competitor to ACA-compliant insurance products sold through the 
marketplaces. While the new rules were challenged in court, they were 
ultimately upheld in favor of the Trump administration (Keith 2019d). 
However, a number of states have subsequently moved to limit or even 
wholly prohibited the sale of short-term insurance products, while others 
have expanded access to such products (Norris 2020).

Contraception Coverage for Women

Another example of the attempt of presidents to shift policy in their favor 
via rulemaking comes in the form of the ACA’s contraceptives mandate. 
Under Section 2713 of the ACA, most insurance plans are required to 
provide free preventive care and screenings. The details of this policy were 
delegated by the statute to federal agencies to be established via the regu-
latory process. In 2012, the Obama administration attempted to comply with 
this requirement by issuing regulations that offered access to affordable 
contraception for millions of women, while also not offending the millions 
of Americans that objected to contraception as a result of their religious 
beliefs. To achieve these competing goals, the Obama administration’s rules 
required most insurers to cover all contraception methods approved by the

5. This action also comes on the heels of Executive Order 13765, Minimizing the Economic 
Burden of the Patient Protection and Affordable Care Act Pending Repeal, which President 
Trump signed on Inauguration Day.

6. It also included the vast expansion of so-called Association Health Plans (Keith 2019b).
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US Food and Drug Administration without cost sharing, while exempting 
places of worship, if they objected to such benefits (Keith 2019e). However, 
the regulation did not extend this exemption to other religious entities or 
enterprises, like hospitals and schools. Instead, it provided accommoda-
tions to religiously affiliated nonprofits by allowing them to express their 
opposition to such coverage in the form of “self-certification.” The self-
certification process would then assign the responsibility of covering the 
contraception costs to their insurer, thereby removing the provision of the 
services from the religious entities while still allowing women to have free 
access to the services. In the aftermath of the Supreme Court’s Burwell v. 
Hobby Lobby decision in 2014, this arrangement was extended in 2015 to 
“closely held for-profit entities.” However, a number of religious nonprofit 
organizations continued to disagree with the accommodation approach and 
instead sought to be wholly exempted from the coverage requirement 
resulting in the Supreme Court case Zubik v. Burwell in 2016. The Court 
instructed the federal government and the litigants to find an accommoda-
tion, which was still unresolved as President Obama left office.

The Trump administration initiated a reversal of the Obama-era policies 
on preventive services and contraception for women and issued a set of 
interim final rules in 2017. These regulations vastly expanded the range of 
entities eligible for exemptions from the contraception mandate based on 
their religious beliefs or other moral convictions (Keith 2019e). The interim 
final rules also opened an opportunity for public feedback as part of a public 
commenting period. After taking more than 100,000 comments, the Trump 
administration’s HHS moved to finalize the rules without any substantive 
adaptations in late 2018 (Keith 2019e). Both the interim and final rules have 
led to a number of lawsuits that remain unresolved.7 In early 2020, the 
Supreme Court agreed to hear arguments on the Trump administration’s 
policies, thus setting up yet another highly anticipated Supreme Court 
confrontation on an ACA-related regulatory policy-making action.

Conclusion

The passage of the ACA was a landmark health and health care policy-
making event (Blumenthal and Morone 2010). In the ensuing decade,

7. For instance, the courts found that the Trump administration violated the requirements of the 
APA by issuing interim final rules without “good cause” and that neither the ACA nor the 
Religious Freedom Restoration Act delegated the authority to issue the rules (Keith 2019e). The 
set of final rules also was blocked from enforcement by the courts (Keith 2019e). Notably, another 
court case has led to a nationwide injunction against the contraceptive mandate in its entirety 
(Keith 2019d).
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despite relative statutory stasis, a great deal of policy-related action 
regarding the ACA has taken place within the regulatory sphere. Many of 
these regulations have addressed technical and substantively important 
policy-making topics. Moreover, in several areas, the change in presi-
dential administration was accompanied by substantive changes in regu-
lations, which suggests the vast policy-making power of federal agencies in 
the area of health.

Yet, presidents, of course, are not wholly unconstrained in their ability to 
shape public policy via the regulatory process. Presidents in collaboration 
with their cabinet agencies have to walk a procedural and substantive 
tightrope to obtain their preferred policies. For one, they have to follow the 
process outlined by the APA or open themselves up to legal challenges 
through the court system that could scale back or even reverse their poli-
cies. Similarly, presidents and agencies have to be mindful not to stray too 
far from the delegated powers assigned to the agencies in statutes, or they, 
again, open themselves up to legal challenges. As our contextual examples 
show, the courts often play an important role in policing the regulatory 
process as well as providing a nonlegislative check on the executive’s 
ability to use administrative policy making to accomplish its goals when it 
comes to the ACA.

While we see the perspective above as an important corrective on the 
often legislative- and federalism-centric scholarship on the ACA (see 
Haeder 2012, 2020), our analysis and perspectives here are necessarily 
constrained. In particular, our analysis has been confined to federal rule-
making. Yet, we readily submit that the ACA relies extensively on a large 
number of public and private partners to implement many of its policies.

Another limitation of our analysis is its focus on the “typical” ways in 
which government agencies issue rules. And, while we see our treatment as 
more expansive than many, especially in its inclusions of a discussion of 
interim final rules, it is still left wanting. In particular, while we have 
focused mostly on the notice and comment process, we have not studied its 
close cousin, quasi-rulem aking  (Gluck, O’Connell, and Po 2015: 1803), 
or, as it is more commonly known, agency rulemaking via the guidance 
document p ro cess  (Haeder and Yackee 2020; Yackee 2020). Guidance 
documents (also called guidance statem ents or guidance) are highly 
diverse agency policy-making tools and include everything from “policy 
statements, training manuals for internal agency use, compliance guides, 
advisory opinions tailored to individual case facts, and memoranda from 
agency leaders providing direction to agency staff members” (Melnick 
2017). Agencies often value the increased flexibility from this unorthodox
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approach to rulemaking, which has far fewer procedural requirements, 
during the implementation of public policy. Not surprisingly, guidance 
documents are believed to have played a major role in the implementation 
of the ACA (Haeder 2014; Bagley and Levy 2014).

Going forward, scholars would be well advised to pay close attention to 
all forms of rulemaking activity in their analyses of the ACA or other health 
care statutes. That is, it is important for scholars take a closer look “under 
the hood” to better understand the true extent of health policy creation and 
implementation.
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Costs versus Coverage, 
Then and Now

Joseph White
Case Western University

Abstract To expand coverage to those without it, Democrats in 2010 sacrificed cost 
control methods that might have helped those already insured. The law therefore did not 
offer most Americans what they wanted most. President Obama and those who thought 
like him convinced themselves the legislation would control costs by reforming how 
health care is organized, but any such effects have been both weak and unpopular. Now 
many commentators are accusing Democratic candidates of making the same mistake 
by prioritizing an ideological vision of “Medicare for All” over voters’ worries about 
out-of-pocket costs. Yet Medicare for All, unlike less “radical” approaches, addresses 
those concerns directly. Unfortunately, neither elites (outside the industry!) nor voters 
seem to understand that, and it is politically risky because of the same fears about 
change, industry opposition, and distrust of government that inhibited more effective 
action a decade before.

Keywords Medicare for All, costs, lessons, health care industry, public opinion

Politicians in crafting laws and scholars in analyzing them make judgments 
about both policy and politics. Like many other participants in this issue, 
I have offered such analyses about the Affordable Care Act (ACA) before,1 
both in a similar effort nine years ago (White 2011) and in other longer 
works (e.g., White 2013a, 2013b, 2018). So in this piece I must apologize 
for repeating myself, but I hope to be useful in two ways. I offer a quick 
version of some of my previous analysis, but further emphasize what that 
perspective on the ACA might tell us about the situation as Democrats fight

1.1 will use this conventional shorthand for the combination of two laws, the Patient Protection 
and Affordable Care Act and the Health Care and Education Reconciliation Act, passed in 2010.
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among themselves about what health care policy to promote in the 2020 
election and beyond.

Political Premises

Strategies to pass health reform in 2009 were shaped by “lessons” 
believed at that time.2 These included, for example, that the Clinton 
administration’s drafting of a complex proposal in-house was a mistake, 
and that the Clinton effort failed in part because even though the 
“problem” and “politics” streams were flowing in favor of reform, the 
“policy” stream had not generated an approach ready for action after 
Clinton’s election (McDonough 2000). The 2009 effort therefore was 
preceded by years of efforts to build consensus among Democrats on 
the broad outlines of a policy approach (Kirsch 2011; McDonough 
2011), that then could be drafted within Congress rather than the White 
House (Armstrong and Wayne 2009).

For our purposes, however, three other premises are more important. The 
first was that Clinton failed partly because people with remotely decent 
insurance were risk-averse and easily scared. Support for reform to “fix the 
system” would evaporate if individuals worried about negative effects on 
them personally (e.g., Nather 2009). Therefore any reform had to be pre-
sented as changing as little as possible: a judgment reflected in the many 
statements from reform advocates, especially President Obama, of ver-
sions of, “ if you like your health plan, you can keep it” (Gore 2013).

The second was that beneficiaries of health insurance expansion were 
neither numerous nor mobilized enough to drive reform. Instead, reform 
had to be sold as protecting those who were already insured, but worried 
about erosion of either the availability or quality of their insurance. To put 
this another way, controlling costs was a more politically popular goal than 
expanding coverage for the uninsured— particularly among Republicans 
and self-identified independents (KFF 2009; Nather 2009; Saad 2009).

Third, reform could be blocked by powerful special interests working to 
protect their incomes and, therefore, against cost control. As Larry Brown 
(2011: 423, 426) wrote, “simultaneously expanding coverage and con-
taining costs is the political equivalent of squaring a circle. . . . Reform 
passed in part because Obama and the congressional Democrats figured out 
how to talk about costs without sending affronted special interests and an 
alarmed general public to the exits.” But this meant, he added, that “nothing

2. A typical list is provided by Oberlander (2010).
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in the new law is likely to slow [costs’] near-term growth” — a judgment 
echoed by other authors in the collection (Oberlander 2011; Gusmano 
2011; Rodwin 2011).

Cost Control and Coverage Expansion in the ACA

Legislating the ACA was guided by these premises, but readers may have 
noted a problem: the last three premises were contradictory. If a popular 
reform had to control costs for the worried-but-insured, and reform could 
not be passed if it actually controlled costs, then it should not have been 
possible to pass a popular reform. The Obama administration, its expert 
advisers, and its political allies decided there was a way to square the circle: 
through promoting an approach summarized by Mark V. Pauly (2011:593) 
as, “that direct change can be made in the methods, costs, and effectiveness 
of delivery of medical services by changing its organizational form : the 
medical home model, accountable care organizations, or the ‘high-power’ 
or ‘evidence-driven’ health care system of the future embody this approach.” 
This approach was supposed to avoid the twin perils of angering voters 
by raising cost sharing or the industry by regulating prices.3

President Obama emphasized cost control in making his case for reform. 
In his first State of the Union address for example, he proclaimed that “we 
must also address the crushing cost of health care” :

This is a cost that now causes a bankruptcy in America every 30 seconds. 
By the end of the year it could cause 1.5 million Americans to lose their 
homes. In the last eight years, premiums have grown four times faster 
than wages. And in each of these years, 1 million more Americans have 
lost their health insurance. It is one of the major reasons why small 
businesses close their doors and corporations ship jobs overseas. And it 
is one of the largest and fastest-growing parts of our budget. Given these 
facts, we can no longer afford to put health care reform on hold. We can’t 
afford to do it. (New York Times 2009)

Unfortunately, the organizational reform approach did not win over either 
most of the public or more hard-nosed analysts.

Republicans and the conservative media machine sold fake news (an 
accurate term in this case) about “death panels” and the like (Gitterman and

3. Although the two other approaches were included, the first through the “Cadillac tax” and 
the second to earn creditable budgetary savings within Medicare, far more emphasis was placed 
on the potential “transformative” effects of the organizational reforms, as explained at more 
length in White 2018.
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Scott, 2011). But the inconvenient truth was that most voters were skeptical 
of the presumptions behind the reform agenda. As one report concluded, 
“many consumers’ values, beliefs and behaviors remain rooted in tradi-
tional beliefs about the doctor-patient relationship and the medical care 
system.” They commonly believed, “that medical guidelines represent an 
inflexible, bargain-basement approach to treating unique individuals,” or 
might even “discriminate against doctors who give you better care,” and 
were skeptical of claims that more care meant worse care (Carman et al. 
2010: 1401, 1402). In principle, majorities might approve of insurance 
coverage for treatments depending on those having been shown to be “more 
effective than existing, less expensive, treatments.” But when told that, “ in 
some cases, treatments for drugs recommended by a person’s own doctor 
wouldn’t be covered by their health insurance,” responses switched to 63-
32 percent opposition (Bernstein 2009: 6-7).

The reform agenda inherently assumed that someone other than a 
person’s own physician would be shaping care options. This is clear for 
direct approaches like evidence-based guidelines, but it lurks in more 
indirect approaches. “Paying for Performance” means someone judges 
your physician’s performance. “Accountable Care Organizations” presumes 
someone other than your doctor is accountable— somewhere in that big 
bureaucracy, somebody, somehow. The problem is that nobody— whether 
an insurer, government, or employer— could elicit comparable trust. We 
trust our doctors to touch us in otherwise inappropriate ways, advise us to 
ingest mysterious chemicals, make us unconscious and do things to us, and 
stick sharp objects in us. Trusting your doctor is not optional, and what 
analysts may see as irrational trust in personal physicians is the only way to 
avoid debilitating cognitive dissonance. Yet the reform agenda begins from 
the premise that doctors often don’t know best. Under these circumstances, 
Republican distortions could tap into a powerful vein of preexisting distrust, 
and President Obama’s defenses of the approach were futile.4 It is not an 
accident that the Democrats did not embark on a big campaign boasting 
about all the organizational reform cost controls in the ACA— that could 
have been more risky than not talking about them at all.

Moreover, analysts who were not committed to the dominant worldviews 
within the health policy community— particularly the Congressional Budget

4. For example, he argued that if evidence showed the red pill cost twice as much as the blue 
pill and was no more effective, then promoting the blue pill was “not rationing. That’s being 
sensible” (Nather 2009). But that begged the question of how strongly evidence would be pro-
moted. Note also that if the government required the lower price for both pills, this would not be 
an issue.
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Office staff who tend to look for reliable data— also didn’t believe that the 
ACA would generate meaningful savings within the private insurance 
system (CBO 2009, 2011). As a result, media coverage of the ACA also 
expressed skepticism that the law would meaningfully reduce health care 
costs for the average voter (for one good example, see Roberson 2011). The 
major measure that CBO would credit as reducing the costs of typical 
health insurance plans was the “Cadillac Tax,” which was most likely to 
reduce the cost of plans by reducing their value through increasing cost 
sharing. Higher costs when they needed care was not the average voter’s 
definition of making care more “affordable” (Altman 2014).

As the editor of this journal and I argued at the time, public opinion 
suggested then, and had for many years, that price regulation was more 
popular than other cost-control approaches (Oberlander and White 2009, 
2010). Yet the only effort to lower prices for most peoples’ care, the “public 
option,” was abandoned to neutralize interest groups (Oberlander 2010). In 
Jacob Hacker’s (2010: 865) words, “the Obama administration” (which did 
make many of the key calls in spite of its allegedly “hands-off” approach),

consistently acted as if the crucial swing votes in Congress depended not 
on wavering citizens, but on organized interests with the greatest ability 
to shape the positions of congressional moderates within the Democratic 
Party. . .  these up-front concessions. . .  limited the law’s ability to deliver 
tangible benefits to the middle class and largely took off the table tools of 
cost control used in other nations, such as provider rate-setting and 
government negotiations for lower drug prices.

While this explains how the ACA was crafted, however, it doesn’t 
explain why anyone would have thought the legislation would accomplish 
its key political goal: support from voters worried about the insurance they 
had. Apparently the key policy makers in the Obama administration and 
their allies (mostly in the Senate) believed (in spite of the evidence) that the 
various organizational reforms would save money in a popular way— 
thereby satisfying both voters and the interest groups. As time passed, they 
continually asserted that the delivery system reforms had saved money, in 
spite of both weak evidence for that proposition and continued or inten-
sifying public concern about costs.5

The political failure of the approach is evident enough: Democrats were 
unable to sell the law in a way that would protect them against electoral

5. A good example is Obama (2016). I do not have space to address the evidence here; please 
see White (2018) for more.

Downloaded from http://read.dukeupress.edU/jhppl/article-pdf/45/5/817/819471/817white.pdf
by guest



822 Journal o f Health Politics, Policy and Law

backlash (especially in 2010), and polling showed more unfavorable than 
favorable attitudes towards the law for nearly the entire period from 2011 
through 2016. It became more popular after the prospect of repeal became 
more real with the 2016 election,6 and that appears to have directed more 
attention to the real though limited benefits that would be put at risk. The 
legislation would have been blasted from the Right regardless of what it 
included. Yet the absence of cost controls that could have been used to win 
any support has to be part of why support was weak.

The legislation’s policy failure— the trend in personal health care costs 
after it passed— became part of the context for the current reform effort.

Cost Control and Coverage Expansion  
in the 2020 Election and Beyond

Slow forward (it has been protracted and painful) to December o f 2019. 
As Democratic candidates fought about “Medicare for All” versus a 
“Medicare option” or “building on the ACA,” numerous experts argued 
they were fighting about the wrong thing: about coverage expansion 
across the population rather than how even existing coverage exposes 
people to unaffordable costs.

In April of 2019, for example, Kaiser Family Foundation president Drew 
Altman (2019d) argued that both parties’ rhetoric about making health care 
a right (Democrats) or socialism (Republicans) were missing the point: 
“ it’s the candidates who can connect their plans and messages to voters’ 
worries about out of pocket costs who will reach beyond the activists in 
their base. And the candidates aren’t speaking to that much.” In June, Robert 
Blendon, the best-known researcher about public opinion on health care, 
joined colleagues in emphasizing the breadth and depth of public worries 
about costs: not total national health spending (about which a miniscule 
proportion of voters care) but “the belief that health care services are 
unreasonably priced and that what people pay for care harms their house-
hold financial situation” (Blendon, Benson, and McMurtry 2019: 2487).

The W ashington P o st (Goldstein 2019) reported that, “Voters have big 
health-care worries, but not the ones Democrats are talking about.” While 
candidates were trumpeting “bold ideas to achieve the party’s long-held 
dream of ushering in health coverage for every American,” the problem 
was “that many voters are not focused on such lofty goals. They want

6. See the Kaiser data summarized at www.kff.org/interactive/kff-health-tracking-poll-the 
-publics-views-on-the-aca/#?response=Favorable—Unfavorable&aRange=all.
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something simpler— to pay less for their own health care.” In one illus-
tration Celinda Lake, a leading Democratic pollster, said that focusing on 
Medicare for All might appeal to voters in the nomination contests, but that 
prescription drug prices were a big issue for both primary and general 
election voters, adding that, “ in my opinion, we’re not talking enough 
about it.” A review of polling data emphasized that in 2008 worries about 
cost had been a bit stronger than desires to expand health insurance cov-
erage for the uninsured, but, “ since the implementation of the ACA, health 
care costs now occupy a tier of their own on the public’s list of pressing 
health care issues” (Kirzinger et al. 2019).7

In this case public opinion tracked empirical reality. People should 
have worried less about coverage, because uninsurance declined (Altman 
2019d; Galewitz 2019).8 Meanwhile, since 2010 costs had become much 
more burdensome. By 2018, “health care coverage for a family covered by 
a large employer cost, on average, $22,885: equivalent to buying a new car 
each year” (Altman 2019b). Per capita spending for private insurance and 
out-of-pocket spending for those with private insurance both rose substan-
tially, relative to personal incomes, over the preceding decade. Employer- 
based coverage had become even less affordable for low-wage workers who 
were offered it; “surprise bills” became a publicized problem; and a wide 
range of data showed substantial portions of voters with employer-sponsored 
insurance having trouble paying medical bills, foregoing care because of 
expense, or worried about being unable to pay for an emergency (Altman 
2019a, 2019b, 2019c; KFF 2019a; Kirzinger et al. 2019). In short, the 
problem got worse, which is evidence enough of the ACA’s failings.

But what are the lessons? At one level, 2020 looks like “deja vu all over 
again.” As in 2009 there is a clear gap between prospective voters’ views of 
the system as a whole (quite pessimistic) and of their own coverage (better). 
Advocates for Medicare for All (hereafter M4A), especially, are warned 
that they may scare risk-averse voters (e.g, Klein 2019, Thomson-Deveaux 
2019). As M4A became an object of controversy, like virtually any specific 
proposal including the 2009 proposals, its popularity declined.9 Responses

7. For further information about the priority of costs see figure 1 in Kirzinger, Kearney, and 
Brodie 2019, which reports 70% calling lowering prescription drug costs a top priority, as 
opposed to 30% giving implementing a national Medicare-for-All plan the same importance.

8. The main census survey found that “ 8.5% of the U.S. population went without medical 
insurance for all of 2018,” compared to 13.3 in 2013). The rate had fallen to 7.9% before rising in 
2018, likely due to Trump administration policies in regard to immigration and Medicaid 
(Galewitz 2019).

9. Trends can be tracked in sources already cited, or by searching the collection ofresponses at 
www.pollingreport.com/health.htm.
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to opinion surveys have been based more on broad political leanings and 
loyalties than on knowledge about the questions (Holahan and Karpman 
2019; Levitz 2019; KFF 2019b). Public “opposition to allowing experts to 
make decisions based on cost-effectiveness” was almost identical in 2019 
to that in 2012 (Blendon, Benson, and McMurtry 2019: 2490-91).

Yet while all these dynamics persist, the charge that advocates for M4A 
are prioritizing coverage (which the public doesn’t care about so much) 
over cost control (which is more popular) is simply false. Yes, coverage 
expansion is a much more useful platform while chasing the Democratic 
nomination than for the general election. Yet the candidates pushing M4A 
have made costs the leading argument for their approach.10 Their plans 
would essentially elim inate out-of-pocket costs.

Both Sanders and Warren emphasize the statistics about people going 
without care and financial risks. Warren (2019a) explains her position as 
grounded in her research into the causes of bankruptcy— including that, 
“three quarters of those who declared bankruptcy after an illness were 
people who already had health insurance.” She emphasizes under-
insurance, describing it as “ like a car with the engine missing. It looks fine 
sitting in the garage, but is inadequate if they actually need to use it.” She 
describes her approach as, “ the best way to cover every person in America 
at the lowest possible cost because it eliminates profiteering from our 
health care and leverages the power of the federal government to rein in 
spending” (Warren 2019b). Sanders’s (2019) summary of the case for his 
Medicare for All Act proclaims that the US has the “most expensive, 
inefficient and bureaucratic health care system in the world,” with much 
higher per capita costs in the United States than in other countries. He 
argues that “Medicare for All is the most cost-effective health care plan” 
because of huge savings in administrative costs from not having to deal 
with multiple insurers. In contrast, the official description of former Vice 
President Biden’s plan endorsed price regulation for pharmaceuticals, but 
declared other prices could be reduced by tackling “market concentration” 
with antitrust authority. It did not address the potential administrative 
savings from standardized insurance whether of M4A or some other form.

In short, in the debate as of late 2019, it was precisely the more “radical” 
candidates who were making the most evidence-based case for policies that 
would do what most people want: reducing costs. To them, the key lessons 
of the ACA are that trying to appeal to peoples’ risk-aversion failed both 
politically (as shown by the law’s weak support and fervent opponents) and

10. I refer below to statements downloaded on December 21, 2019.
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as policy (as shown by the cost crisis). They believe, rightly or wrongly, that 
a better approach is to try to beat the medical industry by demonizing 
it— especially its least popular parts, pharmaceutical companies and 
insurers.

They are partially right about the substance. M4A isn’t needed to achieve 
the administrative efficiencies, lower prices, and therefore much lower 
costs achieved in other countries. That is normally managed, instead, 
through “all-payer” regulations of plans and payments (White 2013b). But 
they are far more right than the critics who accuse them of pursuing the 
wrong goal.

Unfortunately, they appear to be wrong in assuming that ordinary voters 
know why they should support M4A. The problem is not simply that many 
voters don’t know what M4A entails— after all, that’s pretty logical given 
that Medicare for All as proposed is extremely different from M edicare a s  
It Is. The real problem is nicely illustrated by an ordinary voter quoted by 
Goldstein (2019) that, “Medicare-for-all would be great if we could do the 
other side of the coin— get the cost down.”

Price regulation remains, as it was in 2009, far more popular with the 
voters than the delivery reform agenda, even if it is not as popular with the 
health policy community (Oberlander and White 2009; Blendon, Benson, 
and McMurtry 2019). But we appear to be years away from enough voters 
believing not only that prices are a big problem but also that Medicare is 
much better at controlling them. This may be blindingly obvious to the health 
care industry, but its leaders likely see government as more capable than most 
voters do. Yes, we can’t expect voters to know much about much of anything. 
We also know that it has to be easier to attack drug companies and insurance 
companies than hospital and specialty physician group managers.11 But until 
the cure is linked clearly to the diagnosis— government power and sim-
plification as curing administrative costs and abusive prices— it will be too 
difficult to pass M4A, or even a less transformative all-payer reform.12

It is certainly possible that a frontal attack on the providers would fail. If 
voters tend to trust their physicians and other providers, then perhaps the 
latter will always be able to sell arguments that serious price regulation 
threatens to damage care and create rationing. Yet the evidence is so strong, 
and the supply of narratives of decline and abuse so large, that there should 
be a good chance of delegitimizing provider opposition— especially since

11. Even though, as the surprise billing evidence shows, many emergency physician and 
anesthesiology groups richly deserve to be attacked.

12. All-payer is less transformative because it can leave room for a private insurance industry, 
on a public utility model.
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public opinion has tended to support price regulation in principle. Com-
pared to providing less care, paying lower prices is a much more common 
sense approach to reducing costs— from patients’ perspective, a form of 
seemingly “painless” cost control. The case has to be made with both 
evidence about current costs, such as the fact that even Medicare Advan-
tage plans depend largely on government price-setting,13 and lots of talk 
about the scandalous behavior that should reduce faith in hospitals, 
especially, as authorities on health policy.

In short, no approach to reform is a clear political winner. Yet even M4A 
advocates might consider the possibility that setting the stage, by high-
lighting the diagnosis that individuals’ cost problems are due to high prices 
and overhead costs, is a necessary step toward their policy goal. Repub-
licans simply cannot speak as frankly on this topic, and contrasts on issues 
like drug prices would be easy to draw.

Ironically, then, the critics are right— even though their own refusal to 
see the cost-control aspects of M4A is part of the problem. It would make 
more sense, right now, to focus on costs and specific cost controls than on 
expanding coverage. That could begin with prescription drugs and the 
services that largely generate “surprise bills.” The first task now is to show 
ordinary voters that government is better at controlling costs. Democrats 
could be building toward either M4A or some sort of heavily regulated all-
payer system. What they have in common— effective measures to make 
care more affordable within insurance plans — is far more important than 
their differences.
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Introduction
The U.S. Supreme Court is set to hold 
hearings on C aliforn ia v. Texas in 
November, a case in which the plaintiffs 
hope the court will invalidate theAffordable 
Care Act (ACA) in its entirety. The Trump 
administration has filed briefs in support 
of the plaintiffs, a group of state attorneys 
general led by Texas. The plaintiffs 
contend that the ACA is unconstitutional 
in light of the elimination of the individual 
mandate penalties beginning in 2019. 
Another group of attorneys general, led 
by California's attorney general, argue 
that the ACA remains constitutional and 
should rightfully stay in effect, regardless 
of the elim ination of the individual 
mandate penalties.

Should the plaintiffs win the case and the 
ACA be invalidated, the implications would 
be widespread and affect virtually every 
corner of the health care system.12 Just 
some of the ACA reforms that would be 
overturned in such a decision and would 
directly and adversely affect households' 
health care costs include the following:

the private insurance marketplaces 
through which people can purchase 
individual and family coverage; many 
of these consumers are eligible for 
premium tax credits that significantly 
reduce premiums and out-of-pocket 
costs falling on households

expansion of Medicaid e lig ib ility 
to people with incomes up to 138 
percent of the federal poverty level, 
an option taken up by 36 states and 
the District of Columbia so far

substantial changes to the rules of 
operation for private, individually 
purchased insurance  m arkets 
(including insurance sold outside 
the AC A  m a rk e tp la c e s ) and 
small employer markets, such as 
guaranteed issue of all insurance 
plans (regardless of an applicant's 
health status); minimum benefit 
s ta n d a rd s ; m axim um  o u t-o f-
pocket cost lim its; proh ib itions 
on exclusions of coverage for 
preexisting conditions; prohibitions 
on insurers varying insurance prices 
based on health status, gender, 
occupation, or factors other than 
limited age variation and pricing 
based on tobacco use; and limits on 
insurer charges for administrative 
costs and profits

prohibitions of coverage rescissions 
and lifetime and annual dollar benefit 
limits in all insurance plans in the 
employer and individually purchased 
markets

e lim in a tio n  o f the  M ed ica re  
prescription drug “donut hole,” a 
change that significantly reduced out- 
of-pocket costs facing elderly adults 
with significant medication needs

Before the COVID-19 pandemic, Urban 
Institute researchers estimated that the 
number of uninsured people in the United 
States would increase by approximately 
20 million should the court find for the 
plaintiffs in the case (referred to as 
Texas v US when it was before the 
lower courts), decreasing the federal 
investment in health care by $135 billion

per year and increasing the demand for 
uncompensated care by more than 8 0  

percent.3

Here, we provide an overview of how 
overtu rn ing  the ACA would affect 
average people and illustrative families in 
different circumstances. Should the law 
be overturned and its myriad consumer 
protections eliminated, the associated 
increases in household costs would fall 
heavily on families with moderate and 
low incomes losing federal subsidies to 
offset their medical costs and people with 
significant health care needs (a single 
event or ongoing medical conditions).

Overview of People Most 
Likely to Experience the 
Greatest Ramifications if the 
ACA Is Overturned
As noted, a finding for the plaintiffs in 
California v. Texas would eliminate the 
ACA's health insurance marketplaces 
and the federal subsidies that lower 
prem iums and out-o f-pocke t costs 
for enrollees with moderate and low 
incomes. The following statistics provide 
insight into some financial benefits 
average marketplace enrollees receive 
today, benefits they would lose if there is 
a finding for the plaintiffs in the case:4

Approximately 5.8 million Americans 
enroll in individual (single adult) 
marketplace policies and receive 
federal help paying for their coverage. 
The average adult in this group 
receives $5,550 in assistance each 
year through premium tax credits.
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Another 2.7 million Americans enroll 
in marketplace plans with their 
family members and receive federal 
subsidies to help pay their premiums. 
The average family among this group 
receives $17,130 in help each year 
through premium tax credits.

Marketplace enrollees with the lowest 
incomes can enroll in insurance 
plans with lower out-of-pocket costs 
(e.g., deductibles, co-insurance) 
when receiving medical care. These 
cost-sharing reduction plans lower 
each enrollee's out-of-pocket costs 
by more than $1,000 on average.

However, people obtaining coverage 
through the individual market using federal 
subsidies would not be the only privately 
insured people affected by ACA repeal. 
Because the ACA reforms that provide 
access to adequate coverage regardless 
of health status would be overturned, 
even enrollees with higher incomes would 
have difficulty obtaining coverage at all or 
obtaining sufficient coverage to meet their 
medical needs when they occur. This is 
because guaranteed issue and minimum 
standards for benefits and out-of-pocket 
cost limits in these markets would be 
eliminated. In addition, the ACA's safety 
net that allows people to purchase 
comprehensive coverage if they lose 
their employer-based insurance would be 
eliminated. Today, the population enrolled 
in insurance coverage through nongroup 
markets is somewhat more likely to have 
health problems than the rest of the 
population below Medicare-eligible age.

National Health Interview Survey data 
from 2018 indicate the following about 
adults ages 19 to 64 enrolled in nongroup 
coverage:5

25.6 percent have been diagnosed 
with a card iovascular condition 
(coronary heart disease, heart attack, 
stroke, high cholesterol, angina 
pectoris, or another heart condition)

22.8 percent have been diagnosed 
with hypertension

14.3 percent have been diagnosed 
with arthritis, rheumatoid arthritis, 
lupus, fibromyalgia, or gout

13.2 percent have been diagnosed 
w ith a lung condition (asthm a, 
emphysema, chronic bronchitis)

9.1 percent have been diagnosed with 
diabetes, liver, or kidney conditions

5.9 percent have been diagnosed 
with cancer

52.2 percent have been diagnosed 
with at least one of the above 
conditions

Certain broader subgroups of nonelderly 
adults with nongroup insurance would 
face greater increases in insurance 
premiums without the ACA in place:

Over half of nongroup insurance 
enrollees are ages 45 and older, and 
their premiums would likely increase 
substantially because of elimination 
of the ACA's limits on age rating.

Of all nongroup enrollees, 23.3 
percent are women of child-bearing 
age (19-44), and their premiums 
would likely increase substantially 
when rating insurance premiums by 
gender is again permitted, despite 
the fact that maternity benefits were 
routinely excluded in this market 
before the ACA required they be 
included.

Without the ACA's Medicaid eligibility 
expansion, families with low incomes 
in 37 states (including DC) will lose the 
comprehensive coverage they receive 
through the program:6

People enrolled in Medicaid through 
the ACA's expansion have an 
average income of 115 percent of the 
federal poverty level,7 approximately 
$30,000 for a family of four.

The average health expenses 
incurred by each person enrolled in 
Medicaid through the expansion is 
about $6,450 per year.8 Therefore, 
the typical married couple enrolled 
in Medicaid through the ACA's 
expansion w ould  lose a lm ost 
$13,000 in health benefits should the 
ACA be overturned. With an income 
of 115 percent of the federal poverty 
level (about $19,800 for a family of 
two), replacing such benefits would 
cost two-thirds of their income.9

Illustrative Families in Real- 
World Circumstances
What follows are examples of what would 
happen to illustrative families with varying 
circumstances if the ACA were overturned.

We provide these illustrative scenarios 
for hypothetical people using realistic 
information on premiums, subsidies, pre- 
ACA program eligibility, and the costs of 
medical conditions to demonstrate how 
invalidation of the ACA would affect the 
types of families who rely upon it.

Susan is a 33-year-old divorced mom 
o f two young children. She works as 
a cashier at the local grocery store in 
Lansing, Michigan, but she is not offered 
health insurance. She makes $9.65 
per hour and works full time, so her 
gross annual income is $19,300. At this 
income, her family lives below the federal 
poverty level. Because of the Affordable 
Care Act, not only are Susan's children 
eligible for and enrolled in Medicaid 
coverage, but Susan is, too. They all 
receive free, comprehensive insurance 
coverage with virtually no out-of-pocket 
costs under the program. If the ACA is 
invalidated by the Supreme Court, the 
children can stay enrolled in Medicaid, 
but Susan will lose her coverage. Before 
the ACA, even $19,300 per year for a 
family of three (89 percent of the federal 
poverty level) was too much income to 
make a parent eligible for Medicaid in 
many states, including Michigan, where 
the cutoff was 64 percent of the federal 
poverty level. Susan can barely make 
ends meet as is, covering rent, food, 
clothing, and other needs for her and 
the children. Without the ACA's Medicaid 
expansion, she w ill undoubtedly be 
uninsured. The sole support for her 
children, Susan is vulnerable to getting 
seriously ill and losing the fam ily's 
income if she cannot access necessary 
medical care.

Berta and John, both 55 years old, 
are relieved that their jobs in essential 
industries have kept them employed 
throughout the pandemic. John works 
in construction and Berta works as a 
bookkeeper for a small business in 
Charlotte, North Carolina. Combined, 
they make almost $52,000 per year, or 
about three times the federal poverty 
level. They each have mild health 
conditions (John has some ongoing back 
issues and Berta has asthma), and they 
have taken advantage of subsidized ACA 
marketplace insurance coverage. Today, 
the ACA provides them with a tax credit of 
more than $12,000 that covers 70 percent
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of the cost of their health insurance. 
Without the ACA, not only would they lose 
that large amount of assistance, but they 
would find health insurance harder to get 
and higher priced. Without the ACA, North 
Carolina law (like that of most states) 
would once again allow insurers to deny 
coverage to applicants outright, even for 
mild health conditions. Before the ACA, 
coverage sold outside of employment 
often excluded coverage for prescription 
medications and other services, meaning 
the coverage sold probably wouldn't meet 
the couple's needs even if they could get 
it. In addition, the ACA limits how much 
older adults can be charged for health 
care compared with younger adults; 
without that rule, coverage is much more 
expensive for John and Berta.

Fred is a 35-year-old living in Milwaukee, 
W isconsin. He w orked for a big 
company for eight years but started 
his own business in 2016, once ACA 
marketplace insurance coverage made 
self-employment and guaranteed health 
insurance possible. He buys health 
insurance in the nongroup market even 
though his $60,000 annual income is high 
enough that he does not qualify for any 
tax credits to help him pay for it. Fred has 
had Crohn's disease, a chronic condition, 
since he was a teen. He manages the 
condition well with biologic therapies, 
but they are pricey. Today, he pays $451 
per month (about $5,400 per year) for 
standard marketplace coverage that 
includes benefits for all his health care 
needs. Should the ACA be invalidated, 
the state's rules (again, like those in 
most other states) mean insurers could 
reject his applications for coverage or 
charge him much more for coverage if 
they were willing to sell it to him. Even 
then, any coverage he could get would 
most likely have significant limits, such as 
excluding the specialty drugs his health 
depends upon. His financial exposure 
would be so great, he would be faced 
with choosing between his health and 
incurring crushing debt. Recent studies 
estimate the average annual cost of 
treating Crohn's disease (for which there 
is no cure) at about $25,000 per year.10

Tim, a 24-year-o ld  recen t college  
graduate works part time at a start-up in 
Little Rock, Arkansas, that does not offer 
health insurance to its workers. Under 
the ACA, he would be covered by his

parents' employer-sponsored policy for 
two more years. This is a critical provision 
for him, because he has opioid use 
disorder (OUD) and anxiety and suffers 
occasional major depressive episodes. 
If the ACA is overturned, he would likely 
be denied insurance in a traditional 
nongroup insurance market because of 
his preexisting conditions. Even if he can 
obtain a policy, coverage in the nongroup 
market would revert to that available 
before the ACA, which, as a general 
rule, excludes benefits for mental health 
and substance use disorders entirely. 
Without the ACA's Medicaid expansion, 
he would be unlikely to be covered by 
public insurance, because he is not a 
parent and his part-time job pays him 
too much to qualify for Medicaid by pre- 
ACA eligibility rules. He gets treatment 
for OUD and his mental health conditions 
today, which is why he can work at all, 
but his prescription drug treatments 
and counseling would all cost between 
$6,000 and $14,000 per year if he had 
to pay out-of-pocket.11 Like other patients 
with serious behavioral conditions, he 
also receives more physical medical care 
than those without behavioral conditions, 
about 6 times as much in fact.12 After the 
ACA is declared null and void, Tim would 
pay an estimated $18,000 to $26,00013 
to get the kinds of care he does now on 
his parents' employer-based insurance 
policy. His parents try to help him out 
in many ways, but that level of annual 
financial support is well out of reach given 
their moderate income.

Lilly, a 78-year-old woman with diabetes 
and congestive heart failure living in 
Athens, Georgia, has benefitted quite 
a bit from the ACA's closure of the 
Medicare drug benefit's donut hole, the 
range of out-of-pocket spending wherein 
the original drug benefit stopped lowering 
costs for beneficiaries. The donut hole in 
the benefit passed in 2003 was created 
to save the federal government money, 
s o  the 2010 ACA identified government 
savings and new revenues to pay for 
closing it over a 10-year period. Lilly's 
medications, even with the standalone 
Part D drug plan she buys to supplement 
her traditional (fee-for-service) Medicare 
coverage, cost her $1,555 annually 
today.14 If the ACA is overturned, she will 
pay about $2,270 per year out of pocket. 
This means she would have to come up 
with an additional $715 out of pocket

annually, or $59 per month, roughly the 
amount she pays now for a discount 
cell phone plan to stay connected with 
her great-granddaughters who live in 
Alabama and Texas.

Angelica and Antonio, a Scottsdale, 
Arizona, couple both age 36, are parents 
to two young children. Sara, the baby, 
now age 4, was born premature and 
had complications, including surgery, 
that kept her in the hospital's neonatal 
intensive care unit for six months after 
birth. Though Antonio has consistently 
had employer-sponsored insurance that 
covers the whole family, without the ACA, 
the costs associated with Sara's birth 
alone would have caused the couple to go 
bankrupt, because the expenses for her 
care would have easily surpassed the $1 
million lifetime limit on coverage that was 
very common before the ACA outlawed it 
in 2010. With the ACA in place, and given 
Sara's ongoing care needs, Angelica and 
Antonio still have higher out-of-pocket 
spending than the average family, but 
they can afford it with the insurance they 
have through Antonio's job. Actuaries had 
concluded that ending lifetime (and annual) 
limits on insurance coverage would not 
add much to premiums,15 but they were 
commonplace before the ACA prohibited 
them. The couple recognizes that should 
the ACA be overturned, any continuing 
health issues Sara may have throughout 
her life could easily impede her ability to 
get adequate, affordable insurance.

Conclusion
The ACA's reach is wide: Beyond providing 
financial help for people with low and 
moderate incomes to obtain insurance, 
the law provides myriad regulations 
that protect the ability of people with 
health problems to enroll in adequate 
and affordable insurance coverage. In 
addition, it has changed how insurers 
and health care providers do business 
and how the latter are reimbursed. And 
it has changed how state Medicaid 
programs operate, share costs with 
the federal government, and measure 
income. For these reasons, invalidating 
the ACA would have ramifications for the 
entirety of the health care system, and 
it would severely compromise access to 
necessary medical care for millions of 
Americans, a vulnerability highlighted by 
the consequences of a pandemic.
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Loss of the Affordable Care Act Would 
Widen Racial Disparities in Health 
Coverage
S a m a n th a  A r t ig a  (https://www.kff.org/person/samantha-artigan (https://twitter.com/SArtiga2)
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In N o vem b er, th e  S u prem e C ourt is scheduled to  h ear a rg u m en ts  on a legal challenge, 
sup p o rted  by th e  T ru m p  ad m in is tra tio n , th a t seeks to  o vertu rn  th e  A ffo rd ab le  Care Act 
(ACA). As noted  in a previous KFF analysis (https://www.kff.org/health-reform/press-release/analvsis- 
examines-the-affordable-care-acts-impact-on-nearlv-all-americansA th e  o u tco m e will have m ajo r  

effects th ro u g h o u t th e  health  care system  as th e  law's provisions have affected  nearly  all 
A m ericans in som e w ay. O ne o f  th e  m ost significant aspects o f th e  ACA has been its 
expansion o f hea lth  coverage options th ro u g h  th e  M edicaid  expansion to  low -incom e  
adults  and th e  creation  o f th e  health  insurance m arketp laces w ith  subsidies to  help people  
purchase coverage. This analysis shows th a t th ese  n ew  coverage options have co n trib u ted  
to  large gains in coverage, particu larly  am o n g  peop le  o f color, help ing  to  n arro w  
longstanding racial d isparities in hea lth  coverage. The loss o f th ese  coverage pathw ays, 
particu larly  th e  M edicaid  expansion (https://www.kff.org/policv-watch/eliminating-the-aca-what-could- 
it-mean-for-medicaid-expansionA w ould  likely lead to  d isp ro p o rtio n a te  coverage losses am o n g  

people  o f  color, w hich w o u ld  w iden  d isparities in coverage, access to  care, and health  
outcom es.

P r io r  to  th e  A C A , p e o p le  o f  c o lo r  w e re  s ig n if ic a n t ly  m o re  lik e ly  to  be u n in s u re d  th a n  
W h ite  p e o p le . The h igher un insured rates am o n g  groups o f color reflected  lim ited  access 
to  a ffo rd ab le  hea lth  coverage options. A lthough th e  m a jo rity  o f  individuals have a t least 
one fu ll-tim e  w o rk e r in th e  fa m ily  across racial and ethn ic  groups, peop le  o f color a re  m ore  
likely to  live in low -incom e fam ilies  th a t do not have coverage o ffe red  by an em p lo yer o r to  
have d ifficu lty  a ffo rd in g  private  coverage w h en  it is available. W h ile  M edicaid  helped fill 
som e o f th is gap in private  coverage fo r  groups o f  color, b e fo re  th e  ACA, M edicaid  elig ibility  
fo r  paren ts  w as lim ited  to  th o se  w ith  very  low  incom es (o ften  b e low  50%  o f th e  poverty  
level), and adults  w ith o u t d e p e n d e n t ch ild ren— regardless o f how  p o o r— w e re  ineligible  
u n d er fed era l rules.

https://www.kff.org/policy-watch/loss-of-the-affordable-care-act-would-widen-racial-disparities-in-health-coverage/?utm_campaign=KFF-2020-The-Late... 1/5



11/12/2020 Loss of the Affordable Care Act Would Widen Racial Disparities In Health Coverage | KFF

P e o p le  o f  c o lo r  e x p e r ie n c e d  la rg e  c o v e ra g e  g a in s  u n d e r  th e  A C A  t h a t  h e lp e d  to  
n a rro w  b u t  d id  n o t e lim in a te  d is p a r it ie s  in  h e a lth  co v e ra g e . Coverage rates increased  
fo r  all rac ia l/e thn ic  groups betw een  2 0 1 0  and 2 0 1 6  (https://www.kff.org/racial-equitv-and-health- 
policv/issue-brief/changes-in-health-coverage-bv-race-and-ethnicitv-since-the-aca-2010-2018/). w ith  th e  

largest increases occurring a fte r  im p lem en ta tio n  o f  th e  ACA M edicaid  and M arketp lace  
coverage expansions in 2 0 1 4  (Figure 1). Overall, n early  20  m illion non e ld erly  peop le  gained  
coverage over th is period , including n early  3 m illion Black people, over 5 m illion H ispanic  
people, and over 1 m illion Asian people . A m on g  th e  non e ld erly  population , H ispanic  
individuals had th e  largest percentage po in t decrease in th e ir  un insured rate, w hich fell 
fro m  32 .6%  to  19.1 % betw een  2 0 1 0  and 2016 . Black, Asian, A m erican  Indian and Alaska 
N ative (AIAN), and N ative  H aw aiian  o r O th e r Pacific Is lander (N H O PI) peop le  also had larger 
percentage po in t decreases in th e ir  un insured rates co m p ared  to  th e ir  W h ite  co u n terp arts  
over th a t period . These coverage gains reduced percen tage po in t d ifferences in un insured  
rates betw een  som e groups o f  color and W h ite  people, but d isparities persisted. M ost 
groups o f color rem ain ed  m o re  likely to  be un insured co m p ared  to  W h ite  people. 
M o reo ver, th e  relative risk o f being uninsured  co m p ared  to  W h ite  peop le  did not im p ro ve  
fo r  som e groups. For exam ple , Black peop le  rem ain ed  1.5 tim es  m o re  likely to  be 
uninsured  th an  W h ite  people, and th e  un insured ra te  am o n g  Hispanic peop le  rem ain ed  
over 2 .5  tim es  h igher th a n  th e  ra te  fo r  W h ite  people.

F ig u re  1

Uninsured Rates for the Nonelderly Population by Race and 
Ethnicity, 2010-2018

NOTE includes individuals ages 0 to 64 AIAN refers to American Indians and Alaska Natives. NHOPI refers to  Nalrve Hawaiian* and O(net Pacific islanders 
SOURCE KFF analysis of the 2010-2018 American Community Survey

KFF

F ig u re  1: U n in s u re d  R a te s  fo r  th e  N o n e ld e r ly  P o p u la tio n  b y  R a ce  a n d  E th n ic ity ,  
2010-2018

B e tw e e n  2016 a n d  2017, a n d  c o n t in u in g  in  2018, c o v e ra g e  g a in s  s ta lle d  a n d  b e g a n  
re v e rs in g  fo r  so m e  g ro u p s . O ver this period  th e re  w e re  sm all bu t statistically significant 
increases in th e  un insured rates fo r  W h ite  and Black peop le  am o n g  th e  non elderly  
population , w hich rose fro m  7.1 % to  7 .5%  and fro m  10.7%  to  11.5%  respectively. A m ong  
children (https://www.census.gov/content/census/en/librarv /publications/2019/denno/p60-267.htmb. th e re  

w as also a statistically significant increase in th e  un insured  rate  fo r  H ispanic children, w hich
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rose fro m  7.6%  to  8.0%  b e tw een  2 0 1 6  and 2 0 1 8. Recent data  (https://www.kff.org/policv- 
watch/what-we-do-and-dont-know-about-recent-trends-in-health-insurance-coverage-in-the-us/  ̂fu rth e r
show  th a t th e  n u m b e r o f un insured continued  to  g ro w  in 2 0 1 9  desp ite  im p ro vem en ts  in 
household  econom ic m easures, and indicate th e  largest increases b etw een  2 0 1 8  and 201 9  
w e re  am o n g  Hispanic peop le  (https://www.census.gov/library /publications/2020/denno/p60-271 .htmh. 
The g row th  in th e  un insured  likely reflects a co m bination  o f factors, including rollback o f  
o u treach  and e n ro llm e n t e ffo rts  fo r  ACA coverage, changes to  M edicaid  renew al processes, 
public charge policies, and e lim in atio n  o f  th e  individual m an d a te  p en a lty  fo r  health  
coverage.

T h e  A C A  p ro v id e s  c o v e ra g e  o p tio n s  fo r  p e o p le  lo s in g  jo b s  a m id  th e  e c o n o m ic  
d o w n tu rn  a s s o c ia te d  w ith  th e  p a n d e m ic . The econom ic fa llo u t o f  th e  coronavirus  
pan d em ic  has led to  historic levels o f  jo b  loss. As peop le  lose jobs, m any m ay face  
disruptions in th e ir  hea lth  coverage since m ost peop le  in th e  U.S. g e t th e ir  insurance  
th ro u g h  th e ir  jo b . Early KFF estim ates  (https://www.kff.org/coronavirus-covid-19/issue-brief/eligibilitv- 
for-aca-heaith-coverage-foiiowing-job-iossfl o f th e  im plications o f  jo b  loss fo u n d  th a t nearly  27  

m illion peop le  w e re  a t risk o f losing em ployer-spon sored  health  coverage due to  jo b  loss. 
M a n y  o f th ese  peop le  m ay have re ta in ed  th e ir  coverage, a t least in th e  sho rt te rm , u n d er  
fu rlou gh  ag reem en ts  o r em ployers  continu ing  benefits  a fte r  layoffs. H ow ever, th e  health  
coverage options m ad e availab le th ro u g h  th e  ACA have provided options fo r  peop le  losing 
em p lo yer-sp o n so red  coverage w h o  m ig ht o therw ise  becom e uninsured. Following  
en ro llm e n t declines in 2018 and 2019, recent data  (h ttps://www.kff.org/coronavirus-covid-i9/issue- 
brief/analvsis-of-recent-national-trends-in-medicaid-and-chip-enrollment/1 ind icate M edicaid  e n ro llm e n t  

increased by 2 .3  m illion o r 3 .2%  fro m  February 2 02 0  to  M ay  202 0 . Additionally , as o f  M ay  
2020 , en ro llm e n t data  (https://www.cms.gov/CCIIQ/Resources/Forms-Reports-and-Qther- 
Resources/Downioads/SEP-Report-iune-2Q2Q.pdfi reveal n early  5 00 ,00 0  peop le  had gained  

M arketp lace  coverage th ro u g h  a special en ro llm e n t period (SEP), in m ost cases due to  th e  
loss o f jo b -b ased  coverage. The n u m b e r o f peop le  gain ing  M arketp lace  coverage th ro u g h  a 
SEP in April 2 0 2 0  w as up 139%  co m p ared  to  April 2 01 9  and up 43%  in M ay  2 0 2 0  co m p ared  
to  M ay  2019 .

P e o p le  o f  c o lo r  w o u ld  lik e ly  e x p e r ie n c e  th e  la r g e s t  c o v e ra g e  lo s s e s  if  th e  A C A  
c o v e ra g e  o p tio n s  w e re  e lim in a te d . In th e  absence o f th e  ACA, states w ou ld  lose a 
p a th w ay  to  cover adults  w ith o u t d e p e n d e n t children th ro u g h  M edicaid  u n d er fed era l rules. 
T h ey  also w ou ld  lose access to  th e  enh anced  fed era l fu n d in g  provided to  cover expansion  
adults. As such, states w ou ld  face challenges to  m ain ta in  coverage fo r  adults  w ith o u t  
d e p e n d e n t children and paren ts  and m an y  w o u ld  likely roll back this coverage, e lim in atin g  
a coverage option  fo r  m illions o f  low -incom e paren ts  and childless adu lts  w h o  do not have  
access to  o th e r a ffo rd ab le  coverage. M o reo ver, w ith o u t th e  fed era l subsidies, m an y  people  
w o u ld  not be ab le  to  a ffo rd  private  coverage. Since peop le  o f color exp erien ced  larger gains 
in coverage u n d er th e  ACA co m p ared  to  th e ir  W h ite  cou nterp arts , th e y  w ou ld  likely also 
exp erien ce  larger coverage losses if  these  coverage options w e re  e lim in ated .
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L o ss  o f  th e  M e d ica id  e x p a n s io n , in  p a rt ic u la r ,  w o u ld  lik e ly  le a d  to  d is p ro p o rt io n a te  
c o v e ra g e  lo s se s  a m o n g  p e o p le  o f  c o lo r , c o n tr ib u t in g  to  w id e n in g  d is p a r it ie s  in  
c o v e ra g e , a c c e s s  to  a n d  u se  o f  ca re , a n d  h e a lth  o u tc o m e s. O verall, am o n g  th e  
n o n eld erly  population , roughly one in th re e  Black, Hispanic, and AIAN peop le  are  covered  
by M edicaid  co m p ared  to  15%  o f W h ite  peop le  (Figure 2). Further, research shows th a t th e  
ACA M edicaid  expansion to  low -incom e adults has helped to  n a rro w  racial d isparities in 
health  coverage, co n trib u ted  to  im p ro vem en ts  in access to  and use o f  care across groups, 
and n arro w ed  d isparities in hea lth  outcom es fo r  Black and Hispanic individuals, particu larly  
fo r  m easures o f m atern a l health .

F ig u re  2: H e a lth  In s u ra n c e  C o v e ra g e  o f  th e  N o n e ld e r ly  P o p u la tio n  b y  
R a c e / E th n ic ity , 2018

In sum , th e  o u tco m e o f th e  pend ing  legal challenge to  o vertu rn  th e  ACA will have effects  
th a t ex ten d  broad ly  across th e  health  care system  and touch nearly  all A m ericans. These  
effects could include w id en in g  racial d isparities in hea lth  coverage and health  care, a t a 
t im e  w h en  th e re  is a grow ing  focus on prioritiz ing  and advancing health  eq u ity  and in th e  
m id d le  o f a pan d em ic  th a t has d isp ro p o rtio n a te ly  affected  peop le  o f color in th e  US. 
W ith o u t th e  ACA coverage expansions, peop le  o f color w o u ld  likely face w id en in g  gaps in 
health  insurance coverage, w hich w o u ld  co n trib u te  to  g re a te r barriers  to  health  care and  
w o rse  health  outcom es and leave th e m  a t increased risk fo r  m edical d e b t and financial 
challenges due to  health  care costs.

GET THE LATEST ON HEALTH POLICY
Sign Up For Email A lerts

Enter em ail address... SIGN UP >

FOLLOW KFF

Twitter Facebook Instagram Email Alerts

https://www.kff.org/policy-watch/loss-of-the-affordable-care-act-would-widen-racial-disparities-in-health-coverage/?utm_campaign=KFF-2020-The-Late... 4/5



11/12/2020 Loss of the Affordable Care Act Would Widen Racial Disparities In Health Coverage | KFF

Feeds

KFF
© 2020 KAISER FAMILY FOUNDATION
Powered byWordPress.com VIP

CITATIONS AND REPRINTS PRIVACY POLICY

The H e n ryJ . K a ise r F a m ily  F o u n d a tio n  H e a d q u a rte rs : 185 B e rry  St., S u ite  2000 , San Franc isco , CA 9 4 107  | P hone 650 -85 4 -9 4 0 0  

W a s h in g to n  O ffice s  a n d  B a rb a ra  Jo rd a n  C o n fe re n ce  C e n te r  1330 G S tree t, NW , W a s h in g to n , DC 2 0 005  | P hone  2 0 2 -3 4 7 -5 2 7 0

w w w .k f f .o rg  | Em ail A le rts : k ff .o rg /e m a il | fa c e b o o k .c o m /K a is e rF a m ily F o u n d a tio n  | tw it te r .c o m /k f f

https://www.kff.org/policy-watch/loss-of-the-affordable-care-act-would-widen-racial-disparities-in-health-coverage/?utm_campaign=KFF-2020-The-Late... 5/5



C H IL D R E N 'S  H E A L T H

By Dolores Acevedo-Garcia, Clemens Noelke, Nancy McArdle, Nomi Sofer, Erin F. Hardy, Michelle Weiner, 
Mikyung Baek, Nick Huntington, Rebecca Huber, and Jason Reece

Racial And Ethnic Inequities 
In Children's Neighborhoods: 
Evidence From The New 
Child Opportunity Index 2.0

DOi: 10.1377/hlthaff.2020.00735 
HEALTH AFFAIRS 39,
NO. 10 (2020): 1693-1701
©2020 Project HOPE—
The People-to-People Health 
Foundation, Inc.

a b s t r a c t  Neighborhoods influence children’s health, so it is important 
to have measures of children’s neighborhood environments. Using the 
Child Opportunity Index 2.0, a composite metric of the neighborhood 
conditions that children experience today across the Us, we present new 
evidence of vast geographic and racial/ethnic inequities in neighborhood 
conditions in the 100 largest metropolitan areas in the US. Child 
Opportunity Scores range from 20 in Fresno, California, to 83 in 
Madison, Wisconsin. However, more than 90 percent of the variation in 
neighborhood opportunity happens within metropolitan areas. In 
35 percent of these areas the Child Opportunity Gap (the difference 
between Child Opportunity Scores in very low- and very high-opportunity 
neighborhoods) is higher than across the entire national neighborhood 
distribution. Nationally, the Child Opportunity Score for White children 
(73) is much higher than for Black (24) and Hispanic (33) children. To 
improve children’s health and well-being, the health sector must move 
beyond a focus on treating disease or modifying individual behavior to a 
broader focus on neighborhood conditions. This will require the health 
sector to both implement place-based interventions and collaborate with 
other sectors such as housing to execute mobility-based interventions.

A long tradition of social science re-
search has examined how neigh-
borhoods influence socioeconomic 
and health outcomes during the life 
course.1 In the past decade increas-

ingly strong evidence indicates that there has 
been a causal relationship between children’s 
neighborhood environment and educational at-
tainment, employment, incom e, and health out- 
comes.2,3 In addition, a large body of research has 
documented high levels o f racial residential seg-
regation in US m etropolitan areas and high lev-
els o f geographic concentration of both poverty 
and affluence.4-7 Starting in the 1990s, ground-
breaking work by George Galster and colleagues 
has connected these two research traditions, ar-

guing that an unequal “geography of opportuni-
ty” in metropolitan areas—that is, differential 
access to neighborhood-based opportunity— 
leads to inequities in outcomes by race and eth- 
nicity.8,9

Building on the geography of opportunity 
scholarship,10-13 in 2014 we published the Child 
Opportunity Index to provide the child health 
field with a measure of children’s neighborhood 
opportunity, which we defined as the context of 
neighborhood-based conditions and resources 
(for example, early childhood education, schools, 
availability o f healthy food) that influence chil-
dren’s healthy development and long-term out-
comes such as health and socioeconomic mobili- 
ty.14 O ur goal was to facilitate analysis o f the
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relationship between neighborhood opportuni-
ty and child outcomes; equity analysis o f chil-
dren’s access to neighborhood opportunity, par-
ticularly by race and ethnicity; and identification 
of neighborhoods of low and high opportunity 
for targeted interventions.

The index was designed as a tool for both re-
search and applied uses in health and other sec-
tors. Since its publication, researchers have 
found associations between higher child neigh-
borhood opportunity and better child health (re-
duced cortisol, asthma-related hospitalizations, 
and pediatric acute care visits).1519 Practitioners 
have used the index to characterize inequities in 
neighborhood environment in their communi-
ties and to develop interventions for specific 
neighborhoods.20-22

After several years of research and application, 
we have updated the Child Opportunity Index 
and improved its methodology, taking advan-
tage of newly released, high-quality data sets 
on neighborhood features and outcomes of chil-
dren growing up in different neighborhoods.

Definitions
The Child Opportunity Index builds on a positive 
definition of children’s health: the ability o f chil-
dren to achieve healthy development in all areas 
(physical, cognitive, emotional, and social) and 
to reach their full potential.23

Neighborhood environment is an important 
influence on children’s health because essential 
proximal inputs for healthy child development 
(for example, schools and the built environ-
ment) are neighborhood based.1,10,18’24’25 In addi-
tion to a large body of cross-sectional evidence, 
rigorous research has shown a causal link 
between neighborhood environment and out-
comes. Evidence from a random ized social ex-
periment showed a causal link between growing 
up in low-poverty neighborhoods and long-term 
outcomes such as higher college attendance, 
higher earnings, and lower rates of single par-
enthood.3 An analysis o f data on seven million 
families further established a causal link be-
tween the neighborhoods where children grow 
up and their earnings, college attendance, and 
family formation as adults.2 A  review of the em-
pirical evidence on neighborhood effects is be-
yond the scope of this article, but several recent 
systematic reviews have explored the influence 
of neighborhoods on child health and develop- 
ment.1,26-28

Although neighborhoods influence children’s 
outcomes, evidence on how specific neighbor-
hood traits influence specific outcomes is still 
emerging. M any studies focused on the neigh-
borhood poverty rate. However, scholars of

neighborhood effects agree that neighborhoods 
are multidimensional and influence outcomes 
through a variety of mechanisms; for example, 
exposure to air pollution may affect childhood 
asthma, whereas neighborhood walkability may 
affect physical activity.124 25 29

Unique Features Of The Child 
Opportunity Index 2.0
The Child Opportunity Index is not the only in-
dex of neighborhood environment, but it has 
unique features that make it useful for studying 
children’s neighborhoods. First, the Child Op-
portunity Index was developed with a conceptual 
model o f child development. Therefore, it in-
cludes child-relevant indicators such as the pres-
ence of early childhood education centers, avail-
ability o f healthy food, and walkability. For a 
complete list o f indicators and definitions, see 
online appendix B.30

Second, the Child Opportunity Index was built 
to capture neighborhood resources that facilitate 
healthy child development, not as an index of 
concentrated disadvantage or vulnerability.

Third, the Child Opportunity Index 2.0 sum-
marizes children’s neighborhood conditions 
around 2015 to capture recent conditions that 
children experience in their neighborhoods. 
Other neighborhood measures provide histori-
cal prospective inform ation on the extent of so-
cioeconomic mobility that children who grew up 
in those neighborhoods a few decades ago expe-
rienced later as adults.31

Finally, the Child Opportunity Index 2.0 in-
cludes both 2010 and 2015 data, which are 
comparable over time, allowing longitudinal 
analysis.

Differences Between The Child 
Opportunity Index 1.0 And 2.0
The Child Opportunity Index 2.0 differs from the 
2014 version in important ways. The index is 
now available for virtually all US neighborhoods 
(that is, census tracts) for both 2010 and 2015, 
rather than for just the 100 largest metropolitan 
areas at a single time point. The Child Opportu-
nity Index 2.0 is based on twenty-nine neighbor-
hood indicators, rather than the nineteen indi-
cators used for the Child Opportunity Index 1.0, 
which capture important mechanisms through 
which neighborhoods influence children.We im-
proved the quality o f measurement for several of 
the indicators. Furthermore, instead of equally 
weighting all indicators in the index, the Child 
Opportunity Index 2.0 makes use of the correla-
tions between its component indicators and 
health and socioeconomic mobility outcomes
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at the neighborhood level to give more weight to 
indicators more strongly associated with the out-
comes of interest. Appendix A  provides a more 
detailed discussion of the differences between 
Child Opportunity Index 1.0 and Child Opportu-
nity Index 2.0.30

Some of the work presented here has been 
described previously.32 The current article in-
cludes additional analysis, including the distri-
bution of children in poor families across levels 
o f neighborhood opportunity, the correlation 
between the Child Opportunity Gap and racial/ 
ethnic gaps in child opportunity, and the associ-
ation between childhood disability and levels of 
neighborhood opportunity (the latter is in ap-
pendix K ).30

Study Data And Methods 
i n d e x  d o m a i n s  a n d  i n d i c a t o r s  To select indi-
cators, we adapted Galster’s classification of 
mechanisms through which neighborhoods in-
fluence children: social-interactive, environ-
mental, geographic, and institutional.25 Howev-
er, because our goal is for the index to be applied 
by diverse stakeholders, not only academic re-
searchers, we grouped the indicators into three 
domains that correspond to policy and program -
matic sectors: education, health and environ-
ment, and social and economic opportunity.

We conducted a multidisciplinary literature 
review of empirical studies documenting the as-
sociation between the domains of the index and 
child outcomes. However, data availability was 
an important constraint. Certain metrics exam-
ined in the literature are not available nationally 
for all census tracts or for our two index time 
points (2010 and 2015).

Conceptually, the Child Opportunity Index 
does not assume that there is an underlying con-
struct named “neighborhood opportunity” but 
instead posits a set o f distinct factors that influ-
ence multiple outcomes through distinct mech- 
anisms.We tested this assumption by examining 
the indicators in the Child Opportunity Index 
using factor analysis. Although we found a so-
cioeconomic conditions factor (neighborhood 
poverty, public assistance rate, homeownership 
rate, high-skill employment, median household 
income, single-headed households, and adult ed-
ucational attainment), our analysis did not sup-
port the existence of an opportunity latent struc-
ture (see appendix A ).30

i n d e x  c o n s t r u c t i o n  We calculated the Child 
Opportunity Index 2.0 for 72,000 (nearly all) 
neighborhoods (that is, census tracts as defined 
by the Census Bureau) in the US. The present 
analysis includes all 47,000 neighborhoods in 
the 100 largest (based on population size) met-

ropolitan areas, which are home to two-thirds of 
the US child population. Census tracts contain 
approximately 4,000 people and 1,600 housing 
units. A  m etropolitan area contains a core urban 
population of at least 50,000 people and in-
cludes the counties containing the core urban 
area and adjacent counties that have a high de-
gree of socioeconomic integration with the ur-
ban core.33

Because the Child Opportunity Index indica-
tors are measured on different scales (counts, 
percentages, currency), the raw values of each 
indicator are standardized, using z-scores to 
combine them into the index. Indicators are 
weighted to reflect the strength of association 
between selected adult health outcomes (preva-
lence of poor self-rated mental/physical health) 
and economic outcomes (mean household in-
come rank and probability o f living in a low- 
poverty census tract at age thirty-five for children 
with parents at the fiftieth percentile o f the 
parent income distribution) aggregated at the 
neighborhood level.34 Appendix A  contains de-
tails on the Child Opportunity Index construc-
tion and the measures described below.30

c h i l d  o p p o r t u n i t y  s c o r e s  To construct 
Child Opportunity Scores, all neighborhoods 
are ranked nationally according to their Child 
Opportunity Index z-scores from lowest to high-
est and then divided into 100 rank-ordered 
groups. Each group contains 1 percent of the 
US child population and is assigned a Child 
Opportunity Score from 1 (lowest opportunity) 
to 100 (highest opportunity).

For some analysis, neighborhood-level Child 
Opportunity Scores are aggregated up to the 
metropolitan area level and can be interpreted 
as the neighborhood opportunity score experi-
enced by the typical (that is, median) child in a 
given metropolitan area, or the overall opportu-
nity score in the m etropolitan area.We calculated 
aggregate opportunity scores for individual met-
ropolitan areas by taking the weighted median 
value of scores across all census tracts in the 
metropolitan area of interest, using the number 
of children in each tract as weights. This method 
is akin to exposure indices, which are extensively 
used in the literature on segregation and neigh-
borhood inequality.35-37

To break down variation in neighborhood 
Child Opportunity Scores into between- and 
within-metropolitan-area variations, we used 
analysis o f variance based on regressing Child 
Opportunity Scores for all 72,000 tracts on a set 
o f dummy variables for each of the 100 metro-
politan areas. The percentage variance explained 
by this regression measures the amount of vari-
ation in the opportunity scores between metro-
politan areas, and 100 minus the R 2 yields the
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amount of variation within metropolitan areas. 
A  more detailed explanation of the analysis is in 
appendix A.1.30

c h i l d  o p p o r t u n i t y  l e v e l s  Child Opportuni-
ty Index z-scores are expressed as Child Oppor-
tunity Levels, constructed by dividing all 
neighborhoods in a m etropolitan area into five 
ordered groups, each containing 20 percent of 
the child population in that area. We labeled 
these five groups as very low-opportunity, 
low-opportunity, m oderate-opportunity, high- 
opportunity, and very high-opportunity neigh-
borhoods.

c h i l d  o p p o r t u n i t y  g a p  To understand varia-
tion in opportunity within metro areas, we ex-
amined the Child Opportunity Gap: the differ-
ence between the conditions in a metropolitan 
area’s very high-opportunity neighborhoods and 
the conditions in its very low-opportunity neigh-
borhoods (measured by the average Child Op-
portunity Score for neighborhoods in each of 
these two levels). Because the gap is measured 
using nationally normed opportunity scores, we 
can compare the size of the gap between metro-
politan areas.

c h i l d  o p p o r t u n i t y  h o a r d i n g  a n d  s h a r i n g

M etropolitan areas differ in terms of the extent 
to which communities or neighborhoods hoard 
or share resources with other communities or 
neighborhoods in the same area.38 We character-
ized m etropolitan areas with wide Child Oppor-
tunity Gaps as areas o f child opportunity hoard-
ing. We defined wide gaps as those as wide as 
or wider than the gap between very high- and 
very low-opportunity neighborhoods across the 
entire national neighborhood distribution (80 
points). We characterized metropolitan areas 
with narrower gaps (fewer than 80 points) as 
areas of opportunity sharing.

r a c i a l / e t h n i c  s c o r e s  We constructed op-
portunity scores for the following racial/ethnic 
groups: non-Hispanic White, Black, or Asian and 
Pacific Islander and Hispanic (which m ay be of 
any race).39 The score for a given racial/ethnic 
group m ay be interpreted as the score of the 
neighborhood experienced by the typical (medi-
an) child of that group in a given m etropoli-
tan area.

p o p u l a t i o n  d i s t r i b u t i o n  a c r o s s  l e v e l s  Of  
NEiGHbORHOOD o p p o r t u n i t y  By construction, 
each of the five opportunity levels includes 
20 percent of the child population. Absent ra-
cial/ethnic inequities in neighborhood opportu-
nity, all children, regardless of race/ethnicity, 
would be distributed evenly across opportunity 
levels (about 20 percent in each level).We calcu-
lated the percentage of children living in each of 
the five opportunity levels by race/ethnicity and 
poverty. Poor children are defined as those living

H E A L T H  A F F A I R S  O C T O B E R  2 0 2 0  3 9 : 1 0

in families with incomes less than 100 percent of 
the federal poverty level.39

LimiTATiONS Despite its improvements over 
the first Child Opportunity Index, the new index 
has limitations. The Child Opportunity Index 2.0 
lacks indicators on certain neighborhood fea-
tures that previous research has identified as 
relevant for children but for which we were un-
able to gather comparable data for the entire 
country. These include measures o f neighbor-
hood-level prevalence of violence, crime, aggres-
sive policing, social capital, collective efficacy, 
and density o f primary health care.

Furthermore, the weights used to combine in-
dicators into domains and aggregate scores are 
constant across all census tracts and over time. 
We could allow variation by m etropolitan areas, 
but this would impede one of our m ain goals: 
producing a m etric to compare neighborhoods 
across the US.

Study Results
M etropolitan area-level Child Opportunity 
Scores vary considerably across the country, 
ranging from 20 in Fresno, California, to 83 in 
Madison, Wisconsin. Regionally, the average 
score for m etros is lowest in the South, with a 
Child Opportunity Score o f 50, compared with 
53 in the West, 64 in the Midwest, and 65 in the 
Northeast. See appendices F-K for data on all 
measures used in the analysis for each of the 
100 m etropolitan areas.30

Despite these differences, inequities in child 
opportunity are larger within metropolitan areas 
than across the country. According to the analy-
sis o f variance, 91 percent of the variation in 
child opportunity happens within m etropolitan 
areas, whereas only 9 percent happens between 
them.

Exhibit 1 stratifies metropolitan areas into 
three groups (low, medium, and high overall 
opportunity) based on their Child Opportunity 
Scores, and then further stratifies each group 
according to the size of their Child Opportunity 
Gap (difference in scores between very low- 
opportunity and very high-opportunity neigh-
borhoods), categorized as hoarding (gaps of 
80 or above) or sharing (gaps of less than 80).

Hoarding m etropolitan areas have the worst 
conditions (lowest scores) for children living in 
the lowest-opportunity neighborhoods (exhib-
it 1). In hoarding areas, very low-opportunity 
neighborhoods have similar, very low scores re-
gardless of the overall (median) opportunity in 
the m etropolitan area. In contrast, in sharing 
areas, the scores for very low-opportunity neigh-
borhoods are higher and are positively associat-
ed with the overall level o f opportunity in the
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Average scores of very low- and very high-opportunity neighborhoods, by overall metropolitan area opportunity level and 
hoarding or sharing status for the metropolitan area

Very high-opportunity neighborhood

In high-opportunity metro 5

In medium-opportunity metro ™

In low-opportunity m etro™

Very low-opportunity neighborhood

In high-opportunity metro

In medium-opportunity metro

In low-opportunity metro

0 10 20 30 40 50 60 70 80
Child Opportunity Score

90

-Sharing
Hoarding

100

s o u r c e  Opportunity Index 2.0, diversitydatakids.org (see note 32 in text). n o t e s  Authors' calculations. See online appendix A: Tech-
nical Appendix (see note 30 in text).

area.
We examined racial/ethnic opportunity gaps, 

defined as the difference in the score of the typi-
cal White child’s neighborhood and the score of 
the typical minority child’s neighborhood. For 
the 100 largest metropolitan areas combined, 
the Child Opportunity Score for White children 
is 73 compared with 72 for Asian and Pacific 
Islander children, 33 for Hispanic children, 
and 24 for Black children.

Opportunity hoarding is positively associated 
with large gaps between White and Black or 
Hispanic children. The correlations between 
the Child Opportunity Gap and the Black-White 
and Hispanic-White gap are 0.81 and 0.72, re-
spectively (data not shown). In a given metropol-
itan area, the wider the gap in scores between 
very low- and very high-opportunity neighbor-
hoods, the larger the gap in the scores between 
the neighborhoods of White children and the 
neighborhoods of Black or Hispanic children. 
Although there are racial/ethnic gaps in all met-
ropolitan areas, in hoarding areas Black and 
Hispanic children live in neighborhoods with 
much lower opportunity scores than White chil-
dren do.

As shown in exhibit 2, non-Hispanic White 
(39 percent) and Asian and Pacific Islander 
(40 percent) children are concentrated in very 
high-opportunity neighborhoods, whereas His-
panic (33 percent) and Black (46 percent) chil-

EXHIBIT 2

Percent of all children across levels of neighborhood opportunity, by race/ethnicity (100 
largest metropolitan areas combined)

ALL CHILDREN

50% White
Asian and Pacific Islander
Hispanic
Black

40%

Very low Low Moderate High Very high
Neighborhood opportunity level

s o u r c e  Child Opportunity Index 2.0, diversitydatakids.org (see note 32 in text). Population data from 
the Census Bureau, American Community Survey 5-Year Summary Files for 2013-17. n o t e s  Authors' 
calculations. See online appendix A: Technical Appendix (see note 30 in text).
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dren are disproportionately concentrated in very 
low-opportunity neighborhoods.

Family poverty can play a role in access to 
opportunity as a result of higher housing costs 
in high-opportunity neighborhoods. Therefore, 
we further stratified the distribution of children 
across opportunity levels by poverty status. We 
found vast racial/ethnic inequities in neighbor-
hood opportunity among children in poverty. As 
shown in exhibit 3, 66 percent of poor Black 
children and 50 percent of poor Hispanic chil-
dren live in very low-opportunity neighborhoods 
compared with 20 percent of poor White 
children.

EXHIBIT 3

Percent of poor children across levels of neighborhood opportunity, by race/ethnicity (100 
largest metropolitan areas combined)

POOR CHILDREN

Neighborhood opportunity level

s o u r c e  Child Opportunity Index 2.0, diversitydatakids.org (see note 32 in text). Population and pov-
erty data from the Census Bureau, American Community Survey 5-Year Summary Files for 2013-17. 
n o t e s  Authors' calculations. See online appendix A: Technical Appendix (see note 30 in text).

Discussion
O ur findings are consistent with prior research 
that suggests that residential segregation and 
neighborhood inequality by race/ethnicity large-
ly play out at the metropolitan area level.40,41 We 
show that according to the Child Opportunity 
Index 2.0, a measure of inputs for healthy child 
development, inequities in child neighborhood 
opportunity mainly (91 percent) happen within 
metropolitan areas rather than across the coun-
try (data not shown).

Demographers, sociologists, and housing 
scholars have examined the problems of concen-
trated disadvantage, concentrated affluence, 
and opportunity hoarding.5,6,38 This is an impor-
tant conceptual and policy issue. Both research 
and policy often focus on concentrated disadvan-
tage and place-based interventions without ac-
knowledging that concentrated disadvantage ex-
ists in the context o f an unequal distribution of 
neighborhood resources in which the other end 
of the distribution is concentrated affluence. 
We add to this evidence by showing that metro-
politan areas vary in the magnitude of their 
Child Opportunity Gap. In more than one-third 
of m etropolitan areas, the gap between their very 
high- and very low-opportunity neighborhoods 
is larger than the gap across the entire national 
neighborhood distribution. We also document 
that larger Child Opportunity Gaps are associat-
ed with larger racial/ethnic inequities in neigh-
borhood opportunity.

Policy Implications
M etropolitan areas are relatively small geo-
graphic areas where geographic redistribution 
of economic, educational, and health resources 
should be technically feasible. However, histori-
cally, US m etropolitan areas have evolved toward 
high jurisdictional fragmentation—that is, they 
are divided into cities, towns, and municipali-
ties. This fragmentation goes hand in hand with 
the ability o f jurisdictions to enact barriers that 
exacerbate residential segregation, limit access 
to neighborhood opportunity, and impede poli-
cy and programmatic solutions at the metropol-
itan-area level.38,40,42 For example, high fragmen-
tation is associated with zoning laws that 
preclude more multifamily and affordable hous-
ing in some jurisdictions, which disproportion-
ately excludes Black and Hispanic children.43,44 
Therefore, although neighborhood inequities 
are within metropolitan areas, policy solutions 
at higher levels o f government are needed to 
mitigate the consequences of fragmentation. 
State zoning reform laws can limit the ability 
o f lower jurisdictions to enact exclusionary zon-
ing, and federal and state laws can reward the
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development of affordable housing in higher- 
opportunity areas.45

Although small relative to the overall public 
expenditures in their sector, there are emerging 
practices that acknowledge the importance of 
neighborhood context and seek to improve ac-
cess to neighborhoods with conditions and 
resources favorable for healthy development. 
Relatedly, the use of indices to assess neighbor-
hood conditions and guide interventions is gain-
ing acceptance in some policy sectors such as fair 
housing and housing assistance for low-income 
families. For example, housing mobility pro-
grams use the metrics o f neighborhood oppor-
tunity to provide low-income families that re-
ceive housing assistance with inform ation about 
housing availability in neighborhoods with 
higher-performing schools, lower poverty rates, 
lower crime, and other features important for 
families with children.46 A  recent housing mobil-
ity policy demonstration allocates $50 million 
for public housing agencies to develop programs 
to help low-income families access low-poverty, 
high-opportunity neighborhoods.47 However, 
this represents only a small fraction of the total 
annual federal expenditures on tenant-based 
rental housing assistance programs ($22.6 
billion).48

Some trends in the health sector may present 
openings for addressing neighborhood opportu-
nity. Along with increasing attention to social 
determinants of health and social interventions, 
some health care systems are using neighbor-
hood-level data to identify patients for targeted 
social risk screening and referrals to social ser-
vices and to identify vulnerable communities.49,50 
A  few organizations offer promising practices 
by identifying and treating highly disadvantaged 
neighborhoods as “patients” to address social 
determinants.51

Community needs assessments and imple-
mentation of strategies to improve community 
conditions are encouraged or required in  various 
policy sectors (for example, health, early child-
hood), but the use of neighborhood data or an

equity-focused analysis is not required. Before 
the Affordable Care Act (ACA), hospitals spent 
less than 6 percent of their community benefits 
on community health improvements.52 Hospi-
tals are gradually moving toward more rigorous 
community needs assessments and implementa-
tion of community-level strategies, as mandated 
by the ACA.53 It remains to be seen whether this 
will lead to larger investments in community 
health. A  promising trend, however, is an in-
creasing recognition that “place matters” not 
only as a marker of health risk but also as a focus 
for health interventions. For example, a forth-
coming report from the surgeon general will 
highlight the connection between community 
health and economic prosperity and suggest that 
community-level interventions are needed to im-
prove population health.54

Conclusion
Neighborhood environment matters for child 
health and well-being. Therefore, to improve 
children’s health, the health sector should move 
beyond a focus on treating disease or modifying 
individual behavior to a broader focus on im-
proving children’s neighborhood conditions. 
This will require the health sector to both imple-
ment place-based interventions and collaborate 
with other sectors such as housing to implement 
mobility-based interventions.

The health and economic crisis associated 
with coronavirus disease 2019 (COVID-19) has 
heightened awareness of racial/ethnic inequi-
ties and their connection to residential segrega- 
tion.55,56 Although neighborhood measurement 
and interventions are still emerging practices 
in the health sector, the present crisis should 
strengthen our focus on reducing neighborhood 
inequities. Neighborhood indices such as the 
Child Opportunity Index can provide the health 
sector with a surveillance system o f children’s 
neighborhood environments and help guide in-
terventions. ■
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Abstract Messaging about the Affordable Care Act (ACA) has seemingly produced a 
variety of outcomes: millions of Americans gained access to health insurance, yet much 
of the US public remains confused about major components of the law, and there remain 
stark and persistent political divides in support of the law. Our analysis of the volume 
and content of ACA-related media (including both ads and news) helps explain these 
phenomena, with three conclusions. First, the information environment around the ACA 
has been complex and competitive, with messaging originating from diverse sponsors 
with multiple objectives. Second, partisan cues in news and political ads are abundant, 
likely contributing to the crystallized politically polarized opinion about the law. Third, 
partisan discussions of the ACA in political ads have shifted in volume, direction, and 
tone over the decade, presenting divergent views regarding which party is accountable 
for the law’s successes (or failures). We offer evidence for each of these conclusions 
from longitudinal analyses of the volume and content of ACA messaging, also refer-
encing studies that have linked these messages to attitudes and behavior. We conclude 
with implications for health communication, political science, and the future outlook for 
health reform.

Keywords media, advertising, health insurance, Affordable Care Act, politics

The decade since the passage of the Affordable Care Act (ACA) has pro-
duced a mixed bag of outcomes from the perspective of health commu-
nication. On the one hand, more than 20 million people became insured by 
2016 as a result of the law’s implementation (Obama 2016), although there 
is evidence of an erosion of these gains since 2017 (see, e.g., Griffith et al. 
2020). The sheer volume of this increase is unprecedented in recent US
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history: millions of people gained insurance through Medicaid expansion, 
insurance newly available for young adults, and new plans available and 
subsidized on the individual marketplace. These increases in coverage 
reduced health care access disparities by income andrace/ethnicity (Lipton, 
Decker, and Sommers 2019; Griffith et al. 2020; Kominski, Nonzee, and 
Sorensen 2017). Of course, some of these insurance gains can be attributed 
to specific policy mechanisms, such as changes in Medicaid eligibility and 
the availability of financial subsidies. Yet research also makes a strong case 
that messages conveyed via news media as well as strategic communication 
campaigns by federal, state, private, and nonprofit entities, also contributed 
to increases in rates of health insurance coverage (Karaca-Mandic et al. 
2017; Gollust, Wilcock, et al. 2018; Goldin, Lurie, and McCubbin 2019; 
Shafer et al. forthcoming). These sources of public communication also 
helped to shape public awareness, information searching, and attitudes 
about the law (Shafer et al. 2018; Fowler et al. 2017; Sommers et al. 2015).

On the other hand, we end the decade observing a public as confused as 
ever about the ACA’s provisions and its achievements (Brodie et al. 2020). 
In 2019, fewer than 6 in 10 Americans were aware that the ACA expanded 
Medicaid or that the law provides financial help to purchase insurance— 
estimates that are even lower than they were in 2010 (Brodie et al. 2020). In 
January 2018, just after passage of the tax law that repealed the penalty for 
the individual mandate, 17% of Americans believed that the ACA “has 
been repealed and is no longer in effect,” while an additional 14% didn’t 
know if it was still in effect (KFF 2018). A January 2017 poll found that 
35% of respondents were unaware that “Obamacare” and the “Affordable 
Care Act” are names used for the same legislation (Dropp and Nyhan 
2017). Public opinion data documents profound political polarization in 
perspectives on the law— with a partisan divide between the share of 
Democrats and Republicans having a favorable view of the ACA averaging 
54 percentage points between 2010 and 2018 (Brodie et al. 2019). These 
persistent, polarized views may even have led to differential uptake of 
health insurance, with some evidence showing that Republicans were less 
likely to gain insurance via the Marketplace than Democrats (Lerman, 
Sadin, and Trachtman 2017; Sances and Clinton 2019). Here we seek to 
unpack how the media environment may have contributed to both (a) 
significant mobilization of the public to gain insurance, but also (b) per-
sistent confusion and political polarization.

Our research team’s analyses of televised messaging offer a few 
important lessons for the health politics we observe at the end of the decade. 
By examining the volume and content of local television news as well as
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television advertisements (ads) (including both health insurance and 
political campaign ads)— as we have done since 2013— we draw three 
conclusions about the media ecology that help explain these phenomena. 
First, the information environment is increasingly complex and remains 
competitive. Second, partisan cues are abundant even in news coverage, 
likely reinforcing polarized opinions about the ACA. Third, the partisan 
ACA-related discussion in political ads has notably changed over the 
decade. We present evidence for each of these conclusions and then draw 
implications for health policy, health communication, and the future out-
look toward health reform.

Com petitive Media Information Environm ent

The media ecosystem surrounding the ACA exemplifies a competitive 
information environment (Chong and Druckman 2007). Not only do 
news media tend to present the law using a horse-race or game frame— 
focusing on which political party is winning or losing related to the law’s 
implementation (Gollust et al. 2017)— but there is also competition with 
the news from other information sources seeking to persuade the public. 
These include ads by political candidates for office and ads promot-
ing health insurance by government, nonprofits, and the private sector 
(Gollust et al. 2014).

Figure 1 displays the weekly volume of health insurance ads and 
political ads referencing health care (not exclusively the ACA), based 
on Wesleyan Media Project analyses of Kantar/CMAG data, across six 
Healthcare.gov open enrollment periods between 2013 and 2018. The 
volume of health insurance ad airings (the solid gray line) corresponds 
with the open enrollment periods, with highest peaks during these weeks 
in the late fall of each year.1 Notably, because of the co-occurrence of the 
political campaign season (in 2014, 2016, and 2018) with the health 
insurance open enrollment periods, the volume of political ads referencing 
health care (the dashed line) reaches almost equivalent volumes in 2014 
and 2016 to that for health insurance ads. Strikingly, the volume of health 
care-related messaging from campaign ads vastly exceeds the volume 
of health insurance-sponsored ads in 2018, as we discuss in more detail 
below.

1. The health insurance ads included in this graph include all sponsors, including ads for 
Medicare and private plans not available on the health insurance marketplace, so some of the 
spikes are attributable to the annual cycle of Medicare enrollment and employer-sponsored 
insurance open enrollment. That said, the volume of ads nonetheless likely provides a cue to 
consumers seeking marketplace insurance, and we have shown that health insurance ad volume is 
associated with consumers’ health insurance enrollment behaviors (Gollust, Wilcock, et al. 2018).
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These aggregate patterns of volume, however, mask important changes 
in the composition of televised messages since the initial implementation 
of the ACA. First, immediately after the Trump inauguration in January 
2017, the administration implemented both political messaging changes 
and administrative changes in ACA-related media investment, which 
appeared to contribute to declines in health insurance applications in the 
postinauguration period, particularly for HealthCare.gov states (i.e., those 
relying on the federally facilitated marketplace) (Anderson and Shafer 
2019). Notably, the Trump administration zeroed out the budget for 
Healthcare.gov television advertising starting with the 2018 open enroll-
ment period (Kliff 2017) and also reduced the grants available to health 
insurance navigator organizations, leaving fewer resources for marketing 
and outreach in states relying on the federally facilitated marketplace 
(Galewitz 2018). At the same time, the composition of health insurance ads 
was shifting, with a rising share of private insurance ads and diminishing 
proportion of advertising from federal sponsors (even before the full 
decline to zero in 2017) (Gollust, Baum, et al. 2018). Our own work also 
found that ads sponsored by insurance companies rarely referenced the 
health care law explicitly, and the proportion that did so declined over time 
(Barry et al. 2018; Gollust, Baum, et al. 2018). Thus, as federal ads dis-
appeared and left the private sector to communicate about the ACA with 
rare mentions of the law itself, the paid media environment about health 
insurance plans appears to epitomize what has been referred to as a “sub-
merged state” (Mettler 2011) where consumers are not made aware of the 
government’s role in facilitating and regulating the Marketplace (see also 
Shafer et al. forthcoming).

Changes in the ACA-related television (TV) news environment are also 
evident across the decade. Given that local TV news is the most preferred 
source of local news for Americans (Pew 2019a),2 we conducted a content 
analysis of local evening TV news coverage of the ACA during the initial 
implementation period (October 2013 through April 2014), based on a 
sample derived from searches of health care and ACA-related keywords in

2. The media industry and audiences’ media consumption preferences changed somewhat over 
the decade following the ACA’s passage. Americans’ preferences for getting news online have 
increased, with 37% preferring online news (15% via social media, 23% via news websites or 
apps) in 2018, an increase from earlier years (Pew 2019b). Newspaper readership declined from 
56% inthe early 1990s to 29% in2012 (Pew 2012); only 17% of Americans often relied on a local 
print newspaper in 2018 (Pew 2019a). However, local TV news was still the dominant source of 
news in 2019just as it was in 2013: 38% of Americans reported they “often” tuned into local TV 
news in 2019 (and 86% said that they ever did so, more than any other source) (Pew 2019a) 
compared to 48% who reported regularly watching local news in 2012 (also the top source of 
news then) (Pew 2012).
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local news closed captioning. We found that less than half of news cov-
erage focused on health insurance plans available, while the remainder 
focused on political disagreements (Gollust et al. 2017). Substantial 
coverage was devoted to website glitches and number of enrollees to 
date, with fewer stories mentioning enrollment-related policy details. 
In fact, less than 7% of news stories mentioned subsidies available and 
a similar proportion mentioned (7%) or focused on (5%) Medicaid 
(Gollust et al. 2017).

In an effort to compare TV news coverage five years out from ACA 
implementation, we again implemented keyword searches from local 
evening television news closed captioning to identify stories about health 
insurance policy.3 Figure 2 displays the volume of evening news coverage 
of health insurance-related policy from July 30, 2018, to July 31, 2019, 
across all 210 US media markets. As shown in the figure, news attention to 
health insurance was event-centered, with news volume tracking key 
political and policy events: a sharp rise right around the November 8 
midterm election, a dramatic drop until the end of the open enrollment on 
December 15, and spikes in coverage around the announcement of key 
events in the ongoing Texas v. United States court case on the con-
stitutionality of the ACA.

Partisan Cues in News Are Abundant 
and Persistent over Time

Further examination of the news content about health insurance policy 
demonstrates that partisan cues, one strong signal of the politicization of 
health issues in news media (Fowler and Gollust 2015), are abundant in this 
coverage. As noted above, ACA news stories in 2013-14 frequently ref-
erenced political discussion over policy substance (Gollust et al. 2017). For 
the purpose of this commentary, we reexamined the 2013-14 news stories 
that were at least somewhat about health insurance plans (N =  1,153). Of 
these, almost half (49%) contained at least one reference to a person with a 
partisan identification— such as President Obama (or his administration) 
or another federal, state, or local elected official identified with their

3. We tracked news coverage fromJuly 30, 2018, to July31, 2019, usingkeyword searches in 
the TV Eyes database. The keywords we searched were different than the previous period to 
capture changes in the health policy discourse. The keyword searches we implemented were: 
(“affordable care act” OR “health insurance” OR medicaid OR medicare OR obamacare OR 
“obama care” OR “trump care” OR “universal healthcare” OR “universal health care” OR “ single 
payer” OR [(“health care” OR healthcare) AND insurance]) AND (act OR bill OR initiative OR 
law OR legislation OR mandate OR policy OR reform).
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Table 1 Topics of News Coverage in Local Evening News about Health
Insurance Policy, 2018-19

Topic of coverage
Stories that mention 

topic, %
Stories that focus 
on this topic, %

A C A -R elated  T opics 55 25
Affordable Care Act or Obamacare 21 8
Open enrollment 9 7
Preexisting conditions 5 1
Medicaid (general) 36 13
O ther health  in su ran ce top ics not 

d irectly  re la te d  to the ACA
48 21

Medicare 21 5
Medicaid work requirements 3 0
Medical bills/health care costs 15 5
Prescription drugs 13 7
Health insurance reform 8 3
Health insurance fraud 6 5

Note: Data are from a content analysis of 1,247 news stories about health insurance-related 
keywords (see footnote 4) that aired on local evening news from October 2018 through July 2019. 
All of the above topics were coded by research assistants, and each topic (mention and focus) had 
alpha statistics measuring inter-rater reliability that exceeded 0.65.

political affiliation. Digging deeper, 45% of news stories contained at least 
one reference to a Democratic official, 22% included at least one reference 
to a Republican official, and almost one in five news stories (19%) con-
tained both a Democratic and Republican reference. These signals are 
important because partisan cues contribute to the public’s tendency to 
accept (or reject) and interpret information according to their political 
predispositions (Druckman, Peterson, and Slothuus 2013)— meaning that 
partisanship may be particularly salient when the public interprets news 
about the ACA.

Turning now to the 2018-19 period of health insurance TV news, we also 
conducted a content analysis of a strategic sample of news coverage by 
creating a constructed week sample, similar to the method we employed in 
our previous study (Luke, Caburnay, and Cohen 2011), yielding a sample 
of 1,247 news stories.4 To compare news stories from the 2013-14 period

4. For each month from October 2018 through July 2019 when we had video data, we 
randomly selected a Monday through Friday from all dates available in the month to create a 
constructed week. A total of 2,063 keyword hits occurred on the 50 constructed week dates; 623 
of them were advertisements, and 88 were not local news; another 105 had problems that pre-
vented coding. This left 1,247 news stories in our sample.
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Table 2 Partisan Cues in Local Evening News Coverage about Health 
Insurance Policy, 2018-19

All stories Within ACA-related stories

Mentioned Focused on
ACA-related ACA-related

Overall, % topic, % topic, %
(N =  1247) (N =  686) (N =  314)

R eferen ces to any p a r t isa n  a c to r 45 54 47
Trump 20 21 16
Republicans (not Trump) 17 23 21
Trump or Republicans 37 44 37
Democrats 30 34 30
References to Republicans 23 24 21

(including Trump) 
and Democrats

Note: Data are from a content analysis of 1,247 news stories about health insurance-related 
keywords (see footnote 4) that aired on local evening news from October 2018 through July 2019.

(which all concerned the ACA) and the more extensive health insurance 
policy discussions in later news coverage, we divided 2018-19 evening 
news coverage in Table 1 into ACA related and not directly ACA related. 
News coverage still frequently featured the ACA, with 55% of news stories 
mentioning an ACA-related topic and 25% focusing on an ACA-related 
topic (although only 21% explicitly mentioned the ACA or Obamacare). 
Much more news coverage in 2018-19 mentioned Medicaid (36%, com-
pared to only 7% of news coverage mentioning Medicaid in our 2013-14 
study), and 13% of stories focused on Medicaid. This difference could be 
the result of much more substantive news coverage that surrounded the 
ACA repeal fights in 2017, as journalists seemed to learn to focus on policy 
detail (including Medicaid) (Rovner 2020). However, these differences 
could also be attributable to the change in our search terms. Other major 
health insurance policy topics that received at least moderate attention in 
TV news in the 2018-19 period included Medicare, health care costs, and 
prescription drugs.

Table 2 shows partisan cues in local TV news coverage of health 
insurance policy in 2018-19 to compare to the high frequency of ACA- 
related political discussion in 2013-14. The results indicate that references 
to any partisan actor persisted at almost the identical prevalence from 2013-
14: as noted above, 49% of news stories in 2013-14 referred to at least one 
partisan actor, whereas 45% of 2018-19 news coverage referred to any
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Figure 3 Proportion of news stories referencing political actors 
by month, 2018-19.

Notes'. Data are from a content analysis of 1,247 news stories about health insurance-related 
keywords (see footnote 4) that aired on local evening news from October 2018 through July 2019.

partisan actor, and this rate was higher in stories that mention ACA-related 
topics (54%). Regardless o f whether the story itself was linked to the 
ACA or not, about 20% of all health insurance policy stories referenced 
President Trump, 30% referenced at least one Democratic politician, 
and 23% referenced both parties (again, almost the same prevalence as 
in the earlier period). Notably, partisan references in news were not 
confined to election season but persist throughout the year (fig. 3). 
While it is perhaps obvious that discussions of health politics and policy 
would include partisan references, the high volumes we observed— half 
of all coverage— signifies that the public is exposed to persistent reminders 
that health insurance issues are politically partisan, and only half of stories 
discuss substantive health policy matters without reference to the politi-
cal environment. These findings reinforce the idea that the politicization 
of health issues in news coverage is “ sticky” and persistent over time, 
as we have also seen in the cases of mammography and the HPV vaccine 
(Fowler and Gollust 2015). This phenomenon could explain why even 
with new information and evidence consistently emerging about the law 
and its effects, opinion about the law prior to 2017 shifted little and 
remained polarized (Brodie et al. 2019). Political signals contribute to 
citizens using motivated reasoning (i.e., differentially weighing arguments 
that support an existing [often partisan] position, not logical deliberation)
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in processing ACA-related information (Druckman, Peterson, and Slothuus 
2013; Petersen et al. 2013), limiting the public’s ability to incorporate or 
evaluate evidence about the ACA into updated judgments of government 
accountability (James and Van Ryzin 2017).

Changing Partisan Discussion about Health 
Care in Political Ads

While the above discussion demonstrates that the sheer volume of par-
tisan references in health care news stayed consistent between 2013-14 
and 2018-19, our analysis of partisan content and messaging in political 
ads reveals a different story. Indeed, the Wesleyan Media Project has 
documented dramatic shifts in both the volume and the tone of health 
care messaging in advertising for US House and US Senate races from 
2008-18 (Fowler, Franz, and Ridout 2020). More specifically, as shown 
in Figure 4, while advertising for both parties discussed health care 
at roughly the same rate in 2008 (13% for pro-Republican advertising 
and 18% for pro-Democratic advertising), subsequent pro-Democratic 
messaging all but ran away from health care in the next several rounds 
o f elections. From 2010 (just after the passage of the ACA) through the 
2016 campaign, pro-Democratic advertising only obliquely referenced 
the law, if at all. This makes sense, given that the law did not have 
majority support during this time period (Brodie et al. 2020). By con-
trast, nearly a third o f pro-Republican advertising took health care head- 
on between 2010 and 2014 with many ads explicitly promising to repeal, 
or repeal and replace, Obamacare. Following Republican attempts 
to follow through on this promise, however, Democrats placed health 
care messaging front and center in the 2018 campaign, following the 
law’s growing popularity among the public (Brodie et al. 2020). This, 
combined with a large increase in advertising and the fact that pro-
Republican mentions of health care stayed steady at roughly 30% of 
their advertising, meant that citizens were exposed to an unprecedented 
amount of political ad messaging on health care in the 2018 midterm 
election cycle, one that was often contested between parties. Although 
Republicans no longer touted repeal and replace in the same way, they 
often discussed government intervention in health care unfavorably and 
expressed concern for coverage of preexisting conditions. This means 
that many citizens were frequently exposed to two very different par-
tisan stories about the ACA and the future direction of health insurance 
reforms. Political science research indicates that when candidates from 
different parties discuss the same issue (“issue convergence” ), this can
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Figure 4 Change in volume of ads referencing health care in political 
advertising for House and Senate races, 2008-2018.

Notes: Figure includes airings from September 4 through Election Day for each year. Ads 
benefitting Democratic or Republican candidates are included in the Pro-Dem and Pro-Rep bars, 
and ads for third-party candidates are included in the total percentages.

Source: Wesleyan Media Project analysis of Kantar/CMAG data; 2008 data come from the 
Wisconsin Advertising Project.

sometimes confuse voters more than it helps boost knowledge or clarify 
positions (Lipsitz 2013).

Implications for Health Policy and Politics

As should now be clear, messaging about the ACA over the past decade has 
come from a variety of sources: citizens tuning in to television might have 
received information from local television news, from health insurance 
advertising and/or from campaign advertising— and potentially all three 
types of information during the same half-hour news segment. These 
competitive messages varied in goal (information versus persuasion), in 
content (substantive policy information versus cursory detail) and in the 
availability of relevant cues (pro-Republican messaging attacking gov-
ernment contrasted sharply with private insurance submerging the state 
while many news stories contained explicit partisan references). Behind 
these messages are multiple sources of information competing to shape 
public attitudes and behavior: policy, political, and corporate leaders all 
trying to educate and persuade the public at the same time— to buy a health 
insurance plan, to support the ACA (and candidates who do so), or to call on 
legislators to repeal the ACA (and shape their chances of reelection).
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Further, the audiences affected by these messages are diverse. Some of the 
audience of ACA messaging includes those who could (and indeed, many 
did) benefit from new insurance options made available. Other audience 
members were not directly influenced by the law’s individual market 
regulations or Medicaid expansion, yet were still exposed to a diverse array 
of messages with partisan signals and politicized content.

Considered together, all of these features of the media environment 
likely lead consumers to be confused about the law and its impact on 
regular people, and to interpret impact through a partisan lens, despite clear 
evidence of the ACA’s success in contributing to increased rates of health 
insurance coverage. As Brodie and colleagues (2020) note, the partisan gap 
in favorability rose to 64 percentage points in 2019, with Democrats’ 
favorable perceptions of the law increasing following repeal threats in 
2017, while Republicans’ views remained persistently unfavorable. And 
misperceptions have persisted, such as 57% incorrectly believing there was 
a governmental panel to make decisions about end-of-life in 2010, and56% 
believing the same in 2019 (Brodie et al. 2020). As mentioned above, 
partisan cues in messaging encourage individuals to engage in motivated 
reasoning in the processing of new information (Druckman, Peterson, and 
Slothuus 2013; Petersen et al. 2013). Motivated reasoning likely limits the 
public’s ability to incorporate or evaluate evidence into their judgments of 
government accountability (James and Van Ryzin 2017) or even recognize 
that popular elements (including guaranteed issue for people with pre-
existing conditions or elimination of cost sharing for preventive services) 
are attributable to the ACA (Brodie et al. 2020). Public recognition is made 
even harder by private sector messaging that submerges the ACA role and 
by some Republican candidates’ misleading political ads that describe 
support for insurance coverage for preexisting conditions, despite their 
position on the Texas v. United States case that would invalidate such 
protections. It’s no wonder, then, that public perceptions of whether the 
ACA has helped or hurt Americans are filtered by partisanship, with 38% 
of Republicans in 2019 saying the ACA has hurt them, and only 8% of 
Democrats saying the same (Brodie et al. 2020).

Such intense polarization in the media environment contributes via policy 
feedback to dynamics that will likely shape the future direction of health 
reform efforts. A recent study demonstrates that polarized views about the 
law may have even contributed to insurance marketplace affordability and 
ultimately Republicans’ experiences of the law. Trachtman (2019) describes 
a positive relationship between Republican vote share and growth in 
individual marketplace premiums; as more Republicans opt out, those that 
remain in the marketplace experience higher premiums, leading them to
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support the law even less, and thus contributing to a reinforcing cycle of 
partisan policy feedback.

This finding is substantively important since public opinion data (as of 
2019, before the COVID-19 pandemic) suggested that the top health care 
issue in 2020 for voters was around unacceptably high health insurance 
costs. In fact, the data indicated bipartisan unity over the importance and 
urgency of this problem for politicians to address (Blendon, Benson, and 
McMurtry 2019). However, given a decade of polarized messages about the 
ACA, the prevalence of partisan cues in news stories about health care 
policy (pervading even non-ACA-specific coverage), and continued 
competition over who owns the issue of health insurance entering the 2020 
election, policy efforts to address health care costs may be hampered by 
messages that associate these issues with the ACA. Policymakers seeking 
additional health reforms will likely need to overcome a decade of parti-
sanship in political messaging about the ACA to identify new communi-
cation strategies to reach the public, although the shifting political ground 
associated with COVID-19 may open the agenda in ways considered 
impossible before the spring of 2020. Similarly, communication research 
in both health and political communication subfields should continue to 
evaluate the content and effects of health policy messaging, and identify 
new evidence-based ways to overcome partisan motivated reasoning and 
boost public support for needed health policy reforms.
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Abstract The Affordable Care Act (ACA) was designed with multiple goals in mind, 
including a reduction in social disparities in health care and health status. This was to be 
accomplished through some novel provisions and a significant infusion of resources 
into long-standing public programs with an existing track record related to health 
equity. In this article, we discuss seven ACA provisions with regard to their intended and 
realized impact on social inequalities in health, focusing primarily on socioeconomic 
and racial/ethnic disparities. Arriving at its 10th anniversary, there is significant evi-
dence that the ACA has reduced social disparities in key health care outcomes, including 
insurance coverage, health care access, and the use of primary care. In addition, the ACA 
has had a significant impact on the volume/range of services offered and the financial 
security of community health centers, and through section 1557, the ACA broadened the 
civil rights landscape in which the health care system operates. Less clear is how the 
ACA has contributed to improved health outcomes and health equity. Extant evidence 
suggests that the part of the ACA that has had the greatest impact on social disparities in 
health outcomes— including preterm births and mortality— is the Medicaid expansion.

Keywords health policy, Affordable Care Act, health equity, health disparities, 
M edicaid expansion, community health centers, clinical preventive services, 
discrimination

Extensive research documents the serious population health problems 
afflicting the Unites States, including racial/ethnic, socioeconomic, and 
other types of social inequalities for almost every health behavior, condition, 
disease, and health indicator (Baiciu et al. 2017). The Patient Protection and 
Affordable Care Act (ACA) significantly overhauls public policies related
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Table 1 Key Provisions in the Affordable Care Act Related 
to Health Equity Goals

Title Provisions

Title 1: Quality, Affordable Healthcare 
for All Americans

Title 2: The Role of Public Programs

Title 4: Prevention of Chronic Disease 
and Improving Public Health 

Title 5: Health Care Workforce 
Title 9: Revenue Provisions 
Title 10: Reauthorization of the Indian 

Health Care Improvement Act

Health insurance reforms and subsidies 
Section 1557— Nondiscrimination 

Provision
Medicaid expansion 
Home visiting
Reauthorization of Children’s Health 

Insurance Program 
Clinical preventive services coverage 
National prevention strategy 
Community Health Center Fund 
Nonprofit hospitals and community benefit 
Reauthorization of the Indian Healthcare 

Improvement Act

to health insurance and health care with a number of overarching goals, the 
most prominent being to improve the accessibility, affordability, and value 
of health insurance, and to improve health care quality, efficiency, and 
outcomes. The ACA, however, also reached beyond health care coverage to 
address health status disparities related to race/ethnicity, socioeconomic 
status, geography, and other social factors. Indeed, the ACA refers multiple 
times to the need to address underserved and “health disparities popula-
tions,” defined as identifiable social groups with significant differences in 
disease incidence/prevalence, morbidity, mortality, or survival compared to 
the general population.

As Grogan (2017) summarized, the ACA was designed to both explicitly 
and implicitly address health equity through many of its provisions. Some 
ACA reforms were designed to address inequities in the structures and 
processes of health care delivery; other reforms focused on more equitable 
distributions of specific “means and ends” (Grogan 2017). Although many 
ACA provisions are innovative and novel, this landmark legislation was also 
designed to build on and further strengthen a number of public programs with 
a documented track record of addressing health disparities. This includes the 
ACA’s reauthorization of the Children’s Health Insurance Program or CHIP 
(first enacted in 1997) and the Indian Health Care Improvement Act (first 
enacted in 1976). The ACA also provided major expansions of Medicaid, 
community health centers, legal protections against health care discrimina-
tion, and public health prevention efforts (Table 1).
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In this article, as the ACA reaches its 10th anniversary, we review several 
components of the ACA in regard to their intended and realized impact on 
social inequalities in health care and health status outcomes, focusing 
primarily on socioeconomic and racial/ethnic disparities. We focus on 
seven key provisions that were either novel or involved a major infusion of 
resources: 1) health insurance reforms and subsidies; 2) the “Section 1557” 
nondiscrimination provision; 3) the Medicaid expansion; 4) home visiting 
programs; 5) first dollar coverage of clinical preventive services; 6) the 
Community Health Center Fund; and 7) nonprofit hospitals and commu-
nity benefit.

FINDINGS

Title  1: Quality, A ffo rdab le  Healthcare fo r A ll Americans

H ealth Insurance Reform s an d  Subsidies. The majority of evaluations of 
the ACA insurance reforms have analyzed health care coverage, access, 
and utilization outcomes rather than health status outcomes. Population- 
based data from multiple national sources reveals that the health insurance 
reforms and subsidies implemented through the ACA ushered in significant 
increases in health insurance coverage and access to care and decreased 
out-of-pocket costs and spending on premiums, especially for lower- 
income individuals (Glied, Solis-Roman, and Parikh 2016; Goldman et al. 
2018). In a unique experimental study, Goldin, Lurie, and McCubbin 
(2019) found that an informational intervention aimed at people who paid 
the individual mandate tax penalty of the ACA (before it was rescinded) 
subsequently led to increased health insurance coverage, which in turn 
produced a small yet significant decrease in mortality among middle-aged 
adults.

Because ACA-related gains in coverage were greater for minority 
groups and people with incomes below 139% of the poverty level, social 
disparities in health insurance coverage have been significantly reduced 
(Chaudry, Jackson, and Glied, 2019; Chen et al. 2016). For example, the 
black/white gap in adult uninsured rates dropped by 4.1% between 2013 
and 2018, and the Hispanic/white gap fell by 9.4% (Baumgartner 2020). In 
addition, the ACA appears to have also reduced racial/ethnic gaps in other 
measures of health care access, including having a usual source of care and 
foregoing care/prescriptions because of cost concerns.

Although racial/ethnic and socioeconomic gaps in health insurance 
coverage and care access narrowed in all states, reductions in disparities
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were even greater in those states that expanded Medicaid (Griffith, Evans, 
and Bor 2017; Buchmueller et al. 2016), as discussed in more detail below. 
However, a 2020 report from the Commonwealth Fund suggests that 
progress in increasing health care access and reducing social disparities 
stalled after 2016 and has eroded since (Baumgartner 2020). Jost (2018) 
argues that since taking power in 2017, the Trump administration openly 
engaged in policy strategies that intentionally undermined and weakened 
the ACA. This includes reducing the tax penalty for not having health 
insurance to $0, ending cost-sharing reduction subsidies to insurance plans 
in the exchanges, significantly reducing education and outreach efforts for 
Marketplace open enrollment, moves to create an individual insurance 
market that operates free of ACA reforms, and continuous negative com-
ments in public statements and social media. While correlation is not 
causation, it is not surprising that gains in health insurance coverage in the 
US stalled right after President Trump— who actively campaigned against 
the ACA— took office.

Section 1557— Nondiscrimination Provision o f  the ACA. Within title 1 of 
the ACA, section 1557 further expands decades of civil rights law includ-
ing the Civil Rights Act of 1964, the Rehabilitation Act of 1973— whose 
protections later would be incorporated into the Americans with Dis-
abilities Act— and the Age Discrimination Act of 1975. Section 1557 
builds on these legal watersheds by effectively reshaping civil rights law to 
fit a twenty-first century health care system (Rosenbaum 2016).

Section 1557 does two important things. First, it expands the range 
of protected classes to include discrimination on the basis of sex. Second, 
the law dramatically expands the reach of what is considered a federally 
assisted program to include contracts of insurance (previously understood 
to be exempt from the reach of prior antidiscrimination laws). In doing 
so, the new law encompasses not only Medicare, Medicaid, and CHIP but 
also federal funding in connection with health insurance purchased through 
the Marketplace. Furthermore, because civil rights law standards interpret 
their reach as “entity-wide,” 1557 applies to a ll  health plans sold by large 
insurers, not only plans directly supported with public subsidies. Under 
this interpretation, tax-advantaged employer plans also are covered by this 
ACA legal provision.

Section 1557, like earlier civil rights laws, broadens the legal land-
scape in which the US health care system operates. As such, if left intact, 
it can be expected to further infuse and enforce “equal treatment” prin-
ciples into the health system in many important ways. For example, the 
law already has had a significant, measurable effect on health insurance
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and health care by barring coverage exclusions and discriminatory treat-
ment against transgender persons as tantamount to unlawful discrimina-
tion on the basis of sex.

Title  2: The Role o f Public Programs— Medicaid Expansion

The ACA provides significant incentives to states to expand their Medicaid 
programs to nearly all low-income adults up to 138% of the federal poverty 
level. There is clear and mounting evidence that expansion states have 
experienced significant increases in health care coverage and access to care. 
Miller and Wherry (2019) estimate that the Medicaid expansions increased 
health insurance coverage by 12% over the increase in nonexpansion states 
from title 1 provisions alone.

Guth and colleagues (2020) recently synthesized results from more than 
four hundred evaluation studies, with a key finding that state Medicaid 
expansions led to significant increases in health insurance coverage in 
“vulnerable” populations including low-income adults, people with HIV 
and substance use disorders, veterans, LGBTQ adults, and people in rural 
areas. This review also concluded that the Medicaid expansions have 
improved access to and affordability of care, use of health care services, 
and financial security among low-income populations.

Buchmueller and colleagues (2016) found that by 2014 state Medicaid 
expansions had significantly reduced racial/ethnic differences in health 
insurance rates within expansion states. More recent analyses confirm that 
the Medicaid expansions significantly reduced racial disparities in health 
insurance coverage nationwide (Baumgartner 2020). For example, the 
black/white percent coverage gap in expansions states dropped from 8.4 in 
2013 to 3.7 in 2018; and the Hispanic/white coverage gap dropped from a 
23.2% difference in 2013 to 12.2 in 2018. In fact, black adults in expansion 
states are now more likely to have insurance than white adults in non-
expansion states (Baumgartner 2020)

The Medicaid expansions also reduced racial/ethnic disparities in such 
measures as having a consistent source of health care and foregoing needed 
care because of cost concerns (Baumgartner 2020). In terms of health status, 
expanding Medicaid has been associated with improvement in a number of 
important diseases and outcomes, including self-reported general health, 
cardiovascular disease, birth outcomes, and end-stage renal disease mor-
tality (Guth et al. 2019). Studies have also demonstrated an association 
between ACA Medicaid expansion and a reduction in racial disparities in 
preterm birth, increased treatment for opioid addiction, and earlier diag-
nosis of certain types of cancers (Brown et al. 2019; Guth et al. 2019).
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In addition, there is strong evidence that expanding Medicaid has saved 
lives. Miller and colleagues (2019) concluded that the Medicaid expansion 
reduced mortality among low-income “near-elderly” adults, and that an 
additional 15,600 deaths would have been averted between 2010 and 2014 
if all states had expanded their Medicaid programs.

State Medicaid expansions have also had a positive impact on a number 
of economic outcomes, including state budget savings, revenue gains, and 
economic growth (Guth et al. 2019). For example, the Michigan Medicaid 
expansion produced an approximately 50% reduction in unpaid bills and 
uncompensated care costs for hospitals, and also produced fiscal benefits 
for the state including increased revenue from provider, sales, and income 
taxes (Levy et al. 2020).

The impact of expanding Medicaid on community health centers is also 
noteworthy. In expansion states, health centers have been able to increase 
the number of patients receiving behavioral health services, medica-
tion assisted treatment for opioid addiction, and coordinated care with 
social service providers. In addition, by further increasing health insurance 
coverage, health centers in expansion states are reporting significantly 
increased financial stability (Lewis et al. 2019).

Despite this progress, it is important to note that serious racial/ethnic and 
other social disparities in health insurance coverage still remain within and 
across states. Rates of uninsurance and racial disparities were, on average, 
smaller in the states that expanded Medicaid, especially among the early 
adopters. However, because a greater share of black, American Indian/ 
Alaska Native, and Hispanic adults ages 18-64 live in states that have not 
expanded Medicaid (primarily southern states), they are more likely than 
whites nationwide to be uninsured (Artiga, Orgera, and Damico, 2019). For 
example, the 2018 uninsurance rates in Massachusetts (an early expansion 
state) were estimated as 2.08% for whites, 4.26% for blacks, 5.33% for 
Hispanics, and 4.22% for low-income adults, compared with Texas’s rates 
of 10.29% for whites, 15.29% for blacks, 27.29% for Hispanics, and 
25.50% for low-income adults (Kiernan 2019). Also, as discussed above, it 
appears that progress in reducing racial/ethnic disparities in health insur-
ance coverage stalled after the Trump administration took office in 2017 
(Artiga, Orgera, and Damico, 2019).

M aternal, Infant, an d  E arly  Childhood Home Visiting Program s. Title 2 
of the ACA created the Maternal, Infant, and Early Childhood Home 
Visiting (MIECHV) Program, allocating more than $1.5 billion to states, 
territories, and tribal entities to fund evidence-based home visiting pro-
grams. Research has demonstrated that well-designed interventions with a
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home visiting component have a positive impact on a number of maternal, 
child, and family outcomes, and are an especially important approach 
to increasing health equity in pregnancy outcomes and child health/ 
development (Abbott and Elliott 2017). The MIECHV Program stipu-
lates that 75% of the allocated federal funding must be used to support 
evidence-based home visiting models, with 18 models currently meeting 
this standard.

The MIECHV program is currently the largest source of funding for 
home visiting in the US, serving nearly 80,000 families in 2017 alone 
(Sandstrom 2019). A 2015 report to Congress evaluated 4 models that have 
been supported with MIECHV funds in 10 or more states: Early Health 
Start-Home Based Program Option, Healthy Families America, Nurse- 
Family Partnership, and Parents as Teachers (Michalopoulos et al. 2015). 
The evaluation concluded that the MIECHV Program is being imple-
mented as designed, expanding evidence-based interventions in high-risk 
families and in communities explicitly targeting racial and ethnic dis-
parities in child health and welfare.

The further dissemination of interventions shown to improve maternal, 
child, and family outcomes in low-income and minority populations has the 
potential to have a positive impact on health equity. Unfortunately, however, 
there is currently no evidence for such an impact. Although recipients of 
MIECHV funding are required to assess and report on performance in six 
different “benchmark domains,” programs are not required to assess and 
compare impact across sociodemographic subgroups (Sandstrom 2019).

Title  4: Prevention o f Chronic Disease 
and Im proving Public Health

C lin ical Preventive Services Coverage. The ACA entails a clear emphasis 
on primary and secondary prevention and other public health approaches 
to improving health (Chait and Glied 2018). Our review focuses on the title 
4 provision to increase insurance coverage for evidence-based clinical 
preventive services. Using value-based insurance design principles, the 
ACA established “first dollar” insurance coverage requirements for a wide 
range of clinical preventive services for children and adults, prohibiting 
deductibles or copayments for a defined set of evidence-based services. 
Such services include immunizations and screening tests for cancer, other 
chronic diseases, sexually transmitted infections and depression; smoking 
cessation interventions; obesity screening and counseling; and statins and 
other preventive medications (Lantz 2013; Chait and Glied 2018).
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This ACA provision was built on a plethora of research demonstrat-
ing that consumer cost sharing plays a role in the underuse of effective 
clinical preventive services and the long-standing disparities in use by race/ 
ethnicity and socioeconomic status. This reform is estimated to have 
provided more than 71 million people no-cost access to disease screen-
ings, vaccines, and other important prevention services (Chait and Glied 
2018). The impact of this reform on overall trends and social disparities 
in utilization, however, is not yet clear. While receipt of a number of clini-
cal preventive services has increased over the past decade across socio-
demographic groups, most of these increases appear to be the continuation of 
trends that started before the ACA (Chait and Glied 2018). Also, it is chal-
lenging to disentangle the impact of the ACA’s provisions regarding clinical 
preventive services from expanded health insurance coverage in general.

Nonetheless, some findings to date are encouraging. Han and col-
leagues (2015) reported that, among private insurance enrollees, the use of flu 
shots, blood pressure monitoring, and cholesterol screening increased sig-
nificantly post ACA. Sabik and Adunlin (2017) found that cancer screening 
and early-stage diagnosis increased in the Medicaid expansion population 
and also among Medicare beneficiaries who did not have preventive ser-
vice coverage before the ACA. Snyder and colleagues (2018) reported that 
the ACA significantly reduced out-of-pocket costs for contraception and 
increased the use of long-acting reversible contraception methods.

A national survey conducted in 2013 revealed that only about one-third 
of US adults (36.5%) knew that the ACA requires insurance companies to 
cover clinical preventive services without cost sharing, and that there was 
significant mistrust of how the government determines which preventive 
services have sufficient research or evidence behind them (Lantz et al. 
2016). Consumer knowledge and understanding of this provision of the 
ACA is likely an ongoing issue.

Title  5: Health Care W orkforce

Community H ealth Center Fund. Community health centers are a long-
standing and increasingly important part of the health care safety net. 
Extensive research continues to show health centers’ positive impact on 
multiple measures of access and health status (Saloner, Wilk, and Levin 
2020). Within the ACA, the Community Health Center Fund created a 5- 
year funding authorization to extend the reach and impact of the federal 
community health center program (Rosenbaum 2017). This authorization 
was extended in 2015 and again in 2018, growing from $1 billion in 2011 to 
$4 billion in 2019.
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The ACA operates in two structural ways to build on the long-standing 
record of health centers (Rosenbaum et al. 2019). First, the law transformed 
the grants provided to health centers for basic operational support from an 
annual discretionary spending model into a multiyear mandatory program. 
Spending was also set at a level that enabled existing health centers to 
sustain their operations yet also underwrite a major expansion in service 
capacity and the scope of care. Second, the ACA Medicaid expansion had 
the indirect effect of insuring millions of community health center patients, 
thereby strengthening clinical care capacity and significantly increasing 
the revenue health centers need to provide and expand services. As a result, 
while the Health Center Fund has strengthened all health centers, those in 
Medicaid expansion states show even greater increases in size and service 
capacity (Lewis et al. 2019).

As a result of these investments, between 2010 and 2017 the number of 
health centers increased by 59%, the number of patients served increased 
by 43%, and there was a significant increase in centers offering mental 
health and substance abuse services (Rosenbaum et al. 2019). Hatch and 
colleagues (2018) found that the ACA, through both the Community 
Health Center Fund and the Medicaid expansion, increased patient visits by 
19%, including increased utilization of primary care services and patient 
supports such as interpreters, transportation services, and connections to 
social and legal services.

Previous research has demonstrated that community health centers have 
contributed to reducing socioeconomic, geographic, and racial/ethnic 
disparities in health care access/utilization and some key health outcomes 
(Saloner, Wilk, and Levin 2020). Expanding the number of health centers 
and people served through the ACA is likely to have further strengthened 
and enhanced this legacy of impact on health equity, although empirical 
studies are currently lacking.

Title  9: Revenue Provisions

N onproft H ospitals and  Community Benefit. The ACA added a section to 
the Internal Revenue Code that contains new requirements for nonprofit 
hospitals in regard to their reporting of community benefits to qualify for 
tax-exempt status. These requirements bring greater fairness to the treat-
ment of medically indigent patients. They also effectively redefine the role 
of tax-exempt hospitals as community public health actors beyond their 
traditional role as a source of clinical care. This redefinition takes the form 
of an obligation to conduct a community-health-needs assessment (CHNA)
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at least every 3 years, and to accompany this assessment with an annual 
strategy for meeting identified community needs. Although the law does 
not require hospitals to align their own community benefit expendi-
tures with identified community health needs, the CHNA amendments 
in essence ensure that hospitals will look beyond their own priorities to 
those of the community.

Current research does not suggest that this provision has had a significant 
impact on how nonprofit hospitals engage in and report their community 
benefit activities to the IR S. Early research by Young and colleagues (2018) 
found that in 2014, nonprofit hospitals had increased their average 
spending for all community benefits from 7.6% to 8.1% of operating 
expenses, with no change in direct spending on community health. IRS 
data continue to demonstrate that the vast majority of community benefit 
spending is on uncompensated care, graduate medical education, and 
research. Rozier, Goold, and Singh (2019) argue that community health 
improvements and health equity could become a more central focus of 
hospital community benefit, but only if hospitals are encouraged to 
embrace these objectives beyond the nudges from the ACA.

While the national data are not positive, there are some encouraging and 
innovative examples of hospitals investing in local community health. For 
example, Bon Secours Mercy Health in Baltimore is investing in affordable 
housing in its neighboring community. Also, the University of Michigan 
health system offers grants to local nonprofit organizations with high- 
quality proposals for addressing social determinants of health issues 
identified in the local community needs assessment. For communities in 
which a local hospital has made a significant investment in addressing 
some kind of social disparity, the impact could be significant. Rigorous 
evaluations of local efforts are needed.

DISCUSSION

The ACAwas designed with multiple goals in mind, including a reduction 
in social disparities in health care and health status outcomes. This was to 
be accomplished through some novel provisions and also a significant 
reinfusion of resources into long-standing public programs with an existing 
track record of progress toward health equity. As such, the potential for the 
ACA to achieve its intended goals related to “health disparities popula-
tions” is strong.

Arriving at its 10th anniversary, there is significant evidence that the 
ACA has indeed reduced social disparities in some key health care
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outcomes, including health insurance coverage, health care access, the use 
of primary care, and some specific clinical preventive services. Less clear is 
how the ACA has contributed to improved health outcomes and health 
equity. The evidence to date suggests that the part of the ACA that has had 
the greatest impact on health outcomes (including mortality) and social 
disparities in health is the Medicaid expansion.

Evaluating the impact of the ACA on gains in health equity is quite 
challenging for several reasons. First, many studies of the impact of the 
ACA have not conducted the requisite subgroup analyses to determine if 
racial and other social disparities are narrowing or widening underneath 
more general findings and trends. Longitudinal data with adequate sample 
sizes for subgroup analyses by race, ethnicity, income, or educational status 
is challenging to find. Additional research explicitly focused on the impact 
of the ACA on disparities and relative gains/impact by race, ethnicity, and 
other social markers is sorely needed.

Second, synergies between different parts of the ACA make it difficult 
for evaluation research to detect the specific impact of individual compo-
nents. It could be that the evidence for the Medicaid expansions is the most 
robust because this provision has not been implemented in all states and 
thus allows for more rigorous evaluation research through natural experi-
ments. Third, rather than being novel, many provisions in the ACA build on 
prior investments in prevention and the health care safety net for under-
served populations, which have already been demonstrated to have 
important impacts on health outcomes and social disparities. Researchers 
have not focused on reproving the case in the context of reauthorization or 
continued funding through the ACA.

Although there are many reasons to believe that the ACA has made 
significant contributions toward health equity in the US, such progress is 
extremely challenging. It is sometimes the case that interventions that 
create overall improvements in population health serve to widen rather than 
narrow disparities in the near term, as majority populations are often the 
first to be exposed to and benefit from new technologies, programs, and 
policy reforms.

In addition, as discussed above, since the Trump administration took 
office in 2017, the ACA has been undermined and weakened in myriad 
administrative and legal ways, including the rollback of the tax penalty of 
the individual mandate, restricting outreach and marketing for Marketplace 
open enrollment, the gutting of the Prevention Fund, and some proposed 
changes to section 1557. As Michener (2020) argues, even when policies are 
explicitly and intentionally designed to target racial and socioeconomic 
disparities, politics often intercedes to undermine and reverse progress.
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After the initial success of the ACA in increasing health insurance coverage 
and other outcomes, in the single year between 2017 and 2018, the unin-
surance rate went back up 7.5% (or 25.6 million people), with larger 
increases in minority populations (Berchick, Barnett, and Upton 2019). 
Using the lens of racialized political processes, Michener (2020) reveals 
how race intersected with politics to drive policy creation and change 
during the first decade of the ACA, making this large public policy less 
equitable and more vulnerable to erosion.

One final yet important note: Although high-quality and affordable 
health care is necessary for population health improvement, it is not suf-
ficient for preventing or significantly reducing social inequalities in health. 
The upstream drivers of health inequity— the macro-level factors that 
create systems of disadvantage and structural discrimination (including 
racism)— are not the primary focus of the ACA. Significant investments 
are also needed in the upstream social determinants of health, such as high- 
quality educational systems, employment and income security, affordable 
housing, safe environments, and institutions free from racism/discrimi- 
nation (Lantz, Lichtenstein, and Pollack 2007). Key provisions in the ACA 
can assist in the journey toward high-quality health care and positive health 
outcomes for all, but are insufficient for addressing the fundamental social, 
economic, and political factors that drive health inequity in the first place 
(Link and Phelan 1995).
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The fate of the Affordable Care Act (ACA) is again in doubt, with the Supreme Court set 

Presidential election. With protections for people with pre-existing conditions (among
Others (httPsi/AA/ww.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-detision- 

on-kev-provisions-of-the-affordable-care-act/Vl at risk, it is worth revisiting what it was like for 
people with pre-existing conditions to obtain coverage before this law.

Pre-ACA, health insurance in the individual market was medically underwritten in most 
states. That means applicants could be turned down, charged more, have their pre-
existing condition excluded, or face other limits on covered benefits based on their 
health status. More than 50 million Americans rhttDs://www.kff.org/health-reform/issue- 

brief/pre-existing-condition-prevalence-for-individuals-and-families/l have a condition, such as 
diabetes or past heart attack, that would have made them "uninsurable" in the pre-ACA 
individual market. Taking into account less severe conditions, such as asthma or high 
cholesterol, millions more have pre-existing conditions that would make it harder to 
buy medically underwritten coverage.

In 2001 ,1
insurance-tor/) how individual market insurers would treat applications from people in 
less than perfect health. In one scenario, a young woman with Hay Fever was rejected 
8% of the time. The vast majority (87%) of offers she did receive surcharged premiums 
or put limits on her benefits, including riders to eliminate coverage for her Hay Fever, 
prescription drugs, or her upper respiratory system. In another scenario, a seven-year 
breast cancer survivor was denied coverage 43% of the time; on 39% of her 
applications she was offered policies with surcharged premiums or benefit limits 
including permanent exclusion of cancer coverage. Yet another applicant with HIV was 
denied 100% of the time.
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By contrast, the ACA prohibits individual market insurers from denying coverage or 
charging higher premiums based on health status. It also prohibits pre-existing 
condition exclusion periods and requires policies to cover essential benefits.
Source

How Accessible is Individual Health Insurance for Consumers in Less-Than Perfect
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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 effects o f health reform. The project began in May 2011 and will take 
place over several years. The Urban Institute will document changes to the implementation 
o f national health reform to help states, researchers and policymakers learn from the process 
as it unfolds. Reports that have been prepared as part o f this ongoing project can be found 
at www.rwjf.org and www.healthpolicycenter.org.

INTRODUCTION
The health insurance markets established by the Affordable 
Care Act (ACA) offer plans in four actuarial value tiers (bronze 
at 60 percent, silver at 70 percent, gold at 80 percent, and 
platinum at 90 percent). These plans, which meet essential 
health benefit standards and comply w ith various consumer 
protection regulations,1 have made the marketplaces a 
central component of the U.S. health coverage landscape. 
The ACA's marketplaces provide a structured environment in 
which insurers can compete for consumers, and consumers 
can compare health insurance benefits, out-of-pocket costs, 
and premiums, using the standardized information provided 
for each plan offered. In addition, coverage sold through 
the marketplaces can be purchased using federal income- 
related subsidies (premium tax credits and cost-sharing 
reductions), which are tied to the premium of the second- 
lowest-cost silver plan offered where the consumer resides 
(called the benchmark premium). Those wishing to purchase 
a more costly plan than the benchmark plan must pay the 
full difference; thus, insurers have strong incentives to keep 
premiums down. Premiums, out-of-pocket costs, perceived 
quality (e.g., provider networks, speed of reimbursement), 
and expectations of health care service use drive consumers' 
decisions about which plan to select. Yet, until recently, 
little data had been available about consumers' health plan 
choices; data released in late 2019 can help policymakers 
better understand consumer purchasing decisions and help 
indicate whether consumers have sufficient information

and assistance required to make informed decisions about 
enrolling in health coverage.

A consumer's choice among the insurance plan actuarial 
value options available affect their finances and access 
to medical care. This is particularly true because the ACA 
makes marketplace premium subsidy-eligible enrollees w ith 
incomes below 250 percent of the federal poverty level (FPL) 
eligible for additional cost-sharing subsidies only if they 
enroll in silver-tier coverage. But even consumers ineligible 
for these cost-sharing subsidies may not fu lly  understand 
the trade-offs between premiums and out-of-pocket cost 
exposure w ithou t sufficient guidance. Understanding 
consumer purchasing choices can help policymakers and 
marketplace staff create tools and materials to better aid 
consumers in purchasing the health insurance coverage best 
suited to their needs.

With new data released by the Centers for Medicare & 
Medicaid Services in late 2019, we can now examine metal- 
tier enrollment trends over tim e in the 39 states relying on the 
Healthcare.gov platform in 2018. In this paper, we use these 
new data to analyze the changes in metal-tier enrollment 
from 2016 to 2018 across all the Healthcare.gov states, 
combined and by state. This analysis covers a unique period 
in the marketplaces' relatively brief history, when certain 
policy changes artificially altered relative premiums across 
coverage tiers.
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BACKGROUND
The ACA has led to significant coverage expansion in 
the United States, particularly via the Medicaid elig ib ility 
expansions in 36 states (including the District of Columbia) 
and the subsidized nongroup marketplaces (sometimes 
called individual purchase marketplaces). Beginning in 
late 2017 and having the greatest initial impact on the 
2018 plan year, several administrative changes affected 
the marketplaces and altered consumer preferences for 
marketplace plans in different actuarial value tiers.

First, starting in late 2017, the U.S. Department of Health and 
Human Services stopped directly reimbursing insurers for cost-
sharing reductions provided to the marketplace enrollees with 
the lowest incomes.2 But because insurers were still required 
to offer cost-sharing-reduction plans to eligible consumers, 
insurers began incorporating the costs of these subsidies into 
the premiums they charge for nongroup market plans.

Many states' departments of insurance instructed insurers 
to add the expected costs of the cost-sharing subsidies to 
the premiums for their silver plans, an approach called "silver 
loading" In addition to increasing the presubsidy premium for 
marketplace silver plans to the greatest extent of any policy 
option (as opposed to spreading the costs more broadly 
across the premiums of plans in other tiers of coverage), this 
approach increased premium tax credits the most, because 
the ACA ties tax credits' dollar amount to  the second-lowest- 
priced silver premium in a consumer's area of residence.
The increase in the premium tax credits affected all people 
eligible for premium tax credits (those w ith incomes up to 
400 percent of FPL), not just those eligible for cost-sharing 
subsidies. In other states where departments of insurance 
required that expected cost-sharing subsidy costs be spread 
over m ultip le coverage tiers, premium tax credits increased 
but not to  the same degree. In still other states, departments 
of insurance provided no guidance at all, and insurers made 
independent decisions about how to adjust premiums to 
compensate for the removal of reimbursement for cost-
sharing subsidies. Departments of insurance in 26 of the 39 
Healthcare.gov states instructed nongroup insurers to load 
the costs associated w ith these cost-sharing subsidies into 
silver plan premiums alone.3

Second, the administration widened the allowable variation 
around each actuarial value tier, allowing insurers to create 
plans w ith values up to 4 percentage points below the target 
actuarial value instead of the previous 2 percentage points; 
values can also reach 2 percentage points above the target, 
as was previously the case. For example, under the new rules, 
a silver plan could be designed to have an actuarial value 
between 66 percent and 72 percent; previously, it would have

had to fall between 68 percent and 72 percent. In essence, 
insurers could then offer coverage of lower value than was 
the case previously.

The third change was the introduction of a new actuarial 
value tier of coverage, called expanded bronze, starting w ith 
the 2018 plan year. In this new tier, insurers can offer plans 
w ith actuarial value ranging from 56 percent to 65 percent, 
allowing insurers to offer bronze plans w ith some services 
covered before the deductible. With the previous actuarial 
value constraints, providing services before the deductible 
would push the actuarial value of the plan above the range 
allowed for bronze plans. Of the 39 Healthcare.gov states, 27 
offered expanded bronze plans in 2018.

Together, these three policy changes may have substantially 
decreased the attractiveness of the ACA's standard silver 
coverage, particularly for people ineligible for marketplace 
subsidies. Silver loading increased not only the pre-subsidy 
premiums in the silver tier but the size of subsidies per 
enrollee, making coverage in other tiers more affordable 
than they had been previously. Allowing bronze plans to be 
designed w ith lower actuarial values than originally intended 
perm itted insurers to construct plans w ith higher cost-sharing 
requirements but lower premiums than they would have 
provided otherwise. With some consumers choosing plans 
largely based on the direct premium they would pay, more 
people may be taking up these lower-value plans. In addition, 
for consumers wary of large deductibles, the expanded 
bronze plans occupy a middle ground: they have lower value 
than the standard silver but allow some lim ited coverage (e.g., 
for a specified number of physician office visits or generic 
drugs) before satisfying the plans' large deductibles.

Bronze plans expose consumers w ith significant health care 
needs to larger financial burdens than do plans in the higher 
actuarial value tiers, so consumer advocates are wary of 
incentives that would increase enrollment in such plans. People 
w ith moderate incomes enrolling in coverage w ith high out- 
of-pocket costs may be unable to access medical care when 
needs arise. Additionally, one of the most frequent consumer 
complaints regarding marketplace coverage has been the 
relatively high out-of-pocket costs facing many enrollees 
ineligible for cost-sharing subsidies. Therefore, incentives that 
increase enrollment in the lowest levels of coverage could 
increase dissatisfaction w ith marketplace coverage, particularly 
if consumers were unclear a  p r io r i  about the financial exposure 
they would face w ith substantial medical needs. Though many 
analysts have suspected these policy changes led to a shift in 
marketplace enrollment across actuarial value tiers, up until 
recently, they lacked sufficient data to assess this.
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METHODS
Between spring 2018 and fall 2019, the Center for Consumer 
Information and Insurance Oversight released datasets on 
insurers and enrollment in ACA marketplace plans. The data 
include states w ith federally facilitated marketplaces and 
those w ith state-based marketplaces hosted on the federal 
platform. The issuer-level enrollment data include tw o sets of 
information for each year, one w ith state-level enrollment by 
plan and another w ith issuer level enrollment by county. The 
county enrollm ent data also include enrollees' demographic 
information, such as their age, sex, and income level. We 
analyze the three most recent years of data available,
2016, 2017, and 2018, w ith a particular focus on 2017 and 
2018 because of little difference in enrollm ent by actuarial 
value tier between 2016 and 2017. We use the dataset that 
measures enrollment at the plan and state levels because the 
county-level data exclude enrollment by actuarial value tier.

The Center for Consumer Information and Insurance 
Oversight state-level data include lim ited variables: state, 
plan ID, and enrollm ent numbers. We merged this dataset 
w ith Healthcare.gov federally facilitated marketplace 
public use files to attach plan details to each observation, 
including actuarial value tier. To understand observed shifts 
in enrollment tiers between 2017 and 2018, we consulted 
information on the instructions state departments of 
insurance gave nongroup market insurers once the federal 
government halted cost-sharing reduction payments. 3 We 
calculate state average lowest-premium bronze, second- 
lowest-premium silver (the premium tax credit benchmark), 
and lowest-premium gold plans, weighted by rating region 
population. To do so, we use population data from the U.S.

Census Bureau and plan premiums from the Healthcare.gov 
public use files.

The Center for Consumer Information and Insurance 
Oversight dataset does not enable us to analyze enrollment 
by actuarial value tier at the county or marketplace rating 
region levels. Consequently, we cannot relate premiums, 
which vary by rating region, w ith enrollment by actuarial 
value tier at that same level. Instead, we show how 
enrollment by tier varies w ith state premium averages. 
Though less precise, this approach still provides insights into 
consumer choice dynamics.

Given this data constraint, and for illustrative purposes 
only, we also calculate the postsubsidy premium faced by 
an illustrative person; for each of the 420 rating regions in 
Healthcare.gov states in 2018, we compute the premium 
tax credit available to a single 40 year-old-with income at 
200 percent of FPL, using that rating region's benchmark 
premium. We then assess whether the illustrative person 
could use their tax credit to  obtain a bronze plan for a $0 
premium, a bronze plan for a premium of less than $100 
per year, a gold plan for $0, or a gold plan for a premium 
lower than the benchmark premium. We summarize this 
information by state, w eighting the information for each 
rating region by the share of that state's population residing 
there. In this way, we can express the share of each state's 
population for which our illustrative person could obtain 
the example plans at the specified price. States that provide 
low-cost coverage options of different types to greater shares 
of our illustrative people may help explain the dynamics of 
consumer choices by actuarial value tier in 2018.

FINDINGS
Changes in Relative Premiums between Tiers Set the Stage 
for Marketplace Enrollment Shifts
In 2018, the percent increase in national silver benchmark 
premiums moved such premiums farther from bronze 
premiums and closer to  gold premiums than they had been 
in 2017 (table 1). On average, silver benchmark premiums 
were 21 percent above the lowest-premium bronze plans 
available to consumers in 2017, but such premiums were 
38 percent higher than the lowest-premium bronze plans 
by 2018. Relatedly, silver benchmark premiums were, 
on average, 23 percent below the lowest-premium gold 
plans available to consumers in 2017; in 2018, benchmark 
premiums were, on average, only 9 percent below gold plan

premiums. As described earlier, this shift in premiums for 
silver coverage relative to those for bronze and gold resulted 
from widespread silver loading in 2018.

We now shift to  discussing how this 2018 change affected 
the relative affordability of different coverage levels by state 
that year. The relative pricing of coverage tiers strongly relates 
to state decisions about how insurers should accommodate 
for the elim ination of direct federal reimbursement for 
cost-sharing subsidies. Also at play are other competitive 
concerns and varying responses to the general policy 
uncertainty around the future of the ACA, however. Table 2 
displays population-weighted average 2018 total premiums 
for a 40-year-old nongroup marketplace enrollee in each
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Table 1. Average Benchmark Silver Premiums as a Percentage of the Lowest Bronze and Gold 
Premiums across All Rating Regions in Healthcare.gov States, 2017 and 2018

2017 2018

Benchmark silver premium/Lowest bronze premium 121% 138%

Benchark silver premium/Lowest gold premium 77% 91%

Source: Authors’ calculations based Healthcare.gov data on premiums.

Note: We estimate national average values by first computing the ratios o f  benchmark silver premiums to bronze and gold premiums in each rating region and then computing the national 
average using rating region population as weights.

Healthcare.gov state at three coverage tiers: benchmark 
(second-lowest-premium silver), lowest-premium bronze 
(including expanded bronze if it was the lowest-priced bronze 
plan available), and lowest-premium gold. These are the 
premiums facing enrollees ineligible for premium tax credits 
(i.e., the total premium) and wishing to enroll in coverage 
in these insurance tiers. We also show the state's average 
tax credit for an illustrative single, 40-year-old marketplace 
enrollee w ith income at 200 percent of FPL to provide insight 
into the typical options facing different consumers. The next 
columns provide estimated average shares of each state's 
population living in areas where the illustrative person could, 
after tax credits, have obtained a bronze plan for $0, a bronze 
plan for less than $100 per year, a gold plan for $0, or a gold 
plan for less than the cost of the benchmark silver plan.

As noted previously, the dollar amount of premium tax credits 
increased the most in states where insurers loaded their full 
anticipated costs of cost-sharing subsidies exclusively into 
their silver-level premiums (rows shaded in silver Table 2). This 
generally made gold and bronze coverage more attractive 
than they had been the prior year. More people could use 
their premium tax credits to  enroll in bronze coverage for 
no or very small direct premium contributions, meaning the 
bronze tier's higher deductibles, cost-sharing requirements, 
and out-of-pocket maximums were less likely to dissuade 
potential enrollees. In fact, in 360 of the 420 rating regions in 
Healthcare.gov states, a 40 year old individual at 200 percent 
of FPL could enroll in the lowest-cost bronze plan for $0 after 
premium tax credits; these rating regions account for 80.5 
percent of the population across the Healthcare.gov states. 
Plus, the post-subsidy household premium contributions 
required to enroll in gold coverage fell w ith the higher tax 
credits, making gold coverage more attractive to consumers 
too. In 17 rating regions (4.5 percent of the population in 
Healthcare.gov states), the lowest-cost gold premium was 
$0 for our illustrative person, and in 98 rating regions (14.4

percent of Healthcare.gov states' population) the gold plan 
would cost the illustrative person less annually than the 
benchmark plan.

In 2018, our illustrative enrollee could have used their tax 
credit to  cover the full premium for a bronze plan in 29 of 
the 39 Healthcare.gov states, regardless of where they lived 
in those states. In another 3 states, at least 80 percent of 
the state population lived in areas where our illustrative 
consumer could have enrolled in a free bronze plan. In all but 
3 Healthcare.gov states, the illustrative person, who has a low 
income, could have gotten a free bronze plan in at least some 
areas of the state.

Throughout Wyoming, the illustrative consumer could have 
enrolled in the lowest-priced gold plan in their area using 
only their tax credit. The same was true in portions of 6 
additional states (Georgia, Illinois, New Mexico, Pennsylvania, 
Texas, and Wisconsin). In 11 states (Florida, Georgia, Hawaii, 
Illinois, Kansas, Michigan, New Mexico, Pennsylvania, Texas, 
Wisconsin, and Wyoming), the illustrative consumer could 
have enrolled in a gold plan for less than the cost of enrolling 
in the benchmark silver plan, after using their tax credit.
This means the higher-value gold plan was available for
4.02 percent of income or less— the percentage-of-income 
cap for someone w ith income at 200 percent of FPL. On 
the other end of the spectrum, our illustrative consumer 
living in Indiana and Mississippi would have found coverage 
the least affordable by any of these metrics; nowhere in 
either state would such a person be able to obtain a bronze 
plan premium for less than $100 annually or a gold plan 
for 4.02 percent of their income or less. In both states, the 
departments of insurance instructed insurers to spread 
the costs associated w ith cost-sharing subsidies across 
all coverage tiers, keeping silver plan premiums as low as 
possible and m inim izing the increases in the premium tax 
credits available to their enrollees.
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Table 2: State Population-Weighted Average Annual Premiums and Advanced Premium Tax 
Credits for an Illustrative Consumer in Healthcare.gov States, 2018
Illustrative consumer is a 40-year-old single person with income o f2 0 0 percent o f  the federal poverty level ($24,120)*

State

State Popualtion-Weighted Average
Share o f  State Population Living in Areas Where Illustrative 

Consumer Could Obtain

Lowest
Bronze

Premium

Benchmark 
Premium 
(Second- 

Lowest Silver)

Lowest Gold 
Premium

Value o f  
APTC

Lowest- 
Premium 

Bronze Plan 
for $0

Lowest- 
Premium 

Bronze Plan 
for <$100 
Annually

Lowest- 
Premium 
Gold Plan 

for $0

Lowest- 
Premium 
Gold Plan 
for Lower 

Premium than 
Benchmark 

Plan

Heathcare.gov
states

$4,073 $5,826 $6,470 $4,855 80.5% 87.8% 4.5% 14.4%

Alabama $4,244 $6,667 $6,989 $5,697 100.0% 100.0% 0.0% 0.0%

Alaska $6,477 $8,728 $9,347 $7,517 100.0% 100.0% 0.0% 0.0%

Arizona $4,755 $6,206 $7,532 $5,236 84.8% 100.0% 0.0% 0.0%

Arkansas $3,558 $4,373 $4,910 $3,403 0.0% 14.6% 0.0% 0.0%

Delaware $5,678 $7,089 $8,473 $6,120 100.0% 100.0% 0.0% 0.0%

Florida $3,820 $5,717 $5,861 $4,748 100.0% 100.0% 0.0% 15.6%

Georgia $4,946 $5,863 $7,185 $4,894 26.1% 33.0% 4.6% 10.4%

Hawaii $4,028 $5,473 $5,385 $4,358 100.0% 100.0% 0.0% 100.0%

Illinois $4,163 $5,855 $6,345 $4,886 100.0% 100.0% 9.1% 15.6%

Indiana $3,553 $4,132 $5,484 $3,162 0.0% 0.0% 0.0% 0.0%

Iowa $6,623 $9,072 $9,081 $8,103 100.0% 100.0% 0.0% 0.0%

Kansas $4,143 $5,825 $5,355 $4,856 100.0% 100.0% 0.0% 100.0%

Kentucky $3,490 $4,814 $5,677 $3,845 100.0% 100.0% 0.0% 0.0%

Louisiana $4,373 $5,840 $6,630 $4,870 100.0% 100.0% 0.0% 0.0%

Maine $4,506 $6,905 $7,622 $5,935 100.0% 100.0% 0.0% 0.0%

Michigan $2,970 $4,418 $4,551 $3,448 100.0% 100.0% 0.0% 14.4%

Mississippi $5,568 $6,234 $7,780 $5,265 0.0% 0.0% 0.0% 0.0%

Missouri $4,402 $6,246 $8,625 $5,276 80.7% 80.7% 0.0% 0.0%

Montana $4,162 $6,265 $6,982 $5,295 100.0% 100.0% 0.0% 0.0%

Nebraska $6,489 $9,080 $9,186 $8,110 100.0% 100.0% 0.0% 0.0%

Nevada $4,067 $5,173 $5,648 $4,204 100.0% 100.0% 0.0% 0.0%

New
Hampshire

$4,692 $5,696 $6,283 $4,726 100.0% 100.0% 0.0% 0.0%

New Jersey $3,859 $4,928 $7,757 $3,959 100.0% 100.0% 0.0% 0.0%

New Mexico $3,769 $5,093 $4,148 $4,124 100.0% 100.0% 49.3% 100.0%

North Carolina $5,509 $7,421 $7,872 $6,452 100.0% 100.0% 0.0% 0.0%

North Dakota $3,121 $3,711 $4,704 $2,742 9.4% 9.4% 0.0% 0.0%

Ohio $3,331 $4,370 $4,970 $3,400 59.6% 88.8% 0.0% 0.0%

Oklahoma $4,640 $7,899 $7,956 $6,929 100.0% 100.0% 0.0% 0.0%
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Table 2, continued

State

State Popualtion—Weighted Average
Share o f  State Population Living in Areas Where Illustrative 

Consumer Could Obtain

Lowest
Bronze

Premium

Benchmark 
Premium 
(Second- 

Lowest Silver)

Lowest Gold 
Premium

Value o f  
APTC

Lowest- 
Premium 

Bronze Plan 
for $0

Lowest- 
Premium 

Bronze Plan 
for <$100 
Annually

Lowest- 
Premium 
Gold Plan 

for $0

Lowest- 
Premium 
Gold Plan 
for Lower 

Premium than 
Benchmark 

Plan

Oregon $3,440 $4,745 $4,999 $3,776 100.0% 100.0% 0.0% 0.0%

Pennsylvania $4,104 $6,307 $5,557 $5,337 100.0% 100.0% 44.0% 100.0%

South
Carolina

$4,400 $6,288 $6,597 $5,318 100.0% 100.0% 0.0% 0.0%

South Dakota $4,543 $5,941 $6,688 $4,972 100.0% 100.0% 0.0% 0.0%

Tennessee $4,928 $8,891 $10,958 $7,921 100.0% 100.0% 0.0% 0.0%

Texas $3,943 $4,853 $5,229 $3,883 82.6% 82.6% 1.7% 9.1%

Utah $3,594 $6,599 $7,377 $5,629 100.0% 100.0% 0.0% 0.0%

Virginia $4,725 $6,291 $7,556 $5,322 100.0% 100.0% 0.0% 0.0%

West Virginia $5,436 $6,386 $8,237 $5,416 44.4% 73.0% 0.0% 0.0%

Wisconsin $4,467 $6,284 $6,190 $5,315 100.0% 100.0% 13.6% 66.5%

Wyoming $6,925 $10,329 $8,522 $9,359 100.0% 100.0% 100.0% 100.0%

Source: Authors’ calculations based on Healthcare.gov data on premiums. Poverty guidelines are from https://aspe.hhs.gov/2017-poverty-guidelines.

Notes: A P T C  = advanced premium tax credit. For the 2 6  states with grey shading, state nongroup insurers were instructed to silver load, or add the costs o f  cost-sharing reductions into silver 
plans; silver-loading status is from  a Commonwealth Fund report available a t https://www.commonwealthfundorg/blog/2017/states-step-protect-consumers-wake-cuts-aca-cost-sharing- 
reduction-payments.

' This pe\ has an i e o f  $30,120 in Alaska and $27,720 in Hawaii, because both states follow alternate federal poverty guidelines.

Enrollment by Coverage Tier Shifted Significantly in 2018 
Marketplace Enrollment by Coverage Tier across 
Healthcare.gov States, 2016 to 2018

Table 3 shows aggregate marketplace enrollment by 

metal tier in 2016, 2017, and 2018 across states relying on 

Healthcare.gov. We include the number of enrollees in each 

tier, the share of marketplace enrollees in each tier, and the 

percentage-point change in the distribution of enrollm ent by 

tier over time. Total marketplace enrollm ent in Healthcare.gov 

states declined modestly each year from 2016 to 2018, 

including drops of 7 percent and 3 percent in 2017 and 

2018. Across all three years, silver-level coverage dominated, 

ranging from about two-thirds to three-quarters of total 

enrollment. Of the three tiers, bronze had the second highest 

enrollment, accounting for more than 20 percent of enrollees 

in each year. Bronze coverage was followed by gold-level 

coverage, which ranged from 3 percent to almost 7 percent 

of marketplace enrollees across these years, respectively. 

Catastrophic coverage (lim ited to people below age 29

and those w ithou t coverage deemed affordable to them) 

and platinum-level coverage each accounted for less than 

1 percent of enrollees in each year.

Across all the Healthcare.gov states, the distribution of 

enrollment across actuarial value tiers shifted little from 2016 

to 2017. In 2017, the share of marketplace enrollees choosing 

silver-level coverage increased by about 3.5 percentage 

points, from just under 72 percent to about 75 percent. Over 

the same period, enrollm ent in the higher-value gold and 

platinum plans fell modestly.

Overall between 2017 and 2018, however, a large share of 

marketplace enrollm ent in Healthcare.gov states shifted 

out of silver-level coverage; the total share of enrollees in 

silver coverage fell by almost 11 percentage points, to  less 

than 65 percent of total enrollment. This substantial shift 

in 2018 is consistent w ith expectations that silver loading 

made other coverage levels significantly more attractive than 

silver coverage.
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Table 3: Health Coverage Enrollment across States Using the Healthcare.gov Enrollment 
Platform, by Metal Tier, 2016-18

2016 | 2017 2018 | Change, 2016 to 2017 Change, 2017 to 2018

Metal Tier
Enrolled

Share
Enrolled in
Each Tier

Enrolled
Share

Enrolled in
Each Tier

Enrolled
Share

Enrolled in
Each Tier

Enrolled

Percentage- 
Point 

Change in 
Enrollment 

Share

Enrolled

Percentage- 
Point 

Change in 
Enrollment 

Share

C a ta s tro p h ic 80 ,725 0.8% 62 ,138 0.7% 49 ,635 0.6% -18 ,587 -0.1% -12 ,503 -0.1%

B ronze 2 ,042 ,567 20.7% 1,919 ,806 20.9% 1,590,313 17.9% -122,761 0.3% -329,493 -3.1%

E x p a n d e d
b ro n z e

N /A N /A N /A N /A 932,781 10.5% N /A N /A 932,781 10.5%

S ilve r 7,069 ,352 71.6% 6,882 ,930 75.1% 5,722 ,426 64.3% -186,422 3.5% -1 ,1 60 ,5 04 -10 .7%

G o ld 609 ,755 6.2% 2 8 4 ,117 3.1% 581 ,032 6.5% -325 ,638 -3.1% 296 ,915 3.4%

P la t in u m 72,292 0.7% 20 ,747 0.2% 16,905 0.2% -51,545 -0.5% -3,842 0.0%

N a tio n a l to ta l 
e n ro l lm e n t  
(H e a lth c a re .g o v  
s ta te s  o n ly )

9,874,691 100.0% 9,169 ,738 100.0% 8,893 ,092 100.0% -704,953 0.0% -276 ,646 0.0%

Source: Center for Consumer Information and Insuance Oversight issuer enrollment data, available at https://www.cms.gov/CCIIO/Resources/Data-Resources/issuer- 
level-enrollment-data.

Notes: Twenty-six departments o f  insurance in the 39  Healthcare.gov states instructed their nongroup insurers to silver load, or add the the costs o f  these cost-sharing subsidies into silver plans. 

N/A: Expanded Bronze plans were not available in 20 1 6  and 2017

Gold plan enrollment increased modestly as a share of total 

enrollment, and bronze-level coverage increased substantially 
via the expanded bronze tier introduced for the first time 

in some states in 2018. Compared w ith 2017, an additional

600.000 people enrolled in bronze plans in 2018 (taking 

traditional and expanded bronze enrollm ent together), 

despite total marketplace enrollment falling by almost

705.000 people that year. As a share of total enrollment, 

bronze enrollment rose from just under 21 percent to more 
than 28 percent of total marketplace enrollment when 

including expanded bronze. Yet, enrollment in the original 

bronze tier fell in 2018, and the newly available expanded 

bronze plans accounted for more than one-third of total 

bronze enrollment.

The expanded bronze tier proved popular in the 27 
Healthcare.gov states where they were available in 2018. In 

14 o f those states, expanded bronze plans accounted for at 

least 10 percent of total marketplace enrollment that year 

(data not shown) and for more than 20 percent of enrollment 

in Michigan (24 percent), New Jersey (23 percent), Florida (22 

percent), New Mexico and Nevada (both at 21 percent), and 

South Carolina and Maine (both at 20 percent).

Gold plan enrollment increased modestly from 2017 to 2018, 

from 3.1 percent to  6.5 percent of marketplace enrollment. 

This increase restored the market share gold enrollment held 

in 2016, fo llow ing a noticeable drop in 2017, which likely

resulted from large, across-the-board premium increases 
that year.4

Enrollment in catastrophic and platinum plans has remained 
extremely low compared w ith enrollm ent in other coverage 
tiers; neither accounted for even 1 percent of marketplace 
enrollment over the three study years. Catastrophic plans 
were offered in 34 of the 39 Healthcare.gov states in 2018, 
up somewhat from 29 states in 2017. Because catastrophic 
plans are only offered to enrollees under age 29 and those 
w ithou t other options deemed affordable to them, this low 
enrollment is expected.

In 2018, platinum plans were offered in only eight 
Healthcare.gov states. Insurers do not have to offer 
platinum coverage as a condition of participation in the 
marketplaces, and many have chosen not to do so. Because 
this coverage tier has low out-of-pocket requirements, it 
is seen as attracting a disproportionate number of people 
w ith high medical needs. As such, platinum plans tend to be 
unattractive for insurers. Their higher premiums also make 
them less attractive to consumers.

Marketplace Enrollment by Coverage Tier and State
Table 4 shows the state-by-state breakdown of marketplace 
enrollment by actuarial value tier from 2016 to 2018, and 
Table 5 shows percentage-point changes in the distribution 
of enrollment across coverage tiers between 2016 to 2017 
and 2017 to 2018. Again, states that instructed their insurers 
to silver load premiums in 2018 are shaded in silver.
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Between 2016 and 2017, enrollment shifted little by actuarial 
value tier. But in states that experienced sizable shifts 
across metal tiers, such changes were primarily increases 
in the share of enrollees purchasing silver coverage. Of the 
38 states w ith Healthcare.gov data in both 2016 and 2017 
(Kentucky converted from a state-based marketplace to 
a federally facilitated marketplace in 2017, so the dataset 
has no 2016 data for Kentucky), 22 experienced increases 
in silver enrollment relative to other tiers, ranging from 
a 1 percentage-point increase in South Carolina to 11 
percentage-point increases in Arizona and Indiana. Shares of 
enrollees choosing silver-level coverage fell in only 13 states, 
and in those states, shifts out of silver coverage were much 
smaller; silver coverage decreased by a low of 1 percentage 
point in Louisiana and Utah and a high of 3 percentage points 
in Alaska, Montana, Nevada, and Oklahoma.

Between 2017 and 2018, however, the typical shifts in 
enrollment across tiers differed completely. In 33 of the 39 
Healthcare.gov states, the share of marketplace enrollees in 
silver plans decreased between the 2017 and 2018 plan years. 
The median decrease in silver coverage was 12 percentage 
points, but the largest shifts out of silver coverage occurred in 
Wyoming and New Mexico, where silver plans' share of total

enrollment fell by 36 and 32 percentage points. Following that, 
the share of marketplace enrollment in the silver tier fell 20 or 
more percentage points in Iowa (20 points), South Carolina (22 
points), Hawaii (22 points), and Pennsylvania (27 points).

As expected, states instructing insurers to silver load tended 
to see larger drops in silver enrollment, because the approach 
drove silver premiums, and thus subsidies, higher. Of the 19 
states where the silver tier's share of marketplace enrollment 
dropped by more than 10 percentage points, 15 had silver 
loaded. Still, the magnitude of the shifts varied across silver-
loading states, and some states that took other approaches 
also experienced large shifts out of the silver tier.

In 2018, enrollm ent shifts out of silver-level coverage 
increased the shares of enrollment in bronze- and gold-level 
coverage, but shifts to bronze were generally larger. Notable 
exceptions, however, are Wyoming, where coverage shifted 
out of both silver and bronze and into gold coverage, and 
Kansas, New Mexico, and Pennsylvania, where shifts into gold 
coverage heavily dominated as well. In states that had large 
enrollment shifts out of silver-level coverage but did not silver 
load, such movements were generally increases in enrollment 
in bronze plans, especially in Montana, North Carolina, and 
South Dakota.

Table 4: Health Coverage Enrollment in States Using the Healthcare.gov Enrollment Platform, 
by Metal Tier, 2016-18

2016 2017 2018
Percentage-Point Change, 

2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Alaska

Catastrophic 116 1% N/A N/A N/A N/A 0 0%

Bronze 9,680 47% 9,589 52% 10,339 54% 750 2%

Silver 10,095 49% 8,611 46% 7,841 41% -770 -6%

Gold 650 3% 377 2% 1,061 6% 684 3%

Total 20,541 100% 18,577 100% 19,241 100% 664 0%

Alabama

Catastrophic 2,139 1% 1,682 1% 1,587 1% -95 0%

Bronze 13,819 7% 13,966 8% 17,985 10% 4,019 3%

Silver 163,864 87% 160,164 89% 144,114 83% -16,050 -6%

Gold 8,176 4% 4,655 3% 10,697 6% 6,042 4%

Platinum 808 0% N/A N/A N/A N/A 0 0%

Total 188,806 100% 180,467 100% 174,383 100% -6,084 0%
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Table 4, continued

2016 2017 2018 Percentage-Point Change,
2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Catastrophic 502 1% 462 1% 368 1% -94 0%

Bronze 14,722 19% 13,244 18% 16,951 24% 3,707 5%

Arkansas Silver 54,373 71% 53,899 75% 52,240 73% -1,659 -2%

Gold 7,234 9% 4,558 6% 2,308 3% -2,250 -3%

Total 76,831 100% 72,163 100% 71,867 100% -296 0%

Catastrophic 4,243 2% 1,584 1% 531 0% -1,053 -1%

Bronze 46,221 22% 36,125 21% 49,151 28% 13,026 8%

Silver 134,524 64% 130,427 75% 116,222 67% -14,205 -7%
Arizona

Gold 25,085 12% 6,389 4% 6,839 4% 450 0%

Platinum 1,654 1% N/A N/A N/A N/A 0 0%

Total 211,727 100% 174,525 100% 172,743 100% -1,782 0%

Catastrophic 160 1% 180 1% 165 1% -15 0%

Bronze 6,630 21% 7,657 27% 7,235 30% -422 2%

Delaware
Silver 19,199 62% 17,842 64% 15,316 63% -2,526 -1%

Gold 4,039 13% 2,251 8% 1,476 6% -775 -2%

Platinum 865 3% N/A N/A N/A N/A 0 0%

Total 30,893 100% 27,930 100% 24,192 100% -3,738 0%

Catastrophic 9,639 1% 3,073 0% 1,182 0% -1,891 0%

Bronze 259,966 15% 275,227 16% 536,933 30% 261,706 13%

Florida
Silver 1,403,977 79% 1,383,771 81% 1,211,789 67% -171,982 -14%

Gold 70,483 4% 29,255 2% 56,383 3% 27,128 1%

Platinum 26,167 1% 12,979 1% 9,197 1% -3,782 0%

Total 1,770,232 100% 1,704,305 100% 1,815,484 100% 111,179 0%

Catastrophic 7,417 1% 6,651 1% 2,747 1% -3,904 -1%

Bronze 87,416 16% 69,191 14% 68,565 15% -626 1%

Georgia
Silver 433,261 78% 398,120 83% 353,868 78% -44,252 -5%

Gold 30,697 5% 6,198 1% 24,626 5% 18,428 4%

Platinum N/A N/A 401 0% 2,207 0% 1,806 0%

Total 558,791 100% 480,561 100% 452,013 100% -28,548 0%

Catastrophic 50 0% 75 0% 155 1% 80 0%

Bronze 2,675 15% 3,836 18% 5,460 26% 1,624 8%

Silver 13,182 72% 15,171 72% 10,596 50% -4,575 -22%
Hawaii

Gold 1,358 7% 1,296 6% 4,036 19% 2,740 13%

Platinum 1,086 6% 797 4% 1,010 5% 213 1%

Total 18,351 100% 21,175 100% 21,257 100% 82 0%
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Table 4, continued

2016 2017 2018
Percentage-Point Change, 

2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Iowa

Catastrophic 132 0% 887 2% 607 1% -280 0%

Bronze 16,385 27% 15,350 27% 21,602 41% 6,252 14%

Silver 39,465 66% 39,783 71% 26,293 50% -13,490 -20%

Gold 3,646 6% 164 0% 3,774 7% 3,610 7%

Platinum 17 0% 10 0% N/A N/A -10 0%

Total 59,645 100% 56,194 100% 52,276 100% -3,918 0%

Illinois

Catastrophic 1,951 0% 780 0% 1,291 0% 511 0%

Bronze 120,879 29% 114,224 31% 130,907 38% 16,683 6%

Silver 246,955 60% 235,882 65% 185,333 54% -50,549 -11%

Gold 42,107 10% 12,240 3% 28,203 8% 15,963 5%

Total 411,892 100% 363,126 100% 345,734 100% -17,392 0%

Catastrophic 908 0% 399 0% N/A N/A -399 0%

Bronze 68,890 34% 41,901 23% 42,845 26% 944 2%

Indiana Silver 122,870 61% 127,916 72% 117,214 70% -10,702 -1%

Gold 9,947 5% 8,187 5% 6,909 4% -1,278 0%

Total 202,615 100% 178,403 100% 166,968 100% -11,435 0%

Kansas

Catastrophic N/A N/A 568 1% 751 1% 183 0%

Bronze 22,784 21% 26,098 25% 26,697 27% 599 2%

Silver 73,734 69% 68,042 66% 47,934 48% -20,108 -18%

Gold 8,547 8% 7,849 8% 23,467 24% 15,618 16%

Platinum 1,495 1% N/A N/A N/A N/A 0 0%

Total 106,560 100% 102,557 100% 98,849 100% -3,708 0%

Kentucky

Catastrophic N/A N/A 860 1% 852 1% -8 0%

Bronze N/A N/A 19,009 21% 33,123 34% 14,114 14%

Silver N/A N/A 67,007 73% 55,972 58% -11,035 -14%

Gold N/A N/A 5,360 6% 6,132 6% 772 1%

Total N/A N/A 92,236 100% 96,079 100% 3,843 0%

Louisiana

Catastrophic 1,208 1% 759 1% N/A N/A -759 -1%

Bronze 42,710 21% 33,248 24% 31,817 30% -1,431 7%

Silver 149,776 72% 100,344 71% 66,355 63% -33,989 -8%

Gold 11,953 6% 4,733 3% 6,443 6% 1,710 3%

Platinum 2,632 1% 1,500 1% 547 1% -953 -1%

Total 208,279 100% 140,584 100% 105,162 100% -35,422 0%
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Table 4, continued

2016 2017 2018 Percentage-Point Change,
2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Catastrophic 737 1% 1,027 1% 921 1% -106 0%

Bronze 19,941 22% 22,106 27% 31,238 41% 9,132 14%

Maine Silver 64,292 72% 57,934 70% 42,611 55% -15,323 -15%

Gold 4,122 5% 1,874 2% 2,277 3% 403 1%

Total 89,092 100% 82,941 100% 77,047 100% -5,894 0%

Catastrophic 3,950 1% 3,464 1% 2,838 1% -626 0%

Bronze 91,690 25% 101,075 30% 124,104 41% 23,029 11%

Michigan
Silver 246,523 67% 215,649 65% 159,559 53% -56,090 -12%

Gold 21,812 6% 11,043 3% 13,269 4% 2,226 1%

Platinum 3,275 1% 532 0% 180 0% -352 0%

Total 367,250 100% 331,763 100% 299,950 100% -31,813 0%

Catastrophic 1,204 0% 1,473 1% 117 0% -1,356 -1%

Bronze 74,840 26% 73,813 29% 67,252 28% -6,561 -1%

Missouri
Silver 197,419 68% 171,139 68% 167,741 70% -3,398 2%

Gold 15,051 5% 3,845 2% 3,150 1% -695 0%

Platinum 887 0% N/A N/A N/A N/A 0 0%

Total 289,401 100% 250,270 100% 238,260 100% -12,010 0%

Catastrophic 695 1% 349 0% -349 0%

Bronze 11,016 11% 8,188 10% 3,698 5% -4,490 -6%

Mississippi
Silver 81,318 84% 70,994 89% 77,049 95% 6,055 6%

Gold 2,973 3% 581 1% 365 0% -216 0%

Platinum 649 1% N/A N/A N/A N/A 0 0%

Total 96,651 100% 80,112 100% 81,112 100% 1,000 0%

Catastrophic 643 1% 558 1% 552 1% -6 0%

Bronze 23,260 39% 23,716 44% 24,013 48% 297 4%

Montana Silver 32,904 55% 28,243 52% 17,793 36% -10,450 -17%

Gold 3,119 5% 1,554 3% 2,047 4% 493 1%

Total 59,926 100% 54,071 100% 50,098 100% -3,973 0%

Catastrophic 8,251 1% 8,959 2% 8,906 2% -53 0%

Bronze 101,724 17% 90,800 17% 113,523 22% 22,723 5%

North Carolina
Silver 465,608 78% 428,009 80% 370,730 71% -57,279 -9%

Gold 20,441 3% 9,290 2% 30,362 6% 21,072 4%

Platinum 3,545 1% N/A N/A N/A N/A 0 0%

Total 599,569 100% 537,058 100% 523,521 100% -13,537 0%
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Table 4, continued

2016 2017 2018
Percentage-Point Change, 

2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Catastrophic 619 3% 639 3% 571 2% -68 0%

Bronze 5,940 25% 5,892 25% 6,577 28% 685 3%

North Dakota Silver 12,649 53% 13,498 57% 13,565 57% 67 0%

Gold 4,882 20% 3,602 15% 3,069 13% -533 -2%

Total 24,090 100% 23,631 100% 23,782 100% 151 0%

Catastrophic 1,272 1% 784 1% 718 1% -66 0%

Bronze 30,281 33% 26,646 31% 39,256 43% 12,610 12%

Nebraska Silver 57,015 62% 59,013 68% 47,345 52% -11,668 -16%

Gold 3,809 4% 281 0% 3,735 4% 3,454 4%

Total 92,377 100% 86,724 100% 91,054 100% 4,330 0%

Catastrophic 1,127 2% 1,296 2% 1,031 2% -265 0%

Bronze 20,137 34% 18,277 32% 14,937 31% -3,340 -1%

New Silver 31,912 53% 32,341 57% 30,020 62% -2,321 5%

Hampshire Gold 5,720 10% 3,619 6% 2,254 5% -1,365 -2%

Platinum 970 2% 894 2% N/A N/A -894 -2%

Total 59,866 100% 56,427 100% 48,242 100% -8,185 0%

Catastrophic 2,303 1% 2,071 1% 2,715 1% 644 0%

Bronze 45,599 15% 46,251 15% 63,699 23% 17,448 7%

New Jersey
Silver 226,281 74% 242,673 81% 209,302 75% -33,371 -6%

Gold 23,971 8% 9,502 3% 5,171 2% -4,331 -1%

Platinum 6,433 2% N/A N/A N/A N/A 0 0%

Total 304,587 100% 300,497 100% 280,887 100% -19,610 0%

Catastrophic 339 1% 182 0% 109 0% -73 0%

Bronze 11,936 21% 12,277 22% 13,069 25% 792 3%

New Mexico
Silver 36,680 63% 36,931 67% 18,363 35% -18,568 -32%

Gold 8,557 15% 5,611 10% 20,333 39% 14,722 29%

Platinum 374 1% N/A N/A N/A N/A 0 0%

Total 57,886 100% 55,001 100% 51,874 100% -3,127 0%

Catastrophic 633 1% 1,028 1% 432 0% -596 -1%

Bronze 21,470 22% 26,276 28% 32,824 36% 6,548 8%

Nevada
Silver 69,867 71% 64,342 68% 54,534 60% -9,808 -8%

Gold 4,681 5% 3,241 3% 3,708 4% 467 1%

Platinum 2,145 2% N/A N/A N/A N/A 0 0%

Total 98,796 100% 94,887 100% 91,498 100% -3,389 0%

U.S. Health Reform—Monitoring and Impact 13



Table 4, continued

2016 2017 2018 Percentage-Point Change,
2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Catastrophic 3,466 1% 1,867 1% 2,403 1% 536 0%

Bronze 87,905 33% 70,236 28% 100,609 42% 30,373 14%

Ohio
Silver 152,098 57% 164,037 65% 120,792 51% -43,245 -14%

Gold 20,944 8% 15,025 6% 13,264 6% -1,761 0%

Platinum 625 0% N/A N/A N/A N/A 0 0%

Total 265,038 100% 251,165 100% 237,068 100% -14,097 0%

Catastrophic 236 0% 36 0% 262 0% 226 0%

Bronze 46,437 30% 52,332 35% 45,791 30% -6,541 -5%

Oklahoma Silver 101,300 65% 92,853 63% 99,771 66% 6,918 3%

Gold 7,303 5% 3,022 2% 6,368 4% 3,346 2%

Total 155,276 100% 148,243 100% 152,192 100% 3,949 0%

Catastrophic 1,417 1% 679 0% 296 0% -383 0%

Bronze 44,896 27% 55,231 33% 59,961 37% 4,730 4%

Oregon Silver 100,898 61% 100,376 61% 85,520 53% -14,856 -8%

Gold 17,191 10% 9,075 5% 16,537 10% 7,462 5%

Total 164,402 100% 165,361 100% 162,314 100% -3,047 0%

Catastrophic 3,125 1% 2,371 1% 2,193 1% -178 0%

Bronze 71,696 15% 40,086 9% 61,368 15% 21,282 6%

Pennsylvania
Silver 350,527 72% 352,912 82% 227,168 55% -125,744 -27%

Gold 52,960 11% 33,096 8% 120,798 29% 87,702 22%

Platinum 7,373 2% 2,302 1% 977 0% -1,325 0%

Total 485,681 100% 430,767 100% 412,504 100% -18,263 0%

Catastrophic 1,560 1% 1,455 1% 1,718 1% 263 0%

Bronze 17,546 8% 15,852 7% 59,047 28% 43,195 20%
South
Carolina

Silver 204,922 88% 191,772 89% 144,213 67% -47,559 -22%

Gold 9,387 4% 6,276 3% 8,791 4% 2,515 1%

Total 233,415 100% 215,355 100% 213,769 100% -1,586 0%

Catastrophic 344 1% 446 1% 481 2% 35 0%

Bronze 5,599 19% 7,430 24% 11,834 37% 4,404 13%

South Dakota Silver 21,544 75% 22,936 73% 18,948 59% -3,988 -14%

Gold 1,246 4% 647 2% 793 2% 146 0%

Total 28,733 100% 31,459 100% 32,056 100% 597 0%
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Table 4, continued

2016 2017 2018 Percentage-Point Change,
2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Catastrophic 2,149 1% 2,616 1% 234 0% -2,382 -1%

Bronze 70,113 26% 59,288 25% 54,093 23% -5,195 -2%

Tennessee
Silver 188,111 69% 170,293 72% 175,364 75% 5,071 3%

Gold 9,340 3% 2,768 1% 3,392 1% 624 0%

Platinum 1,229 0% N/A N/A N/A N/A 0 0%

Total 270,942 100% 234,965 100% 233,083 100% -1,882 0%

Catastrophic 8,028 1% 2,578 0% 5,750 1% 3,172 0%

Bronze 328,193 26% 261,578 22% 320,170 29% 58,592 7%

Texas
Silver 866,868 67% 871,712 74% 703,778 64% -167,934 -11%

Gold 78,868 6% 38,788 3% 75,648 7% 36,860 4%

Platinum 4,993 0% N/A N/A N/A N/A 0 0%

Total 1,286,950 100% 1,174,656 100% 1,105,346 100% -69,310 0%

Catastrophic 642 0% 850 0% 1,092 1% 242 0%

Bronze 28,865 14% 52,259 25% 110,845 54% 58,586 29%

Utah
Silver 150,251 74% 152,709 73% 120,052 59% -32,657 -15%

Gold 21,635 11% 2,680 1% 3,022 1% 342 0%

Platinum 777 0% N/A N/A N/A N/A 0 0%

Total 202,170 100% 208,498 100% 204,985 100% -3,513 0%

Catastrophic 6,964 2% 6,923 2% 3,951 1% -2,972 -1%

Bronze 95,543 22% 88,002 21% 99,070 26% 11,068 5%

Virginia
Silver 308,094 70% 318,030 75% 260,985 68% -57,045 -6%

Gold 30,174 7% 12,713 3% 16,626 4% 3,913 1%

Platinum 1,975 0% 924 0% 2,261 1% 1,337 0%

Total 442,750 100% 426,592 100% 382,893 100% -43,699 0%

Catastrophic 2,302 1% 2,324 1% 2,030 1% -294 0%

Bronze 60,866 23% 68,726 27% 77,663 34% 8,937 7%

Silver 191,021 71% 176,953 69% 119,848 52% -57,105 -17%

Gold 12,492 5% 9,210 4% 29,642 13% 20,432 9%

Platinum 2,318 1% 408 0% 526 0% 118 0%

Total 268,999 100% 257,621 100% 229,709 100% -27,912 0%

Catastrophic 119 0% 106 0% 79 0% -27 0%

Bronze 7,216 18% 7,828 24% 8,690 31% 862 8%

West Virginia Silver 27,626 71% 22,777 69% 17,745 64% -5,032 -5%

Gold 4,218 11% 2,363 7% 1,082 4% -1,281 -3%

Total 39,179 100% 33,074 100% 27,596 100% -5,478 0%
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Table 4, continued

2016 2017 2018
Percentage-Point Change, 

2017 to 2018

State Metal Tier Enrolled Share Enrolled Share Enrolled Share Enrolled Share

Wyoming

Catastrophic 135 1% 97 0% -97 0%

Bronze 7,081 27% 6,976 27% 4,486 17% -2,490 -10%

Silver 18,349 69% 17,825 69% 8,543 33% -9,282 -36%

Gold 937 4% 899 3% 12,975 50% 12,076 46%

Total 26,502 100% 25,797 100% 26,004 100% 207 0%

Source: Center for Consumer Information and Insurance Oversight issuer enrollment data, available at https://www.cms.gov/CCIIO/Resources/Data-Resources/issuer- 
level-enrollment-data.

Notes: Platinum plans are excluded when a state does not offer them in the specified tier. For the 2 6  states with grey shading, state nongroup insurers were instructed to silver load, or add the 
costs o f  cost-sharing reductions into silver plans; silver-loading status is from  a Commonwealth Fund report available a t https://www.commonwealthfund.org/blog/2017/states-step-protect- 
consumers-wake-cuts-aca-cost-sharing-reduction-payments.

Table 5: Percentage-Point Changes in the Share of Marketplace Enrollees in Bronze, Silver, and 
Gold Plans in States Using the Healthcare.gov Enrollment Platform, 2016-17 and 2017-18
States shown in descending order by the size o f  state shift out o f  silver tier coverage between 20 1 7  and 2018

State

Percentage Point Change in Share o f  Marketplace Enrollment, 
2016 to 2017

Percentage Point Change in Share o f  Marketplace Enrollment, 
2017 to 2018

Bronze Silver Gold Bronze Silver Gold

Wyoming 0% 0% 0% -10% -36% 46%

New Mexico 2% 4% 4% 3% -32% 29%

Pennsylvania -5% 10% 10% 6% -27% 22%

Hawaii 4% 0% 0% 1% -22% 13%

South Carolina 0% 1% 1% 20% -22% 1%

Iowa 0% 5% 5% 14% -20% 7%

Kansas 4% -3% -3% 2% -18% 16%

Montana 5% -3% -3% 4% -17% 1%

Wisconsin 4% -2% -2% 7% -17% 9%

Nebraska -2% 6% 6% 12% -16% 4%

Utah 11% -1% -1% 29% -15% 0%

Maine 4% -2% -2% 14% -15% 1%

Florida 1% 2% 2% 13% -14% 1%

Kentucky N/A N/A N/A 14% -14% 1%

Ohio -5% 8% 8% 14% -14% 0%

South Dakota 4% -2% -2% 13% -14% 0%

Michigan 5% -2% -2% 11% -12% 1%

Illinois 2% 5% 5% 6% -11% 5%

Texas -3% 7% 7% 7% -11% 4%

North Carolina 0% 2% -2% 5% -9% 4%
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Table 5, continued

State

Percentage Point Change in Share o f  Marketplace Enrollment, 
2016 to 2017

Percentage Point Change in Share o f  Marketplace Enrollment, 
2017 to 2018

Bronze Silver Gold Bronze Silver Gold

Louisiana 3% -1% -1% 7% -8% 3%

Nevada 6% -3% -3% 8% -8% 1%

Oregon 6% -1% -1% 4% -8% 5%

Arizona -1% 11% 11% 8% -7% 0%

Virginia -1% 5% 5% 5% -6% 1%

New Jersey 0% 6% 6% 7% -6% -1%

Alabama 0% 2% -2% 3% -6% 4%

Alaska 4% -3% -1% 2% -6% 3%

West Virginia 5% -2% -2% -10% -5% -3%

Georgia -1% 5% -4% 1% -5% 4%

Arkansas -1% 4% 4% 5% -2% -3%

Indiana -11% 11% 11% 2% -1% 0%

Delaware 6% 2% -5% 2% -1% -2%

North Dakota 0% 5% -5% 3% 0% -2%

Missouri 4% 0% -4% -1% 2% 0%

Tennessee -1% 3% -2% -2% 3% 0%

Oklahoma 5% -3% -3% -5% 3% 2%

New Hampshire -1% 4% -3% -1% 5% -2%

Mississippi -1% 4% -2% -6% 6% 0%

Source: Center for Consumer Information and Insurance Oversight issuer enrollment data, available at https://www.cms.gov/CCIIO/Resources/Data-Resources/issuer- 
level-enrollment-data.

Notes: N /A  is not available; the dataset lacks 2 0 1 6  data fo r  Kentucky because the state operated a state-based marketplace with its own website that year. Bronze share includes expanded 
bronze plans. For the 2 6  states with grey shading, state nongroup insurers were instructed to silver load, or add the costs o f  cost-sharing reductions into silver plans; silver-loading status is from  
a Commonwealth Fund report available at https://www.commonwealthfundorg/blog/2017/states-step-protect-consumers-wake-cuts-aca-cost-sharing-reduction-payments.

Change in share may not sum to 0 because we exclude catastrophic and platinum  because o f  their low enrollment.
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CONCLUSION AND DISCUSSION
In 2018, silver-tier premiums increased relative to other 
marketplace premiums in most states. This change 
resulted from the administration's decision to stop directly 
reimbursing insurers for cost-sharing subsidies and from most 
states' subsequent decisions to have insurers add those costs 
to their silver-tier premiums instead. Other states had insurers 
spread those costs across all coverage tiers, which led to more 
proportionate increases in premiums across coverage tiers, 
whereas other states left insurers to make such decisions 
independently. All o f these approaches increased the dollar 
value of marketplace premium subsidies, and such increases 
were generally largest in states that silver loaded.

The popular state decision to silver load reduced many 
subsidized consumers' required premium contributions 
for bronze-tier coverage to very low levels— sometimes 
to $0. The decision also reduced the additional premiums 
required to enroll in more generous gold-tier coverage 
(relative to standard silver coverage). Consequently, the 
share of marketplace enrollees choosing silver-tier plans 
decreased significantly in 2018, whereas bonze and gold 
plan enrollm ent increased. Still, silver remained the highest- 
enrollment tier (64 percent) in 2018, down from 75 percent in 
2017. Bronze plans (both traditional and expanded bronze) 
enrolled 28 percent of marketplace consumers in 2018, while 
gold plans enrolled 7 percent.

Shifts from silver- to  bronze-tier coverage pose risks for 
consumers. Specifically, bronze plans' low- or no-cost 
premiums are hard to resist for increasing numbers of people 
struggling to afford needed health care. However, premium 
tax credit eligible people w ith incomes below 250 percent of 
FPL ($61,500 for a fam ily of four in 2018) are also eligible for 
out-of-pocket costs subsidies only if they enroll in silver tier 
marketplace coverage. If they select bronze coverage for its 
lower premiums, they forgo this additional assistance.

That many consumers may be unaware of the financial 
implications of enrolling in a bronze plan instead of a silver

plan at least partially owes to the administration having 
dramatically reduced funding for enrollm ent assisters.
Shifting to bronze coverage could be detrimental for 
enrollees' finances and health statuses. For example, an 
individual w ith an income of 175 percent of FPL could have 
faced an out-of-pocket maximum of $7,350 in a bronze 
plan, as opposed to $1,950 in a silver cost-sharing reduction 
plan.5 Even people who have somewhat higher incomes 
and are ineligible for cost-sharing subsidies may have made 
potentially detrimental decisions because they did not 
understand the trade-offs between lower premiums and 
higher out-of-pocket costs. Such trade-offs w ill always be 
greatest for those w ith the greatest health care needs.

The pricing and enrollment dynamics described here 
remain true for 2020 and beyond, h ighlighting the need 
for additional support for consumers navigating the trade-
offs between premiums and out-of-pocket costs and their 
potential consequences for financial well-being and access to 
medical care. With data for additional years that allow us to 
track enrollment choices for consumers w ith different income 
levels and health care needs, we could better assess whether 
cuts in consumer assistance have hampered effective 
decisionmaking about which health plan to enroll in. If 
enrollment by tier remains relatively constant over time, as it 
had before the administrative changes mentioned here, that 
may indicate consumers are comfortable w ith shifts to lower 
tiers of coverage, or that they still lack awareness about other 
options that may better meet their needs. The latter may be 
the case for consumers found to be forgoing substantial cost-
sharing subsidies for somewhat lower premiums. If another 
shift occurs and substantial shares of enrollees return to 
silver-tier coverage, it may indicate that consumers were not 
happy w ith bronze coverage relative to higher actuarial value 
plans, and additional assistance and education tools could 
facilitate more informed decisionmaking by future health 
insurance consumers.
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Issue Brief
The A ffo rd ab le  Care Act (ACA) has led to  historic decreases in th e  un insured rate, but 
ab o u t 11 % o f no n -e ld erly  A m ericans (https://www.kff.org/policv-watch/what-we-do-and-dont- 
know-about-recent-trends-in-health-insurance-coverage-in-the-us/i rem ain  un insured  and th e  

ACA M arketp laces can have high p rem iu m s and deductib les. Left o u t o f  th e  ACA's 
a ffo rd ab le  coverage expansion are  th o se  w h o  buy th e ir  ow n insurance on th e  
individual m a rke t b u t a re  inelig ible fo r  financial assistance. The ACA's p rem iu m  tax  
credits hold dow n p rem iu m  paym ents fo r  M arketp lace  shoppers w hose incom es are  
betw een  one and fo u r tim es  (https://www.kff.org/health-reform/issue-brief/explaining-health-care- 
reform-questions-about-healthfl th e  fed era l poverty  level ($12 ,490  -  $49 ,9 6 0  fo r  an 

individual in 2020). This subsidy structure  has led to  a lack o f a ffo rd ab le  individual 
m arke t coverage options fo r  peop le  be low  poverty  w h o  live in states th a t do not 
exp and  M edicaid , and peop le  shopping  fo r  th e ir  ow n coverage w ith  incom es ju s t above  
400%  o f  poverty  across all states. In add ition , peop le  w h o  are  elig ible fo r  'a ffo rdab le ' 
em p lo yer-sp o n so red  insurance are  ineligible fo r  m arketp lace  subsidies u n d er cu rren t 
law. H ow ever, w o rkers  can be req u ired  to  co n trib u te  as m uch as 9 .78%  o f th e ir  
household  incom e fo r  self-on ly coverage u n d er an 'a ffo rd a b le 'jo b -b a s e d  plan, an  
a m o u n t m uch g re a te r th an  som e low -w age w o rkers  w ou ld  have to  pay fo r  a subsidized  
m arketp lace  plan w e re  th e y  eligible, and th e re  is no lim it on w h a t w o rkers  w ith  fam ilies  
m ight have to  pay in p rem iu m s fo r  e m p lo yer coverage.
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In years w h en  th e re  have been steep increases in exchange prem ium s, those receiving  
a subsidy have been pro tected  fro m  p rem iu m  hikes, w h ile  th o se  ineligible fo r  subsidies  
face th e  full increase and m ay be priced o u t o f  coverage. E n ro llm ent in th e  individual 
m arke t (https://www.kff.org/private-insurance/issue-brief/data-note-changes-in-enrollnnent-in-the- 
individual-health-insurance-market-through-early-2019/  ̂ increased fro m  a b o u t 11 m illion before  

th e  ACA to  a peak o f  17  m illion in 2 0 1 5  and 201 6 . S teep p rem iu m  increases fo r  th e  
2 0 1 7  and 2 0 1 8  plan years coincided w ith  sharp  reductions in signups, particu larly  
am o n g  peop le  not receiving subsidies. Currently, m o re  th an  13 m illion peop le  are  
enro lled  in individual m arke t coverage.

Additionally , high deductib les have created  a ffo rd ab ility  challenges even fo r  th o se  w ith  
p rem iu m  subsidies. The ACA includes an add ition al type  o f financial assistance, called a 
cost-sharing subsidy, w hich brings dow n deductib les and copaym ents, but only  
M arketp lace  purchasers w hose incom es a re  betw een  1 and 2 .5  tim es  th e  poverty  level 
are  elig ible fo r  th is help. People outside o f th is incom e range typically  face deductib les  
o f several th ousand  dollars o r m ore, w ith  silver (m id-level plan) deductib les reaching  
an ave rage o f a b o u t $ 4 .4 5 0  (https://www.kff.org/slideshow/cost-sharing-for-plans-offered-in-the- 
federal-marketplace-2014-2020/  ̂fo r  a single person in 2020 . High deductib les can also 

discourage peop le  fro m  enro lling  in coverage in th e  firs t place.

W hile  th e re  is g en era l a g re e m e n t th a t high p rem iu m s and deductib les fo r  those  
w ith o u t a subsidy a re  critical p rob lem s facing th e  ACA M arketp lace , th e  2 0 2 0  
presidentia l candidates d iffe r in th e ir  p roposed solutions. Pres ident T ru m p  has 
advocated  repeal o f  th e  ACA and his ad m in is tra tio n  cu rren tly  supports  a law suit th a t  
w o u ld  o vertu rn  (https://www.kff.org/health-reform/issue-brief/explaining-texas-v-u-s-a-guide-to-the- 
case-challenging-the-acafl th e  law. If  successful, th e  law suit could lead to  significant 
coverage losses (https://www.kff.org/health-reform/fact-sheet/potential-impact-of-texas-v-u-s- 
decision-on-key-provisions-of-the-affordable-care-adA P resident T ru m p  has also exp an d ed  th e  

availab ility  o f  s h o rt-te rm  plans, w hich have low er p rem iu m s (https://www.kff.org/health- 
reform/issue-brief/whv-do-short-term-health-insurance-plans-have-lower-premiums-than-plans-that- 
compiv-with-the-acan th an  A C A -com pliant plans because th e y  do not have to  fo llo w  th e  

ACA's rules, particu larly  coverage o f  pre-existing  conditions. S h o rt-te rm  plans do not 
qualify  fo r  ACA p rem iu m  subsidies, but th e  T ru m p  ad m in is tra tio n  has issued guidance  
allow ing  state  w aivers  th a t w ou ld  red irect p rem iu m  subsidies to  sh o rt-te rm  plans 
u n d er certain  circum stances.

F o rm er Vice P resident Joe Biden, on th e  o th e r hand, has sup ported  bu ild ing on th e  ACA 
fra m e w o rk  (https://ioebiden.com/healthcarefl by exp and ing  subsidies and creating  a new  

public option . W h ile  Biden's public option  proposal has received significant a tten tio n , 
his proposal to  exp and  ACA p rem iu m  subsidies has not been th e  subject o f  m uch  
public discussion o r analysis, especially his plan to  ex ten d  elig ibility fo r  subsidies to  
people  w ith  em p lo yer coverage. In th is analysis, w e  exam in e  cu rren t insurance
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a ffo rd ab ility  challenges u n d er th e  ACA, and th e  effects o f  a proposal like Biden's to  
exp and  subsidies fo r  peop le  cu rren tly  purchasing M arketp lace  o r em p lo yer coverage. 
W e fin d  that:

.  The cost o f  ACA M arketp lace  coverage w ou ld  be low er fo r  nearly  all cu rren t  
M arketp lace  enrollees, as w ell those w h o  are  cu rren tly  priced o u t o f  th e  m arket.

.  A 40 -year-o ld  m aking  $50 ,0 0 0  w ou ld  go fro m  paying $52 2  p er m o n th  fo r  th e  second- 
low est cost gold plan to  paying $ 3 5 4  per m o n th  u n d er a B iden-like proposal, a 
savings o f $16 8  (or 32% ) p er m onth .

.  M o re  th a n  12 m illion peop le  w ith  em p lo yer-b ased  insurance w ou ld  pay a sm alle r  
share o f  th e ir  incom e to w ard s  p rem iu m s by sw itching into a M arketp lace  plan u n d er  
p rem iu m  caps s im ilar to  those Biden has proposed.

W hile  a proposal like Biden's w o u ld  m ake coverage m o re  a ffo rd ab le  fo r  a significant 
n u m b e r o f  people, th e y  w ou ld  also increase fed era l spending, w hich w e do not a tte m p t  
to  es tim a te  here. The Biden cam paign has es tim ated  th a t Biden's hea lth  plan w ould  
m o re  th an  d o u b le  fed era l M arketp lace  spending over 10 years.

How Affordable are Marketplace Plans under Current Law?
The m ap b e low  shows p rem iu m  a ffo rd ab ility  fo r  peop le  w ith  various incom es and ages 
u n d er cu rren t law. The ACA provides sliding scale subsidies th a t cap an individual's  
req u ired  p rem iu m  con tribu tion  to w a rd  a b en ch m ark  plan (the second-low est-cost 
silver plan) a t a certain  percen t o f  one's incom e. The a m o u n t o f  p rem iu m  ta x  cred it 
equals th e  actual cost o f  th e  b en ch m ark  plan m inus th e  individual's requ ired  
co n tribu tion . P rem ium  ta x  credits a re  available to  M arketp lace  purchasers w hose  
incom es are  betw een  100%  and 400%  o f  th e  fed era l poverty  level. Cost-sharing  
reductions are  ava ilab le to  M arketp lace  shoppers w h o  have incom es b e tw een  100%  
and 250%  o f poverty. Those w hose incom e is b e low  150%  o f  poverty  receive th e  m ost 
gen erous  cost-sharing assistance, th o u g h  in states th a t have exp an d ed  M edicaid  m ost 
o f th is g ro u p  are  en ro lled  in M edicaid  ra th e r th an  th e  M arketp lace .

M arketp lace  partic ipants can ap p ly  th e ir  p rem iu m  ta x  credits to  o th e r plans th a t are  
m o re  o r less expensive th an  th e  b en ch m ark  plan. For exam ple , so m eo n e m ay  decide  
to  enro ll in th e  cheapest b ronze plan o ffe red  on th e  m arketp lace  and, if  th e  p rem iu m  
ta x  cred it a m o u n t equals o r exceeds th e  cost o f  th a t plan, she can enro ll fo r  free . 
A p p ro x im ate ly  4 .7  m illion (https://www.kff.org/private-insurance/issue-brief/how-manv-of-the- 
uninsured-can-purchase-a-marketplace-plan-for-free-in-2020/) uninsured  individuals w e re  elig ible  

fo r  zero  p rem iu m  bronze plans at th e  s tart o f  2020 . The tra d e o ff, how ever, is th a t  
bronze plans typically  have m uch h igher deductib les ($ 6 .500  on a ve rage 
(https://www.kff.org/slideshow/cost-sharing-for-plans-offered-in-the-federal-marketplace-2014-2020/)). 
Cost-sharing subsidies a re  on ly o ffe red  th ro u g h  s ilver-tier m arketp lace  plans. A 
co n su m er m ight also decide to  enro ll in a plan th a t costs m o re  th an  th e  ben ch m ark  
plan -  fo r  exam ple , she m ight p re fe r a m o re  expensive gold plan w ith  a low er

https://www.kff.org/health-reform/issue-brief/affordability-in-the-aca-marketplace-under-a-proposal-like-joe-bidens-health-plan/?utm_campaign=KFF-2... 3/16



11/12/2020 Affordability in the ACA Marketplace Under a Proposal Like Joe Biden's Health Plan | KFF

deductib le; on average, gold plan deductib les a re  ab o u t $1 ,500  p er yea r fo r  an  
ind ividual. If  so, th e  n et p rem iu m  p ay m e n t a fte r  app lying  th e  ta x  cred it will be m ore  
th an  th e  b en ch m ark  plan w o u ld  have cost.

For peop le  receiving both p rem iu m  and cost-sharing assistance, ACA M arketp lace  plan  
subsidies are  m o re  com preh ensive . For exam ple , th e  average 60-year-o ld  m aking  
$20 ,0 0 0  (160%  o f poverty) pays $77  p er m o n th  (less th an  5% o f th e ir  incom e) on a 
silver plan, and has a ded uctib le  o f  less th an  $800.

Those w ith  h igher incom es w h o  are  still w ith in  th e  subsidy range face h igher costs. For 
exam ple , a t a $49 ,0 0 0  incom e (392%  o f  poverty), th e  typical 60 -year-o ld  w ou ld  pay  
$39 9  p er m o n th  (just u n d er 10%  o f  th e ir  incom e) w ith  a typical d ed uctib le  appro ach ing  
$4 ,4 5 0  fo r  th e  sam e silver plan. This person is still receiving a m o n th ly  subsidy o f  $579  
fo r  help paying th e  p rem iu m , b u t th e y  are  not elig ible fo r  a reduced deductib le .

M arketp lace  shoppers w h o  are  not elig ible fo r  any assistance face high and rising  
costs. If  a 60-year-o ld 's  incom e is $50 ,0 0 0  (just over 400%  o f poverty), she is no longer 
elig ible fo r  subsidies and w ou ld  have to  pay full price fo r  a silver plan -  $979  per 
m onth , o r 23%  o f h er incom e, w ith  a d ed uctib le  o f  a b o u t $4 ,450 . This is an exam p le  o f  
th e  so-called "subsidy cliff," described m o re  be low  and show n in Figure 3. The subsidy  
cliff is less p rono unced  fo r  yo u n g er enro llees. People ineligible fo r  subsidies can 
reduce p rem iu m  costs by choosing a less expensive b ronze plan, th o u g h  th is w ould  
not necessarily e lim in a te  th e  subsidy cliff. The national average p rem iu m  fo r  th e  low est 
cost b ronze plan in 2 0 2 0  fo r  a 60 -ye ar old costs $62 2  p er m onth , o r nearly  15%  o f gross 
incom e fo r  so m eo n e earn in g  $50 ,0 0 0  (Figure 3). In add ition , deductib les u n d er bronze  
plans are  even higher, averag ing $ 6 ,506  in 2020 .

Figure 1

What Changes would Biden Make to ACA Marketplace Subsidies?
In th is portion  o f th e  analysis, w e  focus on th e  effects o f  Joe Biden's hea lth  plan on 
people  w h o  are  cu rren tly  purchasing th e ir  ow n coverage, o r w h o  w ou ld  be purchasing  
th is coverage but have been priced out. Biden has proposed build ing on th e  ACA by 
increasing th e  a m o u n t o f  financial assistance and exp and ing  subsidy elig ibility beyond  
th e  cu rren t range o f 100 -400%  o f poverty  fo r  M arketp lace  purchasers. In his plan,
Biden w o u ld  peg th e  b en ch m ark  fo r  p rem iu m  ta x  credits to  th e  second-low est cost 
gold plan instead o f th e  cu rren t silver ben chm ark, m ean ing  p rem iu m  subsidies w ou ld  
be h igher and M arketp lace  purchasers could m o re  easily a ffo rd  a low er-ded uctib le  
plan.

Biden w o u ld  reduce th e  m ax im u m  p rem iu m  co n tribu tion  cap to  8.5%  o f an enrollee 's  
incom e fo r  a b en ch m ark  gold plan (curren tly  th e  cap on enro llees ' con tributions  
to w a rd  th e  b en ch m ark  silver plan is ju s t u n d er 10%  o f incom e). He w ou ld  also rem ove
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th e  u p p er incom e lim it on p rem iu m  subsidies, ex ten d in g  th e  n ew  8.5%  p rem iu m  cap to  
h igher-incom e enrollees, and so e lim in atin g  th e  "subsidy cliff."

The Biden plan p resu m ab ly  w o u ld  low er th e  requ ired  con tribu tion  fo r  subsidy-eligible  
individuals a t all incom e levels. Though his plan does not specify am oun ts , th is analysis  
assum es requ ired  con tribu tion  am o u n ts  described in H.R. 188 4  
(https://www.congress.gov/bill/116th-congress/house-bill/1884/text?
q=%7B%22search%22%3A%5B%22hr1884%22%5D%7D&r=1 &s=11. a m easure  passed in th e  

H ouse o f R epresentatives in 2 0 2 0  th a t also caps req u ired  individual p rem iu m  
co n tribu tion  am o u n ts  a t 8 .5%  o f incom e and e lim inates  th e  subsidy cliff. In th is bill, fo r  
exam ple , peop le  w ith  incom e o f 160%  FPL, w h o  m ust co n trib u te  4 .59%  o f  th e ir  incom e  
to w a rd  th e  cost o f  th e  b en ch m ark  plan u n d er cu rren t law, w o u ld  on ly  have to  
co n trib u te  2.4%  o f  th e ir  incom e to w a rd  th e  cost o f  th e  b en ch m ark  plan.

In add ition , Biden w ou ld  a llow  w o rkers  w ith  an o ffe r o f  jo b -b ased  coverage to  enro ll in 
M arketp lace  plans w ith  subsidies if  th a t w ou ld  be a b e tte r deal. U n d er cu rren t law, 
em ployees qua lify  fo r  M arketp lace  subsidies on ly if  th e ir  em ployer's  plan is d eem ed  
u n a ffo rd ab le  o r does not satisfy m in im u m  coverage req u irem en ts . Em ployer coverage  
is considered u n a ffo rd ab le  if th e  w orker's  p rem iu m  con tribu tion  fo r  self-on ly am o u n ts  
to  m o re  th an  9 .78%  o f household  incom e. The a ffo rd ab ility  tes t fo r  em p lo yer-  
sponsored coverage o ffe red  to  fa m ily  m em b ers  also is based on th e  cost o f  self-on ly  
coverage. As a result, if an em p lo yer pays th e  full p rem iu m  fo r  its w o rkers  but 
con tributes  no th ing  to w a rd  th e  cost o f  fa m ily  coverage, fam ily  m em b ers  are  still 
considered to  have an o ffe r o f  "affordab le" em ployer-spon sored  coverage and so are  
inelig ible fo r  M arketp lace  subsidies; th is is so m etim es re fe rred  to  as "the fam ily  glitch." 
(See b e low  fo r  analysis o f  how  m an y  peop le  w ith  em p lo yer coverage could b en efit 
fro m  th is change.)

Biden w o u ld  also create  a public option  th a t w o u ld  be open  to  all M arketp lace  
partic ipants . People w h o  live in states th a t have not ad o p ted  th e  ACA M edicaid  
expansion and w h o  m ake less th an  138%  o f th e  poverty  line w ou ld  be au to m atica lly  
enro lled  in th e  public option  w ith  no p rem iu m . The public plan w o u ld  also negotiate  
p ay m e n t rates w ith  doctors and hospitals w ith  a goal o f  reducing overall hea lth  plan  
costs.

Biden's cam paign estim ates  th a t his plan w ou ld  bring th e  un insured ra te  dow n to  3%.
In add ition  to  th e  subsidy expansion and public option  co m po nents  o f his plan, Biden  
has said th a t he w ou ld  re instate  th e  individual m an d a te  penalty, pass legislation to  
pro tect patients  fro m  surprise bills, block m ergers th a t th re a te n  co m petition  in th e  
health  care industry, and a llo w  th e  fed era l g o v e rn m e n t to  neg otia te  pharm aceutica l 
prices.

How would a proposal like Biden's affect premiums for people buying the ir own 
coverage?
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W e fin d  th a t, by im p lem en tin g  a proposal like Biden's to  b en ch m ark  p rem iu m  ta x  
credits to  th e  cost o f  m o re  gen erous gold plans and capping p rem iu m  paym ents a t 
8.5%  o f  incom e, m an y  individuals cu rren tly  purchasing th e ir  ow n insurance could pay  
low er p rem iu m s fo r  m o re  gen erous coverage.

Average prem ium  changes: On average across th e  U.S., a 40 -year-o ld  person m aking  
$20 ,0 0 0  (160%  o f poverty) w ou ld  go fro m  paying $13 9  to  $39  p er m o n th  fo r  th e  
second-low est cost gold plan. A 40 -year-o ld  m aking  $45 ,0 0 0  (360%  o f poverty) w ould  
go fro m  paying $429  p er m o n th  fo r  th e  second-low est cost gold plan u n d er cu rren t law  
to  $ 2 9 6  p er m o n th  u n d er a B iden-like proposal, a savings o f 31 % o r $133  per m onth . A  
40-year-o ld  w h o  m akes $50 ,000 , and thus is cu rren tly  unsubsidized, w ou ld  go fro m  
paying $52 2  p er m o n th  to  paying a subsidized p rem iu m  o f $ 3 5 4  fo r  a gold p lan .1

The savings w ou ld  be largest fo r  o ld e r enro llees  w hose incom es a re  ju s t above th e  
cu rren t subsidy th resh o ld . For exam ple , a 60 -year-o ld  m aking  $50 ,0 0 0  (just over 400%  
o f th e  poverty  line) w o u ld  go fro m  paying an average o f  $1 ,029  p er m o n th  (25%  o f  
incom e) to  $ 3 5 4  (8.5%  o f incom e) fo r  a gold plan, a savings o f 66%  (Table 1).

Table 1: National Average Change in Monthly Premium and Annual Deductible for Enrollee at $50,000 Ini
(Just over 400% of Poverty)

Bronze Plan (Typical Deductible of $6,500) Gold Plan (Typical Deductible ol

Current Law Biden's Proposal % Change Current Law Biden's Proposal

60 year old $622 $30 -95% $1,029 $354

40 year old $324 $160 -51% $522 $354

27 year old $272 $186 -32% $437 $349

Note: This table shows enrollment-weighted average premiums for the lowest-cost bronze plan and the second-lowest cost 
county, based on premiums in effect in 2020. The payment for the second-lowest cost gold plan under the Biden plan woulc 
certain percent of one's income. Estimated costs of bronze plans do not take into account any impact of the new public plan 
premiums or subsidy amounts.

Im p o rtan tly , in add ition  to  low ering  w h a t peop le  w ou ld  pay in p rem iu m s fo r  
m arketp lace  plans, th e  Biden proposal w ou ld  m ean  th a t m an y peop le  could m o re  
easily a ffo rd  to  purchase m o re  gen erous M arketp lace  plans w ith  low er deductib les. For 
exam ple , using national average M arketp lace  plan prem ium s, a 40 -year-o ld  m aking  
$50 ,0 0 0  (just above th e  subsidy range u n d er cu rren t law) w o u ld  go fro m  paying $522  
p er m o n th  (nearly  13%  o f  h er incom e) to  paying $ 3 5 4  p er m o n th  (8.5%  o f h er incom e, a 
savings o f 32% ) fo r  a gold plan w ith  a typical ded uctib le  o f  ab o u t $1 ,500 .

County-by-county prem ium  changes: The cost d iffe ren ce  is particu larly  d ram atic  fo r  
m id d le -in co m e enro llees  w h o  are  o ld e r and those living in rural areas, w h e re  
p rem iu m s te n d  to  be higher. On average, a 60 -year-o ld  m aking $50 ,0 0 0  w ou ld  go fro m  
paying $ 8 8 8  per m o n th  (21.3%  o f h er incom e) fo r  a silver plan to  $ 3 5 4  m o n th ly  (8.5%  o f  
h er incom e) fo r  a gold plan. A 40 -year-o ld  m aking $50 ,0 0 0  in Floyd County, Georgia,
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w o u ld  go fro m  paying $89 6  m o n th ly  (21 .5%  o f h er incom e) fo r  th e  second-low est cost 
gold plan to  paying $ 3 5 4  m o n th ly  (8.5%  o f h er incom e), a yearly  savings o f  $6 ,504 . The  
m ap b e lo w  shows th e  effects on p rem iu m s o f  a plan th a t ben chm arks p rem iu m  
subsidies to  th e  second-low est cost gold plan in each county, caps p rem iu m  paym ents  
a t 8.5%  o f incom e, and fu rth e r  enhances p rem iu m  subsidies fo r  th e  cu rren t subsidy- 
elig ible popu lation  (Figure 2).

It is im p o rta n t to  note th a t th e  p rem iu m  estim ates  in th is p ap er do not account fo r  th e  
potentia l im p act o f  Biden's proposed public option  plan on M arketp lace  subsidies and  
th e  net cost fo r  a n o n -b en ch m ark  plan. It is not ye t know n how  th e  public option  will 
be fac to red  into  th e  b en ch m ark  plan calculations o r th e  ex ten t to  w hich th e  public  
option  plan will be ab le  to  neg otia te  low er p aym en t rates w ith  doctors o r hospitals, 
both o f w hich could im p act pricing across th e  M arketp lace . These lim itations are  
discussed fu rth e r  in th e  m eth o d s  section.

2
Figure 2

var d ivE lem ent = d o cum ent.getE lem en tB yld ('v iz16013058 3347 9 '); var v izE lem ent = 
divE iem ent.getE lem entsB yTagN am e('ob ject')[0 ];
v izE lem ent.s ty le .w id th= '810px';v izE lem ent.sty le .he igh t= '827px '; va r scrip tE lem ent = 
docum ent.createE lem ent('scrip t'); scrip tE lem ent.src = 
'h ttp s ://p u b lic .tab leau .co m /j avascrip ts /ap i/v iz  v1 .j s & # 8 2 1 7 
(https://public.tableau.com/javascripts/api/viz v1 .js&#8217^:
vizE lem en t.p aren tN o d e .in sertB efo re (scrip tE lem en t, vizElem ent);

Elimination of the "subsidy cliff': Savings are  m ost p rono unced  fo r  o lder, m id d le - 
and u p p er-m id d le  incom e enro llees  because, u n d er Biden's proposal, th e re  w ou ld  no  
longer be a subsidy cliff. C urrently, th e  subsidy cliff is m ost e x tre m e  fo r  o ld er enro llees  
d u e  to  age rating: On average, a 60 -year-o ld  m aking ju s t above th e  subsidy range pays 
15%  o f  th e ir  incom e fo r  a b ronze p rem iu m , b u t th is p ay m e n t w o u ld  d ro p  to  aro u n d  1%  
o f th e ir  incom e u n d er Biden's plan as th e  en ro llee  w ou ld  becom e elig ible fo r  financial 
assistance (Figure 3). P rem ium  subsidies w ou ld  g rad u a lly  ta p e r  o ff  a t h igher incom es  
w h e re  th e y  are  no longer needed  to  m ake plans a ffo rd ab le .

Figure 3

Biden's proposed changes w o u ld  have vary ing im pacts in d iffe re n t parts o f  th e  country, 
d ep en d in g  in large p art on th e  prices o f  gold plans currently , and w h a t those prices are  
relative to  th e  cost o f  o th e r m etal tiers. In genera l, th e  largest gains in a ffo rd ab ility  
w o u ld  go to  m id d le  and u p p er-m id d le -in co m e, o ld er enro llees  living in rural areas  
since th is group  typically  pays th e  highest p rem iu m s u n d er cu rren t law, and to  m an y  
people  b e lo w  th e  poverty  line w h o  live in states th a t have not exp an d ed  M edicaid
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(those in th e  "M edicaid  gap" (https://www.kff.org/report-section/the-coverage-gap-uninsured-poor- 
adults-in-states-that-do-not-expand-medicaid-data-and-methods/^ since th e y  a re  Currently not 
elig ible fo r  M arketp lace  subsidies despite  th e ir  low  incom es.

Since Biden's plan does not place an u p p er incom e lim it on subsidy eligibility, an o ld er  
ad u lt in Low ndes County, Georgia, w h e re  gold plans are  th e  m ost expensive in th e  
country, could th eo re tica lly  receive a subsidy even if th e ir  incom e exceeds $ 3 0 0 ,0 0 0  
p er year. Currently, u n d er th e  ACA, a hypothetical 64 -year-o ld  w ith  a $ 3 0 0 ,0 0 0  incom e  
in Low ndes County, G eorgia w ou ld  pay (https://www.healthcare.gov/see-plansA $2 ,692  per 

m o n th  fo r  a gold plan, o r 11%  o f  th e ir  incom e; th is w o u ld  d rop  to  $2 ,125  (8.5%  o f th e ir  
incom e) u n d er a plan like Biden's. This is an e x tre m e  hypothetical scenario and it is 
unlikely a person w ith  th is incom e w o u ld  be purchasing th e ir  ow n coverage, but it 
d em o n stra tes  how  u n a ffo rd ab le  p rem iu m s can be u n d er cu rren t law  fo r  peop le  w ho  
are  not receiving subsidies.

Premium subsidy changes for other groups: Adults w h o  are  in th e  M edicaid  
coverage gap -  w hose incom e is to o  low  to  qua lify  fo r  M arketp lace  subsidies and w ho  
live in states th a t have not exp an d ed  M edicaid  (https://www.kff.org/medicaid/issue- 
brief/status-of-state-medicaid-expansion-decisions-interactive-mapfl -  w ou ld  see th e  largest gains  

in a ffo rd ab ility  u n d er th e  Biden plan. They w o u ld  be elig ible fo r, and au to m atica lly  
enro lled  in, th e  n ew  public plan option  fo r  zero  p rem iu m . For exam ple , a 60-year-o ld  
m aking $10 ,0 0 0  per yea r (80%  o f poverty) and living in a non-expansion state  w ou ld  go  
fro m  having to  pay $ 6 8 7  per m o n th  fo r  th e  low est-cost b ronze plan cu rren tly  available  
(over 80%  o f th e ir  incom e) to  having th e  option  o f a t least one plan w ith  no p rem iu m  
u n d er Biden's proposal. Changes in a ffo rd ab ility  fo r  coverage gap individuals are  not 
reflected  in th e  m ap in Figure 2.

O th e r enro llees m ay see no change to  th e ir  p rem iu m  con tribu tion  o r could  
th eo re tica lly  see p rem iu m  increases in rare  cases. People living in certa in  areas w h e re  
gold plans a lread y  cost less th a n  8 .5%  o f th e ir  incom e m ay not see m uch change in 
th e ir  ow n p rem iu m  contributions. Subsidies m ay  actually  shrink in counties w h ere , due  
to  a practice called "silver load ing (https://www.kff.org/health-reform/issue-brief/how-the-loss-of- 
cost-sharing-subsidv-pavments-is-affecting-2018-premiums/L" gold plans are  Currently ch eap er  

th an  th e  b en ch m ark  silver plan. For exam ple , a 40 -year-o ld  m aking $40 ,0 0 0  in F rem o n t 
County, W yom ing, w ou ld  go fro m  paying $19 7  (5.9%  o f incom e) to  $24 3  (7.3%  o f  
incom e) per m o n th  fo r  th e  second-low est cost gold plan. W e  use cu rren t day  
p rem iu m s as th e  basis o f  th is analysis but, if  Biden's proposal u ltim ate ly  becom es law, 
th e  practice o f silver loading m ig ht also change o r end.

Additionally , som e states a lread y  have used s ta te -o n ly  funds to  su p p le m e n t 
m arketp lace  subsidies a n d /o r  ex ten d  th e m  to  m o re  people . For exam ple , California  
uses state  dollars to  ex ten d  M arketp lace  subsidies to  peop le  earn in g  up to  600%  o f th e

https://www.kff.org/health-reform/issue-brief/affordability-in-the-aca-marketplace-under-a-proposal-like-joe-bidens-health-plan/?utm_campaign=KFF-2... 8/16



11/12/2020 Affordability in the ACA Marketplace Under a Proposal Like Joe Biden's Health Plan | KFF

poverty  line. If  Biden's proposal u ltim ate ly  w e re  enacted , it is unclear w h e th e r states  
like Californ ia, V e rm o n t, and M assachusetts w ou ld  continue o ffe rin g  add itional 
subsidies, so w e  do not fac to r in s tate-sponsored  subsidies in Biden's proposal.

How could a proposal like Biden's affect premiums for people who enroll in 
coverage through an employer?

Biden's proposal w ou ld  a llo w  those w ith  an o ffe r o f  em ployer-spon sored  insurance to  
buy into th e  M arketp lace . W h ile  th e  figures above illustrate  how  p rem iu m s w ould  
change only fo r  peo p le  cu rren tly  elig ible to  buy subsid ized m arketp lace  plans, th e re  
w o u ld  also be substantia l savings fo r  m an y  w h o  cu rren tly  have em p lo yer plans.

Biden's health  care proposal w o u ld  e lim in a te  th e  ACA's "firew all" and "fam ily  glitch," 
w hich m ake w o rkers  and th e ir  fa m ily  m em b ers  ineligible fo r  p rem iu m  ta x  credits if any  
w o rk e r in th e  fam ily  is o ffe red  "affordable" health  insurance th ro u g h  th e ir  em p lo yer. 
Instead, peop le  w h o  are  o ffe red  insurance th ro u g h  th e ir  w o rk  w ou ld  be allow ed to  
enro ll in th e  public option  plan and be elig ible fo r  M arketp lace  p rem iu m  subsidies. 
E m ployer-based coverage is th e  largest source o f insurance fo r  no n -e ld erly  peop le  in 
th e  U.S., and in troducing  th e  option  to  choose subsidized M arketp lace  coverage over  
an o ffe r o f  jo b -b ased  insurance could im p ro ve th e  a ffo rd ab ility  o f  coverage fo r  m any  
individuals and households, particu larly  th o se  w ith  low er-incom e w orkers
(https://www.healthsvstemtracker.org/brief/how-affordabilitv-of-health-care-varies-bv-income-among- 
people-with-employer-coverage/T w h o  w ou ld  o th erw ise  qua lify  fo r  substantia l m arketp lace  

subsidies.

Figure 4:12.3 Million people w ith  ESI could save money on premiums by 
switching to a M arketplace plan w ith  Biden's proposed prem ium  caps

W e es tim a te  th a t 12 .3  m illion peop le  w h o  cu rren tly  have em p lo yer-b ased  insurance  
are  paying a larger portion  o f th e ir  incom e to w ard s  p rem iu m s th an  th e y  w ou ld  be if 
th e y  purchased a M arketp lace  plan u n d er p rem iu m  caps co m p arab le  to  w h a t Biden  
has proposed, w hich w ou ld  be no m o re  th an  8.5%  o f household  incom e. W hile  12.3  
m illion constitutes less th an  10%  o f to ta l e n ro llm e n t in em ployer-spon sored  coverage  
today, it exceeds th e  n u m b e r o f peop le  w h o  w e re  enro lled  in m arketp lace  plans a t th e  
Start o f  th e  yea r (1 1 .4  m illion (https://www.kff.org/health-reform/state-indicator/marketplace- 
enrollment/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D^.

In add ition  to  co m p arin g  prem ium s, peop le  decid ing w h e th e r to  switch fro m  em p lo yer  
coverage to  a m arketp lace  plan m ight also consider th e  relative level o f  cost-sharing. 
Today, gold M arketp lace  plans (the n ew  b en ch m ark  plan u n d er th e  Biden proposal) 
have annual deductib les averaging ab o u t $1 ,500 , co m p ared  to  an a v e ra ge single
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ded uctib le  (https://www.kff.org/report-section/ehbs-2019-section-7-ennplovee-cost-sharing/) o f  

$1 ,655  fo r  peop le  in em p lo yer plans th a t had an ann ual ded uctib le  in 201 9 . In 2019 , 
28%  o f  covered w o rkers  (https://www.kff.org/report-section/ehbs-2019-section-7-emplovee-cost- 
shanng/) w e re  enro lled  in a jo b -b ased  plan w ith  a ded uctib le  o f  $2 ,0 0 0  o r m ore . Low- 
incom e w o rkers  w ith  em p lo yer coverage could also qua lify  fo r  cost-sharing reductions  
th a t w ou ld  low er deductib les fo r  M arketp lace  plans.

The decision to  switch fro m  em p lo yer-b ased  coverage to  a M arketp lace  plan m ight also  
take  into  account a com parison  o f  p rov ider netw orks. The m ajo rity  o f  M arketp lace  
plans to d a y  are  closed n e tw o rk  (e.g., H M O ) o r n a rro w  n e tw o rk  plans th a t lim it an 
enrollee 's  choice o f doctors and hospitals. U n d er th e  Biden proposal, a new  public  
option  w ou ld  be o ffe red  th ro u g h  th e  M arketp lace  and ad m in is te red  by th e  trad itio n a l 
M ed icare  p rogram , w hose p ro v id er n e tw o rk  (https://www.kff.org/medicare/issue-brief/primarv- 
care-physicians-accepting-medicare-a-snapshot/1 includes nearly  every  hospital and physician  

in th e  U.S.

Discussion
ACA M arketp lace  p rem iu m s have fa llen  a b it, on ave rage, (https://www.kff.org/health- 
reform/state-indicator/percent-change-in-average-marketplace-premiums-bv-metal-tier-2017-2019/? 
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D1 
over th e  last tw o  years. H ow ever, p rem iu m s and cost-sharing fo r  even th e  least 
expensive ACA plans rem ain  u n a ffo rd ab le  fo r  som e m id d le -in co m e people, particu larly  
o ld er peop le  w h o  face h igher prem ium s, and im p overished  peop le  in states w ith o u t  
M edicaid  expansion. The m o re  th an  tw o  m illion peop le  (https://www.kff.org/medicaid/issue- 
brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/1 w h o  fall into  

th e  M edicaid  coverage gap in states th a t have not exp an d ed  M edicaid  face th e  m ost 
pressing a ffo rd ab ility  challenges, since th e y  a re  not elig ible fo r  e ith e r M arketp lace  
subsidies o r M edicaid  desp ite  living be low  th e  poverty  line. M a n y  enro llees  w h o  
cu rren tly  receive p rem iu m  subsidies are  inelig ible fo r  m uch o r any cost sharing  
reductions, and as a result, o ften  face high deductib les th a t m ay  lim it how  o ften  th ey  
can a ffo rd  to  actually  use th e ir  insurance. High deductib les could also discourage  
som e peop le  fro m  buying coverage in th e  firs t place. Additionally , peop le  w ith  an  
em p lo yer o ffe r th a t costs n early  10%  o f th e ir  incom e fo r  self-on ly coverage are  
cu rren tly  not elig ible fo r  M arketp lace  subsidies, even if  th a t plan can not a ffo rd ab ly  
(https://www.kff.org/report-section/the-coverage-provisions-in-the-affordable-care-act-an-update- 
expanding-coverage/̂  cover th e  w orker's  en tire  household .

Joe Biden proposes to  exp and  ACA subsidies, w hich w o u ld  low er th e  cost o f  
M arketp lace  coverage fo r  n early  all po tentia l enrollees, including m an y  uninsured  
people  w h o  have been priced o u t o f  th e  M arketp lace  a lto g eth er. O lder, m id d le - and  
u p p er-m id d le -in co m e peop le  w o u ld  see substantia l savings u n d er these  proposals: an  
average 60-year-o ld  m aking $50 ,0 0 0  (just above th e  cu rren t subsidy th resh o ld ) w ould  
see th e ir  M arketp lace  p rem iu m s decrease by 95%  fo r  a b ronze plan and by 66%  fo r  a
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lo w er-d ed u ctib le  gold plan. P rem ium s w ou ld  fall d ram atica lly  in W est Virginia, Georgia, 
W yom ing, M issouri, South D akota, and N ebraska, since unsubsidized M arketp lace  
p rem iu m s a re  cu rren tly  u n a ffo rd ab le  in m an y  rural parts o f  th ese  states. A llow ing  
people  w ith  em ployer-spon sored  insurance to  buy into  th e  public option  and purchase  
subsidized M arketp lace  coverage also has th e  po ten tia l to  im p ro ve th e  a ffo rd ab ility  o f  
health  insurance fo r  m illions o f peop le  w h o  are  cu rren tly  tied  to  th e ir  em ployer's  plan.

W ith  th ese  exp an d ed  subsidies and th e  creation  o f a public option , Biden's proposal 
w o u ld  increase th e  cost o f  o p era tin g  th e  M arketp lace . In 2019 , th e  fed era l go v e rn m e n t  
sp en t (https://www.kff.org/health-reform/state-indicator/average-monthly-advance-premium-tax- 
credit-aptc/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D) 
n early  $55  billion in p rem iu m  subsidies fo r  M arketp lace  enrollees, and th e  
Congressional Budget O ffice projects th a t th e  g o v e rn m e n t will spend ab o u t $61 0  
billion to ta l (https://www.cbo.gov/svstem/files/2020-01/56020-CBO-Qutlook.pdfi on M arketp lace  

subsidies betw een  2021 and 2030 . This figu re  w ou ld  likely increase significantly u n d er  
Biden's proposed changes, driven in p art by those w h o  transition  fro m  em p lo yer-  
sponsored insurance to  th e  individual m arket. Biden's cam paign estim ates  th a t his 
health  care plan, including th e  public option  and th e  subsidy expansion, w ou ld  cost an  
add ition al $ 7 5 0  billion (https://apnews.com/24b2aa65a45040c08ri457875cf23bde  ̂Over 10 years. 
Biden plans to  pay fo r  th e  plan by raising incom e taxes on h igh-incom e peo p le  and  
raising th e  capital gains tax.

In contrast to  Biden's plan to  build on th e  ACA, P res ident T ru m p  has sup ported  
proposals to  repeal and replace th e  ACA. The T ru m p  ad m in is tra tio n  has focused on  
addressing  a ffo rd ab ility  p rob lem s by loosening regulations on sh o rt-te rm , lim ited  
d u ra tio n  health  plans th a t g en era lly  have low er p rem iu m s th a n  A C A -com pliant 
coverage, in large p art because th ese  plans can exclude peop le  w ith  pre-existing  
conditions and m ay not cover certain  services (https://www.kff.org/health-reform/issue- 
brief/understanding-short-term-limited-duration-health-insuranceA thus shifting h igher OUt-of-
pocket costs to  those w h o  are  sick. The T ru m p  ad m in is tra tio n  also supports  a lawsuit 
th a t seeks to  o vertu rn  (https://www.kff.org/health-reform/issue-brief/explaining-texas-v-u-s-a-guide- 
to-the-case-chaiienging-the-aca/i nearly  all parts o f  th e  ACA and, w ith o u t a rep lacem en t plan, 
w o u ld  lead to  significant coverage losses (https://www.kff.org/health-reform/fact- 
sheet/potential-impact-of-texas-v-u-s-decision-on-kev-provisions-of-the-affordable-ca re-act/).

Appendix
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Appendix Table 1: Change in Monthly Bronze Premium under Biden's Proposal

Lowest Bronze (Current Law) Lowest Bronze (Proposed Changes)

Income FPL 27 year old 40 year old 60 year old 27 year old 40 year old 60 year old

$20,000 160% $5 $3 $1 $0 $0 $0

$25,000 200% $37 $24 $3 $0 $0 $0

$30,000 240% $91 $73 $14 $12 $4 $0

$35,000 280% $156 $136 $41 $45 $26 $0

$40,000 320% $209 $194 $82 $88 $62 $2

$45,000 360% $234 $232 $116 $135 $107 $10

$50,000 400% $272 $324 $622 $186 $160 $30

$60,000 480% $274 $331 $666 $231 $223 $71

$70,000 560% $274 $331 $680 $253 $273 $122

$80,000 641% $274 $331 $687 $265 $301 $182

$90,000 721% $274 $331 $687 $270 $316 $245

$100,000 801% $274 $331 $687 $273 $325 $308

Note: This table shows enrollment-weighted average premiums for the lowest-cost bronze plan. The payment for 
the second-lowest cost gold plan is set as a certain percent of one's income. However, the lowest-cost bronze plan 
payment could change, depending on how insurers and the public option plan are priced relative to the gold 
benchmark.
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Appendix Table 2: Change in Monthly Gold Premium under Biden's Proposal

Second-Lowest Gold (Current Law) Second-Lowest Gold (Proposed Changes)

Income FPL 27 year old 40 year old 60 year old 27 year old 40 year old 60 year old

$20,000 160% $128 $139 $213 $39 $39 $39

$25,000 200% $191 $202 $275 $83 $83 $83

$30,000 240% $254 $265 $339 $140 $140 $140

$35,000 280% $321 $333 $405 $192 $193 $193

$40,000 320% $373 $391 $464 $243 $243 $243

$45,000 360% $398 $429 $505 $296 $296 $296

$50,000 400% $437 $522 $1,029 $349 $354 $354

$60,000 480% $439 $529 $1,075 $395 $419 $425

$70,000 560% $439 $529 $1,089 $417 $470 $496

$80,000 641% $439 $529 $1,095 $428 $498 $567

$90,000 721% $439 $529 $1,095 $434 $513 $637

$100,000 801% $439 $529 $1,095 $436 $522 $707

Note: This table shows enrollment-weighted average premiums for the second-lowest cost gold plan. The payment 
for the second-lowest cost gold plan is set as a certain percent of one's income. However, the lowest-cost bronze 
plan payment could change, depending on how insurers and the public option plan are priced relative to the gold 
benchmark.

Methods
W e analyzed data  fro m  th e  2 0 2 0  Individual M a rk e t M edical files to  d e te rm in e  
p rem iu m s and th e  b en ch m ark  am o u n ts  to  calculate p rem iu m  ta x  credits fo r  th e  
scenarios presented . These files are  ava ilab le a t d a ta .h e a lth c a re .gov  
(https://data.healthcare.gov/). Prem ium s fo r  s ta te-based  M arketp laces are  fro m  KFF 

analysis o f  data  received fro m  M assachusetts H ealth  Connector, Covered CA, and KFF 
analysis o f  data  published by HIX C o m p are  fro m  th e  R obert W ood Johnson Foundation . 
This analysis on ly  includes on -exchange plans. O ff-exchange plans g en era lly  have  
sim ilar p rem iu m s to  on -exchange plans w ith  th e  exception  o f silver plans, w hich often  
include an add itional p rem iu m  load on-exchange on ly  to  account fo r  cost-sharing  
reductions insurers m ust provide to  som e exchange enrollees.

All averages are  w e ig h ted  by county-level 20 1 9  plan selections. 201 9  plan selections  
com e fro m  th e  2 0 1 9  M arketp lace  O pen  E n ro llm ent Period County-Level Public Use file  
provided by CMS, availab le here  (https://www.cms.gov/Research-Statistics-Data-and- 
Svstems/Statistics-Trends-and-Reports/Marketplace-Products/2019 Open Enrollment). In States 

runn ing  th e ir  ow n exchanges, w e  g a th ered  county-level plan selection data  w h e re
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possible and o therw ise  es tim ated  cou nty  plan selections based on th e  county  
popu lation  in th e  2 0 1 0  Census and to ta l s tate  plan selections in th e  20 1 9  OEP State- 
Level Public Use File provided by CMS, availab le h ere  (https://www.cms.gov/Research- 
Statistics-Data-and-Svstems/Statistics-Trends-and-Reports/Marketplace- 
Products/2019 Open Enrollment.html).

The p rem iu m  caps used to  m odel Biden's proposal are  show n in Tab le  3.

Table 3: Premium Cap, by Income

Income
% Poverty

Premium Cap

Current Law, 2020
(% of income for 2nd lowest cost silver plan)

Biden's Proposal
(% of income for 2nd lowest cost goli

Under 100% No Cap 0% (in public option)

100%-138% 2.06% 0% (in public option)

138%-150% 3.09%-4.12% 1% - 2%

150%-200% 4.12%-6.49% 2%-4%

200%- 250% 6.49% - 8.29% 4%-6%

250%- 300% 8.29% - 9.78% 6%-7%

300% - 400% 9.78% 7% - 8.5%

Over 400% No Cap 8.5%

Note: Note that tax credits for the 2020 benefit year are calculated using 2019 federal poverty guidelines. 
Source: Kaiser Family Foundation

This analysis has som e lim itations. W h ile  Biden also supports  a n ew  public option , th e  
p rem iu m  paym ents show n in th is p ap er do not account fo r  th e  public option . The  
Biden plan does not specify tw o  details ab o u t th e  public plan th a t w e  w ou ld  need to  
know  to  es tim a te  how  th e  public plan could im p act M arketp lace  subsidies and, in 
particu lar, an individual's net cost fo r  a n o n -b en ch m ark  plan. First, th e  Biden plan, does  
not specify how  m uch low er public plan p ro v id er paym ents m ight be co m p ared  to  
th o se  paid by com m ercia l insurers today. To th e  e x te n t a public option  negotiates  
low er p ay m e n t rates fo r  doctors and hospitals, th e  p rem iu m  fo r  th e  public option  
w o u ld  be low er and m ight also lead com p etin g  private  hea lth  insurance plans to  low er 
th e ir  p rem ium s. In add ition , th e  Biden plan does not exp lain how  th e  public option  
w o u ld  be fac to red  into  th e  b en ch m ark  plan calculations. If  th e  public plan is counted  in 
d e te rm in in g  th e  second-low est-cost gold plan, and if th e  public plan p rem iu m  is 
ch eap er th an  th e  second-low est-cost com m ercia l gold plan, th e n  th e  a m o u n t o f  
p rem iu m  ta x  cred it dollars w ou ld  be reduced fo r  everyone. This w ou ld  not affect w h a t  
people  pay fo r  th e  b en ch m ark  plan -  th a t a m o u n t is always equal to  a sliding-scale  
percentage o f household  incom e. But it could increase w h a t peop le  pay fo r  plans o th e r  
th an  th e  b en ch m ark  plan because an individual's p aym en t fo r  all o th e r plans equals
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th e  plan's actual p rem iu m  m inus th e  p rem iu m  ta x  cred it fo r  th a t individual. Because  
w e did not take  into  account effects o f  a new  public plan offering , th e  figures in this  
analysis could overs ta te  th e  cost o f  a b ronze plan in som e cases.

W e used data  fro m  th e  201 9  C u rren t Population Survey to  es tim a te  th e  n u m b e r o f  
people  w ith  em p lo yer-b ased  insurance w h o  a re  paying a h igher share o f  th e ir  incom e  
on p rem iu m s now  th an  th e y  w ou ld  be if  th e y  sw itched to  a M arketp lace  plan u n d er  
p rem iu m  caps co m p arab le  to  w h a t Biden has proposed. To do  so, w e  aggregated  
incom e and p rem iu m  paym ents  a t th e  ta x  un it level. To reflect 2 0 2 0  values, w e  
adjusted  ta x  unit incom e fo r  in fla tion  and ad justed  ta x  un it p rem iu m  paym ents using  
th e  average g ro w th  in em p lo yer sponsored p rem iu m s fro m  KFF's Em ployer H ealth  
Benefits Survey, d ep en d in g  on w h e th e r th e  ta x  un it had single o r fa m ily  coverage. W e  
th e n  d efla ted  ta x  un it p rem iu m s to  reflect th e  ta x  unit's cu rren t a fte r-ta x  p rem iu m  
based on th e  unit's m arg inal ta x  ra te  and payroll ta x  liability. W e  used th is ad justed  
p rem iu m  va lue  to  calculate th e  share o f th e  unit's incom e th a t w as going to w ard s  
prem ium s, and co m p ared  th a t percen tage to  th e  p rem iu m  caps th a t w ou ld  app ly  to  
th e  unit as outlined  in HR. 188 4  (A ppendix Tab le  3).

Endnotes

Issue Brief

1. A person m aking  $50 ,0 0 0  is cu rren tly  elig ible fo r  subsidies on ly in C aliforn ia, as th e  

state  funds add ition al subsidies fo r  th o se  w h o  m ake less th an  600%  o f poverty. 
V e rm o n t and M assachusetts also provide add ition al s ta te -fu n d ed  subsidies to  
M arketp lace  enrollees, b u t these  subsidies do  not ex ten d  above 400%  o f  poverty.

<— Return to text

2. The p ay m e n t fo r  th e  second-low est cost gold plan is set as a certa in  percen t o f  one's 

incom e. H ow ever, th e  low est-cost b ronze plan p ay m e n t could change u n d er Biden's 
proposal, d ep en d in g  on how  th e  public option  plan is priced relative to  th e  gold  
benchm ark.

<— Return to text
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Health Update
September 28, 2020

CA Approves New Parity Law Expanding Coverage Obligations 
for Mental Health and SUD Treatment
By Joseph E. Laska, Partner, Healthcare Litigation | Nathaniel A. Cohen, Associate, Healthcare 
Litigation | Jessamyn E. Vedro, Associate, Healthcare Litigation

On September 25, 2020, Governor Newsom signed Senate Bill 855 into law. SB 855 fundamentally 
alters California’s regulation of mental health and substance use disorder (MH/SUD) treatment, and it 
applies to all California health plans and disability insurance policies issued, amended or renewed on 
or after January 1,2021. This alert analyzes how the bill impacts current law and the operations of 
health plans and health insurers. All payors operating in California should be aware of SB 855 and its 
implications for product design, utilization management and other areas of MH/SUD benefit 
administration.

SB 855 amends existing California statutes and adds provisions relating to coverage of MH/SUD 
treatment to both the Health & Safety Code (which governs healthcare service plans in California) and 
the Insurance Code (which governs health insurers in California). Among other changes, SB 855:

1. Expands the scope of coverage mandates in the California Mental Health Parity Act;
2. Mandates a new, uniform definition of “medically necessary treatment of a mental health or 
substance use disorder”;
3. Prohibits “discretionary clauses” in health plan contracts;
4. Establishes new obligations for payors to arrange for out-of-network coverage of MH/SUD 
services;
5. Prohibits plans and insurers from limiting MH/SUD benefits or coverage to short-term or acute 
treatment;
6. Prohibits plans and insurers from rescinding prior authorization for MH/SUD services after 
services are rendered;
7. Establishes new internal compliance requirements and disclosure obligations; and
8. Establishes new enforcement authority for the Department of Managed Health Care (DMHC) 
and the Insurance Commissioner.

While the final version of the bill does not establish a private civil cause of action for violation of its 
provisions, SB 855 authorizes regulatory actions and penalties, and it may also give rise to civil 
litigation under existing statutes, such as California’s Unfair Competition Law, Bus. & Prof. Code §§ 
17200 et seq.

History and Purpose of SB 855History and Purpose of SB 855
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SB 855 was introduced in the California Senate by Senator Scott Wiener on January 14, 2020. The bill 
posits that prior state and federal legislation—including the California Mental Health Parity Act, the 
Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act (MHPAEA), and the 
Patient Protection and Affordable Care Act—do not sufficiently mandate coverage of MH/SUD 
conditions in health plans and health insurance policies. SeeSee SB 855 Sections 1(a)-(c). The bill 
states that it seeks to combat social problems relating to mental health and substance use disorders 
by expanding the California Mental Health Parity Act to require coverage of all such disorders, 
including at “intermediate levels of care,” such as residential treatment. Id.Id. Sections 1(d)-(j).

The California Senate voted to pass SB 855 on June 25, 2020 and referred the bill to the California 
Assembly. After further amendments and passage of a revised bill in the Assembly, SB 855 passed 
both chambers on August 30, 2020. The bill was enrolled on September 3, 2020 and sent to the 
Governor’s desk. The Governor signed SB 855 on September 25, 2020.

Notable Provisions of SB 855Notable Provisions of SB 855

The following sections address some notable provisions of SB 855 that health plans and insurers 
should be aware of.

• SB 855 expands the scope of MH/SUD services that plans and insurers must cover 

under the same terms and conditions applied to other medical conditions

Existing state law requires health plans and insurers to provide coverage for a specified list of severe 
severe mental illnesses on the “same terms and conditions” as other medical services. SB 855 now 
requires parity of coverage forallall mental health and substance use disorders, as defined in SB 855.1

SB 855 defines “mental health and substance use disorders” as those conditions listed in the most 
recent edition of either the International Classification of Diseases or the Diagnostic and Statistical 
Manual of Mental Disorders. SB 855 also broadens the terms and conditions to which the parity 
requirement applies, mandating parity as to maximum annual and lifetime benefits, copayments and 
coinsurance, deductibles, and out-of-pocket maximums, but also stating that its parity requirements 
are “not limited to ... patient financial responsibilities.” It is unclear how the expanded parity 
requirements reflected in SB 855 will be applied to coverage terms beyond the scope of patient 
financial responsibility.

As a practical matter, these new provisions may not materially expand the scope of coverage because 
the federal MHPAEA, which applies to most health plans, already mandates coverage of a similar 
scope of disorders, as well as parity in coverage beyond patient financial responsibilities. This federal 
parity standard has proven difficult to apply to specific coverage provisions and has led to significant 
litigation on the issue. SB 855 similarly may lead to increased disputes concerning parity compliance 
under the new, complex and expanded state laws.

2
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• SB 855 establishes a uniform definition of medical necessity for MH/SUD services

SB 855 establishes detailed, uniform standards for evaluating the medical necessity of MH/SUD 
services, which are explicitly modeled on rulings in Wit, et al. v. United Behavioral Health, et al.Wit, et 
al. v. United Behavioral Health, et al., No. 14-cv-02346-JCS (N.D. Cal.), an ongoing trial-level federal 
lawsuit.2 SB 855 requires all California health plans and insurers to ensure that any plan-specific 
definitions and utilization review guidelines applicable to coverage of MH/SUD services are consistent 
with the definitions and coverage standards set forth in SB 855.

The bill defines “medically necessary treatment of a mental health or substance use disorder” as “a 
service or product addressing the specific needs of that patient, for the purpose of preventing, 
diagnosing, or treating an illness, injury, condition, or its symptoms, including minimizing the 
progression of that illness, injury, condition, or its symptoms” that is:

9. “In accordance with the generally accepted standards of mental health and substance use 
disorder care”;
10. “Clinically appropriate in terms of type, frequency, extent, site, and duration”; and
11. “Not primarily for the economic benefit of the health care service plan and subscribers or for 
the convenience of the patient, treating physician, or other health care provider.3”

SB 855 further defines the “generally accepted standards of mental health and substance use disorder 
care” to mean “standards of care and clinical practice that are generally recognized by health care 
providers practicing in relevant clinical specialties such as psychiatry, psychology, clinical sociology, 
addiction medicine and counseling, and behavioral health treatment[,]” which can be found in “peer- 
reviewed scientific studies and medical literature, clinical practice guidelines and recommendations of 
nonprofit health care provider professional associations, specialty societies and federal government 
agencies, and drug labeling” approved by the FDA.4

When conducting utilization review of MH/SUD services, SB 855 requires that plans and insurers use 
“criteria and guidelines set forth in the most recent versions of treatment criteria developed by the 
nonprofit professional association for the relevant clinical specialty.”5 While earlier versions of the bill 
identified specific sources by name, the final bill does not. In instances where no criteria or guidelines 
mandated by SB 855 apply, plans or issuers may apply other criteria that are consistent with 
“generally accepted standards” as defined in SB 855.6

• SB 855 prohibits “discretionary clauses” in health plan contracts

SB 855 renders “void and unenforceable” any clauses in health plan contracts that “have the effect of 
conferring discretion on a health care service plan or other claims administrator to determine 
entitlement to benefits or interpret contract language that, in turn, could lead to a deferential standard 
of review by a reviewing court.”7

3
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This provision appears to be directed to plans governed by the federal Employee Retirement and 
Income Security Act (ERISA), which applies to most private employer-based coverage. While 
discretionary clauses are prohibited in health insurance policies under existing law, discretionary 
clauses in health plans have been permitted and are very common. As a result, courts reviewing 
health plans’ discretionary coverage determinations under ERISA-governed plans have generally 
applied a deferential standard of review. Under SB 855, courts may now conclude that those 
determinations should be reviewed de novode novo, without any deference to the decisions of plan 
administrators.

• SB 855 creates an obligation for health plans and insurers to “arrange coverage” of 

out-of-network MH/SUD services

SB 855 requires plans and insurers to “arrange coverage” of out-of-network services if medically 
necessary treatment is not available in network.8 This includes, but is not limited to, “providing services 
to secure medically necessary out-of-network options that are available to the enrollee within 
geographic and timely access standards.” In addition, health plans and insurers must ensure that 
“[t]he enrollee shall pay no more than the same cost sharing that the enrollee would pay for the same 
covered services received from an in-network provider.”

While the full effect of this provision is uncertain—particularly in light of undefined phrases such as 
“providing services to secure ... out-of-network options” and “medically necessary followup 
services”—it is likely that this provision will affect the relationship between health plans and insurers 
and out-of-network MH/SUD providers. Health plans and insurers should anticipate litigation 
concerning the scope and extent of these new affirmative obligations.

• SB 855 bans limitations on coverage for mental health and substance abuse disorders 

to “short-term or acute treatment”

SB 855 states that “a [health plan or insurer] shall not limit benefits or coverage for mental health and 
substance use disorders to short-term or acute treatment.”9 The bill does not specify whether it 
prohibits a plan or insurer from limiting an individual member’s treatment to short-term or acute 
treatment, or whether it invalidates plan terms that restrict coverage to short-term treatment on a 
blanket basis. SB 855 does not define “short-term or acute treatment.”

• SB 855 prohibits plans and insurers from rescinding authorization for MH/SUD services 

after the services have been provided

SB 855 requires plans and insurers to pay for MD/SUD treatment authorized in advance, even if the 
coverage is subsequently rescinded, canceled, or modified, and even if the plan or insurer 
subsequently determines that it had authorized the treatment in error.10 Once a provider renders 
preauthorized services “in good faith and pursuant to this authorization ]̂” the plan or issuer may not 
rescind authorization “for any reason[.]”

4



manatt

This provision closely tracks other provisions in the Health & Safety Code and the Insurance Code,11 
so is unclear what, if any, additional effect this provision will have. This provision may lead to litigation 
concerning payment of claims in the face of eligibility issues or other problems discovered by the plan 
or issuer after authorization is granted.

• SB 855 establishes new disclosure and internal compliance requirements

SB 855 also imposes a suite of new internal compliance requirements.12 Under the new law, health 
plans and health insurers must:

• Sponsor a formal education program “by nonprofit clinical specialty associations” to educate 
staff and contractors regarding claims review, utilization review, and medical necessity 
determinations under the new standards mandated by SB 855;
• Make the education program available to contracted healthcare providers, members, and 
“other stakeholders”;
• Provide clinical review criteria and training materials to providers and members at no cost;
• “Track, identify, and analyze” how clinical review criteria are used in coverage determinations 
and in any administrative appeal process;
• Conduct interrater reliability testing to ensure consistency in utilization management and 
medical necessity determinations;
• Run interrater reliability reports “about how the clinical guidelines are used in conjunction with 
the utilization management process and parity compliance activities”; and
• Perform remediation functions if the plan or insurer does not achieve interrater reliability pass 
rates of at least 90%.

Plans and insurers already conduct interrater reliability testing and must meet certain standards for 
URAC and NQUA accreditation. However, SB 855 may open the door to litigation and regulatory 
penalties based on inadequate testing or failure to achieve certain results.

• SB 855 establishes new enforcement authority for the DMHC and the Department of 

Insurance

SB 855 permits the DMHC to assess administrative penalties for violations of new Health & Safety 
Code Section 1374.721, consistent with its authority under Health & Safety Code Section 1368.04, in 
addition to other existing remedies.13

In addition, under new Insurance Code Sections 10144.5(j) and 10144.52(i), the Commissioner may 
assess a penalty for violation of either section, up to $5,000 per violation, or $10,000 if the violation is 
“willful.”14

Opposition to SB 855 Opposition to SB 855
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During the legislative process, the DMHC opposed passage of SB 855 unless certain provisions were 
amended or removed from the bill—including the restriction on discretionary clauses in health plans, 
the new definition of medical necessity for MH/SUD services, and the requirement that health plans 
and insurers arrange for out-of-network MH/SUD services—based primarily on overbreadth and 
difficulty of enforcement.15 Notably, these reservations from one of the key regulatory agencies tasked 
with enforcing the new bill did not prevent Governor Newsom from signing it.

ConclusionConclusion

Now that SB 855 has been signed into law, health plans and health insurers operating in California 
should act quickly to ensure that their products and utilization management procedures conform with 
its provisions. Health plans and insurers should also be prepared for increased litigation and 
regulatory action based on these new requirements.

1See1 SeeSee SB 855 Section 4, new Health & Safety Code § 1374.72(a)(2); SB 855 Section 7, new 
Insurance Code § 10144.5(a)(2).

2See2 SeeSee SB 855 §§ 1(k)-(m).

33 SB 855 Section 4, new Health & Safety Code § 1374.72(a)(3)(A); SB 855 Section 7, new Insurance 
Code § 10144.5(a)(3)(A).

4see also4 SB 855 Section 5, new Health & Safety Code § 1374.721(f)(1); SB 855 Section 8, new 
Insurance Code § 10144.52(f)(1); see alsosee also SB 855 Section 4, new Health & Safety Code § 
1374.72(a)(5); SB 855 Section 7, new Insurance Code § 10144.5(a)(5).

55 SB 855 Section 5, new Health & Safety Code § 1374.721(b); SB 855 Section 8, new Insurance 
Code § 10144.52(b).

66 SB 855 Section 5, new Health & Safety Code § 1374.721(c); SB 855 Section 8, new Insurance 
Code § 10144.52(c).

77 SB 855 Section 2, new Health & Safety Code §§ 1367.045(a)-(b).

8See8 SeeSee SB 855 Section 4, new Health & Safety Code § 1374.72(d); SB 855 Section 7, new 
Insurance Code § 10144.5(d).

99 SB 855 Section 4, new Health & Safety Code § 1374.72(a)(6); SB 855 Section 7, new Insurance 
Code § 10144.5(a)(6).

1010 SB 855 Section 4, new Health & Safety Code § 1374.72(a)(8); SB 855 Section 7, new Insurance 
Code § 10144.5(a)(8).

11See11 SeeSee Health & Safety Code § 1371.8; Insurance Code § 796.04.
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12See12 SeeSee SB 855 Section 5, new Health & Safety Code § 1374.721(e); SB 855 Section 8, new 
Insurance Code § 10144.52(e).

1313 SB 855 Section 5, new Health & Safety Code § 1374.721(i).

1414 SB 855 Section 7, new Insurance Code § 10144.5(j); SB 855 Section 8, new Insurance Code § 
10144.52(i).

15See, e.g.15 See, e.g.See, e.g., California Assembly, Committee on Health, Legislative Analysis of 
SB 855 (Aug. 4, 2020), at p. 15.
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How States Can Advance Health Equity while Addressing Health 
System Costs
September 28,2020 / byAdney Rakotoniaina

States have long faced budget lim itations, a history of systemic racism, and a 

m andate to contain costs while m aintaining access to quality care. COVID-19 has 

exacerbated these issues as state revenues decline and com m unities of color are 

disproportionately im pacted [https://w w w .cdc.gov/coronavirus/2019-ncov/covid- 

data/investigations-discovery/hospitalization-death-by-race-ethnicity.htm ll by the  

pandem ic. These challenges raise an im portant question -  how does a state 

advance health equity while addressing health system costs?

The rising cost of health care has created an additional barrier to accessing quality  

care, particularly for racial/ethnic minorities. In 2018,13 percent of W hite patients 

reported going w ithout needed care due to its prohibitively high cost. For nearly 

every other racial/ethnic group, this num ber ranged from 17 to 21 percent 

[h ttps://w w w .kff.org /report-section/key-facts-on-health-and-health-care-by-race- 

and-ethnicity-coverage-access-to-and-use-of-care/1 .

One contributing factor is that people of color are disproportionately uninsured. Not 

only are the uninsured solely responsible for their m edical costs, but they are 

charged a higher rate for their care w ithout the advantage of an insurer’s negotiated  

pricing w ith providers. Additionally, as m illions of people 

[h ttps://w w w .urban.org /s ites /defau lt/files /publication /101946/unem ploym ent- 

health-insurance-and-the-covid-19-recession l .p d f l have lost insurance coverage 

due to pandem ic-related job  loss, there remains a clear need for strategies that 

lower health care system costs rather than sim ply through insurance coverage.

Leveraging Payment Systems to Enable Community Investments
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One such strategy discussed by state leaders at the National Academy for State 

Health Policy’s (NASHP) recent annual conference is a global hospital budget 

[https://w w w .nashp.org/addressing-and-reducing-health-care-costs-in-states- 

global-budgeting-in itiatives-in-m aryland-m assachusetts-and-verm ont/1 approach.

Under this system, a state works w ith a hospital to determ ine the hospital’s allowed  

revenues for the year. As im plem ented in Maryland, a hospital’s deviation from its 

allowed revenues -  w hether by surplus or deficit -  by more than a narrow 0.5 

percent margin resulted in penalties against the hospital’s budget the following  

year.

Through this approach, a state offers predictable payments to hospitals and 

incentivizes them  to avoid excess costs. W hile fee-for-service hospitals across the  

country express concerns of closures due to unpredictable revenue from the  

pandem ic-related pause in elective procedures, participating global budget 

hospitals in Maryland have been able to rely on m ore consistent revenue despite a 

decline in care utilization.

This predictability better enables hospitals to retain revenue and invest those funds 

w ithin the com m unity to address the upstream determ inants of health, as required 

[https://w w w .nashp.org/id en tifying-gaps-in-federal-oversight-of-hospitals- 

com m unity-benefit-investm ents-opportunities-for-state-policy/1 of tax-exem pt 

hospitals under com m unity benefit laws. W hile research shows the m ajority of 

nonprofit hospitals do not address health disparities in their investments, Maryland 

[https://w w w .nashp.org/states-explore-pivoting-hospital-com m unity-benefit- 

requirem ents-to-address-disparities-exposed-by-covid-19/1 is one of the states 

working to pivot hospital investments to m eet equity goals. Maryland requires 

nonprofit hospitals to subm it an annual report that includes a list o f its com m unity  

benefit initiatives and the cost of each one.

At NASHP’s conference, Katie W underlich, executive director of the Maryland Health  

Services Cost Review Commission, described a Baltim ore hospital that has reduced 

its inpatient footprint and increased its spending on substance use disorder 

counseling, a healthy food m arket, and job  training. Investments in the  

socioeconomic resources needed to foster good health (such as healthy housing 

[https://www.nashp.Org /policy /p o pulation-health /housing-and-health /1. nutritious
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food, and sufficient income) are particularly im portant in com m unities of color, 

which have been historically deprived of these resources.

Just as global budgets enable hospitals to invest retained revenue in their  

com m unities, a growing num ber of states are utilizing cost-growth benchm ark  

programs [https://w w w .nashp.org/how-states-use-cost-growth-benchm ark- 

program s-to-contain-health-care-costs/1 to avoid unnecessary public spending on 

health care, which can instead be invested in services beyond the scope of clinical 

care.

Utilizing Cost-Containment Strategies to Improve Chronic Care Management

W hile acute care provided in clinical settings is im portant for improving health, 

chronic conditions such as cardiovascular disease and cancer encompass a grow ing 

share of patient care needs and costs

[https://w w w .cdc.gov/chronicdisease/resources/infographic/chronic-diseases.html .  

particularly for patients of color. Managing these conditions -  and preventing the  

costly care associated w ith them  -  require the engagem ent of the state, public and 

com m ercial payers, hospital and non-hospital providers, and com m unity  

organizations alike.

Cost-growth benchmarks, in which a state sets a lim it on annual per capita health 

spending growth, operate statewide and engage all stakeholders in managing a 

state’s total cost of care. State leaders can also use these as tools to improve health 

outcomes by including quality benchmarks.

M ultiple entities w ork w ith the state oversight agency to set and m eet these cost 

and quality benchmarks statewide, enhancing transparency, efficiency, and shared 

accountability for health care spending and quality. When it created its benchm ark  

program through an executive order [h ttp s://governor.delaware.gov/executive- 

orders/eo25/l . Delaware established eight quality benchmarks, including:

•  Adult obesity -  A long-term benchm ark of no m ore than 27.4 percent of adults 

w ith a body mass index greater than or equal to 30 kg /m 2.

•  Physical activity among high school students -  A long-term benchm ark of at 

least 48.7 percent of students engaging in physical activity for greater than or

equal to 60 minutes per day five days a w eek. Privacy-Terms
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•  Statin therapy for patients with cardiovascular disease -  A long-term  

benchm ark of 82.1 percent of com m ercially insured and 68.3 percent of 

M edicaid-enrolled, at-risk individuals adhering to m edication com pliance  

greater than or equal to 80 percent of the treatm ent period.

•  Persistence of beta blocker treatment after a heart attack -  A long-term  

benchm ark of 91.9 percent of com m ercially insured and 83.9 percent of 

M edicaid-enrolled individuals age 18 and o lder receiving beta-blockers for six 

months after discharge

Similarly, M aryland’s new total cost-of-care m odel seeks 

to reduce the burden of chronic disease -  particularly  

diabetes -  through a focus on chronic care 

m anagem ent. The goal is to help providers pay specific 

attention to and provide additional resources for 

com m unities disproportionately affected by chronic 

diseases.

W hile m eeting these statewide benchmarks would not 

inherently address equity issues w ithin these health 

outcomes, the inclusion of these quality benchmarks 

can contain costs through effective m anagem ent and 

prevention of chronic conditions. In turn, it would  

reduce health care spending am ong Black and Latinx 

adults as they are the most likely to suffer from  

cardiovascular disease

[https://w w w .cdc.gov/nchs/hus/spotlight/HeartDiseaseSp 

risk factors, such as hypertension and obesity. As 

racial/ethnic m inorities disproportionately lack health 

insurance coverage, it is crucial to prevent the  

developm ent of inequitable health outcom es before 

costly clinical care intervention is needed, in addition to 

effectively managing these conditions in clinical 

settings.

As racial and ethnic 

minorities 

disproportionately 

lack health insurance 

coverage, it is crucial 

to prevent the 

development of 

inequitable health 

outcomes before 

costly clinical care 

intervention is 

needed, in addition 

to effectively 

managing these 

conditions in clinical 

settings.
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Moving forward, states can use global budgets and cost-growth benchmarks as 

strategies to advance health equity while addressing health system costs. As states 

search for ways to better ingrain health equity into paym ent systems, these 

strategies offer states the ability to retain much needed revenues, focus upstream  

spending in non-clinical settings, better enable hospital com m unity benefit 

spending, and m anage chronic conditions that disproportionately im pact people of 

color.

NAS HP w ill be following the cost and health equity implications of these, and other, 

state efforts. For additional tools to help address health system costs, explore 

NASH P’s Model Act to Ensure Financial Transparency in Hospitals and Health Care 

Systems [https://w w w .nashp.org/an-act-to-ensure-financial-transparency-in-nam e- 

of-states-hospitals-and-health-care-system s/1 . designed to help state policymakers 

and the public access detailed hospital financial inform ation to better analyze a 

hospital’s assets as w ell as its expenses and liabilities. Additionally, NASHP is also 

following state efforts to address health inequities [https://w w w .nashp.org/states- 

launch-initiatives-to-address-racial-inequities-highlighted-by-covid-19/1 highlighted 

by COVID-19.
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The United States spends significantly more on healthcare than comparable countries, and yet has worse 
health outcomes. Much of the national conversation has focused on spending on prescription drugs and 
administrative costs as the primary drivers of health spending in the U.S. President Donald Trump has signed 
executive orders with broad directives to lower prescription drug costs primarily in the Medicare program, 
and Democratic Presidential candidate Joe Biden’s healthcare plan also aims to lower prescription drug costs 
by  giving the federal government authority to negotiate prices for all purchasers. While it is true that many 
brand-name prescription drugs are priced higher in the U.S. than in peer countries, health spending data 
indicates that other spending categories - particularly hospital and physician payments - are greater drivers of 
health spending.

This brief examines the drivers of health spending and differences between the U.S. and other nations in 
Organisation for Economic Co-operation and Development (OECD) that are similarly large and wealthy 
(identified based on median gross domestic product (GDP) and median GDP per capita, for countries that have 
available data). In 2018, the U.S. spent nearly twice as much per capita on health as comparable countries. Most 
of the additional dollars the U.S. spends on health compared to peer nations goes to providers for inpatient and 
outpatient care. The U.S. also spends more on administrative costs, but perhaps not as much as people think, 
and spends significantly less on long-term care.

The U.S. spends twice as much as comparable countries on health, driven mostly 
by higher payments to hospitals and physicians

https://www.hea lthsystemtracker.org/brief/what-d rives-health-spending-in-the-u-s-compared-to-other-countries/?utm_campaign=KFF-2020-The-Latest... 1/7
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In 2018, the U.S. spent nearly twice as much on health per person as comparable countries ($10,637 compared 
to $5,527 per person, on average).

The largest category of health spending in both the U.S. and comparable countries was spending on inpatient 
and outpatient care, which includes payments to hospitals, clinics, and physicians for services and fees such as 
primary care or specialist visits, surgical care, and facility and professional fees (see Methods for more details). 
Americans spent $6,624 per person on inpatient and outpatient care while comparable countries spent an 
average of $2,718 per person, a difference of $3,906 per person. Patients in the U.S. have shorter average 
hospitals stays and fewer physician visits per capita, while many hospital procedures have been shown to have 
higher prices in the U.S.

Similarly, many prescription drugs cost more in the U.S. than the same drugs do in other comparable nations. 
When we look at drugs treating different diseases, we find that certain drugs treating arthritis, blood clots, HIV, 
and more were found to be higher in the U.S. than in comparable countries. In 2018, the U.S. spent $1,397 per 
capita on prescription drugs and other medical goods (including over-the-counter and clinically-delivered 
pharmaceuticals as well as durable and non-durable medical equipment) while comparable countries spent 
$884 per capita on average, a difference of $513. The Trump administration has introduced various proposals 
to reduce prescription drug pricing - including an international pricing model that would benchmark certain 
prices in Medicare to those of comparable countries - however, most of the plans have not yet been 
implemented. Even if per capita prescription drug pricing is lowered and closer to that of comparable 
countries, that difference would make only a dent in the overall difference in health spending.

Spending on health administration was over four times more per person in the U.S. than in comparable 
countries: $937 compared to $201 per person, respectively, a difference of $736. Administrative costs include 
spending on running governmental health programs and overhead from insurers but exclude administrative 
expenditures from healthcare providers. Roughly half (53%) of administrative spending in the U.S. is from 
private health insurance costs, while the remainder are from governmental health programs such as Medicaid 
and Medicare.

The U.S. also spent more on preventive care than peer nations - $309 compared to $175 per capita, on average, 
a difference of $134; activities captured in this spending category vary amongst countries, but in the U.S. it 
generally consists of public health activities, including preventive health programs and education for
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immunizations, disease detection, emergency preparedness, and more.

Meanwhile, the only category of spending in which the U.S. spends less than most comparable countries on a 
per person basis is long-term care ($516 in the U.S. vs $1,111 per capita in comparable countries, on average). 
Long-term care spending includes health and social services provided in long-term care institutions such as 
nursing homes as well as home- and community-based settings.

Spending in the “other” category includes ancillary services, and other types of care and medical goods 
uncaptured in the other spending categories.

The main driver of relatively high health spending in the U.S. is the cost of 
inpatient and outpatient care

Health costs in the U.S. were $5,110 more per person than costs in similarly large and wealthy countries. The 
difference in spending on inpatient and outpatient care was $3,906 per person, accounting for over three- 
quarters (76%) of the difference in spending between the U.S. and comparable countries. The U.S. spent $736
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more per person on administrative costs compared to comparable countries, which represented 14% of the 
difference in overall spending. The additional dollars the U.S. also spent on medical goods and drugs than 
comparable countries accounted for 10% of the overall difference in spending.

Inpatient and outpatient care represent a greater share of health spending in the 
U.S. compared to peer countries

Distribution of health spending, by spending category, 2018

| Inpatient and outpatient |  Prescription drugs and medical goods Administrative 
Other |  Long-term |  Preventive

Comparable Country Average (Total: 
$5,527 per capita)

Note: Values are normalized to  100%. Comparable countries include Austria, Belgium, Canada, France, 
Germany, Netherlands, Sweden, Sw itzerland, and th e  United Kingdom.

Source: KFF analysis o f OECD Health S ta tis tics Peterson KFF

Health System Tracker

In 2018, inpatient and outpatient care represented 62% of total health spending in the U.S. and 49% of spending 
in comparable countries, on average. While long-term care accounted for the second-smallest category of 
spending in the U.S (4.8% of overall spending), it represented the second-largest category of spending in 
comparable countries (20% of overall spending). Administrative costs represent about 9% of overall health 
spending in the U.S. compared to 3.6% on average in comparable countries.

Although the U.S. spends more per person on prescriptions drugs and medical goods, these costs represented a 
slightly smaller share of total spending as compared to the comparable country average in 2018 (13% and 16%, 
respectively).
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Over the past decade, per capita health spending has grown at similar rates for 
the U.S. and comparable countries, but the change in dollars is significantly 
different

Average annual growth rate in health spending from 2008 to 2018

United States |  Comparable Country Average

Between 2008 and 2018, health spending grew  at a similar rate in both the U.S. and comparable countries (3.7% 
and 3.6%, respectively). However, since spending in the U.S. was significantly higher to begin with, the rate 
amounted to roughly twice as much in spending in dollars in the U.S. compared to comparable countries. The 
same is true for the growth in many specific spending categories. (This chart breaks from those presented 
earlier as it does not include data from Switzerland or the United Kingdom, since they did not report all 
spending categories in 2008. See methods.)

In the U.S., the largest growth in terms of dollar value was for spending on inpatient and outpatient care, which 
grew  by  $2,089 per capita between 2008 and 2018 (i.e., 3.9% growth). In comparable countries, the largest 
contributor to the growth in spending was also inpatient and outpatient care (which grew  by  3.2%), but the 
dollar increase ($712 per capita) was smaller than in the U.S.

Notably, growth in spending on long-term care represented a far smaller share of spending growth in the U.S. 
versus comparable countries (1.9% vs 5.9%, respectively). Long-term care can be expensive or hard to access in 
the U.S. for many patients. Meanwhile, spending on administrative costs in the U.S. saw  the greatest growth rate
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at 5.4% over this period, while administrative costs in comparable countries grew  at half that rate, at 2.7%.

Discussion

Political discourse on health spending often focuses on prescription drug prices and administrative costs as 
being the primary drivers of high health spending in the U.S. compared to other nations. Current policy 
proposals aim to address prescription drug pricing. Drug prices are, indeed, higher in the U.S. than in other 
high-income countries, but as this analysis shows, reducing drug spending alone would have a comparatively 
smaller effect on the gap between health costs in the U.S. and comparable countries. The biggest contributor to 
the difference in costs between the U.S. and peer nations is spending on inpatient and outpatient care. Yet, 
people in the U.S. use less care and have worse health outcomes than those in peer nations.

We analyzed health expenditure and financing data from the Organization for Economic Co-operation and 
Development (OECD) for 10 countries, including the U.S., in 2018. Data consisted of current expenditures on 
health expressed as per capita, current prices, current purchasing power parity (PPP), in U.S. dollars. Data in 
this analysis is rounded. Comparable country data was taken by averaging spending data from countries that 
have above median GDP and above median GDP per capita (Austria, Belgium, Canada, France, Germany, 
Netherlands, Sweden, Switzerland, and the United Kingdom). Australia and Japan were not included due to 
gaps in data on categories of spending for 2018. The United Kingdom  and Switzerland did not have spending 
data on inpatient and outpatient care for 2008, and therefore were excluded from the analysis of growth rates 
between 2008 and 2018.

Current expenditures on health consisted of spending as a function of inpatient curative and rehabilitative 
care, outpatient curative and rehabilitative care, long-term care, ancillary services, medical goods, preventive 
care, governance and health system and financing administration, and other health services. In our analysis, 
“other” consists of other health services, ancillary services, and uncategorized spending, which is the 
difference between the sum of all categories and the total spending. Inpatient and outpatient care have been 
combined due to differences in when the same service may be performed inpatient versus outpatient 
depending on the country. The OECD defines outpatient care as care that “comprises medical and ancillary 
services delivered to a patient who is not formally admitted to a facility and does not stay overnight.” Long-term 
care services may be provided by hospitals, nursing homes, doctors’ offices, homes or other places. Medical 
goods consist of over-the-counter drugs, prescription drugs, other pharmaceuticals used for clinical purposes, 
and goods used for clinical purposes, such as hearing aids, glasses, prosthetics, and medical technical devices.
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Catastrophic Health Expenditures Across Insurance Types and Incomes 
Before and After the Patient Protection and Affordable Care Act
Charles Liu, MD, MS; Karan R. Chhabra, MD, MSc; John W. Scott, MD, MPH

Introduction
One decade after passage of the Patient Protection and Affordable Care Act (ACA), despite 

substantial gains in insurance coverage, health care affordability remains a major concern among US 

residents.1 Premiums are increasingly unaffordable, and underinsurance-incomplete financial
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protection despite coverage-is increasingly common.2 Although previous research has shown that 

the ACA's Medicaid expansions decreased out-of-pocket spending among low-income adults,3 

broader trends in out-of-pocket spending have not been well characterized. We thus sought to 

analyze changes in financial risk protection associated with ACA implementation across all income 

strata and insurance types.

We obtained income, insurance coverage, and spending data from a nationally representative sample 

of adults aged 20 to 64 years in the Medical Expenditure Panel Survey, collected from 2010 to 2017. 

Our primary outcome was catastrophic health expenditures, defined with the World Health 

Organization threshold o f calendar-year out-of-pocket plus premium spending exceeding 40% of 

postsubsistence income4 (calendar-year income minus typical food and housing expenditures from 

the Bureau of Labor Statistics5). Interrupted time series analysis was used to evaluate changes in the 

rate of catastrophic expenditures, w ith an inflection point in January 2014, the start of full ACA 

implementation.2 Individuals were stratified for analysis by quartile of household income as a 

percentage of the federal poverty level and by insurance type (eFigure in the Supplement) . We also 

analyzed individuals across insurance types within the lowest income quartile.

Analyses were performed with multivariable linear regression models adjusted for 

sociodemographic characteristics, self-reported health, and Census region (eTable in the 

Supplement). We adjusted for inflation using the Consumer Price Index.6 Cluster-robust standard 

errors and survey weights for national estimates were used, with a 2-tailed P value threshold o f .05. 

Analysis was conducted with Stata/SE version 16.1.

This study followed the Strengtheningthe Reporting of Observational Studies in Epidemiology 

(STROBE) reporting guideline for cohort studies.

Results
We identified 159 941 survey respondents (49.1% men; mean age, 41.8 years [SD, 12.6 years]), 

representing 186 million individuals annually after survey weighting. The number of uninsured 

nonelderly adults declined from 42.9 million (23.5%) in 2010 to 27.9 million (14.8%) in 2017, whereas 

those w ith Medicaid coverage increased from 11.0 million (6.0%) to 18.3 million (9.7%) (P < .001).

Coverage gains were concentrated in the 2 lower income quartiles, in which the uninsured rate 

decreased from 44.1% to 28.6% (lowest quartile) and 27.0% to 18.7% (P < .001).

The number of adults experiencing catastrophic expenditures yearly declined from 13.6 million 

(7.4%) in 2010 to 11.2 million (5.9%) in 2017 (P < .001) (Figure 1). Privately insured adults composed 

46.4% of catastrophic expenditure cases in 2010 and 53.6% in 2017 (P < .001).

Open Access. This is an open access article distributed undertheterms of theCC-BY License.

JAMA Network Open. 2020;3(9):e2017696. doi:10.1001/jamanetworkopen.2020.17696 September 24,2020 1/4

Methods

Downloaded From: https://jamanetwork.com/ on 11/12/2020



JAMANetworkOpen | HealthPolicy Catastrophic Health Expenditures by Insurance Type and Income Before and After the ACA

Figure 1. Number ofAdultsAged 20 to 64Years Experiencing Catastrophic Health Expenditures, 
byinsuranceType

| | Medicare Q  Medicaid Q  Private Q  Transiently uninsured (1-5 mo) Q  Uninsured (>6 mo) Q  Other or unknown
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The total sample included 159 941 patients, and the 
weighted sample included 186 048 287 peryear. 
Insurance type was defined as uninsured (>6 
months), transiently uninsured (1-5 months), or, given 
year-round coverage, asthe insurerwiththegreatest 
share ofcalendar-year health care expenditures. Other 
or unknown includes individuals with year-round 
Veterans Affairs or Tricare coverage, or year-round 
insurance coverage from an unknown source. The 
vertical line indicates the date of Patient Protection 
and Affordable Care Act implementation.

Figure 2. Changes in Likelihood ofCatastrophic Health ExpendituresAmongAdultsAged 20 to 64Years, by income Quartile, InsuranceType, 
and insurance TypeWithinthe Lowest income Quartile

[X |  By income quartile 0  By insurance type

|T |  By insurance type in the lowest income quartile

Forclarity, onlythe3 most common insurancetypesareshown.Aand B, Thesample year. Markers indicate mean likelihood; lines, bestfit line; shaded areas, 95%CIs; and
included 159 941 patients, and theweighted sample included 186 048287 peryear. C, vertical line, Patient Protection andAffordableCareAct implementation.
The sample included 57 224 patients, and the weighted sample included 46 518 845 per
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In our interrupted time series analysis, individuals in the lowest income quartile experienced a

2.3 percentage point decrease in likelihood of catastrophic expenditures (95% CI, -4.6 to -0.1) 

(Figure 2A), whereas no change was observed in other income quartiles. Stratified by insurance type, 

privately insured individuals experienced no change in catastrophic expenditures (adjusted change, 

-0.2 percentage point; 95% CI, -1.4 to  1.0) (Figure 2B). Finally, in our subanalysis o f the lowest 

income quartile, privately insured individuals again experienced no change (adjusted change, -2.8 

percentage points; 95% CI, -9.5 to 3.8) (Figure 2C), and in fact had the highest rate o f catastrophic 

spending in 2017 (34.6% vs 8.3% among Medicaid enrollees and 13.9% among the uninsured).

Discussion
ACA implementation was associated with 2 million fewer US adults with catastrophic expenditures 

each year. Financial protection improved for the lowest income quartile, which was one of the ACA's 

principal aims. However, improvements were not observed in higher income quartiles or among the 

privately insured, who represent an increasing share of those experiencing catastrophic 

expenditures. Among individuals in the poorest quartile, the privately insured are the most 

vulnerable, w ith one-third experiencing catastrophic spending annually. These findings help to 

explain why so many US residents, including those with insurance, continue to worry about their 

ability to afford needed care.

Limitations include changing patient composition within insurance groups, meaning our 

analysis evaluates financial protection currently conferred by each insurance type, rather than the 

effect of gaining coverage. Also, because the Medical Expenditure Panel Survey does not quantify 

unpaid bills or medical debt, our analysis likely underestimates patients' true financial hardship. Last, 

changes in catastrophic spending could have gone undetected in subgroups with small sample size, 

such as low-income privately insured individuals.

Despite large coverage gains, 11 million US adults, including 6 million w ith private insurance, 

continue to experience catastrophic health expenditures annually. These figures are likely to increase 

as millions lose employment or require unexpected medical care because of coronavirus disease 

2019. Health reform should move beyond expanding insurance coverage alone to address 

persistently high out-of-pocket spendingamongthe insured.
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Chairwoman Eshoo, Ranking Member Burgess, and members o f the committee, thank you for 
the opportunity to testify before you today. My name is Aviva Aron-Dine. I am the Vice President 
for Health Policy at the Center on Budget and Policy Priorities (CBPP), a non-profit, non-partisan 
policy institute located in Washington. The Center conducts research and analysis on a range o f 
federal and state policy issues affecting low- and moderate-income families. Previously, I served in 
government in a number o f  roles, including as the chief economist at the White House O ffice o f 
Management and Budget (OM B), as Acting Deputy Director o f  O M B , and as a Senior Counselor at 
the Department o f  Health and Human Services (HHS), where my portfolio included Affordable 
Care A ct (ACA) implementation and Medicaid, Medicare, and delivery system reform policy.

The title o f today’s hearing is apt: the A C A , along with the broader Medicaid program, is indeed 
providing a lifeline for millions during the C O V ID -1 9  pandemic and recession. We would be in a 
stronger position to address these crises had the law been fully implemented nationwide and if 
policies adopted over the past four years hadn’t chipped away at A C A  coverage gains and 
protections. But we would be in a far weaker position if  the law had been repealed in 2017 or i f  it is 
struck down in court, as the Administration and 18 state attorneys general continue to urge. G oing 
forward, there are many opportunities for Congress to continue to strengthen our health care safety 
net for this and future crises.

Coverage Programs Are Growing to Meet Need
As we are all well aware, the C O V ID -1 9  pandemic has brought economic devastation in its wake, 

with tens o f millions o f  people losing their jobs or experiencing sharp reductions in income. 
Alongside increases in other forms o f hardship, the deep recession is putting upward pressure on the 
uninsured rate, since job losses cause people to lose job-based coverage, and income losses can 
make it hard for them to pay premiums (whether for employer or individual market health plans). 
While the precise magnitude is uncertain, data confirm that large numbers o f  people have lost job- 
based coverage since the start o f  the recession.1 These losses are likely to grow.

1 Kaiser Family Foundation analysis, drawing on data from the National Association of Insurance Commissioners, 
shows a 1.3 percent drop in fully insured group market coverage from March through June. If extrapolated to the full
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Medicaid has long played a critical role in protecting coverage during recessions, especially for 
children. During the Great Recession period, much o f  the loss in private coverage was offset by an 
increase in public coverage, resulting in a net coverage loss o f  about 5 million people, much smaller 
than the drop in private coverage. The children’s uninsured rate remained stable (and then fell 
following the enactment o f children’s coverage improvements at the start o f  2009).* 2

But prior to the A C A , many o f the people most vulnerable to losing their jobs during recessions 
were excluded from Medicaid. In the typical state, parents were ineligible for Medicaid if  their 
income was above about two-thirds o f the poverty line, while adults without children were not 
eligible for Medicaid at all. For adults with incomes too high to qualify for Medicaid and without 
coverage through their jobs, individual market plans were generally unsubsidized, expensive, full o f 
benefit gaps, and often unavailable altogether to people with pre-existing health conditions.

With Medicaid expansion and the A C A  marketplaces now offering coverage to this group, we’d 
expect health coverage programs to be even more responsive to need during this recession than in 
the past. Data on Medicaid enrollment suggest this is indeed the case. Overall Medicaid enrollment 
has risen by 8.3 percent through July in 30 states for which the Center has been able to obtain data, 
and by 9.4 percent through August (with data available for 13 states). Meanwhile, expansion 
enrollment has risen by 13.2 percent through July across 18 states and by 14.8 percent through 
August (with data available for ten states). (See Figure 1.)3 I f  one were to extrapolate the July figures 
nationwide, they would imply that total enrollment has risen by about 6 million people, with about a 
quarter enrolling through expansion.

Evidence suggests mid-year sign-ups for A C A  marketplace coverage have risen as well, 
particularly in state-based marketplaces that created special enrollment opportunities and conducted

market, that would imply a roughly 2 million drop in employer coverage, though coverage losses among workers at self-
insured firms may have been smaller. Urban Institute analysis o f Census Household Pulse survey data shows a 3.3 
million drop in job-based coverage from late April/early May through July, although the underlying data are quite noisy. 
The drop in job-based coverage is likely to grow over time, because people who lose their jobs do not always 
immediately lose their coverage and because a larger share of early job losses during the pandemic were temporary 
layoffs, while a larger share of subsequent job losses were permanent. Even so, coverage losses may be smaller than 
some initially expected, because job losses in the recession to date have been unusually concentrated among low-wage 
workers who did not have coverage to start with. See Cynthia Cox and Daniel McDermott, “What Have Pandemic- 
Related Job Losses Meant for Health Coverage?” Kaiser Family Foundation, September 11, 2020, 
https://www.kff.org/polic.y-watch/what-have.-pande.mic-re.late.d-job-losse.s-me.ant-for-he.alth-cove.rage./ and Anuj 
Gangopadhyaya, Michael Karpman, and Joshua Aarons, “As the COVID-19 Recession Extended into the Summer of 
2020, More Than 3 Million Adults Lost Employer-Sponsored Health Insurance Coverage and 2 Million Became 
Uninsured,” Urban Institute, September 2020, https: /  /  www.urban.org/sites /  default/files /  publication/102852/as-the- 
covid-19-recession-extended-into-the-summer-of-2020-more-than-3-million-adults-lost-employer-sponsored-health- 
insurance.-cove.rape-and-2-million-be.came.-uninsured.pdf.

2 These calculations are based on the National Health Interview Survey.

3 These figures update those published in Matt Broaddus, “Medicaid Enrollment Continues to Rise,” Center on Budget 
and Policy Priorities, September 9, 2020, https: /  /  www.cbpp.org/blog/medicaid-enrollment-continues-to-rise. 
Methodology and sources can be found in Aviva Aron-Dine, Kyle Hayes, and Matt Broaddus, “With Need Rising, 
Medicaid Is At Risk for Cuts,” Center on Budget and Policy Priorities, July 22, 2020,
https: /  /  www.cbpp.org/research/health/with-need-rising-medicaid-is-at-risk-for-cuts.
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other outreach during the pandemic.4 It’s worth noting that, during a recession, we would expect 
more people to enter the marketplaces after losing employer coverage but would also expect fewer 
people to enter from Medicaid and more people to shift from marketplace to Medicaid coverage. 
Thus, total marketplace enrollment might not rise (or rise only a little), even though the marketplace 
is playing a critical role for people losing employer coverage.

The hope is that, as solid data on 2020 uninsured rates become available, they will confirm that 
the A C A ’s improvements to the health safety net are largely working as intended, and coverage 
losses will be smaller than during the Great Recession period.5

FIGURE 1

Medicaid Enrollment Rising Steadily in COVID-19 Recession, With
Especially Rapid Growth in Expansion Enrollment
Percent growth since February

Total enrollment Expansion enrollment

States with data through June (35) States with data through June (21)

States with data through July (30) States with data through July (18)
States with data through August (13) States with data through August (10)

15%

Source: Enrollment data from state agency websites. Figures in parentheses indicate the number of states with available data

C E N T E R  O N  B U D G E T  A N D  P O L IC Y  P R IO R IT IE S  I C B P P .O R G

4 Sarah Lueck and Matt Broaddus, “Emergency Special Enrollment Period Would Boost Health Coverage Access at a 
Critical Time,” Center on Budget and Policy Priorities, July 30, 2020,
https: /  /  www.cbpp.org/research/health/emergency-special-enrollment-period-would-hoost-health-coverage-access-at-a- 
critical.

5 O f the established federal health insurance surveys, the first data on post-pandemic coverage will come from the 
National Health Interview Survey, which generally releases second-quarter estimates in mid-November. While the 
Census Household Pulse survey (a new survey introduced during the pandemic) provides an initial glimpse at trends 
since late April/early May, the health coverage numbers in the new survey have fluctuated significantly from week to 
week. However, the Urban Institute analysis o f these data referenced above does find that increases in public coverage 
have offset well over half the loss in job-based coverage among adults in states that have expanded Medicaid, which is a 
larger share than for adults nationwide during the Great Recession.
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Policies Undermining ACA and 
Medicaid Have Weakened Response 
to Crisis

Fewer people had coverage at the start o f the 
pandemic, and more will become uninsured 
during the downturn, due both to some state 
policymakers’ refusal to take up the A C A ’s 
expansion o f Medicaid and to federal policies that 
have undermined Medicaid and the A C A  
marketplaces. The consequence is that more 
people will go without needed care or will incur 
unaffordable medical expenses during the crisis. 
Higher uninsured rates also weaken the response 
to the pandemic, since some people 
without health insurance may forgo testing or 
treatment for C O V ID -1 9 .6

Non-Expansion States 
Less Prepared for Crisis

FIGURE 2

Medicaid Expansion Boosts 
Coverage for Low-Income 
Essential Workers

—  Expansion states Non-expansion states

Share enrolled in Medicaid
40% -----------s -

2013 2018

Prior to the crisis, 3.9 million people were 
uninsured due to state decisions not to expand 
Medicaid, the Urban Institute estimates.7 Black 
and Hispanic people are more likely to reside in 
states that have not expanded Medicaid and are 
less likely to have other sources o f  coverage, so 
they make up a disproportionate share o f  this 
group: more than half, compared to less than a 
third o f  the U .S. population.

State decisions not to expand have heavily 
impacted low-income workers such as home 
health aides, hospital workers, grocery store 
workers, public transit and truck drivers, food 
production and pharmaceutical manufacturing 
workers, pharmacy workers, and warehouse 
workers —  the “ essential workers” whose jobs 
have often put their health at risk during the 
pandemic. The uninsured rate for low-income

Share uninsured
40%

32

8

0 -------------- 1-----------------------------1--------------
2013 2018

Note: “Low-income essential workers" refers to essential or 
front-line workers -  those likely required to go to work 
despite stay-at-home orders -  with incomes up to 200  
percent of poverty. States can expand Medicaid coverage to 
low-income adults under the Affordable Care Act. Expansion 
took effect in 2014.

Source: CBPP analysis of Census Bureau data

C E N T E R  O N  B U D G E T  A N D  P O L IC Y  P R IO R IT IE S  I C B P P .O R G

6 An April Gallup survey found that 14 percent of Americans would forgo care for COVID-19 symptoms due to cost, 
with higher percentages for groups with higher uninsured rates. Dan Witters, “In U.S., 14% With Likely COVID-19 to 
Avoid Care Due to Cost,” Gallup, April 28, 2020, https:/ /news.gallup.com/poll/309224/avoid-care-likely-covid-due- 
cost.aspx.

7 Michael Simpson, “The Implications of Medicaid Expansion in the Remaining States: 2020 Update,” Urban Institute, 
June 2020, https: /  /  www.urban.org/sites/ default/files/ public.ation/102359/the-implic.ations-of-medic.aid-expansion-in- 
the-remaining-states-2020-update 0.pdf.
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people with these jobs was about twice as high in non-expansion states than in expansion states, 
prior to the pandemic.8 (See Figure 2.)

Non-expansion states’ already higher uninsured 
rates are also likely to increase more during the 
downturn, since many people losing coverage will 
fall into the coverage gap, ineligible for Medicaid 
but with incomes too low to qualify for 
marketplace premium tax credits. Uninsured rates 
for unemployed adults fell in both expansion and 
non-expansion states between 2013 and 2018, 
due to the availability o f  marketplace coverage, 
tut they fell but far more dramatically in 
expansion states. (See Figure 3.) Prior to the 
pandemic, more than 40 percent o f unemployed 
adults in non-expansion states were uninsured, 
over twice the rate in expansion states.9

Federal Policies
Have Eroded ACA Coverage Gains

FIGURE 3

Uninsured Rate for Unemployed 
Adults Fell Sharply in States 
Adopting Medicaid Expansion

Non-expansion states 
—  Medicaid expansion states

60%

Meanwhile, Census data released last week 
show that the number o f Americans nationwide 
without health insurance rose by 2.3 million 
between 2016 and 2019, including an increase o f 
over 700,000 in the number o f uninsured 
children.10 (See Figure 4.) This erosion happened 
during a period when the unemployment rate fell 
substantially and several states were implementing 
Medicaid expansion, meaning that we would have 
remain stable.

2009 '10 '11 '12 '13 '14 '15 '16 '17 '18

Note: Estimates are for adults aged 19 through 64. States 
can expand their Medicaid program to low-income adults 
under the Affordable Care Act.

Source: Urban Institute using American Community Survey 
data

C E N T E R  O N  B U D G E T  A N D  P O L IC Y  P R IO R IT IE S  I C B P P .O R G

:pected the uninsured rate to fall, or at least

Am ong the policies likely contributing to the increase were:

• T h e  A dm inistration’s policies toward im m igran ts, in clu d in g  the so-called “ public 
charge”  rule. These policies have created a climate o f  fear among families that include 
immigrant members, deterring some eligible people from enrolling in Medicaid or marketplace

8 For an explanation of how we define low-income essential workers, see Jesse Cross-Call and Matt Broaddus, “States 
That Have Expanded Medicaid Are Better Positioned to Address COVID-19 and Recession,” Center on Budget and 
Policy Priorities, July 14, 2020, https: /  /  www.cbpp.org/research/health/states-that-have-expanded-medicaid-are-better- 
positioned-to-address-covid-19-and.

9 Anuj Gangopadhyaya and Bowen Garrett, “Unemployment, Health Insurance, and the COVID-19 Recession,” Urban 
Institute, April 2020, https: /  /  www.urban.org/sites/ default/files/ public.ation/101946/une.mployme.nt-he.alth-insurance- 
and-the.-c.ovid-19-re.c.e.ssion 1.pdf.

10 For additional discussion, see Matt Broaddus and Aviva Aron-Dine, “Uninsured Rate Rose Again in 2019, Further 
Eroding Earlier Progress,” Center on Budget and Policy Priorities, September 15, 2020,
https: /  /  www.cbpp.org/research/health/uninsured-rate-rose-again-in-2019-fiirther-eroding-earlier-progress.
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coverage.11 12 Hispanic adults, Hispanic children, and children not born in the United States—  
groups disproportionately affected by this chilling effect —  all experienced much larger-than- 
average increases in uninsured rates in 2019, with Hispanic people experiencing by far the 
largest increase o f  any racial or ethnic group.

• State p olicies, som e encouraged or required by the A dm inistration , that have m ade it 
harder for people to get and stay covered through M e d ic a id .12 For example, states have 
introduced new procedures requiring people to provide additional paperwork or document 
eligibility more often.13 Consistent with administrative data, the Census data show a large 
decline in Medicaid coverage over the last couple years. They also show an increase in 
uninsured rates for low-income people in 2019, refuting the claim that Medicaid enrollment 
declines were largely driven by people finding other coverage.

• T h e  A C A ’s individual m andate penalty (the requirem ent that people have health 
coverage or pay a fee) was repealed starting in 2019. This likely contributed to the increase 
in uninsured rates for middle-income people evident in the Census data.

• C u ts to outreach and enrollm ent assistance. In 2017, the Administration cut outreach and 
enrollment assistance by 80-90 percent. It has maintained those meager funding levels since, 
despite new evidence that outreach leads people to enroll in coverage, improving their health 
and even saving lives.14

The Administration also refused to make use o f A C A  coverage programs to respond to the crisis. 
In particular, despite recommendations and requests from governors o f both parties, insurers, 
consumer advocates, and others, the Administration chose not to create an emergency special 
enrollment period for marketplace coverage. This likely reduced the number o f people enrolling in 
HealthCare.gov this spring and summer. It barred the door to people who were already uninsured 
but experienced income losses that newly qualified them for premium tax credits, while making 
enrollment more complicated and confusing for people losing job-based coverage (who qualify for a 
special enrollment period, but one with more complex rules than a blanket emergency option).15

11 See for example Hamutal Bernstein, Dulce Gonzalez, Michael Karpman, and Stephen Zuckerman, “Amid Confusion 
over the Public Charge Rule, Immigrant Families Continued Avoiding Public Benefits in 2019,” Urban Institute, May 18, 
2020, https: /  /  www.urban.org/research/ publication/ amid-confusion-over-puhlic-charge-rule-immigrant-families- 
continued-ayoiding-puhlic-henefiits-2019.

12 For further discussion, see Matt Broaddus, “Research Note: Medicaid Enrollment Decline Among Adults and 
Children Too Large to Be Explained by Falling Unemployment,” Center on Budget and Policy Priorities, July 17, 2019, 
https: /  /  www.cbpp.org/research/health/medicaid-enrollment-decline-among-adults-and-children-too-large-to-be- 
explained-by and Samantha Artiga and Olivia Pham, “Recent Medicaid/CHIP Enrollment Declines and Barriers to 
Maintaining Coverage,” Kaiser Family Foundation, September 24, 2019, https://www.kff.org/me.dicaid/issue- 
brie.f/re.ce.nt-me.dicaid-chip-e.nrollme.nt-de.cline.s-and-barrie.rs-to-maintaining-cove.rage./.

13 See for example, Lexi Churchill, “The Trump Administration Cracked Down on Medicaid. Kids Lost Insurance,” Pro 
Publica, October 31, 2019, https: /  /www.propublica.org/article/ the-trump-administration-cracked-down-on-medicaid- 
kids-lost-insurance.
14 Jacob Goldin, Ithai Z. Lurie, and Janet McCubbin, “Health Insurance and Mortality: Experimental Evidence from 
Taxpayer Outreach,” National Bureau of Economic Research Working Paper 26533, December 2019,
https: /  /  www.nber.org/papers/ w26533.

15 See Sarah Lueck and Matt Broaddus, “Emergency Special Enrollment Period Would Boost Health Coverage Access at 
a Critical Time,” Center on Budget and Policy Priorities, July 30, 2020,
https: /  /  www.cbpp.org/re.se.arch/he.alth/e.me.rgency-spe.cial-e.nrollme.nt-pe.riod-would-boost-he.alth-cove.rage.-access-at-a- 
critical.
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FIGURE 4

Progress on Health Coverage Has Eroded in Recent Years

Uninsured rate, percent

15.5
15.1 14.8 14.5

11.7
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Number of uninsured, millions
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36.7

29.8 273 28 o 28.6 29-6

2010 11 12 13 14 15 16 17 18 2019 2010 11 12 13 14 15 16 17 18 2019
Source: Census Bureau, American Community Survey
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Instead, the Administration relied on resources from the C A R E S  A ct Provider Relief Fund to 
reimburse providers for certain COVID-19-related expenses for people who are uninsured. N ot 
only does this approach leave out people with other health care needs, it has also fallen far short o f 
health insurance coverage even for people with C O V ID -1 9 . Uninsured patients with C O V ID -1 9  
report incurring large bills for expenses that don’t qualify for reimbursement (such as treatment for 
other conditions while hospitalized due to C O V ID ) or simply because providers failed to make use 
o f the fund.16 Meanwhile, the fund had paid out less than $800 million for uninsured patients’ care 
through mid-September.

ACA Repeal Would Make Things Far Worse
While Administration policies contributed to coverage losses that have eroded about 10 percent o f 

the A C A ’s coverage gains, the uninsured rate remains far below pre-A CA  levels. But on November 
10, the Administration, along with a group o f 18 states, will argue before the Supreme Court that it 
should strike down the entire A C A .17

16 Abby Goodnough, “Trump Program to Cover Uninsured COVID-19 Patients Falls Short of Promise,” N ew  Y ork  
Times, August 29, 2020, https: /  /www.nytimes.com/2020/08/29/health/Covid-ohamacare-uninsured.html.

17 For background on the lawsuit, see Center on Budget and Policy Priorities, “Suit Challenging ACA Legally Suspect 
But Threatens Loss of Coverage for Tens of Millions,” updated August 21, 2020,
https: /  /  www.cbpp.org/research/health/suit-challenging-aca-legally-suspect-but-threatens-loss-of-coverage-for-tens-of.
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FIGURE 5A  decision striking down the A C A  would 
end Medicaid expansion, eliminate the 
marketplaces and premium tax credits, end 
protections for people with pre-existing 
health conditions, and eliminate the 
requirement that insurers let young adults 
remain on their parents plans until age 26.
As a result, prior to the pandemic, Urban 
Institute researchers projected that striking 
down the law would cause 20 million 
people to lose coverage, increasing the 
uninsured rate by nearly two-thirds.18 While 
all racial and ethnic groups would 
experience large coverage losses, nearly 1 in 
10 Black people and 1 in 10 Hispanic 
people were projected to lose coverage, 
compared to 1 in 16 whites. (See Figure 5.)
Today, striking down the law would cause 
even larger coverage losses, since, as
discussed above, the recession is causing many more people to turn to A C A  coverage programs for 
help.

Sudden coverage losses on this scale would be completely unprecedented. And they would be all 
the more devastating this year or next given that the nation will still be still grappling with the 
pandemic and many o f  those losing coverage will also be struggling to afford food, rent, and other 
necessities due to the economic downturn.

Striking down the A C A  would also weaken coverage for those who have it, further undermining 
the response to the pandemic and worsening access to care and financial hardship more broadly.19 
For example, it would:

18 Jessica Banthin et a l, “Implications of the Fifth Circuit Decision in Texas v. U nited States,” Urban Institute, December 
2019,
https://www.urban.org/sites/defanlt/fiLles/publication/101361/implications of the fifth circuit court decision in te 
xas v united states final 121919 v2.pdf.

19 For additional discussion, see Tara Straw and Aviva Aron-Dine, “Commentary: ACA Repeal Even More Dangerous 
During Pandemic and Economic Crisis,” Center on Budget and Policy Priorities, June 24, 2020,
https://www.cbpp.org/health/commentary-aca-repeal-even-more-dangerous-during-pandemic-and-economic-crisis
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• Eliminate the A C A ’s prohibitions on denying coverage or charging higher premiums to 
people with pre-existing conditions, at a time when millions o f people will have just acquired a 
new pre-existing condition: having had C O V ID -1 9 .

• Allow insurers to rescind coverage if  someone develops health problems that could be linked 
to an undisclosed pre-existing condition, including if  a person develops a condition that could 
be a long-term consequence o f  having had C O V ID -1 9 .

• End the requirement that all insurance cover preventive services, including vaccines, without 
cost sharing, at a time when the nation hopes to be working to vaccinate much or all o f the 
population.

• Allow insurers to impose annual and lifetime limits on benefits and exclude coverage for 
essential health benefits, such as maternity care, prescription drugs, or substance use 
treatment.

• Cut funding for Centers for Disease Control and Prevention public health efforts.

Strengthening Health Coverage Programs for This and Future Crises
There are many ways Congress could strengthen health coverage programs for this and future 

crises.

Additional Coverage Expansions
While the national uninsured rate was 9.2 percent in 2019, seven states and the District o f 

Columbia had uninsured rates o f about 5 percent or less: Massachusetts, D .C ., Rhode Island,
Hawaii, Vermont, Minnesota, Iowa, and New York. All o f these states have expanded Medicaid, and 
many have additional policies in common:20

• Most provide some form o f  additional financial assistance to moderate-income people, on top 
o f the A C A ’s premium tax credits.21 (California is now doing this as well.)

• Most have adopted policies to make it easier for people to get or keep Medicaid and/or 
marketplace coverage. For example, six have state-based marketplaces, some o f which 
undertake additional outreach compared to HealthCare.gov. Four make it possible for 
moderate-income people to enroll in coverage year-round, versus just during the annual open 
enrollment period (or by qualifying for a targeted special enrollment period).22 And New York 
provides 12 months o f  continuous eligibility for both adults and children in Medicaid.

20 These policies are, o f course, not the only reasons for these states’ low uninsured rates, but examining the policies the 
states have in common is still instructive.

21 Massachusetts and Vermont provide additional financial assistance to lower-income marketplace consumers; D.C. 
extends Medicaid eligibility above 138 percent o f the poverty line; and Minnesota and New York provide more 
affordable coverage to lower-income people through Basic Health Programs. Hawaii, meanwhile, has more stringent 
requirements for employers to offer coverage than apply nationally under the ACA.

22 For a discussion of Massachusetts’ approach and implications for federal policy, see Sarah Lueck, “Proposed Change 
to ACA Enrollment Policies Would Boost Insured Rate, Improve Continuity of Coverage,” Center on Budget and 
Policy Priorities, June 5, 2019, https: /  /  www.cbpp.org/re.se.arch/he.alth/propose.d-change-to-aca-e.nrollme.nt-policie.s- 
would-boost-insure.d-rate.-improve.
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• All o f these states have opted to waive restrictions on Medicaid coverage for children who 
have a lawfully present immigration status, and some have filled in coverage gaps for certain 
other groups that do not meet the immigration-related eligibility restrictions. (Nationally, 
uninsured rates for immigrants, including naturalized citizens and non-citizens who are 
lawfully present, are higher than for other groups.)

• Most prohibit or limit substandard plans that do not meet A C A  coverage standards.

These policies are certainly not all that is needed to achieve universal, high-quality health coverage. 
But federal policies along these lines could be adopted and implemented quickly. They would 
sharply reduce uninsured rates, both during the current crisis and going forward, and would better 
prepare us for future economic downturns, by improving coverage options for people without 
employer plans and by making it easier for people to transition among different forms o f coverage. 
And, if  premium tax credit improvements were adopted and implemented quickly, that would also 
provide timely, targeted support to the economy, by increasing disposable income for moderate- 
income people very likely to spend the additional funds.

Many o f these policies are included in H .R . 1425, the Patient Protection and Affordable Care 
Enhancement A ct, passed by the House in June. That bill would also create new financial incentives 
for the remaining states to expand Medicaid, and it would make premium tax credits available to 
middle-income people for whom marketplace premiums cost more than 8.5 percent o f income.

Protecting Medicaid By Addressing the State Budget Crisis
Just as important, Congress also needs to prevent the existing health coverage safety net from 

fraying under strain from the recession. As discussed above, Medicaid is playing a critical role in 
covering both adults and children impacted by the downturn, through both expansion and the pre- 
A C A  Medicaid program. States have also used Medicaid authorities to meet other needs resulting 
from the pandemic. For example, some states have increased payments to nursing homes or home- 
and community-based services (HCBS) providers, broadened access to H C B S , and expanded the use 
o f telehealth.23

But increased need for Medicaid coverage and new demands related to the pandemic coincide 
with a historic state budget crisis. State revenues have already fallen sharply, and states are projecting 
large budget shortfalls for this and the next fiscal year.24

23 Jessica Schubel, “States Are Leveraging Medicaid to Respond to COVID-19,” Center on Budget and Policy Priorities, 
updated September 2, 2020, https: /  /  www.cbpp.org/research/health/states-are-leveraging-medicaid-to-respond-to- 
covid-19.

24 See, for example, Lucy Dadayan, “State Tax Revenues Surged in July 2020, But Cumulatively Are Down During 
COVID-19 Period,” Urban Institute, September 16, 2020,
https://www.urban.org/sites/default/files/2020/0 9 / 16/monthlystrh july2020.pdfand Center on Budget and Policy
Priorities, “States Grappling with Hit to Tax Collections,” updated August 24, 2020,
https: /  /  www.cbpp.org/research/state-budget-and-tax/states-grappling-with-hit-to-tax-collections.
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FIGURE 6

Many States Cut Medicaid During Prior 
Economic Downturns
Number of states making Medicaid cuts in each state fiscal year

Eligibility restrictions Benefit restrictions Provider payment cuts

50

2003 2004 2005 2009 2010 2011 2012 2013

Following Great Recession
2001 Recession and Aftermath

Note: Graph shows years in which states faced significant budget shortfalls during and 
following recessions; data for 20 02  are not available.

Source: Kaiser Family Foundation

CENTER ON BUDGET AND POLICY PRIORITIES I CBPP.ORG

The state budget crisis could easily produce a serious health care crisis as well. During past budget 
crises, states restricted Medicaid eligibility, including for seniors, people with disabilities, and 
pregnant women; made it harder for eligible people to get and stay covered; eliminated or cut key 
benefits; and cut payments to physicians, hospitals, nursing homes, and other providers. (See Figure 
6.) They also cut non-Medicaid health programs. For example, during the Great Recession period, 
state-funded behavioral health programs were often targeted for cuts, with roughly 3 in 4 states 
cutting mental health budgets in each o f  2009, 2010, and 2011.25

Early in the pandemic, with bipartisan leadership from this committee, Congress did two very 
important things. First, it adopted a 6.2 percentage-point increase in the Medicaid match rate 
(FMAP) for the duration o f the public health emergency, providing about $40 billion per year in aid 
to states.

25 Aviva Aron-Dine et a l, “Larger, Longer-Lasting Increases in Federal Funding Needed to Protect Coverage,” Center 
on Budget and Policy Priorities, May 5, 2020, https: /  /  www.cbpp.org/research/health/larger-longer-lasting-increases-in- 
federal-medicaid-funding-needed-to-protect.
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Second, it tied those additional federal funds to protections for Medicaid beneficiaries. States 
receiving the additional funds cannot introduce new eligibility restrictions.26 They also cannot take 
away people’s coverage during the public health emergency. That continuous coverage requirement 
is a version o f the continuous eligibility policies many states already apply to children, which 
research has shown improve coverage and access to care by preventing children from losing 
Medicaid and becoming uninsured due to paperwork barriers and short-term income fluctuations.27

But as the state budget crisis continues and more states exhaust options to delay budget cuts, the 
6.2 percentage point FM A P  increase —  about half the maximum increase Congress provided during 
the Great Recession —  is now insufficient. A  number o f states have already made or are considering 
Medicaid cuts, including reductions in provider payments, reversals o f  planned and needed coverage 
improvements (such as extensions o f  post-partum Medicaid coverage), and furloughs and hiring 
freezes impacting eligibility workers, which will likely delay access to coverage for some applicants. 
States are also cutting behavioral health programs and, even in the midst o f  the pandemic, are 
cutting their public health budgets.28

Congress should heed recommendations from the National Governors Association, the National 
Association o f State Medicaid Directors, health plans, providers, consumer advocates, and many 
others and provide additional federal Medicaid funding to help states weather the crisis. The best 
way to structure this additional assistance would be to tie the amount and duration o f the increased 
federal funding to state unemployment rates and to make these unemployment rate triggers 
permanent. That way, federal Medicaid match rates would rise automatically in future recessions, then 
fall back to normal once state economies and budgets have recovered. Legislation introduced in the 
House (H.R. 6539 and H .R . 6379) and in the Senate (S. 4108) provides a model for how to do this.

In providing additional assistance, Congress should also maintain strong protections for 
beneficiaries. These “ maintenance o f  effort” protections are critical to ensuring that the additional 
funding achieves the goal o f  protecting health coverage during the ongoing public health and 
economic crises, even as it helps states avoid cuts to Medicaid provider payments, non-Medicaid 
health programs, education, and other critical services.

26 A similar rule in place during the Great Recession explains why far fewer states restricted eligibility during the Great 
Recession than during the shallower recession of the early 2000s, as shown in Figure 6. Aviva Aron-Dine, “Medicaid 
‘Maintenance of Effort’ Protections Crucial to Preserving Coverage,” Center on Budget and Policy Priorities, May 13, 
2020, https://www.chpp.org/hlog/medicaid-maintenance-of-effort-protections-cmcial-to-preserving-coverage.

27 Judith Solomon, “Continuous Coverage Protections in Families First Act Prevent Coverage Gaps by Reducing 
‘Churn,’” Center on Budget and Policy Priorities, July 16, 2020, https: /  /  www.cbpp.org/research/health/continuous- 
coverage-protections-in-families-first-act-prevent-coverage-gaps-hy.

28 Aviva Aron-Dine, Kyle Hayes, and Matt Broaddus, “With Need Rising, Medicaid Is at Risk for Cuts,” Center on 
Budget and Policy Priorities, July 22, 2020, https: /  /  www.cbpp.org/research/health/with-need-rising-medicaid-is-at-risk- 
for-cuts.
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Issue B rie f

The S u prem e C ourt w ill rev iew  th e  con stitu tionality  o f  th e  A ffo rd ab le  Care Act (ACA) 
th is N o vem b er in California v. Texas (know n as Texas v. US. in th e  low er courts). Late last 
year, a fed era l a p peals cou rt panel fh ttp ://w w w .ca5 .uscourts .go v /o p in io n s /p u b /i9 /1 9 -1 0011- 

c v o .p d fi ruled th a t th e  ACA's individual m an d a te  is unconstitu tional, since Congress has 

set th e  m an d a te  ta x  p en alty  to  zero . The case w as b ro u ght by a n u m b e r o f  
(h ttp s ://w w w .k ff.o rg/h e a lth -re fo rm /is su e -b rie f/e xp la in in g-texas-v-u-s-a-gu ide-to -th e-5 th -c ircu it-appeal- 

in -the-case-challenging-the-acaA  Republican state  officials and tw o  individuals, w h o  argue  

th a t th e  rest o f  th e  ACA is not severab le  fro m  th e  m an d a te  and should th e re fo re  be 
invalidated . The T ru m p  ad m in is tra tio n  now  argues th a t n early  all o f  th e  ACA should be 
fo u n d  invalid but th a t th e  courts should p roh ib it it fro m  enforc ing  only th e  provisions  
fo u n d  to  h arm  th e  individual p laintiffs. It previously argued  th a t on ly th e  ACA's p re -
existing condition protections should be o ve rtu rn ed .1 Pending a final decision on th e  

case, th e  T ru m p  ad m in is tra tio n  has continued  to  en force  th e  ACA.

The ACA's re fo rm s affect nearly  every  A m erican  in som e w ay, and a S u p rem e C ourt 
decision th a t invalidated  th e  ACA w ou ld  have co m plex  and far-reach in g  im pacts  
th ro u g h o u t th e  health  care system . W hile  th e  ACA's changes to  th e  individual insurance  
m arke t -  including protections fo r  peop le  w ith  pre-existing  conditions and p rem iu m  
subsidies fo r  low  and m odest incom e peop le  -  have been th e  focus o f  m uch policy  
d eb a te  and m edia  coverage, th e  law  m ad e  m an y  o th e r sw eeping changes. These  
include: th e  expansion o f M edicaid  elig ibility fo r  low -incom e adults; req u ired  coverage  
o f p reventive  services w ith  no cost-sharing in private  insurance, M ed icare , and fo r  
th o se  enro lled  in th e  M edicaid  expansion; n ew  national in itiatives to  p ro m o te  public  
health  and qua lity  o f  care; and a varie ty  o f  ta x  increases to  finance th ese  changes. The  
n u m b e r o f  un insured  A m ericans decreased by 20  m illion
(h ttp s ://w w w .k ff.o rg/u n in sured /issu e -b rie f/kev -fac ts -ab o u t-th e -u n insu red -p o p u la tio n /) fro m  2 0 1 0  to
2 0 1 6  as th e  ACA w e n t in to  effect, bu t has since increased by 2 .3  m illion fro m  2 0 1 6  to
2 0 1 9  (h ttp s://w w w .k ff.o rg / po licy-w atch /w h at-w e-d o -an d -d o n t-kno w -abo u t-recen t-trend s-in -h ea lth -  

insurance-coverage -in -th e -u s /).

The fo llow ing  tab le  sum m arizes  th e  m a jo r provisions o f th e  ACA, illustrating  th e  
b read th  o f its changes to  th e  health  care system , and public a ttitu d es  to w ard s  those  
changes. If  all o r  m ost o f  th e  ACA is struck dow n, m an y  o f  th ese  provisions could be

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_campai... 1/29
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e lim in ated .

D ue to  d ifferences in populations and policies across states, th e  potentia l repeal o f  th e  
ACA w ou ld  play o u t d iffe ren tly  fro m  state  to  state. For exam ple , over 50 m illion peop le  
had a dec linable hea lth  condition in 2018 , including over a th ird  o f th e  pop ulation  in 
W est Virginia, Arkansas and Mississippi. The ap p en d ix  shows th e  s ta te -b y-s ta te  im pacts  
o f th ese  key ACA provisions. A link to  state-level data  is included in th e  tab le  be low  
w h en  data  are  available.

Browse Key Provisions by Category:

.  Expanded  Eligibility fo r  H ealth  C overage 

.  Federal M in im u m  Standards fo r  Private H ealth  Insurance  

.  O th e r Provisions A ffecting Em ployers /G roup  H ealth  Plans 

.  C o nsum er Assistance  

.  O th e r M edicaid  Provisions  

.  M ed icare  Provisions  

.  A dditional Provisions

Expanded E lig ibility fo r  H ealth  Coverage
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Key Provisions Impact

Medicaid Eligibility Expansion

•  M edicaid  
elig ibility is 
exp an d ed  to  
include adults  
w ith  incom e  
up to  138%  
FPL; how ever, 
th e  S u prem e  
C ourt ru ling in 
2012
essentially
m ad e
M edicaid
expansion
optional fo r
states.

•  In lune 2019 . th e re  14.8 million (https://www.kff.ore/health-reform/state-indiG 
enrollment/?currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%2 
M edicaid  expansion enro llees  in th e  3 4  states and DC th a t had ado| 
enro llees, 12 m illion w e re  new ly elig ible due to  th e  ACA's M edicaid  (

Tview state level data (https://www.kff.org/report-section/potential-impact-of-californi, 
provisions-of-the-affordable-care-act-appendix/#tableoneVI

•  The fed era l 
g o v ern m en t 
paid 100%  o f  
th e  cost o f  th e  
expansion  
initially; this  
share phased  
dow n to  93%  
in 201 9  and  
90%  in 2 0 2 0  
and beyond

Subsidies for Nongroup Health Insurance

•  Eligible 
individuals  
w h o  buy  
coverage  
th ro u g h  th e  
M arketp lace  
receive  
subsidies  
based on  
incom e: 
p rem iu m  tax  
credits fo r  
those w ith  
incom e 100-

•  As o f  Feb ru arv  2020 . 9.2 million (https://www.cms.eov/sites/default/files/2 0 19 
2 0 19 -2 0 18-Average-Effectuated-Enrollment.pdfl M arketp lace  enro llees  rece 
5.3 million (https://www.cms.eov/sites/default/files/2019-08/08-12-2019%20TABLE 
Effectuated-Enrollment.pdfl received cost-sharing reductions

•  In 2020 . th e re  are  a b o u t 0.9 million (https://www.cms.eov/Research-Statistics 
Trends-and-Reports/Marketplace-Products/2019 Open Enrollment} people  eni 
Plans in M inn esota  (83 ,200) and N ew  York (796 ,998 )

rview state level data (https://www.kff.org/report-section/potential-impact-of-californii 
provisions-of-the-affordable-care-act-appendix/#tableoneYl
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400%  FPL; 
cost-sharing  
subsidies fo r  
those w ith  
incom e 1 0 0 -
250%  FPL

•  States can 
also e lect to  
run a
subsidized  
Basic H ealth  
Plan fo r  
people  w ith  
incom e  
betw een  
133% -200%  
FPL

Dependent Coverage to 26

•  All non- •  A b o u t 2.3 million
g ran d fa th e red fhttps://aspe.hhs.eov/svstem/files/pdf/111826/ACA%20health%20insurance%20c
private  group  
and non-

you ng  adu lts  gained coverage as a resu lt o f  th is provision

group  health  
plans m ust 
extend
d e p e n d e n t  
coverage to  
ad u lt children
up to  th e  age  
o f 26

Health Insurance Marketplace

Establish new
m arketp laces
w h e re
qualified
health  plans
are  o ffe red  to
individuals

•  M arketp laces  
certify  th a t  
qualified  
health  plans

10.7 million (https://www.kff.org/other/state-indicator/effectuated-nnarketplace-er 
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%2
had e ffec tu a ted  coverage th ro u g h  th e  M arketp lace  as o f th e  firs t q i

67% (https://www.kff.org/private-insurance/issue-brief/insurer-participation-on-a
M arketp lace  enro llees  will have a choice o f th re e  o r m o re  insurers i

26 insurers (https://www.kff.org/private-insurance/issue-brief/insurer-participatioi
are  en te rin g  state  M arketp laces fo r  2 0 2 0

Individual m arke t gross profit margins (https://www.kff.org/private-insurance/i5 
market-performance-in-early-2019/i have been higher, on average, in 201

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_campai... 4/29
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m eet all ACA 
req u irem en ts ,

w as im p lem en ted

provide  
subsidies to  
eligible  
individuals, 
o p e ra te  a 
w ebsite  to  
fac ilita te  
application  
and
com parison  o f  
health  plans, 
provide a no -
w ro n g -d o o r  
application  
process fo r  
individuals to  
d e te rm in e  
th e ir  elig ibility  
fo r  financial 
assistance, 
and provide  
in -person  
con sum er  
assistance  
th ro u g h  
navigators

Tview state level data (https://www.kff.org/report-section/potential-impact-of-californi, 
provisions-of-the-affordable-care-act-appendix/#tableoneVI

Federal Minimum Standards for Private Health Insurance
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Key Provisions Impact Public Opinion

Protections for Pre-existing Conditions

All non- 
g ran d fa th e red  
plans are  
proh ib ited  
fro m
discrim inating  
against 
individuals  
based on th e ir  
health  status

54 million (https://www.kff.org/health- 
reform/issue-brief/pre-existing-condition-
prevalence-for-individuals-and-families/) 
people  (27%  o f  th e  n o n -e lderly  
p op u lation ) have a pre-existing  
condition  th a t w ou ld  have been  
d en iab le  in th e  pre-ACA individual 
m arke t

45% (https://www.kff.org/health-

Insurers in th e  
non-group, 
sm all group, 
and large  
group  m arke t  
m ust
g u a ra n te e  
issue coverage

Large group, 
sm all group, 
and non-group  
health  plans  
are  p roh ib ited  
fro m  applying  
pre-existing  
condition  
exclusions

reform/issue-brief/pre-existing-condition- 
prevalence-for-individuals-and-families/1 
o f  n o n -e ld erly  fam ilies  have a t least 
one ad u lt m e m b e r w ith  a p re -
existing condition

Tview state level data
(https://www.kff.org/report-section/potential-
impact-of-california-v-texas-decision-on-kev-
provisions-of-the-affordable-care-act-
appendix/#tabletwoVl

Insurers in th e  
non -group  and  
sm all g roup  
m arke t m ay  
n o tv a ry  
p rem iu m s  
based on  
health  status  
o r g e n d e r or  
any o th e r  
fac to r except:

M ajo rities  say it is "very  
ACA provisions p roh ib it 
denying coverage (72% ) 
(64% ) rem ain  in place if 
unconstitu tional fiuiv 2011 
reform/poll-finding/kff-healt

62%  overall (75%  o f Der 
not w a n t to  see th e  Sup 
protections fo r  peop le  v 
estab lished by th e  ACA 
(https://www.kff.org/health-i 
poll-november-2019/1)

57%  o f  A m ericans say s< 
a pre-existing  health  co 
(https://www.kff.org/health-i 
poll-april-2019/fl

57%  a re  "som ew hat w o  
(35% ) th a t th e y  o r a fa nr 
th e  S u p rem e C ourt ovei 
condition protections Q
(https://www.kff.org/health-i
poll-januarv-2020/1)

62%  a re  "very w o rried " l 
(18% )" th a t th e y  o r a fa r  
affo rd  coverage in th e  f  
o vertu rns ACA's pre-exi: 
20191 (https://www.kff.org/h( 
tracking-poll-april-2019/1

•  P rem ium s can 
vary  by age (by  
a fac to r o f  3:1), 
geography, 
fam ily  size, and  
tobacco use
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Key Provisions Impact Public Opinion

Protections for Pre-existing Conditions

•  Rescission o f  
coverage is 
p roh ib ited  in 
th e  non-group , 
sm all group, 
and large  
group  m arke t

Preventive Services

•  All non- 
g ran d fa th e red  
group  and  
non-group  
plans m ust 
cover 
preventive  
health  services 
w ith o u t cost 
sharing

•  Covered  
services 
include breast, 
colon, and  
cervical cancer 
screening, 
pregnancy- 
re lated  
services 
including  
b reastfeed ing  
eq u ip m e n t  
rental,
con traception , 
w ell-child  
visits, ad u lt 
and ped iatric  
im m unizations, 
and rou tin e  
HIV screening. 
In add ition , it 
w as recently  
reco m m en d ed  
th a t p re -
exposure

• 87% fhttp://files.kff.ors/attachment/Report- 
Employer-Health-Benefits-Annual-Survey-
2 0 19) o f  covered w o rkers  w ith  
em p lo yer-sp o n so red  insurance  
(ap p ro x im ate ly  133 m illion people) 
w e re  enro lled  plans th a t m ust 
provide fre e  p reventive  services as 
o f  201 9

• 12.7 million fhttps://www.kff.ore/private- 
insurance/issue-brief/data-note-changes- 
in-enrollment-in-the-individual-health-
i nsu ra nce-ma rket-th rou gh-ea rlv-2019/1
people  w e re  enro lled  in individual 
m a rke t plans req u ired  to  provide  
fre e  p reventive  services, as o f  
Feb ru ary  201 9

•  14 .8  m illion enro llees  in M edicaid  
expansion states received coverage  
fo r  p reventive  services in 2019

•  Prior to  th e  ACA. 1 in 5 women 
fhttps://www.kff.ore/womens-health- 
policv/fact-sheet/preventive-services-for- 
women-covered-by-private-health-plans- 
under-the-affordable-care-act/1 rep o rted  
th a t th e y  postponed o r w e n t  
w ith o u t p reventive  care due to  cost

•  The share o f  reprodu ctive  age  
w o m e n  w ith  private  insurance  
rep o rtin g  th a t th e ir  insurance  
covered th e  full costs o f  th e ir  
prescription contraception  rose 
fhttps://www.kff.org/womens-health- 
policv/issue-brief/womens-sexual-and-

•  89%  say it is "very im po  
im p o rtan t"  (27% ) th a t th 
private hea lth  insuranci 
fo r  m ost p reventive  ser  
rem ains in place if  th e  /
2019 fhttps://www.kff.org/he 
tracking-poll-iulv-2019/1)

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_campai... 7/29
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„ proph ylax is ! ret^roductive-health-services-kev-findings- 
Trom-the-2017-kaiser-womens-health-

Public Opinion

preven t HIV 
Proffifi?fftfRr̂ -existi

. s ^ e y /i fro m  45% in 2013 to  75% in

included as 
w ell and if 
fina lized , 
w ould  be 
offe red  a t no 
cost

rview state level data
(https://www.kff.org/report-section/potential- 
impact-of-california-v-texas-decision-on-kev- 
provisions-of-the-affordable-ca re-act- 
append ix/#ta b I etwoYl

Essential Health Benefits

•  All ACA •  In 2013 , b e fo re  th e  ACA EHB •  66%  o f  th e  public (81%  i
com plian t req u irem en ts  to o k  effect, Z5% Reps) say th e y  w a n t th e
health  plans in (https://www.kff.org/health-reform/issue- continue to  req u ire  hea
th e  individual brief/would-states-eliminate-kev-benefits- cover a certain  set o f  be
and small if-ahca-waivers-are-enacted/) o f non- (https://www.kff.ors/health-i
group  m arke t g ro u p  health  plans did not cover tracking-poll-june-2017-aca-i
m ust cover 10 m a te rn ity  care, 45%  did not cover
categories o f substance use d iso rd er tre a tm e n t,
essential and 38%  did not cover m enta l
health  benefits  
(EHB), 
including  
hospitalization, 
o u tp a tien t  
m edical care, 
m ate rn ity  care, 
m enta l health  
and substance  
abuse

health  services

tre a tm e n t,
prescription
drugs,
hab ilita tive  and  
rehab ilita tive
services, and  
pediatric  
denta l and
vision services

Annual and Lifetime 
Limits

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_campai... 8/29
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Key Provisions Impact Public Opinion

Protections for Pre-existing Conditions

• All group and • Prior to the ACA. in 2009. 59% • 62% of the public say it
non-group (https://www.kff.org/health- of the ACA that prohibit
plans costs/report/employer-health-benefits- companies from setting
(including annual-survey-archives/) of covered will spend on your cove
grandfathered) workers' employer-sponsored in place if the law is rule
are prohibited health plans had a lifetime limit (https://www.kff.0 re/health-1
from placing poll-july-2019/1)
lifetime limits • 153 million (https://www.kff.org/report-
on the dollar section/ehbs-2019-summary-of-findings/1 • 51% of the public say it
value of people (57% of the u.s of the ACA that prohibit
coverage for (https://www.kff.org/uninsured/report/the- companies from setting
essential uninsured-and-the-aca-a-primer-key-facts- will spend on your cove
health about-health-insurance-and-the- if the law is ruled uncor
benefits. In uninsured-amidst-chanees-to-the- (https://www.kff.org/health-i
addition, all affordable-care-act/1. non-elderly poll-iulv-2019/fl
non- population) had employer coverage
grandfathered as of 2019
group and
non-group Tview state level data
plans die
prohibited (https://www.kff.ore/report-section/potential-

from placing impact-of-california-v-texas-decision-on-kev-
annual dollar provisions-of-the-affordable-ca re-act-
limits on append ix/#ta b I etwol)
coverage of
essential
health benefits

Cap on Out-of-Pocket
Cost Sharing

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_campai... 9/29
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Key Provisions Impact Public Opinion

Protections for Pre-existing Conditions

• All non- • Prior to the ACA. in 2009.19%
grandfathered fhttps://www.kff.ore/report-section/2018-
private health employer-health-benefits-survey-section-
plans must 7-employee-cost-
limit cost sharing/attachment/fieure-7-43-2/1 of
sharing for covered workers had no limit on
essential out-of-pocket expenses. Among
health benefits those with out-of-pocket
covered in maximums, not all expenses
network counted toward the limit. For

• The annual example, in 2009, among workers
maximum for in PPOs with an out-of-pocket
2020 is $8,150 maximum, 85% were in plans that
for an did not count prescription drug
individual; spending when determining if an
$16,300 for enrollee had reached the out-of-
family pocket limit
coverage

Minimum Medical
Loss Ratios

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 10/29
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Key Provisions Impact Public Opinion

Protections for Pre-existing Conditions

• Require all • In total, over $5 billion • 62% of the public (68% i
non- (https://www.kff.org/private- Reps) say they favor rec
grandfathered insurance/issue-brief/data-note-2019- that spend too little mo
private plans medical-loss-ratio-rebates/) in medical too much on administra
to pay a loss ratio rebates have been issued their customers a rebat
minimum across (https://kaiserfamilvfoundati
share of (https://fas.org/sgp/crs/misc/R42735.pdfl tZpdf)
premium the individual, small group, and
dollars on large group markets, from 2012 toclinical services 2019 (based on insurer financial
and quality results from the 2011 -2018 plan

• Insurers must years)
provide 
rebates to Tview state level data
consumers for (https://www.kff.org/report-section/potential-
the amount of impact-of-california-v-texas-decision-on-kev-
the premium 
spent on 
clinical services 
and quality 
that is less 
than 85% for

provisions-of-the-affordable-ca re-act- 
append ix/#ta b I etwofl

plans in the 
large group 
market and
80% for plans 
in the
individual and 
small group 
markets

Consumer 
Information and 
Transparency

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_campa... 11/29
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Key Provisions Impact Public Opinion

Protections for Pre-existing Conditions

• All non- • Transparency data collected by • 79% of the public have
grandfathered CMS for PY 2017 indicate that, on of Dems, 78% of Inds, 6
health plans average, healthcare.gov issuers deny (https://kaiserfamilyfoundati
must provide a 18% (https://www.kff.org/private- tp_d_f))
brief, insurance/issue-brief/claims-denials-and-
standardized appeals-in-aca-marketplace-plans/1 of in-
summary of network claims, and that
coverage consumers rarely appeal denied
written in plain 
language

• All non- 
grandfathered 
health plans 
must
periodically
report
transparency 
data on their 
operations 
(e.g., number 
of claims 
submitted and 
denied)

claims

Other Provisions Affecting Employers/Group Health Plans

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 12/29
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Key Provisions Impact Public Opinion

Large Employer Mandate

• Requires employers with at 
least 50 full time workers to 
provide health benefits or 
pay a tax penalty

• Favored by a ma 
parties: 69% ove 
favorable view, i 
of Dems, 61% of 
Reps fNovember20 
(https://www.kff.orf 
reform/poll-findingy 
tracking-poll-noverr 
priorities-congress- 
medicaid-expansior

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

• Prior to the ACA, in 2009, 29%
(https://www.kff.org/report- 
section/2018-emplover-health- 
benefits-survev-section-3- 
employee-coverage-eligibility-and- 
participation/attachment/fieure-3- 
13/) of covered workers faced 
a waiting period of 3 months 
or more

Consumer Assistance

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 13/29
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Key Provisions Impact Public
Opinion

State Consumer Assistance Programs

• Authorize • CAPs were established in most states in 2010,
federal grants though no appropriations for CAPs have since
for state been enacted. Today 3 6  c a p s

Consumer fhttps://www.dol.eov/sites/default/files/ebsa/laws-and-
Assistance regulations/laws/affordable-care-act/for-emplovers-and-
Programs advisers/consumer-assistance-programs.doc) are in
(CAPS) to 
advocate for

operation

people with • A report
private fhttps://www.cms.eov/CCIIO/Resources/Files/Downloads/csg-
coverage. cap-summarY-white-paper.pdf) on the first year of CAP

• Notice of 
claims denials

operations found the programs helped 22,814
individuals successfully challenge their health plan 
decisions and obtained more than $18 million onby non- 

grandfathered 
private plans 
must include 
information 
about state 
CAPs that will 
help
consumers 
file appeals

behalf of consumers

Other Medicaid Provisions

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 14/29
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Key Provisions Impact

Simplification of Enrollment Processes

• States are 
required to 
simplify 
Medicaid 
and CHIP 
enrollment 
processes 
and
coordinate
enrollment
with state
health
insurance
exchanges

• Prior to the ACA in 2013, 27 states had an asset test and 6 required fa 
interviews for parents; only 36 states had an online Medicaid applicat 
states allowed individuals to apply by phone. As of ianuarv2020 

fhttps://www.kff.ore/coronavirus-covid-19/report/medicaid-and-chip-elieibilitv-enro 
cost-sharing-policies-as-of-ianuarv-2020-findings-from-a-50-state-survev/1. individ 
apply for Medicaid online and by telephone in all states for the first tii 
states had eliminated asset tests and face-to-face interviews

Long-term Care Services and Supports

• Expands 
financial 
eligibility for 
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,

•  11 states fhttps://www.kff.ore/medicaid/report/medicaid-home-and-communitv-bas 
results-from-a-50-state-survev-of-enrollment-spending-and-program-policies/1 ele<
option to expand eligibility for 1915(i) HCBS services as of 2018 . 81,00 
received services and over $641 million was spent on these services

• As of 2018 . 8 states fhttps://www.kff.org/medicaid/report/medicaid-home-and-cor 
services-results-from-a-50-state-survev-of-enrollment-spendins-and-prosram-polici
the option to cover attendant care services. 392,700 individuals receiv 
and $8.6 billion was spent on these services

Tview state level data fhttps://www.kff.org/report-section/potential-impact-of-california-v 
on-kev-provisions-of-the-affordable-care-act-appendix/#tablethreeVI

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 15/29
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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

•  14.8 million (https://www.kff.org/health-reform/state-indicator/nnedicaid-expansionH 
currentTimeframe=0&soi'tModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:t 
Medicaid expansion enrollees receive services through an ABP

Tview state level data (https://www.kff.org/report-section/potential-innpact-of-california-v 
on-key-provisions-of-the-affordable-care-act-appendix/#tablethreeVl

(ABPs)
provided to 
Medicaid 
expansion 
adults 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

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 16/29
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• Requires 
states to 
provide 
Medicaid to 
young 
adults ages 
21 through 
26 who 
were
formerly in 
foster care.

Medicaid Drug Rebate Percentage

• Increase • CBO fhttps://www.cbo.eov/sites/default/files/114th-congress-2015-2016/reports/50:
Medicaid effectsofacarepeal.pdf) estimated federal savings of $38 billion over 10 ye
drug rebate Medicaid prescription drug provisions in the ACA, including increases
percentage 
for most

rebate percentage

brand name 
drugs to 
23.1% and 
increase 
Medicaid 
rebate for 
non-
innovator 
multiple 
source
drugs to 
13%.
Extend drug 
rebate
program to 
Medicaid
MCOs

Medicare Provisions

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 17/29
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Key Provisions Impact Public Opinion

Part D Coverage Gap
2

Gradually close 
the Medicare 
Part D coverage 
gap ("doughnut 
hole"):
Phase down the 
beneficiary 
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

• 46 million people were enrolled in 
Medicare Part D in 2020

• In 2018, nearly 5 million Part D 
enrollees without low-income 
subsidies (LIS) had spending in the 
coverage gap and received 
manufacturer discounts averaging 
$1,184 on brand-name drugs

• Reinstating the coverage gap would 
increase costs incurred by Part D 
enrollees who have relatively high 
drug spending

rview state level data (https://www.kff.org/report- 
section/potential-impact-of-california-v-texas- 
decision-on-kev-provisions-of-the-affordable- 
care-act-appendi x/#ta b I efo u lil

81% of the public ( 
of seniors) has a 
favorable viewthai 
"the law gradually 
closes the Medicar 
prescription drug 
'doughnut hole' or 
'coverage gap' so 
people on Medicar 
will no longer be 
required to pay th< 
cost of their 
medications when 
reach the gap" (nov
(https://www.kff.Org/h
reform/poll-finding/kff
health-tracking-poll-
november-2018-priorii
congress-future-aca-
medicaid-expansion/^

• Reduce the 
growth rate in 
the catastrophic 
coverage 
threshold 
amount between 
2014 and 2019 
to provide 
additional 
protection to 
enrollees with 
high drug costs

Preventive Services

• Eliminate cost • 60 million people have access to free
sharing for preventive services; of these, Medicaid
Medicare pays Medicare cost sharing for about 9
covered million dual eligibles
preventive
services. (https://www.cms.gov/Medicare-Medicaid-

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 18/29
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Authorize Coordination/Medicare-and-Medicaid-
coverage of 
annual

Coordination/Medica re-Medicaid-

comprehensive Coordination-

risk assessment Office/DataStatisticalResources/Data-and-
for Medicare 
beneficiaries

Statistical-Resources)

Cost Sharing in Medicare Advantage (MA)

• Prohibit MA •  24 million (https://www.kff.ore/medicare/issue-
plans from brief/a-dozen-facts-about-medicare-
imposing higher advantage-in-2020/) people enrolled in
cost-sharing
requirements

Medicare Advantage plans in 2020

than traditional rview state level data (https://www.kff.org/report-
Medicare for section/potential-impact-of-california-v-texas-
chemotherapy, decision-on-kev-provisions-of-the-affordable-
renal dialysis, 
skilled nursing 
care, and other 
services deemed 
appropriate by 
the Secretary of 
HHS. This 
prohibition was 
extended to 
most Medicare- 
covered services

ca re-a ct-a ppend ix/#ta bl efou r)i

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

CBQ 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/nnedicare/issue-brief/a- 
dozen-facts-about-medica re-advantage-in-
201 9/1 of Medicare Advantage enrollees 
were in plans that were eligible for 
bonus payments in 2019; Bonus 
payments summed to $6.3 billion in20i8

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 19/29
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Medicare fhttps://www.kff.ore/medicare/issue-brief/a-
Advantage plans d oze n-fa cts-a bo ut-m ed ica re-a d va nta se/)

• Require • Higher Medicare spending would
Medicare increase Medicare premiums and
Advantage plans deductibles for beneficiaries and
to maintain a accelerate the insolvency of the
medical loss Medicare Hospital Insurance Trust
ratio of at least 
85 percent; the 
administration 
extended this 
requirement to 
all Part D plans

Fund

Other Provider Payments

• Reduce the rate •  CBO estimated
at which fhttps://www.cbo.sov/publication/502521
Medicare repeal of the ACA provider payment
payment levels reductions would increase Medicare
to hospitals, spending by another approximately
skilled nursing 
facilities, hospice

$350 billion over 10 years (2016-2025)

and home health • Eliminating the Medicare Shared
providers, and Savings Program ACOs could affect
other health care around 10 million Medicare beneficiaries
providers are (https ://www. kff. o re/fa q s-m ed i ca re-
updated accountable-care-organization-aco-models/1
annually

• Reduce Medicare

who were attributed to a MSSP ACO, 
as of 2018

Disproportionate • Higher Medicare spending would
Share Hospital increase Medicare premiums and
(DSH) payments deductibles for beneficiaries and
that help to accelerate the insolvency of the
compensate Medicare Hospital Insurance Trust
hospitals for 
providing care to

Fund

low-income and rview state level data fhttps://www.kff.ors/report-
uninsured section/potential-impact-of-california-v-texas-
patients decision-on-kev-provisions-of-the-affordable-

• Allow providers 
organized as 
Accountable 
Care
Organizations 
(ACOs) that meet 
quality 
thresholds to

ca re-a ct-a ppend ix/#ta blefourYl

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 20/29



11/12/2020 Potential Impact of California v. Texas Decision on Key Provisions of the Affordable Care Act | KFF

share in cost 
savings they 
achieve for the 
Medicare 
Program

Medicare Income-Related Premiums'

• Freeze threshold • As originally enacted in the ACA. c bo
for income- estimated
related Medicare (https://www.cbo.sov/publication/21351)
Part B premiums $35.7 billion in savings from these
for 2011 through 
2019

provisions over 10 years 
• According to Medicare's actuaries, 3.6

• Establish new million people paid an income-related
income-related Part B premium and 3.0 million paid
premium for an income-related Part D premium in
Part D, with the 
same thresholds

2018

as the Part B 
income-related

Tview state level data (https://www.kff.ors/report-

premium section/potential-impact-of-california-v-texas- 
decision-on-kev-provisions-of-the-affordable- 
ca re-a ct-a ppend ix/#ta bl efou rll

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.htmH 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 to grant relief to 
individuals alleging discrimination based on gender identity. In June 2020, the Trump
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Administration finalized changes (https://www.kff.org/disparities-policv/issue-brief/hhss- 
proposed-changes-to-non-discrimination-regulations-under-aca-section-1557/  ̂to the regulations 
that eliminated protections for gender identity and sex stereotyping; adopted blanket 
abortion and religious freedom exemptions for health care providers; and eliminated 
or substantially changed 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 eliminated 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.

Just after the Administration published the final rule, the Supreme Court ruled that sex 
discrimination includes sexual orientation and gender identity in the employment 
context. Based on that decision, two federal courts issued nationwide preliminary 
injunctions blocking parts of the final rule: NY and DC courts blocked provisions 
excluding sex stereotyping from the definition of sex discrimination, and the DC court 
also blocked the religious freedom exemption. The NY court is now considering 
whether to block other provisions of the rule, and other lawsuits are pending.

FDA Approval o f Biosimilars

The ACA authorized the U.S. Food and Drug Administration (FDA) to approve generic 
version of biologies (biosimilars) and grant biologies 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/approv 
alapplications/therapeuticbiologicapplications/biosimilars/ucm580432.htrrh 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.govA 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-modelA and pregnant women (https://innovation.cms.gov/initiatives/maternal-opioid- 
misuse-modeiA affected by the opioid crisis, and models to reduce prescription drug 
costs.

Prevention and Public Health Fund
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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/200129 pphf factsheet.ashxl a portion of funds 
from the Prevention and Public Health Fund for other purposes. Fund resources 
support (https://www.hhs.gov/open/prevention/index.htmn 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-501 rl 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

Some 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-importersl manufacturers and importers 
(generating annual fees of $2.8 billion in 2019 and thereafter). Financing provisions 
also included a 10% tax on indoor tanning services (https://www.irs.gov/businesses/small- 
businesses-self-emploved/indoor-tanning-services-tax-centerl. and limits on the deductibility 
of compensation of insurance company executives
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(https://www.irs.gov/instructions/ii 120 1 (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- 
provisionsi 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/indivicluals/net-investnnent-inconne-tax1 applied for higher income 
taxpayers. Initially, the ACA imposed a so-called Cadillac tax
(https://www.shrnn.org/resourcesancltools/hr-topics/benefits/pages/congress-clelavs-caclillac-tax-until- 
20 22 .aspxi on high-value employer-sponsored health plans, a tax on health insurers 
(https://www.irs.gov/businesses/corporations/affordable-care-act-provision-90101. and a 
new medical device (https://www.irs.gov/newsroom/medical-device-excise-tax-frequently-asked- 
questionsi excise tax of 2.3%, but Congress repealed all three of these taxes in a 
December 2019 budget deal.

Appendices 

Appendix 

Appendix Tables
. Appendix Table 1: Enrollment in ACA Coverage. By State. Latest Year Available
. Appendix Table 2: Federal Minimum Standards for Private Coverage. By State. Latest 

Year Available
. Appendix Table 3: Medicaid Provisions. By State. Latest Year Available 
. Appendix Table 4: Medicare Provisions. By State. Latest Year Available

Notes:

Medicaid Expansion Enrollment includes the total number of individuals who are 
enrolled in the ACA expansion group. This total includes 12 million individuals who are 
newly-eligible under the ACA pathways. State decisions about adopting the Medicaid 
expansion are as of August 17, 2020. More information is available at KFF's Medicaid 
Expansion Tracker (https://www.kff.org/rnedicaid/issue-brief/status-of-state-rnedicaid-expansion- 
decisions-interactive-map/1.

Marketplace Enrollment includes the number of individuals who had an active 
marketplace policy as of February 2020, and who paid their premium (thus effecutating 
their coverage) as of March 15, 2020.

Consumers with household incomes 100-400% of the federal poverty level may qualify 
for an Advance Premium Tax Credit (APTC), which helps make their coverage more 
affordable throughout the year by lowering their share of monthly premium costs.
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CSRs are available to people who have incomes 100-250% of the federal poverty level 
and who enroll in a silver plan through the Marketplace.

*Coverage under Medicaid expansion became effective January 1, 2020 in Utah. Three 
states (Missouri, Nebraska and Oklahoma) have adopted Medicaid expansion but not 
yet implemented it. More details available at KFF's Medicaid Expansion Tracker. 
(https://www.kff.org/nnedicaid/issue-brief/status-of-state-nnedicaid-expansion-decisions-interactive- 
map/)

Sources:

Medicaid Expansion Enrollment (https://www.kff.org/health-reform/state-indicator/medicaid- 
expansion-enrollment/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D): 
Kaiser Family Foundation analysis of Medicaid enrollment data collected from the 
Centers for Medicare and Medicaid Services (CMS) Medicaid Budget and Expenditure 
System (MBES).

Marketplace Enrollment and Financial Assistance (https://www.kff.org/other/state- 
indicator/effectuated-marketplace-enrollment-and-financial-assistance/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D):
Early 2020 Effectuated Enrollment Snapshot, Centers for Medicaid and Medicare 
Services (CMS), July 23, 2020.

Notes:

States totals may not sum to national total due to rounding.

Employer Sponsored Insurance Enrollment includes those covered through a current 
or former employer or union, either as a policyholder or as a dependent.

Marketplace Enrollment includes the number of individuals who had an active 
marketplace policy as of February 2020, and who paid their premium (thus effecutating 
their coverage) as of March 15, 2020.

Medicaid Expansion Enrollment includes the total number of individuals who are 
enrolled in the ACA expansion group. This total includes 12 million individuals who are 
newly-eligible under the ACA pathways. State decisions about adopting the Medicaid 
expansion are as of August 17, 2020. More information is available at KFF's Medicaid 
Expansion Tracker (https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion- 
decisions-interactive-map/).

Cells labelled 'Insufficient Data' in the rebates column indicate that insurers 
representing more than 10% of state enrollment have not filed MLR data.
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*Coverage under Medicaid expansion became effective January 1, 2020 in Utah. Three 
states (Missouri, Nebraska and Oklahoma) have adopted Medicaid expansion but not 
yet implemented it. More details available at KFF's Medicaid Expansion Tracker 
(https://www.kff.org/nnedicaid/issue-brief/status-of-state-nnedicaid-expansion-decisions-interactive- 
map/).

Sources:

Prevalence of Pre-Existing Conditions (https://www.kff.org/health-reform/issue-brief/pre-existing- 
condition-prevaience-for-individuais-and-famiiies/): Kaiser Family Foundation analysis of data 
from National Health Interview Survey and the Behavioral Risk Factor Surveillance 
System.

Employer Sponsored Insurance Enrollment (https://www.kff.org/other/state-indicator/total- 
population/?
dataView=0&currentTimeframe=0&sortModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:%22asc 
%22%7D): Kaiser Family Foundation estimates based on the Census Bureau's American 
Community Survey, 2018.

Marketplace Enrollment (https://www.kff.org/other/state-indicator/effectuated-marketplace- 
enrollment-and-financial-assistance/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D):
Early 2020 Effectuated Enrollment Snapshot, Centers for Medicaid and Medicare 
Services (CMS), July 23, 2020.

Medicaid Expansion Enrollment (https://www.kff.org/health-reform/state-indicator/medicaid- 
expansion-enrollment/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7D): 
Kaiser Family Foundation analysis of Medicaid enrollment data collected from the 
Centers for Medicare and Medicaid Services (CMS) Medicaid Budget and Expenditure 
System (MBES).

MLR (https://www.kff.org/private-insurance/issue-brief/data-note-2019-medical-loss-ratio-rebates/): 
Kaiser Family Foundation analysis of rebate submissions by insurers to CMS.

Notes:

Medicaid Expansion Enrollment includes the total number of individuals who are 
enrolled in the ACA expansion group. This total includes 12 million individuals who are 
newly-eligible under the ACA pathways. State decisions about adopting the Medicaid 
expansion are as of August 17, 2020. More information is available at KFF's Medicaid 
Expansion Tracker, (https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion- 
decisions-interactive-map/)

https://www.kff.org/health-reform/issue-brief/potential-impact-of-california-v-texas-decision-on-key-provisions-of-the-affordable-care-act/7utm_camp... 26/29



11/12/2020 Potential Impact of California v. Texas Decision on Key Provisions of the Affordable Care Act | KFF

NR indicates state did not report data. Included in 1115 indicates that state was unable 
to report state plan services separately from Section 1115 waiver services. Blank cell 
indicates state does not elect option.

*Coverage under Medicaid expansion became effective January 1, 2020 in Utah. Three 
states (Missouri, Nebraska and Oklahoma) have adopted Medicaid expansion but not 
yet implemented it. More details available at KFF's Medicaid Expansion Tracker.

**Data is from 2016.

Sources:

Medicaid Expansion Enrollment (https://www.kff.org/health-reform/state-indicator/medicaid- 
expansion-enrollment/?
currentTimeframe=0&sortModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:%22asc%22%7m: 
Kaiser Family Foundation analysis of Medicaid enrollment data collected from the 
Centers for Medicare and Medicaid Services (CMS) Medicaid Budget and Expenditure 
System (MBES).

HCBS Enrollment (https://www.kff.org/report-section/nnedicaid-honne-and-connnnunity-based- 
services-enrollment-and-spending-appendix-tables/): KFF Medicaid HCBS Program Surveys, FY 

2018.

Notes:

U.S. totals exclude territories.

Sources:

Medicare Advantage Enrollment: CMS Enrollment Dashboard Data File 08-19-2020, 
"Hospital and Med Monthly Counts", data for March 2020.

Part D Coverage Gap Spending: KFF analysis of 2018 Medicare prescription drug event 
claims for a 20 percent sample of Medicare beneficiaries from the CMS Chronic 
Conditions Data Warehouse.
ACO Assigned Beneficiaries: KFF analysis of Medicare Shared Savings Program data 
from CMS, 2018.

Part B Income Related Premiums: CMS Program Statistics, Centers for Medicare 8*  

Medicaid Services, Office of Enterprise Data and Analytics, Chronic Conditions Data 
Warehouse, 2018.

Endnotes
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Issue Brief

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

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

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 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
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Executive Summary
The disparate impacts of the COVID-19 pandemic on people of color 
(https://www.kff.org/coronavirus-policv-watch/growing-data-underscore-communities-color-harder-hit- 
covid-19/1 have exposed and compounded underlying racial/ethnic disparities in health 
and health care (https://www.kff.org/disparities-policy/issue-brief/disparities-in-health-and-health- 
care-five-key-questions-and-answers/i. These disparities include longstanding higher 
uninsured rates among people of color that contribute to barriers to care and, 
ultimately, worse health outcomes. The Affordable Care Act (ACA) coverage 
expansions, including the Medicaid expansion (https://www.kff.org/medicaid/issue-brief/status- 
of-state-medicaid-expansion-decisions-interactive-map/l to low-income adults, provide an 
opportunity to reduce disparities in coverage, which research
( h t t p s : / / w w w . k f f . O r g / u n i n s u r e d / i s s u e - b r i e f / k e y - f a c t s - a b o u t - t h e - u n i n s u r e d - p o p u l a t i o n / l  suggests may 
contribute to reductions in disparities access to care and health outcomes.

This issue brief builds on a previous literature review
(https://www.kff.org/medicaid/report/the-effects-of-medicaid-expansion-under-the-aca-updated- 
findinss-from-a-iiterature-review/i that broadly investigated the effects of Medicaid 
expansion by examining how the expansion has affected racial disparities in health 
coverage, access to care, health outcomes, and economic outcomes. It is based on a 
review of 65 studies published beginning in January 2014 (when the coverage 
provisions of the ACA went into effect) through July 2020. This brief groups outcomes 
into four broad categories: coverage; access to and use of care; health outcomes and 
quality of care; and economic measures. Key findings include (Figure 1):

. Most of the 29 studies that examined how Medicaid expansion has affected 
disparities in health coverage found it helped narrow but did not eliminate racial 
disparities in health coverage.

. The 24 studies that examined how Medicaid expansion affected access to and use of 
care generally found expansion was associated with improvements in these
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measures for some groups but more limited evidence that it reduced racial 
disparities that existed prior to expansion.

. Some studies find that Medicaid expansion was associated with narrowed 
disparities in health outcomes for Black and Hispanic individuals, particularly for 
measures of maternal and infant health.

. The limited number of studies that considered effects of expansion on disparities in 
economic measures had mixed results but suggested some narrowing of differences 
in the payer mix for provider reimbursement for health care services (the 
proportion of uninsured patients vs. Medicaid patients) by patient race/ethnicity and 
for measures of individual economic well-being.

Figure 1: Impact of Medicaid Expansion on Racial/Ethnic Disparities

Together these findings illustrate that Medicaid expansion has contributed to 
reductions in longstanding racial disparities in health coverage. They further suggest 
that, while increased coverage can help improve access to care and contribute to 
improvements in health, coverage alone is not enough to eliminate disparities in these 
measures. This finding reflects that a broad range of social and economic factors 
(https://www.kff.org/policv-watch/health-disparities-svmptom-broader-social-economic-inequities/) 
beyond health coverage influence and drive health. As such, the findings point to the 
importance of ongoing efforts to address health disparities considering a broad array 
of factors within and outside the heath sector, including historic and ongoing racism 
and discrimination.

Issue Brief 

Introduction
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This issue brief builds on a previous literature review
(https://www.kff.org/nnedicaid/report/the-effects-of-nnedicaid-expansion-under-the-aca-updated- 
findinss-from-a-iiterature-review/  ̂that broadly investigated the effects of Medicaid 
expansion by examining how the expansion has affected racial disparities in health 
coverage, access to care, health outcomes, and economic outcomes. It is based on 
KFF's review of 65 studies which examined the impacts of Medicaid expansion by 
race/ethnicity and were published beginning in January 2014 (when the coverage 
provisions of the ACA went into effect) through July 2020.1This brief groups findings 
into four broad categories: coverage; access to and use of care; health outcomes and 
quality of care; and economic measures. (Appendix A provides a list of citations for 
each of the included studies, grouped by the four categories of findings.) Across 
categories, most research focused on disparities for Black and Hispanic individuals, 
leaving significant gaps in research to understand impacts for other groups of color.

This review only discusses findings related to changes in racial/ethnic disparities 
associated with Medicaid expansion. An additional body of work has examined effects 
of the ACA broadly and suggests significant decreases in disparities following the ACA, 
but did not examine effects of the Medicaid expansion specifically or differential effects 
by state Medicaid expansion status. While these studies are not included in this brief, 
expansion may have played a significant role in the effects found in these studies. (See 
Methods for more details.)

Key Findings: Effects of Medicaid Expansion

Disparities in Health Coverage

Across the 29 studies that examined how Medicaid expansion has affected 
disparities in health coverage, 21 found that Medicaid expansion helped narrow 
but did not eliminate racial/ethnic disparities in health coverage. Studies varied in 
the groups they examined and the metrics they included to assess coverage. Some of 
these studies had mixed results; for example, finding disparities narrowed for one 
racial/ethnic group but that expansion had no effect on or widened disparities for 
another group. Similarly, findings sometimes varied by measure; for example, some 
studies found disparities in uninsured rates decreased but those in Medicaid coverage 
did not, or vice versa. The few studies that did not find expansion had any positive 
effect on coverage disparities (including a few that found increased disparities) 
generally considered effects for a targeted population or only used data from the first 
year of expansion

Most studies examined changes in coverage disparities for Black and Hispanic 
individuals but did not provide findings for other groups of color. There was 
slightly stronger and more consistent evidence of narrowed coverage disparities for 
Black individuals compared to Hispanic individuals. A smaller number of studies 
considered how expansion affected coverage disparities for other groups of color, and
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findings for these groups were mixed.22’—’—’— A few studies further found variation in 
how Medicaid expansion affected coverage disparities by country of origin, language, 
and gender.—’—’—

Several studies found decreased racial/ethnic coverage disparities among cancer 
patients and survivors. Specifically, studies suggest that expansion was associated 
with decreased coverage disparities among Black and Hispanic patients with newly 
diagnosed cancer; patients with lung, breast, or prostate cancer; patients with head 
and neck cancer; and women with endometrial cancer.25’—’—’32’—’— Study authors 
explain that racial/ethnic disparities in cancer care and outcomes are longstanding and 
may be mitigated by increases in insurance coverage.

Disparities in Access to and Use of Care

Most of the 24 studies that examined how Medicaid expansion affected access to 
and use of care found that it was generally associated with improvements in 
these measures for some groups but more limited evidence that it reduced 
disparities that existed prior to the expansion. Ten studies found that Medicaid 
expansion was associated with narrowed disparities in at least one measure of access 
for at least one group of color. Within these studies, findings often varied by 
racial/ethnic group and measure; for example, finding reductions in disparities for 
some groups and in some measures but not others. The remaining studies did not find 
expansion reduced access disparities. Two studies found disparities widened for one 
more or more measures due to larger improvements among White individuals 
compared to people of color.—’— Most studies considered disparities for Black and 
Hispanic individuals; few considered effects for other
groups.— Studi es focused on several types of 
measures:

. Access to primary care: While most studies found overall improvements in the 
share of people having a usual source of care, a personal doctor, and a recent 
doctor's visit, they generally did not find expansion was associated with narrowed 
racial disparities in these measures or had mixed findings across groups, with 
improvements for one group but not another.—’6162’—’64—
Affordability of care: Studies generally found improvements in affordability of care 
across groups, but mixed findings regarding effects on disparities. Several studies 
found that expansion decreased the gap between Black and White individuals in 
ability to afford care, but studies generally did not find a narrowing of disparities in 
affordability between Hispanic and White individuals.64—,66’6a’—’zlz^ 2

. Receipt of preventive care: In contrast to narrowed disparities in coverage among 
cancer patients associated with expansion, studies did not find expansion was 
associated with reduced disparities in cancer screening rates, cancer stage at 
diagnosis, and utilization of cancer surgery.14—’—’— One study also found that 
expansion did not affect disparities in receipt of the flu shot, while other studies 
found it was associated with narrowed disparities in HIV testing rates and in

https://www.kff.org/medicaid/issue-brief/efferts-of-the-aca-medicaid-expansion-on-racial-dispa rities-in-health-and-health-care/?utm_campaign=KFF-2... 4/37



11/12/2020 Effects of the ACA Medicaid Expansion on Racial Disparities in Health and Health Care | KFF

perforated appendix admission rates (which provide insight into the extent to which 
patients are able to obtain care earlier to prevent perforation).25’—’55

. Utilization of health care services: Most studies that consider utilization of 
services such as surgery for specific conditions find no effect of expansion on 
disparities.51’- ’55’—’55®5’- ’— In contrast, a few studies found decreased disparities for 
at least one racial group in utilization of other specific services, including heart 
transplant listing rates, high-risk cancer surgery, and receipt of naltrexone or 
counseling without medication to address opioid use disorder (although this final 
study also suggested that White adults were more likely than adults of color to 
receive buprenorphine for opioid use disorder).55,55’—

Disparities in Health Outcomes & Quality of Care

Studies suggest that Medicaid expansion narrowed disparities in some health 
outcomes for Black and Hispanic individuals, particularly related to infant and 
maternal health. Research in these areas generally did not examine effects for other 
groups of color. Studies suggest larger improvements for Black and, in some cases, 
Hispanic individuals as compared to White individuals in rates of infant mortality and 
other adverse birth outcomes and maternal mortality, helping to narrow but not 
eliminating disparities in these measures.52’—’—’55’— Other studies also found disparities 
narrowed for at least one group in measures of self-reported health and one-year 
mortality among end-stage renal disease patients initiating dialysis, but findings were 
mixed across groups.52’—’— Other research found no effect on survival rates among 
women with endometrial cancer across racial/ethnic groups.— No studies found 
increased disparities in health outcomes, although two studies found increased 
disparities in certain measures of quality of hospital care.—’—

Disparities in Payer Mix and Other Economic Outcomes

The limited number of studies that considered effects of expansion on disparities 
in economic measures had mixed results but suggested some narrowing of 
differences in the payer mix for provider reimbursement for health care services 
(the proportion of uninsured patients vs. Medicaid patients) by patient 
race/ethnicity and for measures of individual economic well-being. Research 
found greater increases in Medicaid-insured visits and/or decreases in uninsured visits 
among people of color compared to White people for a variety of specific conditions, 
although a few other studies suggested that expansion had no effect on or widened 
disparities in reimbursement patterns for other conditions.155’—’—’155’151’—’—’— A few 
studies examined disparities in employment and other measures of individual 
economic well-being. For example, studies suggested that expansion was associated 
with gains in employment, student status, and volunteerism that reduced racial 
disparities.111’— However, findings varied across racial and ethnic groups.— Overall, 
research in this area remains limited.

Conclusion
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Prior to the ACA, there were significant disparities in health and health care. The ACA 
Medicaid expansion provided an opportunity to reduce longstanding disparities in 
health coverage, which may contribute to improvements in and narrowed disparities in 
access to and use of care and health outcomes. This review of the literature finds that 
Medicaid expansion has helped to narrow but has not eliminated disparities in 
coverage. It also shows that Medicaid expansion was associated with improvements in 
measures of access to care, use of care, health outcomes, and certain economic 
measures across racial/ethnic groups, but its effects on disparities were often mixed 
across groups and/or measures. This review further shows that most studies only 
examined effects for Black and Hispanic individuals, leaving continued gaps in data and 
research for other groups.

Together these findings illustrate that the Medicaid expansion has contributed to 
reductions in longstanding racial disparities in health coverage. They further suggest 
that, while increased coverage can help improve access to care and contribute to 
improvements in health, coverage alone is not enough to eliminate disparities in these 
measures. This finding reflects that a broad range of social and economic factors 
(https://www.kff.org/policy-watch/health-dispa rities-symptom-broader-social-economic-inequitiesfl
beyond health coverage and health care influence and drive health. As such, the 
findings point to the importance of ongoing efforts to address health disparities 
considering a broad array of factors within and outside the heath sector, including 
historic and ongoing racism and discrimination.
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Methods

This literature review includes studies, analyses, and reports published by government, 
research, and policy organizations using data from 2014 or later. This brief includes 
studies that examine impacts of the Medicaid expansion by race/ethnicity (even if 
impacts on racial/ethnic disparities were not the primary focus of the study). It excludes 
studies on impacts of ACA coverage expansions generally (not specific to Medicaid 
expansion alone), studies investigating potential effects of expansion in states that have 
not (or had not, at the time of the study) expanded Medicaid, and reports from 
advocacy organizations and media sources.

To collect relevant studies, we conducted keyword searches of PubMed and other 
academic health/social policy search engines as well as websites of government, 
research, and policy organizations that publish health policy-related research. We 
also used a snowballing technique of pulling additional studies from reference lists 
in previously collected studies. While we tried to be as comprehensive as possible 
in our inclusion of studies and findings that meet our criteria, it is possible that we 
missed some relevant studies or findings. For each study, we read the final 
paper/report and summarized the population studied, data and methods used, 
and findings. In instances of conflicting findings within a study, or if a reviewer had 
questions about specific findings, multiple reviewers read and classified the study 
to characterize its findings. In the issue brief text, findings are broken out and 
reported separately in four broad categories: Medicaid expansion's impact on 
coverage disparities; disparities in access to and use of care; disparities in health 
outcomes and quality of care; and disparities in economic metrics. Studies may be 
cited in multiple categories or in multiple places within a category. Appendix A 
provides a list of citations for each of the included studies, grouped by the four 
categories of findings.

Appendix
Appendix A: Studies by Topic

• Coverage

• Access to and Use of Care

• Health Outcomes and Quality of Care

• Economic Measures
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The COVID-19 pandemic has had dire 
economic consequences. As of the week 
ending August 15, 2020, 29.2 million 
Americans were receiving unemployment 
insurance benefits, compared with 1.6 
million Americans at that point a year 
ago.1 The unemployment rate rose from 
3.5 percent in February to 14.7 percent 
in April and was 8.4 percent in August.2 
Because most Americans under age 65 
get health insurance coverage through 
their or a family member's employer, 
many people in families losing jobs 
are also at risk of losing coverage. 
Historically, increases in unemployment 
rates have led to increased uninsurance.3 
Though recent evidence suggests the 
Affordable Care Act (ACA) may have 
weakened the link between jobs and 
insurance coverage,4 the scale of the 
current recession threatens employer- 
sponsored insurance (ESI) for millions 
of workers and their families. Many 
of these people may struggle to find 
replacement coverage because they are 
unfamiliar with or ineligible for Medicaid 
or subsidized health plans through 
the health insurance marketplaces, or 
because they cannot afford premiums 
even if eligible for marketplace premium 
tax credits.

Though several studies have projected 
the recession could have profound 
effects on insurance coverage,5’6’7’8 rapid- 
response surveys suggest coverage 
changed minimally during the initial 
months of the crisis, between March and 
May 2020.91011 However, these estimated 
changes do not match the historically

large number of jobs lost during this 
period, which may be explained by 
several factors. First, the jobs that were 
initially lost during this period may have 
been less likely to offer ESI. Second, 
many workers may have been placed on 
temporary layoffs during the recession's 
initial months, during which their ESI may 
have been sustained. Third, respondents 
may not immediately know their coverage 
status following job loss. However, as the 
recession prolongs and potentially affects 
a broader range of workers, ESI losses 
may become more rapid.

In this brief, we use the U.S. Census 
Bureau's Household Pulse Survey to 
assess how coverage changed as the 
COVID-19 recession extended into the 
summer months. We do not assess total 
changes in coverage occurring because 
of the pandemic's effects. The Census 
Bureau developed the Household Pulse 
Survey to assess changes in household 
employment, spending, food security, 
health care access, and health in real 
time as the pandemic and recession 
unfold. The Household Pulse Survey 
was first fielded April 23, five weeks 
after the initial record-breaking surge in 
weekly unemployment insurance claims 
starting March 21, by which point at least 
26 million people had filed unemployment 
insurance claims. Therefore, this study 
analyzes changes in coverage occurring 
afte r the pandemic's initial shocks.

We focus on changes in ESI, Medicaid 
and other public coverage, marketplace 
and other private nongroup coverage,

and uninsurance between the first two 
waves of the Household Pulse Survey 
(fielded April 23-May 12) and the most 
recent two waves of the survey (fielded 
July 9-21) among adults ages 18 to 64. 
Between these dates, an additional 28 
million Americans filed unemployment 
insurance claims, but the rate of weekly 
claims filings steadily decreased. The 
unemployment rate gradually decreased 
during this period as well. Nonetheless, 
these three months represent uncharted 
territory for U.S. labor markets and 
therefore for insurance coverage. We find 
the following:

• An estimated 3.3 million nonelderly 
adults lost ESI between late April/ 
early May and mid-July. This 
represents a 1.7 percentage-point 
decline, from 67.1 percent to 65.4 
percent. Public coverage and 
uninsurance both increased by about 
1 percentage point, from 14.1 percent 
to 15.2 percent for public coverage 
and from 12.9 to 13.9 percent 
for uninsurance. The increase in 
uninsurance represents an estimated 
1.9 million additional adults without 
coverage. We observe no significant 
change in private nongroup coverage 
over this period.

• Hispanic adults and non-Hispanic 
Asian adults saw the largest declines 
in ESI. Among Hispanic adults, 
an estimated 1.6 million lost ESI 
over this period, a 4.3 percentage- 
point decline. Among non-Hispanic 
Asian adults, ESI declined by an
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estimated 7.6 percentage points, or 
about 800,000 adults. The share of 
Hispanic adults with public coverage 
increased 2.5 percentage points, 
but uninsurance increased by 3.8 
percentage points, representing 1.4 
million newly uninsured Hispanic 
adults. The share of non-Hispanic 
Asian adults with public coverage 
increased by 5.0 percentage points.

• We estimate that the number of 
adults ages 18 to 39 with ESI fell 
by 2.2 million. Among these adults, 
uninsurance increased by 1.5 
percentage points, but public and 
private nongroup coverage changed 
little. Uninsurance did not significantly 
increase for adults ages 40 to 64, 
who experienced a 1.8 percentage- 
point increase in public coverage.

• Nearly all ESI losses observed in 
the survey (90 percent) occurred 
among men, 3.0 million of whom lost 
ESI. Approximately 2.3 million men 
became uninsured during this period, 
their uninsurance rate increasing by 
2.4 percentage points.

• About 2.1 million adults with a high 
school degree or less education lost 
ESI, a 2.8 percentage-point decline 
for the group. Public coverage among 
this group climbed by 2.5 percentage 
points, and uninsurance increased by 
1.6 percentage points, equal to 1.2 
million more adults without coverage.

• In states that did not expand 
Medicaid under the ACA, the share 
of people with ESI fell 2.1 percentage 
points (1.5 million adults) and the 
share uninsured increased by 1.7 
percentage points (1.1 million adults). 
In states that expanded Medicaid, the 
share with ESI fell 1.4 percentage 
points (1.8 million adults). Though we 
observe corresponding increases in 
public coverage and uninsurance in 
expansion states, these changes are 
statistically insignificant.

Our analysis of the Census Bureau's 
Household Pulse Survey suggests 
that between April 23 and July 21, ESI 
coverage decreased broadly across most

demographic groups, and such losses 
were greatest among Hispanic adults, 
younger adults, men, and adults with a 
high school degree or less education. 
As temporary layoffs potentially evolve 
into permanent job losses, ESI coverage 
losses could become more widespread. 
Consequently, federal subsidies for 
marketplace plans and state Medicaid 
programs could face additional pressure 
to prevent rising uninsurance rates. Fiscal 
and monetary policies intended to support 
labor markets and reduce unemployment 
rates, if successful, could help prevent 
ESI loss.

Our findings indicate that groups 
experiencing larger losses in ESI 
coverage experienced corresponding 
increases in public coverage or 
uninsurance rates, with smaller 
observed changes in private nongroup 
coverage rates. Policies that could blunt 
the likelihood of ESI losses leading to 
further increases in uninsurance include 
expanding Medicaid under the ACA in 
the 12 states that have not yet done so, 
extending the income eligibility range for 
premium subsidies for marketplace plans, 
and increasing the subsidy amount for 
marketplace plans.

Data and Methods
Our analysis draws on public use 
microdata from the Census Bureau's 
Household Pulse Survey, which measures 
the COVID-19 pandemic's effects on U.S. 
households.12 The survey is designed 
to produce representative estimates 
for adults ages 18 and older living in 
housing units at the national and state 
levels and in the 15 largest metropolitan 
statistical areas.1314 Participants are 
sampled from housing units in the 
Census Bureau's Master Address File, 
which are matched with email addresses 
and phone numbers from the Census 
Bureau's Contact Frame. Via email or 
text message, sampled households are 
asked to complete the online survey. 
Survey weights adjust for household 
nonresponse, coverage of housing units 
in the sampling frame, number of adults 
per household, and the demographic 
characteristics of adults within each state, 
based on age, sex, race/ethnicity, and 
educational attainment.

The initial survey was fielded weekly 
between April 23 and July 21,2020, and 
fielding for additional weeks resumed in 
mid-August.15 The field period for the first 
“week” was April 23 to May 5 but fielding 
for subsequent weeks lasted six days. 
Before August, households completing 
an interview in one week remained in 
the sample for the next two weeks. 
Weekly weighted response rates for 
this internet-based survey were typically 
about 3 percent, much lower than those 
of other major federal surveys.16 The 
sample size varies from a low of about 
42,000 respondents in week two to a high 
of about 133,000 in week three, with an 
average weekly sample size of about 
90,000.17

Our analysis focuses on adults ages 18 
to 64, who are most likely to experience 
changes in health insurance coverage 
during the pandemic, because nearly all 
adults ages 65 and older are covered by 
Medicare. We focus on changes in the 
share of adults who report being covered 
by the following types of health insurance 
at the time of the survey: ESI, including 
TRICARE; public coverage, including 
Medicare, Medicaid, and Veterans Affairs 
coverage; private nongroup coverage, 
including marketplace coverage; and 
uninsurance. Because respondents 
could select multiple coverage types, 
we establish a hierarchy of responses 
so estimates sum to 100 percent.18 
Respondents are considered uninsured 
if they do not identify either ESI, public, 
or private nongroup coverage. Those 
who only select Indian Health Service 
coverage are considered uninsured. 
One limitation of this analysis is that 
reported health insurance coverage 
types are measured with significant error 
in surveys.19 20 21 Though respondents 
tend to report ESI accurately, greater 
measurement error occurs in reports of 
public coverage and private nongroup 
coverage.22 Moreover, measures of 
coverage type in the Household Pulse 
Survey are not subject to the detailed 
verification and editing typically used in 
annual federal surveys.23

In addition, between 8 percent and 
11 percent of nonelderly Pulse survey 
respondents do not answer the
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insurance coverage questions across 
survey weeks.24 However, Pulse survey 
weights are intended to represent a 
consistent population when applied to all 
respondents, including those with missing 
coverage responses. Consequently, 
using the Pulse survey weights to 
assess changes in insurance coverage 
is problematic, because changes in 
the estimated number of people with 
each coverage type could be driven by 
fluctuations in missing responses across 
weeks. To address this issue, we reweight 
the set of respondents who answered 
the coverage questions in each week 
to total to the average sum of the Pulse 
weight (i.e., including those with missing 
responses to coverage questions) for the

same state, age group (18-39, 40-64), 
educational attainment (high school 
degree or less, some college or more), 
and racial/ethnic group (non-Hispanic 
white, nonwhite or Hispanic) across 
all fielded weeks. This ensures that 
among those responding to insurance 
coverage questions, the population 
totals and demographic characteristics 
of respondents evaluated in each survey 
week are consistent within each of these 
state, racial/ethnic, age, and education 
combinations. We estimate standard 
errors for coverage change estimates 
using the Pulse survey replicate weights, 
which we adjust to account for our 
reweighting approach.

Findings
Between late April/early May and mid- 
July, more than 3 million adults lost 
employer-sponsored insurance, and 
such losses were concentrated among 
Hispanic adults, young adults, men, 
and adults who did not attend college.

As shown in Table 1, we first assess 
changes in ESI between April 23-May 12 
(weeks 1 and 2 of the Pulse survey) and 
July 9-21 (weeks 11 and 12) overall and 
by key demographic groups. In the initial 
weeks of the Pulse survey, an estimated 
67.1 percent of nonelderly adults had 
health insurance coverage through an 
employer. By weeks 11 and 12 of the 
survey, this estimate fell 1.7 percentage

Table 1. Employer-Sponsored Health Insurance Coverage among Adults Ages 18 to 64, by Selected 
Characteristics, Late April/Early May to Mid-July 2020

Percent with ESI Number with ESI (Millions)

April 23-May 12 July 9-21 Percentage- April 23-May 12 July 9-21 Changepoint change

Overall 67.1% 65.4% -1.7** 132.1 128.8 -3.3**

Race/ethnicitya

Non-Hispanic white 71.7% 70.8% -0.8 82.6 81.7 -1.0

Non-Hispanic Black 58.7% 60.2% 1.5 14.6 15.0 0.4

Hispanic 57.0% 52.7% -4.3** 21.1 19.5 -1.6**

Non-Hispanic Asian 76.0% 68.5% -7.6** 8.4 7.6 -0.8**

Age

18-39 63.3% 61.0% -2.4** 57.7 55.6 -2.2**

TT-(O1oTT" 70.4% 69.3% -1.1 74.3 73.2 -1.1

Gender

Male 69.3% 66.2% -3.1** 66.8 63.8 -3.0**

Female 65.0% 64.7% -0.3 65.3 65.0 -0.3

Education

High school degree or less 55.1% 52.3% -2.8** 41.4 39.2 -2.1**

Some college or more 74.5% 73.6% -1.0** 90.7 89.5 -1.2**

Children in household

No children in household 68.2% 66.5% -1.7** 72.9 71.0 -1.8**

Children in household 65.9% 64.2% -1.7** 59.3 57.7 -1.6**

State Medicaid expansion status

Has not expanded Medicaid 65.0% 62.9% -2.1** 44.3 42.8 -1.5**

Expanded Medicaid 68.2% 66.8% -1.4** 87.8 85.9 -1.8**

Source: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey.
Notes: ESI = employer-sponsored insurance. Differences in columns may not be equal to reported change due to rounding.
**Denotes significance at the p < 0.05 level.
aNon-Hispanic respondents of other races or more than one race are included in the overall analysis but not represented as a residual category.
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points to 65.4 percent, meaning an 
estimated 3.3 million people lost ESI 
during this period.

For both non-Hispanic white and non-
Hispanic Black adults, we did not observe 
statistically significant changes in ESI 
over the study period. However, Hispanic 
adults experienced an estimated 4.3 
percentage-point decline in ESI, and non-
Hispanic Asian adults experienced an 
estimated 7.6 percentage-point decline 
in ESI, equal to 1.6 million and 800,000 
adults, respectively.

ESI losses were concentrated among 
younger adults ages 18 to 39. We 
estimate this group experienced a 2.4 
percentage-point decline in ESI over this 
period, equal to 2.2 million people. An 
additional 1.1 million people between the 
ages of 40 and 64 also lost ESI, though 
the estimate for older adults ages 40 to 64 
is not statistically different from zero. ESI 
losses are overwhelmingly concentrated 
among men rather than women, with 
an estimated 3 million men losing such 
coverage over this period.

In the initial weeks of the survey, 55.1 
percent of people with a high school 
degree or less education received

insurance coverage through an employer, 
compared with 74.5 percent of those 
with some college or more education. 
For those with a high school degree or 
less education, the share with ESI fell 
to 52.3 percent by mid-July, equal to 
an estimated 2.1 million people. People 
with some college or more education also 
experienced a significant, but smaller, 1 
percentage-point decline in ESI.

Though the reduction in ESI was 
partially offset by a rise in public 
coverage, the number of uninsured 
adults increased by nearly 2 million. 
Groups that faced the largest ESI 
losses also saw the largest increases 
in uninsurance.

In this section, we assess how Medicaid 
and other public coverage, private 
nongroup coverage (including coverage 
through the ACA's marketplaces), and 
uninsurance changed between the 
beginning and ending weeks (weeks 
1, 2, 11, and 12) of Phase 1 of the 
Pulse survey. ESI losses could result in 
increased take-up of Medicaid, depending 
on state eligibility rules. Moreover, losing 
job-based coverage initiates a special 
enrollment period, in which individuals 
can purchase a plan on the ACA's

marketplace outside of the marketplace's 
usual open enrollment period, possibly 
with subsidized premiums and cost-
sharing depending on one's projected 
household income for the year. However, 
some adults losing ESI will be ineligible 
for Medicaid or marketplace subsidies, 
and others may be eligible but unfamiliar 
with these options or reluctant to apply.25 
In addition, job losses could make it 
more difficult to afford even subsidized 
marketplace plan premiums; for these 
adults, losing ESI could ultimately mean 
becoming uninsured.

In Table 2, we present the overall 
shares and numbers of nonelderly 
adults reporting each coverage type 
in the first two and the final two weeks 
of Phase 1 of the survey. Between late 
April/early May and mid-July, the share 
of nonelderly adults with public coverage 
increased from 14.1 percent to 15.2 
percent, meaning 2.2 million people 
gained public coverage over this period. 
Though the share of adults with private 
nongroup coverage did not change 
significantly, uninsurance increased from
12.9 percent to 13.9 percent. Thus, we 
estimate that 1.9 million people became 
uninsured during the study period. In 
Appendix Tables 1 and 2, we present the

Table 2. Changes in Health Insurance Coverage among Adults Ages 18 to 64, Late April/Early May to 
Mid-July 2020

ESI Public Private nongroup Uninsured

Share covered (percent)

April 23-May 12 67.1% 14.1% 5.9% 12.9%

July 9-21 65.4% 15.2% 5.5% 13.9%

Percentage-point change -1.7 ** 1.1 ** -0.4 1.0 **

Total enrolled (millions)

April 23-May 12 132.1 27.8 11.6 25.4

July 9-21 128.8 30.0 10.8 27.3

Change -3.3 ** 2.2 ** -0.8 1.9 **

Source: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey. 
Notes: ESI = employer-sponsored insurance.
**Denotes significance at the p < 0.05 level.
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shares and estimated population totals 
enrolled in each coverage type across 
these survey weeks and for each major 
demographic group.

We next highlight changes in coverage 
type by race and ethnicity (Figure 1). 
As shown in Table 1, ESI coverage 
changed little among non-Hispanic 
white and non-Hispanic Black adults. 
Figure 1 shows these respondents

faced few corresponding changes 
in other coverage categories as 
well. Conversely, Hispanic and non-
Hispanic Asian adults experienced 
large decreases in ESI coverage. For 
Hispanic adults, their 4.3 percentage- 
point drop in ESI was accompanied 
by an additional 2.0 percentage-point 
decline in private nongroup coverage, 
equaling roughly 800,000 adults losing 
private nongroup coverage. These

losses in private coverage were partially 
offset by an estimated 2.5 percentage- 
point increase in public coverage, but 
this change is statistically insignificant. 
Thus, uninsurance among Hispanic 
adults increased by an estimated 3.8 
percentage points, or about 1.4 million 
people, over this period. Non-Hispanic 
Asian adults, who experienced a 7.6 
percentage-point decrease in ESI, also 
saw a 5.0 percentage-point increase

Figure 1. Percentage-Point Changes in Health Insurance Coverage among Adults Ages 18 to 64, by Race and 
Ethnicity, Late April/Early May to Mid-July 2020

Sources: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey.
Notes: ESI = employer-sponsored insurance. Percentage points represent changes in health insurance coverage between April 23-May 12 
and July 9-21.
**Denotes significance at the p < 0.05 level.

in public coverage and no significant 
change in private nongroup coverage or 
uninsurance.

Figure 2 presents changes in coverage 
by age group and gender. For younger 
adults ages 18 to 39, 2.2 million of 
whom lost ESI, we observe small and 
insignificant changes in public coverage 
and private nongroup coverage but a 1.5 
percentage-point increase in uninsurance,

representing 1.3 million more of these 
adults becoming uninsured. Older adults 
ages 40 to 64 saw a smaller estimated 
change in ESI but also reported significant 
losses of private nongroup coverage. For 
these adults, public coverage increased 
by an estimated 1.8 percentage points 
and uninsurance changed little over 
this period. As noted earlier, ESI losses 
were concentrated among men rather 
than women. We also estimate men

experienced a 1.1 percentage-point 
increase in public coverage, nearly no 
changes in private nongroup coverage, 
and a significant 2.4 percentage-point 
increase in uninsurance, representing 2.3 
million men becoming uninsured. Across 
all categories, coverage changed little for 
women and all estimated changes were 
statistically insignificant.

Evidence from the Household Pulse Survey 5



Timely Analysis of Immediate Health Policy Issues

Figure 2. Percentage-Point Changes in Health Insurance Coverage among Adults Ages 18 to 64, by Age and 
Gender, Late April/Early May to Mid-July 2020

Sources: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey.
Notes: ESI = employer-sponsored insurance. Percentage points represent changes in health insurance coverage between April 23-May 12 
and July 9-21.
**Denotes significance at the p < 0.05 level.

Figure 3. Percentage-Point Changes in Health Insurance Coverage among Adults Ages 18 to 64, by Educational 
Attainment, Late April/Early May to Mid-July 2020

Sources: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey.
Notes: ESI = employer-sponsored insurance. Percentage points represent changes in health insurance coverage between April 23-May 12 
and July 9-21.
**Denotes significance at the p < 0.05 level.
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Figure 3 shows estimated changes in 
coverage types by educational attainment. 
Nonelderly adults with a high school 
degree or less education experienced an 
estimated 2.8 percentage-point decline in 
ESI (equal to about 2.2 million adults), 
along with a 2.5 percentage-point increase 
in public coverage (1.8 million adults), a 
1.3 percentage-point decline in private 
nongroup coverage (1.0 million adults), 
and a 1.6 percentage-point increase in 
uninsurance (1.3 million adults). Despite 
estimating that 1.2 million adults with 
some college or more education lost 
ESI, we detect no significant changes in 
their other coverage types over our study 
period.

ESI losses occurred across states, 
and uninsurance increased in states 
that did not expand Medicaid under 
the ACA.

Between late April/early May and mid-July, 
the share of adults with ESI fell in states 
that did and did not expand Medicaid 
under the ACA (Medicaid expansion 
and nonexpansion states). Though 
estimated ESI losses were greater in 
nonexpansion states than in expansion 
states over this period (Table 1), we find 
that differences by state expansion status 
were statistically insignificant. Figure 4 
shows that adults in nonexpansion states 
experienced a 2.1 percentage-point

decline in ESI (1.5 million people), as 
well as a 1.4 percentage-point increase 
in public coverage and a 0.9 percentage- 
point decline in private nongroup 
coverage. Uninsurance increased by 
1.7 percentage points, representing an 
estimated 1.1 million additional adults 
without coverage in these states. In 
Medicaid expansion states, the share of 
adults with ESI fell 1.4 percentage points 
(1.8 million adults), public coverage 
increased by 0.9 percentage points, and 
private nongroup coverage remained 
virtually unchanged. Though uninsurance 
increased by 0.6 percentage points in 
expansion states (800,000 adults), this 
change was statistically insignificant.

Figure 4. Percentage-Point Changes in Health Insurance Coverage among Adults Ages 18 to 64, by State 
Mediciad Expansion Status, Late April/Early May to Mid-July 2020

HAS NOT EXPANDED MEDICAID EXPANDED MEDICAID

2

-2.5

■  ESI ■  PUBLIC ■  PRIVATE NONGROUP ■  UNINSURED 

Sources: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey.
Notes: ESI = employer-sponsored insurance. Percentage points represent changes in health insurance coverage between April 23-May 12 
and July 9-21.
**Denotes significance at the p < 0.05 level.
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Discussion
The Household Pulse Survey offers 
a snapshot of how health insurance 
coverage changed between April 23-May 
12 and July 9-21,2020, as the COVID-19 
recession extended into the summer and 
millions of adults remained unemployed. 
We estimate that during these three 
months, the number of nonelderly adults 
with ESI fell by 3.3 million, while the 
number of uninsured adults increased by
1.9 million. These coverage losses have 
been concentrated among men, Hispanic 
adults, younger adults, and adults who 
have not attended college. ESI coverage 
losses have occurred in both states that 
did and did not expand Medicaid under 
the ACA.

However, these estimates do not reflect 
overall coverage changes that have 
occurred during the recession up to this 
point. Both unemployment claims and 
monthly employment survey data show 
most job losses occurred in March and 
early-to-mid April, before the Pulse survey 
was first fielded,126 and other rapid- 
response surveys indicate coverage had 
already begun to shift before April 23. In 
a State Health Access Data Assistance 
Center survey, which was fielded April 
24-26 and had about 1,000 respondents, 
4 percent of adults ages 18 and older 
reported losing health insurance during 
the early months of the pandemic because 
their employer-based coverage ended 
or they had to cancel their coverage.11 
The survey did not, however, determine 
whether these adults became uninsured.

In addition, an Urban Institute tracking 
survey that followed a sample of more 
than 4,000 nonelderly adults between 
March 25-April 10 and May 14-27 found 
that, though overall coverage levels were 
roughly stable during this period, ESI 
declined by 5 percentage points among 
adults in families losing jobs (from 59 
percent to 54 percent) and uninsurance 
increased overall in states that have not 
expanded Medicaid.9

The gradual changes in health insurance 
coverage found in the above mentioned 
surveys and the Pulse survey partially 
owe to the disproportionate impact of the 
recession on workers with low incomes,27 
who were less likely to be covered by 
ESI before the pandemic began.28 A 
Commonwealth Fund survey, fielded May 
13-June 2, found that fewer than half 
of adults reporting they or their spouse 
or partner lost a job or were furloughed 
during the pandemic were covered by 
health insurance through the affected 
job.10

Even when accounting for these job loss 
patterns, rapid-response survey data 
suggest some of the coverage losses 
projected in earlier studies56 have not 
yet materialized.29 This may owe to 
the unique labor market effects of the 
COVID-19 recession, in which more 
than 70 percent of unemployed workers 
who lost jobs were on temporary layoff 
as of mid-July.30 Yet, these labor market 
circumstances also suggest many 
people remain at risk of losing coverage

as the recession continues and more 
job losses become permanent. The 
declining unemployment rate between 
April and July largely reflects a decline 
in the number of workers on temporary 
layoff (from 18 million to 9 million), which 
coincided with an increasing number 
facing permanent job loss (from 2 million 
to 3 million). Thus, changes in ESI and 
other insurance coverage types may not 
closely correspond with month-to-month 
changes in overall unemployment rates.

With continued weakness in the labor 
market, federal and state policymakers 
will need to act to prevent job losses 
from leading to further increases in 
uninsurance. At the federal level, 
expanded subsidies for marketplace 
coverage and restoration of funding for 
outreach and enrollment assistance can 
help more unemployed adults afford 
premiums and navigate their coverage 
options. At the state level, additional 
Medicaid expansions can prevent adults 
from falling into an assistance gap, where 
they are ineligible for both Medicaid and 
marketplace subsidies. Indeed, ballot 
measures to expand Medicaid under 
the ACA passed in two states (Missouri 
and Oklahoma) as the pandemic and 
recession have deepened. Ultimately, 
stemming coverage losses will require 
improved efforts to reduce transmission 
of the novel coronavirus so that more 
segments of the economy can reopen 
safely and foster a sustained labor market 
recovery.
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Appendix Table 1. Share of Adults Ages 18 to 64 with Selected Health Insurance Coverage Types, by Selected 
Characteristics, Late April/Early May to Mid-July 2020

Share with each coverage type

ESI Public Private nongroup Uninsured

July 9-21 AMpay 23" July 9-21 AMpay 2 3  9-21 'Maiy 23  July 9-21

Overall 67.1% 65.4% 14.1% 15.2% 5.9% 5.5% 12.9% 13.9%

Race/ethnicitya

Non-Hispanic white 71.7% 70.8% 12.0% 12.9% 6.2% 6.2% 10.1% 10.1%

Non-Hispanic Black 58.7% 60.2% 21.1% 20.1% 3.6% 3.1% 16.5% 16.6%

Hispanic 57.0% 52.7% 16.5% 19.0% 6.5% 4.5% 20.0% 23.8%

Non-Hispanic Asian 76.0% 68.5% 7.6% 12.6% 6.0% 7.2% 10.4% 11.8%

Age

18-39 63.3% 61.0% 15.6% 16.0% 5.0% 5.5% 16.1% 17.5%

40-64 70.4% 69.3% 12.8% 14.6% 6.6% 5.4% 10.2% 10.7%

Gender

Male 69.3% 66.2% 10.6% 11.7% 6.1% 5.7% 14.0% 16.3%

Female 65.0% 64.7% 17.5% 18.6% 5.7% 5.2% 11.9% 11.5%

Education

High school degree or less 55.1% 52.3% 20.2% 22.7% 5.7% 4.4% 19.0% 20.6%

Some college or more 74.5% 73.6% 10.3% 10.6% 6.0% 6.1% 9.2% 9.7%

Children in household

No children in household 68.2% 66.5% 11.9% 13.6% 7.2% 6.5% 12.7% 13.4%

Children in household 65.9% 64.2% 16.6% 17.2% 4.4% 4.2% 13.1% 14.5%

State Medicaid expansion status

Has not expanded Medicaid 65.0% 62.9% 9.9% 11.2% 7.3% 6.4% 17.8% 19.5%

Expanded Medicaid 68.2% 66.8% 16.4% 17.3% 5.1% 5.0% 10.3% 10.9%

Sources: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey.
Notes: ESI is employer-sponsored insurance.
** Denotes significance at the p < 0.05 level.
aNon-Hispanic respondents of other races or more than one race are included in the overall analysis but not represented as a residual category.
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Appendix Table 2. Number of Adults Ages 18 to 64 with Selected Health Insurance Coverage Types, by Selected 
Characteristics, Late April/Early May to Mid-July 2020

Number of people with each coverage type (millions)

Overall

Race/ethnicitya

132.1

Public Private nongroup Uninsured

July 9-21 April
May

23-
12 July 9-21 April

May
23-
12 July 9-21 April 23- 

May 12 July 9-21

128.8 27.8 30.0 11.6 10.8 25.4 27.3

Non-Hispanic white 82.6 81.7 13.9 14.8 7.2 7.2 11.6 11.6

Non-Hispanic Black 14.6 15.0 5.2 5.0 0.9 0.8 4.1 4.1

Hispanic 21.1 19.5 6.1 7.1 2.4 1.7 7.4 8.8

Non-Hispanic Asian 8.4 7.6 0.8 1.4 0.7 0.8 1.2 1.3

Age

18-39 57.7 55.6 14.2 14.5 4.6 5.1 14.7 16.0

40-64 74.3 73.2 13.6 15.4 7.0 5.7 10.7 11.3

Gender

Male 66.8 63.8 10.2 11.2 5.9 5.5 13.5 15.7

Female 65.3 65.0 17.6 18.7 5.7 5.2 11.9 11.6

Education

High school degree or less 41.4 39.2 15.2 17.0 4.3 3.3 14.2 15.5

Some college or more 90.7 89.5 12.6 12.9 7.3 7.5 11.2 11.8

Children in household

No children in household 72.9 71.0 12.7 14.5 7.7 7.0 13.5 14.3

Children in household 59.3 57.7 14.9 15.4 4.0 3.8 11.8 13.0

State Medicaid expansion status

Has not expanded Medicaid 44.3 42.8 6.7 7.7 5.0 4.3 12.1 13.3

Expanded Medicaid 87.8 85.9 21.1 22.3 6.6 6.4 13.2 14.0

Sources: Weeks 1, 2, 11, and 12 of the U.S. Census Bureau’s Household Pulse Survey.
Notes: ESI is employer-sponsored insurance.
** Denotes significance at the p < 0.05 level.
aNon-Hispanic respondents of other races or more than one race are included in the overall analysis but not represented as a residual category.
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Women’s importance in enacting, 
implementing, and defending the 

Affordable Care Act
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decade after it was signed into law, the Affordable Care Act's story is still being written. 

Currently, our nation is locked in a battle with COVID-19—over 190,00 Americans have 

died and some 40 million have lost their jobs. The Affordable Care Act (ACA) has 

proven, yet again, important to our nation's health—in this case, through its long-time 

support for the public health system as well as its coverage policy. In addition to millions who
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gained Medicaid as a result of the law, half a million people signed up for coverage in May due to the 

ACA's special enrollment period. Also, yet again, the law's survival is threatened by a Supreme Court 

challenge and President Trump's persistent vows to "terminate” it. But one aspect of the ACA is 

locked in: it is the most significant reform legislation in recent American history.

THE BROOKINGS
GENDER EQUALITY
-------  SERIES -------

Explanations proliferate about why President Barack Obama and the 129th Congress succeeded in 

health reform, while other efforts over many decades failed. Major proposals to change the United 

States' health system have been prominent in presidential campaigns and platforms for the last

century, suggesting that prioritization alone is insufficient.1 President Obama's focused, effective, 

and values-driven leadership is often—and rightly—credited with the successful passage of the ACA. 

Close collaboration between the Democratic-led White House and Congress and a shared sense of

urgency were also critical.2,3'4

As first-hand participants, we see another factor missing from evaluations so far: the singular role of 

women. Here, we review the leadership o f women in devising, passing, implementing, and defending 

the ACA, and offer a perspective on why women made a difference.

Women's role in enacting the ACA

The administration

A few weeks into his presidency, President Obama replaced his initial choice to shepherd health 

reform, former Senator Tom Daschle, with two women: Kathleen Sebelius as secretary of Health and 

Human Services (HHS) and Nancy-Ann DeParle as the director o f the White House Office o f Health 

Reform. Sebelius, a former Kansas governor, led outreach efforts, marshalled the resources of HHS, 

and testified before Congress. DeParle, a former administrator o f the Centers for Medicare &

Medicaid Services (CMS), managed the White House and interagency process, helped bridge the 

House-Senate differences, and served as the president's point person. An executive order created
https://www.brookings.edu/essay/womens-importance-in-enacting-implementing-and-defending-the-affordable-care-act/?utm_campaign=Brookings B... 2/10



11/12/2020 Women’s importance in enacting, implementing, and defending the Affordable Care Act

both the White House Office of Health Reform and one at HHS, which Jeanne Lambrew, a former 

Office of Management and Budget (OMB) and HHS health policy leader, was set to run from the 

start.

As one of President Obama's top priorities, health reform drew attention from virtually all senior 

White House staff, as well as dozens of junior staff, who participated in weekly and sometimes daily 

meetings to work through the ACA's design, provide support to congressional staff in analyzing its 

impact, consider hundreds of amendments during committee markups, and manage public 

engagement. The HHS Office of Health Reform staffed this effort, and each major affected agency 

had experts on call.

Maintaining focus and cohesion in the White House and across the sprawling executive branch was 

challenging, especially with escalating opposition from the public, insurers, businesses, and 

advocates for other priorities. And while there was no visible disagreement within the administration 

about the primacy of health reform among President Obama's domestic initiatives, two sometimes 

conflicting groups coalesced among those working on it: one dubbed the "Health Team" (because it 

included HHS and White House Office of Health Reform staff) and the other known as the 

"Economic Team" (because it included OMB, National Economic Council, Council of Economic 

Advisors, and Treasury Department staff). To some extent, this infighting is typical of life in the West 

Wing, but it was notable and somewhat discomfiting that the sparring occurred along gender lines: 

the Health Team was comprised mostly of women and the Economic Team mostly of men.

The agita largely subsided after the passage of the ACA, as some of the Economic Team departed 

and others stepped up to help with implementing and defending the law. But the disproportionate 

role of women in the ACA persisted.
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Speaker of the House Nancy Pelosi unveils the House Democrat's Healthcare plan on Capitol Hill in Washington October 29,2009. 

REUTERS/Joshua Roberts (UNITED STATES POLITICS HEALTH)

The Congress

Back to 2009: in Congress, Senate Majority Leader Harry Reid (D-Nev.) garnered 60 votes for 

passage on December 24 of that year, despite having none to spare. Yet, House Speaker Nancy 

Pelosi (D-Calif.) arguably had the hardest task. She had to convince the House to abandon its own 

hard-wrought bill to vote for the Senate's version as modified by a reconciliation bill. She defused 

dozens of landmines on issues ranging from abortion to Medicare payment adequacy. The portrait 

of indefatigability, she was determined to pass the ACA against all odds: "We'll go through the gate. 

If the gate's closed, we'll go over the fence. If the fence is too high, we'll pole vault in. If that doesn't 

work, we'll parachute in, but we're going to get health care reform passed for the American people."

Behind the scenes, four out of the five authorizing committees had women as their health policy 

directors (Karen Nelson, Cybele Bjorklund, Michelle Varnhagen, and Liz Fowler) as did Senator Reid

(Kate Leone) and House Majority Whip Steny Hoyer (D-Md.) (Liz Murray).5 They led the work of 

drafting the legislation, assessing amendments, securing timely estimates from the Congressional 

Budget Office, and engaging extensively with stakeholders.

They were remarkably and, in our experience, atypically collaborative. Three House committees 

delivered on Pelosi's rare directive to develop a single cross-committee bill; the Senate, in contrast, 

had to merged two different committee bills that diverged in meaningful ways. The unusual degree 

of collegiality was encouraged by constant communication. Drawing on the lesson from President
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Lyndon B. Johnson taped to Nancy-Ann's desk,6 she and Jeanne led House-Senate "bicam” 

meetings and calls multiple times a week—at key junctures, every morning at 9 a.m. and every night 

at 9 p.m.—to stay coordinated, resolve problems, and assign work.

Stakeholders

Outside of government, women led some of the key stakeholder groups making the hardest 

decisions to get the law passed. Sister Carol Keehan of the Catholic Health Association endorsed 

the ACA, with the support o f thousands of nuns, despite the Catholic Church's opposition to its 

abortion compromise. On the other side of that particular issue, Cecile Richards of Planned 

Parenthood and leaders o f other women's groups supported the bill despite deep misgivings about 

that same compromise. Nancy Nielsen, MD, as president o f the American Medical Association, 

helped persuade the AMA's leadership to support the ACA even though it failed to solve a long-

standing Medicare reimbursement problem for physicians. Among many other women, Nancy 

LeaMond of AARP, Karen Ignagni of America's Health Insurance Plans, and Anna Burger and Mary 

Kay Henry o f SEIU (Service Employees International Union), stand out for their work to sustain their 

organizations' support for the law.

Women's roles in ACA implementation and defense

Of course, the story of the ACA did not end with its passage. Implementation was similarly fraught 

and also largely led by women; Secretary Sebelius and Marilyn Tavenner, the confirmed 

administrator of the Centers for Medicare and Medicaid Services (CMS) after the ACA's passage. 

After the rough roll-out of HealthCare.gov, two new women stepped up: Sylvia Burwell as secretary 

o f HHS and Kristie Canegallo as the first White House deputy chief o f s taff for Implementation. They 

helped forge systems, processes, and default policies and practices—many of which continue today. 

Women were leaders and drivers of the ACA legislative teams (e.g., Dana Singiser, Amy 

Rosenbaum), and communications teams (e.g., Anita Dunn, Linda Douglass, Stephanie Cutter, Tara 

McGuinness). And from the first to last day in the White House, Valerie Jarrett and Cecilia Munoz, 

through the Office of Public Engagement and Domestic Policy Council, contributed in numerous 

ways, not least by supporting women in this unusually demanding workplace.

The ACA drama continued beyond the Obama administration. In 2017, when Senator John McCain 

(R-ArizT cast his "thumbs down" vote aaainst reoeal. he followed women stalwarts Senators Susan
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^>llins (R-Maine) and Lisa Murkowski (R-Alaska). (Notably, the only Republican Senator ® vo te  for a 

version of the ACA in 2009 was Olympia Snowe from Maine.)

Senator Susan Collins (R-ME) and Senator Lisa Murkowski (R-AK) on Capitol Hill ahead o f a vote on health care legislation on July 27, 

2017. (REUTERS)

Women's role in failed health reform efforts

The outsized role of women differentiates the ACA from other reform efforts. Few women appear in

the narratives of the failed health initiatives of Presidents Truman, Nixon, and Trump.7 President 

Clinton's 1993-94 attempt was led by First Lady Hillary Rodham Clinton; Donna Shalala was 

secretary o f HHS; and we (Nancy-Ann and Jeanne) participated at OMB and HHS. Women were well 

—but not disproportionately—represented. Importantly, the White House point person (Ira 

Magaziner) and all congressional leaders and the majority of the staff were men. Similarly, President 

Trump's 2017 effort to repeal the ACA was engineered by HHS Secretary Tom Price, OMB Director 

Mick Mulvaney, and White House staffer Andrew Bremberg. Seema Verma, the CMS administrator, 

was the only visible woman. In Congress, the majority leaders and committee chairs were all male. 

Indeed, a veteran House staffer observed that while women were largely absent from the 

Republicans' ACA repeal effort, they were present in force in the successful passage of the 

Republican tax cut bill in 2017, arguably the Trump administration's top legislative accomplishment.
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Men's role in the ACA history

To be sure, many male colleagues were instrumental in the ACA's passage and perseverence, 

starting with the extraordinary leadership of President Obama. Within the administration, Phil 

Schiliro, director of the White House Office of Legislative Affairs, orchestrated the legislative 

strategy; Michael Hash steered policy as the deputy o f the White House and HHS Offices of Health 

Reform; Mark Childress, Pete Rouse, Denis McDonough, Rahm Emanuel, David Axelrod, Jim 

Messina, Jason Furman, and Jeff Zients played instrumental roles in strategy and problem-solving 

at moments o f crisis. Solicitor General Don Verilli's successful defense of the ACA at the Supreme 

Court in 2012 literally saved the law. And in Congress, too many men participated in the ACA history 

to name—including then-Senate Majority Leader Reid and three House and two Senate committee 

chairs—as well as long-time health staff person to  Speaker Pelosi, Wendell Primus.

Discussion

It may be a coincidence that health reform happened just at the time when representation of women 

at the highest levels o f government increased. The prevalence of women in the ACA's history

reflects trends in public policy8 as well as in medicine.9 That said, in our experience, the large share 

of women involved in health reform made a qualitative difference. The women we worked with 

displayed extraordinary dedication and perseverance, sticking with the work for prolonged periods 

of time and when others wanted to "cut losses” and secure smaller, easier gains such as universal 

coverage limited to children. They tended to manage their own egos and those of others, which may 

be why few appear in narratives on health reform to date. We also found that women tended to stay 

longer at the proverbial table, willing to seek compromise consistent with bold goals. That said, we 

are not experts on political science or gender studies: we were participants and, being women 

ourselves, are biased. We also hope that our views do not reinforce stereotypes, especially since 

exceptions—women who did not fit our characterization as well as men who did—were common.

That said, if asked, "Did women's involvement make a difference in the ACA's success?” Our answer, 

unequivocally, is yes. Certainly, many men invested years of their lives to passing the ACA. But 

women drove the policy development and the process day in and day out from January 2009 

through the bill's passage in March 2010. They led implementation and were key at critical moments
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in its defense to this day with Speaker Pelosi's House defending the law at the Supreme Court. In the 

past decade, these women kept their eyes on the prize: passage and implementation of historic 

health reform that had eluded presidents and Congresses for generations.

This piece is part of 19A: The Brookings Gender Equality Series. Learn more about the series and 

read published work »

About the Authors
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The usually highly anticipated release o f the Census Bureau's annual health insurance 
estimates, which occurred this past Tuesday fo r 2019 data, fe lt a bit d iffe ren t th is year.
While researchers and policymakers are accustomed to  dealing w ith somewhat outdated 
data from  federal surveys, the unprecedented social and economic changes tha t have 
occurred since the data were collected amplified the tim e lag and made the estimates seem 
even older than in past years. Current data on insurance coverage in the US is needed to  
design an adequate response to  the pandemic and economic crisis, but the 2019 estimates 
still provide a useful baseline fo r in terpreting what's happening during the pandemic.

Prior to the pandemic, the uninsured rate had been increasing increm entally for 
several years despite an improving economy. After historic declines 
(https://www.kff.org/uninsured/issue-brief/key-facts-about-the-uninsured-population/l in the num ber o f 
uninsured people and the uninsured rate fo llow ing the adoption and im plem entation o f the 
2010 Affordable Care Act (ACA), resulting in nearly 20 m illion more people covered through 
2016, the num ber and rate o f nonelderly uninsured people began to  increase in 2017. The 
uninsured count grew from  26.7 m illion (10.0%) in 2016 to  27.6 m illion (10.2%) in 2017, 28.2 
m illion (10.4%) in 2018, and, as was announced this week, 29.2 m illion (10.8%) 
(https://www.census.gov/librarv/publications/2020/demo/p60-271 .htmll in 2019 (Figure 1).
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Figure 1: Num ber o f Uninsured and Uninsured Rate among the Nonelderly 
Population, 2010-2019

The 2.3 m illion person grow th in the num ber o f uninsured occurred despite improvem ents 
in several household economic measures
(https://www.census.gov/librarv/publications/2020/denno/p60-270.html). including median household 
income, earnings, and poverty and despite small gains in employer-based coverage over 
th is period, which were offset by declines in Medicaid and direct purchase coverage. This 
pattern likely reflects a com bination o f factors, including rollback o f outreach and 
enro llm ent efforts fo r ACA coverage, changes to  Medicaid renewal processes, public charge 
policies, and elim ination o f the individual mandate penalty fo r health coverage. Notably, 
recent declines in coverage have occurred among both adults and children.

Because most people in the US still get the ir health coverage as a fringe benefit o f a 
job, the recent economic downturn m ay disrupt coverage for millions of people. The
economic fa llou t o f the coronavirus pandemic has led to  historic levels o f job  loss, w ith over 
50 m illion people (https://www.kff.org/other/state-indicator/unemplovment-claims/? 
activeTab=graph&currentTimeframe=0&startTimeframe=23&selectedDistributions=initial-unemplovment- 
claims&selectedRows=%7B%22wrapups%22:%7B%22united-
states%22:%7B%7D%7D%7D&sortModel=%7B%22colld%22:%22Location%22.%22sort%22:%22asc%22%7m
filing  fo r unem ploym ent insurance benefits since March 21 st. Prior to  the pandemic, nearly 
six in ten nonelderly people in the US received the ir health coverage through the ir job  o r a 
fam ily member's job. Early KFF estimates (https://www.kff.org/coronavirus-covid-i9/issue- 
brief/eligibilitv-for-aca-health-coverage-following-job-loss/) o f the implications o f job  loss found tha t 
nearly 27 m illion people were at risk o f losing employer-sponsored health coverage due to 
job  loss. O ther modeled estimates
(https://www.urban.org/sites/default/files/publication/102777/making-sense-of-competing-estimates 1.pdf) 
sim ilarly predict m illions losing em ployer health coverage, though the scale varies 
somewhat. Many o f these people may have retained the ir coverage, at least in the short
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term , under furlough agreements or employers continuing benefits after layoffs. Indeed, 
recent KFF analysis (https://www.kff.org/policy-watch/what-have-pandemic-related-job-losses-nneant-for- 
health-coverage/) o f enrollm ent in the fully-insured group m arket found tha t enrollm ent in 
tha t market declined by jus t 1.3% from  March to  June 2020. Employer-based insurance 
losses could m ount if  unem ploym ent remains high.

The availability o f health coverage through the Affordable Care Act during this 
economic downturn means people losing th e ir coverage have other options, but 
policy actions to scale back the ACA m ay mean people are unaware of or have 
difficulty accessing th a t coverage. Expanded coverage through Medicaid in the 37 states 
tha t have im plem ented the Medicaid expansion along w ith the availability o f subsidized and 
unsubsidized coverage through the Marketplaces w ill enable many people losing the ir job- 
based insurance to  retain health coverage. Following enro llm ent declines in 2018 and 2019, 
recent data (https://www.kff.org/coronavirus-covid-19/issue-brief/analvsis-of-recent-national-trends-in- 
medicaid-and-chip-enrollment/) indicate Medicaid enro llm ent increased by 2.3 m illion or 3.2% 
from  February 2020 to  May 2020. Additionally, as o f May 2020, enro llm ent data 
(https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/SEP-Report-lune- 
20 20 .pdfi reveal nearly 500,000 people had gained Marketplace coverage through a special 
enro llm ent period (SEP), in most cases due to  the loss o f job-based coverage. The num ber 
o f people gaining Marketplace coverage through a SEP in April 2020 was up 139% 
compared to  April 2019 and up 43% in May 2020 compared to  May 2019. While m illions o f 
people are gaining coverage through Medicaid and the Marketplaces, reductions in 
outreach and enro llm ent assistance (https://www.kff.org/health-reform/issue-brief/consurner- 
assistance-in-health-insurance-evidence-of-impact-and-unmet-need/1 have reduced the availability o f 
on-the-ground assistance fo r consumers who have lost coverage meaning many others 
may not be enrolling because they are not aware this coverage is available or don't know 
how to  enroll.

The pandemic has disrupted not only people's health coverage but also the ability of 
federal surveys to measure coverage. Understanding real-time changes in insurance 
coverage is a key input into policy actions to  address the implications o f the pandemic on 
people's health and well-being. However, to  date, lim ited data is available on this topic. 
Large national surveys—those typically used as the basis fo r such in fo rm ation—are lagged, 
w ith the most recent data
(https://www.cdc.gov/nchs/clata/nhis/earlvrelease/Ouarterlv Estimates 2020 Q11-508.pdfi reflecting the 
firs t quarter o f 2020, jus t p rio r to  the pandemic. Many real-time surveys have faced 
challenges o f high rates o f survey nonresponse
(https://www.census.gov/content/dam/Census/librarv/working-papers/2020/demo/sehsd-wp2020-10.pdfi 
(not responding to  the survey at all) particularly among populations most likely affected by 
the economic downturn, or unusually high rates o f item nonresponse (skipping particular 
survey questions). In the Census Bureau's Household Pulse Survey, designed to  provide 
quick turnaround data on issues related to  the pandemic, most weeks had a larger num ber 
o f responses o f "don't know" or "did not report" to  the question about health coverage than 
the num ber o f uninsured. These measurement challenges may reflect people's confusion
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about the ir current coverage am idst layoffs and job  uncertainty o r o perational challenges
(https://www.census.gov/content/dam/Census/library/working-papers/2020/denno/sehsd-wp2020-13.pdfi in 
adm inistering surveys tha t ask about health coverage (e.g., inability to  conduct in person 
surveys).

While current survey data is lim ited and adm inistrative and claims data are showing only 
moderate shifts in coverage, it is likely tha t large shifts in health coverage in the US are 
underway o r im m inent given loss o f em ploym ent in recent months. It is possible tha t many 
o f the people in fam ilies experiencing job  loss were already uninsured, but given tha t prio r 
to  the pandemic the uninsured population in a fam ily w ith a fu ll-tim e w orker totaled 20.2 
m illion, there are still people among the 50 m illion who filed fo r unem ploym ent benefits 
tha t may lose the ir em ployer coverage if  they do not regain the ir jobs. In the m idst o f a 
health and economic crisis, the gap in real-time data to  assess changes in health coverage 
poses a challenge.
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COVID outcomes update: Health and employment impacts 
In the US compared to other countries
Harrv J. Holzer Wednesday. September 16, 2020 

Editor’s Note:

This piece is a follow-up to the report published in June 2020, "The COVID-19 crisis: How do U.S. employment 
and health outcomes compare to other OECD countries? "

In the past three to four months, the U.S. economy has recovered somewhat from the 
COVID-19-induced employment troughs observed in April, while the virus caseloads 
and deaths at first declined and then surged again, starting in June. However, the 

partial recovery of U.S. labor markets in the late spring and summer, and more recent 
trends in virus cases and deaths, do not change the fundamental fact that both 
employment and health outcomes for the U.S. during the pandemic have been worse than in 

almost any other high-income country in the world.

This brief presents an update of my earlier analysis showing unemployment rates as of 
April, and virus caseloads and deaths as of late May. This time, I focus on changes in 
unemployment rates from January of this year through July, the most recent month for 
which virtually all of these countries report monthly unemployment data (though they are

now available for August in the U.S.)J-11 also present virus caseloads and deaths for 
virtually each country, as of September 9. Like the earlier brief, I present data for total 
virus cases and deaths per capita, as well as new cases and deaths per capita (now from a 
seven-day moving average). And I report some virus data for the U.S. (relative to other 
countries) as of July 15, so that we can compare employment and health outcomes for

similar points in time. The sources of these data are the same as for the earlier brief.^

https://www.brookings.edu/research/covid-outcomes-update-health-and-employment-impacts-in-the-us-compared-to-other-countries/7utm_campaign... 1/11
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Figure 1 presents a summary comparison of unemployment rate increases between 
January and July 2020 in the U.S. to the mean increase across the other OECD countries in 
part A, and a comparison of new virus cases and deaths per capita in part B. Table 1 
presents similar unemployment rate increases between January and each month from 
April through July in the U.S. and the other OECD countries (in Part A), as well as both 
total and new virus caseloads and deaths per capita in the US and the other countries (in

part B)JS

Figure 1A

Differences in January-July unemployment rate: US v. other wealthy OECD 
countries (pop. > 4 million)

7.00

5.00

C

8
Cl)

CL

USA1.00 Others

The sample of countries includes the 25 richest OECD countries (in per capita 
terms) with at least 4 million people. Countries reporting unemployment 
quarterly rather than monthly and Saudi Arabia (for which few economic data 

are available in 2020) are excluded.

Author's analysis o f  Trading Economics Data
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Figure IB

Differences in virus outcomes: US v. other wealthy OECD countries (pop. 
>4 million)

I New cases/thousand New deaths/million
1.40

0.00
Others USA

The sample of countries is the same as in part A, except that Hong Kong has 
been eliminated. New cases and deaths are now defined as 7-day moving 
averages.

Author's analysis o f  Johns Hopkins University Coronavirus Resource Center data.

The data in Figure 1 and Table 1 on unemployment rates indicate the following:

• Unemployment rates in the U.S. rose by over 11 percentage points between January 
and April before falling by 4.5 percentage points from April to July;

• Unemployment rates rose, on average, by much less in the other OECD countries, and 
then fell modestly after April;

• The January-April increase in the U.S. was 11 times larger than the average of other 

OECD  country increases, and the January-July increase in the U.S. remained five times 

larger than the average of the others.
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The most recent unemployment rate for the U.S., for the month of August, declined by 
nearly two percentage points. Assuming that such rates continued to slowly decline in the 
rest of the OECD, the increases in the U.S. would now likely be four times higher than in 
the OECD, rather than five times.

The data on new viruses and caseloads in the U.S. and the other OECD countries indicate 
the following:

• Overall virus cases per capita in the U.S. are now over four times higher in the U.S. 
than in the average high-income OECD country, while total deaths per capita are over 
twice as high; and

• New  virus cases in September in the U.S. are 60 percent higher than in the average OECD  

country, and new deaths are five times higher.

Table 1

Changes in Economic and Virus Outcomes:
US v. Other OECD Countries (Population > 4 million)

Unemployment Rates 
(%)

Others USA

Jan -  Mar 2020 0.31 0.8

Jan -  Apr 2020 0.98 11.1

Jan -  May 2020 1.41 9.7

Jan -  Jun 2020 1.32 7.5

Jan -Ju l 2020 1.22 6.6

Virus Cases and Deaths

Cases/1,000 4.44 19.11

Deaths/1,000 0.23 0.57

New Cases/1,000 0.05 0.08

New Deaths/1,000,000 0.26 1.34
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Note: The sample o f  countries includes the 25 richest OECD  countries (in per 

capita terms) with at least 4 million people. Countries reporting unemployment 

quarterly rather than monthly and Saudi Arabia (for which few economic data 

are available) are excluded. Unemployment rates are obtained from Trading 

Economics (www.tradingeconomics.com) on September 9. COVID-19 case 

numbers are obtained from Johns Hopkins University Coronavirus Resource 

Center (www.coronavirus.ihu.edu) on September 9. “New cases” and “new 

deaths” are defined as 7-day moving averages. The sample o f  countries for virus 

cases and deaths is the same as for unemployment, except that it excludes Hong 

Kong, for which these data are not available.

The country-specific data on unemployment rates and virus cases/deaths for each 
individual country appear in the Appendix table (part A for unemployment rates and part 
B for virus data). These results show the following:

• The unemployment rate increase of 6.6 percentage points in the U.S. between 
January and July is the largest of any high-income country in the OECD;

• Total per capita virus cases are higher in the U.S. than in any other wealthy OECD 
country, and total deaths per capita here are higher than in all but four; and

• The new per capita caseload is the highest in the US except for two other OECD 
countries, while new deaths per capita are highest in the U.S. except for one (Israel).

In sum, the partial recovery of U.S. labor markets in the late spring and summer, and more 
recent trends in virus cases and deaths, do not change the fundamental fact that was 
apparent in my earlier brief: both U.S. employment and health outcomes during the pandemic 

have been worse than what we find in virtually all other high-income countries around the 

world.

Some questions and a few caveats are now in order. First, is it more appropriate to use 
employment outcomes rather than other economic data, like real GDP changes or 
household income? And, if so, is the unemployment rate the best labor market indicator 
to use?
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I believe the answers to these questions are “yes” and “yes,” though measured 
unemployment rates are far from perfect. It is true that changes in real GDP in the U.S. 
have been more in line with those of other OECD countries; and household incomes had 
been maintained until recently because of relief through the CARES Act from last spring, 
especially through enhanced Unemployment Insurance benefits (from the Pandemic 
Unemployment Assistance and Pandemic Unemployment Compensation programs, or 
PUA and PUC).

But employment changes are an immediate and growing concern to many workers, who 
now risk permanent job separation more than before. Other countries have made much 
greater use than we have of payroll subsidies that keep workers connected to their jobs; in 
the U.S., the Payroll Protection Program (PPP) has expired, and was never as widely used 
as comparable programs in most other countries. Also, the $600 increases in weekly PUC 
payments have expired, and now are reduced to just $300 per week (on top of being only 
temporarily funded from disaster assistance funds). So unemployment has become a much 
graver concern in the U.S. than it was last spring.

And the unemployment rate is the single employment measure most widely and 
frequently reported by OECD countries. In the U.S., despite the well-known limitations of 
the unemployment rate (known as “U3” in the monthly reports of the BLS), it has trended 
fairly consistently with other measures like the employment-to-population ratio and

changes in payroll jobs over the past several months.^

Another question about the results presented is that they reflect somewhat different time 
periods -  with the labor market data for July and the COVID-19 cases/deaths in 
September. In each case, I have presented the most recently available data. But it is 
natural to ask whether there is at least a correlation between employment and COVID-19 
cases in the same time period, if not a more causal one.

To ascertain the extent to which such a correlation exists, I have compiled similar data on 
COVID-19 cases and deaths across these countries, but as of July 15 rather than 
September 9. The earlier data actually tell a worse story. New cases at that point are .203 
per thousand, substantially higher than those we observe in September, and new deaths
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are 2.92 per million -  more than twice higher than the 1.34 per million we observe in 
September. Both numbers in July are higher than what we find for almost any other high- 

income OECD country.

So, if increases in unemployment rates and new virus caseloads/deaths are correlated 
across the U.S. and other countries at similar times, do we believe the virus rates are 
causing higher unemployment here? Here again the likely answer is probably “yes,” at 
least to some extent. Our virus caseloads in the U.S. began rising in mid-June, and death 
rates began rising again in July, after falling through much of the late spring. At about the 
same time, our labor market recovery began to flatten -  with job growth and

unemployment declines peaking in June and falling in JulyJ-1 Economists at the Federal 
Reserve Bank, among many others, also found a flattening recovery around that time, and

linked it to a resurgence of virus cases.^

One final question remains that I addressed in my earlier brief in June: had the U.S. 
achieved the same lower unemployment rate and virus deaths as the other OECD 
countries, how many more jobs would American workers now have, and how many lives 
would have been saved? My calculations indicate that:

• An equivalent increase in the unemployment rates of the US and other wealthy OECD 
countries would have meant that at least 8 .6 million more Americans would be

employed today}-] and
• An equivalent increase in our death rates would translate into 112,540 American lives 

that would have been saved.

Summary

In a brief I released in early June, I reported that the U.S. unemployment rate had risen by 
vastly more than those of almost all other wealthy OECD countries, and our virus 
caseloads and deaths per capita were higher, as of April 2020.

Our labor market has recovered somewhat since that time, though progress in fighting the 
virus has been uneven. Comparing recorded unemployment rates as of July in the U.S. and 
other wealthy OECD countries, we find that the vastly larger increases in unemployment
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in the U.S. has declined somewhat relative to other countries, though ours remains much 
higher. And, comparing virus caseloads/deaths between the U.S. and other wealthy 
countries indicates much worse outcomes here as well, especially when we compare the 
most recent trends.

Furthermore, there is good reason to believe that our limited progress in fighting the 
COVID-19 virus has at least partially caused our continuing high unemployment rate. Had 
we been as successful in each measure as the other OECD countries, nearly nine million 
more Americans would be employed and over 100,000 would still be alive.

Looking at other economic measures, like real GDP or household income, would not 
generate as large a contrast between the U.S. and these other countries. But employment 
is a very meaningful measure -  all the more so as relief efforts in the U.S. for unemployed 
workers have weakened and as more laid off workers become permanently unemployed. 
And the monthly unemployment rate is the most frequently reported measure of 
employment across OECD countries.

At least by these measures, the U.S. has experienced the worst of both worlds -  very high 
unemployment and very high virus caseloads and deaths -  during the COVID-19

pandemic. [-1

Appendix Table 1: USA v. Other and OECD Countries (Population > 4M): 
Employment and Virus Outcomes in 2020

Part A. Unemployment Rates in 2020 (%)

Country Jan Mar Apr May Jun Jul

Ireland 4.9 5.3 5.4 4.8 5.0 5.1

Switzerland 2.6 2.9 3.3 3.4 3.2 3.2

Norway 3.7 3.6 4.1 4.6 5.2 —

USA 3.6 4.4 14.7 13.3 11.1 10.2

Hong Kong 3.4 4.2 5.2 5.9 6.2 6.1
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Netherlands 3.0 2.9 3.4 3.6 4.3 4.5

Denmark 3.7 4.1 5.4 5.6 5.5 5.2

Austria 8.7 12.2 12.8 11.5 10.1 9.2

Germany 3.2 3.5 4.0 4.2 4.3 4.4

Sweden 7.5 7.1 8.2 9.0 9.8 8.9

Australia 5.3 5.2 6.2 7.1 7.4 7.5

Belgium 5.1 5.1 5.3 5.4 5.5 5.5

Canada 5.5 7.8 13.0 13.7 12.3 10.9

Finland 7.2 7.3 8.1 10.6 7.9 7.7

UK 3.9 3.9 3.9 3.9 3.9 —

Italy 9.5 8.4 7.3 8.5 9.3 9.7

South Korea 4.0 3.8 3.8 4.5 4.3 4.2

Japan 2.4 2.5 2.6 2.9 2.8 2.9

Czech

Republic
3.1 3.0 3.4 3.6 3.7 3.8

Israel 3.6 3.4 3.5 4.3 4.6 4.6

Note: The sample o f  countries includes the 25 richest OECD  countries (in per capita 

terms) with at least 4 million people. Countries reporting unemployment quarterly 

rather than monthly and Saudi Arabia (for which few economic data are available) 

are excluded. Unemployment rates are obtained from Trading Economics 

(www.tradingeconomics. com) on September 9.

Appendix Table 1 (Cont’d)

Part B. Virus Cases in USA v. Other OECD Countries

New New
Country Cases/1,000 Deaths/1,000

Cases/1,000 Deaths/1,000,000
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Ireland 6.14 0.062 0.363 0.204

Switzerland 5.21 0.028 0.235 0.465

Norway 2.15 0.019 0.049 0

USA 19.11 0.080 0.573 1.344

Netherlands 4.67 0.064 0.037 0.058

Denmark 3.30 0.043 0.11 0

Austria 3.34 0.058 0.083 0.111

Germany 3.05 0.016 0.112 0.060

Sweden 8.57 0.015 0.584 0.100

Australia 1.04 0.004 0.031 0.433

Belgium 7.75 0.032 0.862 0.261

Canada 3.60 0.039 0.244 0.186

Finland 1.52 0.002 0.061 0

UK 5.23 0.037 0.615 0.472

Italy 4.64 0.023 0.589 0.166

South Korea 0.42 0.003 0.007 0.059

Japan 0.58 0.004 0.011 0.166

Czech

Republic
2.79 0.109 0.041 0.374

Israel 16.00 0.417 0.121 1.628

Note: The sample here is the same as in Part A , except it excludes Hong Kong, for 

which virus data are not available. COVID-19 case numbers are obtained from Johns 

Hopkins University Coronavirus Resource Center (www.coronavirus.ihu.edu) on 

September 9. “New cases” and “new deaths” are defined as 7-day moving averages.

Footnotes

1 .1  Four o f the original countries report only quarterly unemployment data, and I have removed them from 
the sample.

2. 2 The unemployment data appear in the online website Trading Economics
fhttps://tradingeconomics.com/countrv-list/unemplovment-rate?continent=europeN). The virus caseloads 
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and death data appear in the Johns Hopkins University coronavirus website:
fhttps ://coronavirus.jhu. edu/data/ne w-casest. Data on unemployment rates for each country appear in the 
former website, except for the UK and Norway (since unemployment rates there were not yet available for 
July). Data on virus cases and deaths appear at the latter website except for Hong Kong, which no longer 
appears in these data.

3. 3 The means o f unemployment rates and virus caseloads/deaths across the other OECD countries are 
unweighted, rather than weighted by country population. This enables each country to count equally in 
comparison to the U.S.

4. 4 In April, the unemployment rate peaked at 14.7 percent, the employment/population ratio bottomed out 
at 51.3 percent, and payroll jobs had dropped to 130.3 million. By July, all three measures had recovered 
by approximately 40 percent, relative to their values in January or February.

5. 5 In June, the unemployment rate fell by 2.2 percentage points, compared to May, while 
employment/population rose by 2.2 percentage points and payrolls grew by 4.8 million. In July, 
unemployment dropped by 0.9 percentage points, the employment rate rose by just 0.5 points, and payrolls 
by 2.3 million.

6. 6 For instance, see the comments made by Fed chairman Jay Powell in late July: 
https://www.marketwatch.com/story/fed-sees-some-pickup-in-economy-but-maintains-dovish-policy- 
stance-2020-07-29

7. 7 The 8.6 million job figure assumes a constant labor force participation rate, though we know our labor 
force participation rate has declined. Had there been no labor force decline, the higher number of 
employed workers would be 8.9 million. Since the other OECD countries likely suffered some labor force 
reductions as well, the true higher number o f jobs that would exist in the U.S. is likely somewhere in 
between 8.6 and 8.9 million.

COVID outcomes update: Health and employment Impacts in the US compared to other countries
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Summary

Summary
This analysis builds on a continually growing body of research
(https://www.kff.org/disparities-policv/issue-brief/racial-disparities-covid-19-kev-findings-available-data- 
analysis/) on racial disparities in COVID-19 by examining testing, infection, 
hospitalization, and death by race and ethnicity among patients in the Epic health 
record system. It contributes to the research in this area by providing insight into the 
experiences of a large patient population across a range of states and health systems, 
examining variation in the level of care patients required at the time they tested 
positive for COVID-19 by race and ethnicity, and assessing the extent to which 
underlying sociodemographic characteristics and health conditions explain racial 
disparities in hospitalization and death. Overall, it shows that, despite being at 
increased risk of exposure to the virus, people of color did not have markedly higher 
testing rates compared to White patients and were more likely to be positive when 
tested and to require a higher level of care at the time they tested positive. Moreover, 
it builds on previous research showing people of color have higher rates of 
hospitalization and death due to COVID-19 by finding that these disparities persist after 
controlling for sociodemographic characteristics and underlying health conditions. Key 
findings include:

. Differences in testing rates by race and ethnicity w ere small, but people of 
color w ere more likely, compared to W hite patients, to be positive when  
tested and to require a higher level of care a t the tim e they tested positive for 
COVID-19. Although there were not large differences in testing by race and ethnicity, 
among those tested, Hispanic patients were over two and a halftimes more likely to 
have a positive result (311 per 1,000) and Black and Asian patients were nearly twice 
as likely to test positive (219 and 220 per 1,000, respectively) compared to White 
patients (113 per 1,000). Further, larger shares of Black, Hispanic, and Asian patients 
were in an inpatient setting when they tested positive for COVID-19 compared to 
White patients, and they also were more likely to require oxygen or ventilation at the 
time of diagnosis.
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a Black, Hispanic, and Asian patients had significantly higher rates of infection, 
hospitalization, and death compared to their W hite counterparts. The infection 
rate for Hispanic patients was over three times higher than the rate in White 
patients (143 vs. 46 per 10,000), and the rate among Black patients was over two 
times as high (107 per 10,000). The hospitalization rate for Hispanic patients was 
more than four times as high as the rate in White patients (30.4 vs. 7.4 per 10,000), 
and the rate in Black patients was over three times as high (24.6 per 10,000). Death 
rates for both groups were over twice as high as the rate for White patients (5.6 and 
5.6 compared to 2.3 per 10,000). Asian patients also faced significant disparities in 
these measures.

. Racial disparities in hospitalization and death persisted among positive 
patients even after controlling for certain sociodemographic factors and 
underlying differences in health, w ith  Asian patients exhibiting the highest 
relative risk. Among patients who tested positive for COVID-19, Black, Hispanic, and 
Asian patients remained at higher risk for hospitalization and death compared to 
White patients with similar sociodemographic characteristics and underlying health 
conditions. Asian patients were at the highest risk relative to White patients, 
followed by Hispanic and Black patients.

As previously documented (https://www.kff.org/coronavirus-covid-19/issue-brief/communities-of- 
color-at-higher-risk-for-health-and-economic-challenges-due-to-covid-19/1. the higher infection rate 
among people of color likely reflects their increased risk of exposure to coronavirus 
due to their work, living, and transportation situations. They are more likely to be 
working in low-income jobs that cannot be done from home, to be living in larger 
households in densely populated areas, and to utilize public or shared modes of 
transportation. Despite being at increased risk of exposure to the virus, people of color 
did not have markedly higher testing rates compared to White patients and were more 
likely to be positive when tested and to require a higher level of care at the time they 
tested positive for COVID-19. These findings suggest that people of color may face 
increased barriers to testing that contribute to delays in them obtaining testing until 
they are in more serious condition.

The higher hospitalization and death rates among patients of color, in part, reflect 
higher infection rates and higher rates of underlying health conditions 
(https://www.kff.org/coronavirus-covid-19/issue-brief/low-income-and-communities-of-color-at-higher- 
risk-of-serious-iiiness-if-infected-with-coronavirus/i as well as social and economic inequities 
and barriers to care. However, the persistence of disparities after controlling for 
COVID-19 infection, certain sociodemographic factors, and underlying health 
conditions show that differences in these underlying factors do not fully explain the 
disparities in hospitalization and death. This finding suggests that other factors, 
including racism and discrimination, are negatively affecting their health outcomes 
through additional avenues.

Together, the findings point to the importance of considering health equity in COVID- 
19 response and relief efforts and health care more broadly, and, in particular, 
improving access to testing before individuals develop severe illness in order to slow 
the spread of infections. They also illustrate the importance of considering a wide array
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of factors both within and beyond the health care system and addressing structural 
and systemic racism and discrimination as root causes as part of efforts to address 
health disparities. These efforts will be key for narrowing the disparate effects of 
COVID-19, ensuring equitable distribution of treatments and a vaccine as they are 
developed, and preventing widening disparities in health care more broadly looking 
forward.

Issue Brief 

Introduction
A continually growing body of research (https://www.kff.org/disparities-policy/issue-brief/racial- 
disparities-covid-19-key-findings-available-data-analysisA consistently shows people of color are 
bearing a disproportionate burden of COVID-19 cases, deaths, and hospitalizations and 
that they may face barriers to testing. For example, KFF analysis
(https://www.kff.org/health-costs/issue-brief/state-data-and-policy-actions-to-address-coronavirus/1 of
state reported data shows that Black individuals account for more cases and deaths 
relative to their share of the population in most states reporting data. Other analysis of 
State-reported data (https://www.apmresearchlab.org/covid/deaths-by-race1 finds higher 
mortality rates among Black and American Indian and Alaska Native (AIAN) people, 
disparities for Asian and Native Hawaiian and Pacific Islander (NHOPI) individuals in 
certain areas, and a recent rise in mortality rates for NHOPI and Hispanic people. Data 
(https://www.cdc.gov/coronavirus/2019-ncov/covid-data/images/lulv-28 Race Ethnicity COVIDNet.jpg) 
also show that Black, Hispanic, and AIAN people are at increased risk of hospitalization 
due to COVID-19. Information on testing by race and ethnicity has been limited but 
suggests people of color may face increased barriers to testing.

This analysis builds on this body of research by examining COVID-19 testing, infection, 
hospitalization, and death as of July 2020 by race and ethnicity among active patients in 
the Epic health record system, which includes 53 health systems representing 399 
hospitals across 21 states (see Methods for more details). It contributes to the research 
in this area by providing insight into the experiences of a large patient population 
across a range of states and health systems, examining variation in the acuity of 
patients by race and ethnicity at the time they test positive for COVID-19, and assessing 
whether racial disparities in hospitalization and death persist after controlling for 
sociodemographic characteristics and underlying health conditions.

Overview of the Epic Patient Population
The analysis is based on Epic Health Research Network (EHRN) and KFF analysis of data 
for roughly 50 million patients in the Epic health record system who have interacted 
with the health system in the past two years and have known race and ethnicity. 
Findings are presented for Black, Hispanic, Asian, and White patients. Due to data
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limitations, we do not present findings for smaller population groups, including AIAN 
and NHOPI patients, or people who report multiple races. As availability of data for 
smaller population groups increases over time, it may allow for future analyses 
focused on the experiences of these populations.

The Epic active patient population includes somewhat higher shares of Black and White 
patients and lower shares of Hispanic and Asian patients compared to the total U.S. 
population. For example, among the Epic active patient population, 15% of patients are 
Black, 10% are Hispanic, 3% are Asian and 69% are White. Among the total U.S. 
population, 13% of individuals are Black, 19% are Hispanic, 6% are Asian, and 60% are 
White. Just over half of the active patient population is female (54%), similar to the 
share of the overall U.S. population (51%). The active patient population includes a 
smaller share of children under age 19 compared to the total population (13% vs. 24%) 
and a larger share of adults age 65 or older (24% vs. 16%).

Key Findings
We examined overall rates of testing, infection, hospitalization and death associated 
with COVID-19 among the total active population by race and ethnicity. In addition, we 
assessed the share of positive cases among individuals tested and the level of care 
individuals required at the time they tested positive by race/ethnicity.

Testing, Positivity Rates, and Level of Care a t Time Tested

There w ere small differences in rates of testing by race and ethnicity. Black and 
Hispanic patients were slightly more likely to be tested compared to White patients 
(489 and 461 vs. 408 per 10,000) while the testing rate among Asian patients was lower 
compared to White patients (345 vs. 408 per 10,000) (Figure 1).

Figure 1: COVID-19 Testing Rate among Active Epic Patients by Race/Ethnicity, 
as of July 2020

Among those tested. Black, Hispanic, and Asian patients w ere more likely than  
W hite patients to test positive for the virus. Hispanic patients had the highest 
positivity rate, which was over two and halftimes higher than the rate for White 
patients (311 vs. 113 per 1,000) (Figure 2). Black and Asian patients were nearly twice as 
likely to test positive (219 and 220 per 1,000, respectively) compared to White patients 
(113 per 1,000).
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Figure 2: Positive COVID-19 Test Rate Among Active Epic Patients by 
Race/Ethnicity, as o f July 2020

Black, Hispanic, and Asian patients also required a higher level o f care a t the  
tim e they tested positive for COVID-19 compared to W hite patients. Larger shares 
of Black, Hispanic, and Asian patients were in an inpatient setting when they tested 
positive for COVID-19 compared to White patients (Figure 3). They also were more 
likely to require oxygen or ventilation at the time of they tested positive.

Figure 3: Level o f Care a t Time Patient Tested Positive for COVID-19 among 
Active Epic Patients by Race/Ethnicity, as of July 2020

Infection, Hospitalization, and Death Rates

Overall, Black, Hispanic, and Asian patients had significantly higher rates of 
infection compared to W hite patients. Infection rates among Black and Hispanic 
patients were over two and three times higher, respectively, compared to the rate for 
White patients (107 and 143 vs. 46 per 10,000) (Figure 4). The infection rate among 
Asian patients was also significantly higher than the rate for White patients (76 vs. 46 
per 10,000).

Figure 4: COVID-19 Cases among Active Epic Patients by Race/Ethnicity, as of 
July 2020

Black, Hispanic, and Asian patients also had significantly higher rates of 
hospitalization and death due to COVID-19 compared to W hite patients. The
hospitalization rates for Black and Hispanic patients were over three and four times 
higher, respectively, compared to the rate for White patients (24.6 and 30.4 vs. 7.4 per 
10,000), and their death rates were over twice as high as the rate for White patients 
(5.6 and 5.6 vs. 2.3 per 10,000) (Figure 5). Asian patients also faced significant 
disparities in these measures.
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Figure 5: COVID-19 Hospitalization and Death Rates among Active Epic Patients 
by Race/Ethnicity, as of July 2020

Risk o f Hospitalization and Death by Race/Ethnicity

Building on our examination of hospitalization and death rates, we conducted 
statistical analysis to assess whether racial disparities in hospitalization and death 
persist after controlling for certain sociodemographic characteristics and underlying 
conditions that are known to increase risk of illness and death. This analysis provides 
insight into the extent to which racial disparities in hospitalization and death are 
explained by differences in these underlying factors.

In this analysis, we controlled for age, sex, and health conditions that a previous EHRN 
analysis (https://ehrn.org/effect-of-connorbidities-on-hospitalization-and-death-in-covid-19-patients/  ̂

had identified as being significantly associated with higher risk of hospitalization and 
death (including, hypertension, diabetes, heart failure, chronic obstructive pulmonary 
disease (COPD), cerebrovascular disease or stroke, and obesity). We also controlled for 
social vulnerability based on where each person lives, using the CDC's Social 
Vulnerability Index (https://svi.cdc.gov/). The CDC's Social Vulnerability Index identifies the 
level of social vulnerability associated with a census area based on 15 social factors, 
including poverty, income, employment, education, age, household composition, 
housing, transportation, and racial/ethnic distribution. It was developed to help public 
health officials and emergency response planners identify and map the communities 
that will most likely need support before, during, and after a hazardous event.

Among patients who tested positive for COVID-19, people o f color remained at 
increased risk for hospitalization and death after controlling for 
sociodemographic factors and underlying health conditions. Asian patients were at 
the highest risk relative to White patients, followed by Hispanic and Black patients. 
Specifically, Asian patients were 57% more likely to be hospitalized and 49% more likely 
to die than White patients with the same age, sex, social vulnerability, and 
comorbidities (Figure 6). Similarly, Hispanic patients were 53% and 30% more likely to 
be hospitalized and die compared to White patients with similar characteristics and 
underlying health conditions, and Black patients were 33% and 19% more likely to be 
hospitalized and die after controlling for these factors. These findings show that 
differences in these underlying sociodemographic factors and health conditions do not 
fully explain the higher rates of hospitalization and death experienced by people of 
color. They suggest that other factors, including racism and discrimination, are 
negatively affecting COVID-19 health outcomes through additional avenues that are 
not captured by these measures, as discussed further below.

https://www.kff.org/coronavirus-covid-19/issue-brief/covid-19-racial-disparities-testing-infection-hospitalization-death-analysis-epic-patient-data/?utm_. .. 6/11



11/12/2020 COVID-19 Racial Disparities in Testing, Infection, Hospitalization, and Death: Analysis of Epic Patient Data | KFF

Figure 6: Risk o f Hospitalization and Death among Epic Patients who Tested 
Positive for COVID-19

Implications
Consistent w ith  other research, these findings show that, among patients across 
a range of health systems and states, people of color w ere a t significantly 
increased risk for infection from  coronavirus compared to their W hite  
counterparts. As previously documented (https://www.kff.org/coronavirus-covid-19/issue- 
brief/communities-of-color-at-higher-risk-for-health-and-economic-challenges-due-to-covid-19/1.
people of color face increased risk of exposure to coronavirus due to their living, 
working, and transportation situations. They are more likely to be working in low- 
income jobs that cannot be done from home, to be living in larger households in 
densely populated areas, and to utilize public or shared modes of transportation.

Despite being a t increased risk o f exposure to the virus, people o f color did not 
have m arkedly higher testing rates compared to W hite patients and w ere more 
likely to be positive when tested and to require a higher level of care a t the tim e  
they tested positive for COVID-19. These findings suggest that people of color may 
face increased barriers to testing that contribute to delays in them obtaining testing 
until they are in more serious condition compared to White patients. Other research 
(https://www.kff.org/report-section/racial-disparities-in-covid-19-kev-findings-from-available-data-and- 
anaivsis-issue-brief/i suggests that people of color may face longer wait and travel times to 
access testing and have more limited access to testing within their neighborhood. 
Moreover, people of color are more likely to be uninsured (https://www.kff.org/coronavirus- 
covid-19/issue-brief/communities-of-color-at-higher-risk-for-health-and-economic-challenges-due-to- 
covid-19 /1 and to face other barriers to health care, which may contribute to delays in 
obtaining testing or treatment. The findings from this analysis may understate barriers 
to testing as they represent active patients who are already connected to a health care 
system. Individuals who are not connected to a health system or provider may face 
further barriers to testing and care.

The findings build on previous studies th a t show people o f color are at 
significantly increased risk for hospitalization and death due to COVID-19 and 
th a t these disparities persist a fter controlling for sociodemographic 
characteristics and underlying health conditions. These findings, in part, reflect 
their higher infection rates and higher rates of underlying health conditions 
(https://www.kff.org/coronavirus-covid-19/issue-brief/low-income-and-communities-of-color-at-higher- 
risk-of-serious-illness-if-infected-with-coronavirus/1 that increase their risk of experiencing 
serious illness if they are infected with the virus. They also may reflect increased 
barriers to care, which can result in them delaying care and ultimately experiencing
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more serious conditions. However, this analysis further shows that racial disparities 
persist among patients who tested positive for COVID-19 after controlling for age, sex, 
social vulnerability, and comorbidities. Given that a wide body of research 
(https://www.healthaffairs.org/do/10.1377/hblog20200630.939347/full/) has demonstrated that 
racial health disparities are not driven by biologic differences, this finding suggests that 
there are other ways racism and discrimination may be negatively affecting COVID-19 
health outcomes that are not captured by these measures. For example, research 
shows that people of color receive poorer quality of care
(https://www.ahrq.gov/sites/default/files/wvsiwvg/research/findings/nhqrdr/2018qdr.pdfi. It also 
shows that the health care system's (https://www.abfe.org/wp-content/uploads/2016/11/The- 
Health-Care-lnstitution-Population-Health-and-Black-Lives.pdfi historic mistreatment and abuse 
of communities of color and ongoing bias and discrimination among providers 
contribute to negative patient experiences and mistrust of the health care system. 
Research further suggests that chronic exposure to racism and discrimination create 
physiological or hormonal responses that negatively affect health (i.e., weathering
(https://aj ph.aphapublications.org/doi/pdf/10.2105/AIPH.2004.060749)).

In sum, consistent with a growing body of research (h ttps://w w w .kff.o rg/d isparities- 

policv/issue-brief/racial-disparities-covid-19-kev-findings-available-data-analvsis/). these findings 
show that people of color are bearing a disproportionate burden of negative health 
outcomes related to the COVID-19 pandemic at every stage - rates of infection, access 
to testing, and severity of illness and death. Other analysis also shows that the 
pandemic is taking a larger economic toll (h ttps://www.axios.com /coronavirus-econom y-jobs- 

Unemplovent-racial-disparities-29e3c6c4-bb43-4eaf-bf90-04697ca66b2d.htm l) on people of color. 
While these disparities, in part, reflect social and economic inequities and underlying 
differences in health, the findings also show that they are not fully explained by these 
differences. Together, the findings point to the importance of considering health equity 
in COVID-19 response and relief efforts and health care more broadly, and, in 
particular, improving access to testing before individuals develop severe illness in 
order to slow the spread of infections. They also illustrate the importance of efforts to 
address disparities considering a wide array of factors both within and beyond the 
health care system and addressing structural and systemic racism and discrimination 
as root causes. These efforts will be key for narrowing the disparate effects of COVID- 
19, ensuring equitable distribution of treatments and a vaccine as they are developed, 
and preventing widening disparities in health care more broadly looking forward.

Methods
The analysis is based on EHRN and KFF analysis of data from the Epic health record 
system, which includes data for patients from 53 health systems representing 300 
hospitals across 21 states. Overall, the system includes data for roughly 55 million 
active patients. Active patients include those who have interacted with the health
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system in the past two years, as indicated by either a face-to-face visit or an order 
placed in their chart. The analysis was restricted to the 89% of active patients who had 
known race/ethnicity, resulting in a total of roughly 50 million active patients included 
in the analysis.

The analysis presents findings for Black, Hispanic, Asian, and White patients. Due to 
data limitations, we do not present findings for smaller population groups, including 
AIAN and NHOPI patients, or people who report multiple races. As availability of data 
for smaller population groups increase over time, it may allow for future analysis 
focused on the experiences of these populations.

We examined testing, infection, hospitalization, and death rates related to COVID-19 
among active patients. In addition, we identified the level of care required at the time a 
patient tested positive for COVID-19 by race and ethnicity.

Further, we performed statistical analysis using data from 332,956 people who tested 
positive for COVID-19 to examine increased risk of hospitalization and death for Black, 
Hispanic, and Asian patients relative to White patients after controlling certain 
sociodemographic characteristics and health conditions known to increase risk of 
illness and death.

Specifically, we controlled for age, sex, and health conditions that a previous EHRN 
analysis (https://ehrn.org/effect-of-comorbidities-on-hospitalization-and-death-in-covid-19-patients/) 
had identified as being significantly associated with higher risk of hospitalization and 
death. These conditions included hypertension, diabetes, heart failure, chronic 
obstructive pulmonary disease (COPD), cerebrovascular disease or stroke, and obesity. 
The prior EHRN analysis also suggested a significant risk for patients who were 
immunocompromised. However, that condition was not included in the model due to 
continued refinements in the definition of an immunocompromised state. In addition, 
we controlled for social vulnerability based on where each person lives, using the CDC's 
Social Vulnerability Index (https://svi.cdc.govA. The CDC's Social Vulnerability Index 
identifies the level of social vulnerability associated with a census area based on 15 
social factors, including poverty, income, employment, education, age, household 
composition, housing, transportation, and racial/ethnic distribution. It was developed 
to help public health officials and emergency response planners identify and map the 
communities that will most likely need support before, during, and after a hazardous 
event. Statistical controls were performed using Cox Proportional Hazards models 
using 95% confidence intervals.
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Advances in States' Reporting of COVID-19 Health Equity Data
Em ily Zylla & Sydney Bernard, SHADAC

Throughout the coronavirus pandemic SHADAC has been tracking which states are regularly reporting data that could help shed 
light on the health equity issues of this crisis (https://www.shvs.org/states-reporting-of-covid-19-health-equity-data/). Collecting 
disaggregated demographic data on the impact of COVID-19 is one way to advance health equity during response efforts 
(https://www.shvs.org/five-kev-questions-state-health-officials-can-ask-right-now-to-advance-health-equitv-during-covid-19- 
response-efforts/). We have found that all states are reporting some data on the coronavirus (COVID-19) outbreak 
(https://www.shvs.org/state-covid-19-data-dashboards/), but the type and granularity of information varies considerably across 
states. In this expert perspective we provide updated interactive maps that explore the current status of all 50 states and the 
District of Columbia's reporting of COVID-19 case and death data breakdowns by age, gender, race, ethnicity, and health care 
workers; and provide an update on the status of states' reporting of hospitalization and testing data by demographic categories. 
We also highlight examples of states that are undertaking new, or additional, COVID-19 related data collection, reporting, or 
research activities to understand health disparities across populations. Finally, we summarize new federal guidance related to 
COVID-19 data reporting.

Current Status of COVID-19 Health Equity Reporting
The number of states reporting disaggregated COVID-19 case and mortality data has increased significantly since the start of the 
pandemic. All states now report race or ethnicity data for either COVID-19 cases or mortalities, a marked improvement from 
back in April when just over half (27) of states were reporting COVID-19 cases by race, and only 22 states were reporting COVID- 
19 deaths by race. Additionally, at the beginning of the epidemic only three states reported information about how the 
distribution of cases by race/ethnicity compared to the state's underlying population distribution. To date, 45 states are reporting 
their data in this way, which is helpful for understanding the extent to which COVID-19 is disproportionately impacting certain 
populations.

At the start of the pandemic 13 states were reporting COVID-19 cases by residence type, and only six states were reporting 
deaths by residence type. Today, all states report cases and deaths by residence type. Similarly, the number of states reporting 
the number of health care workers with positive COVID-19 cases has increased from 10 to 26, and the number of states 
reporting COVID-19 deaths by underlying conditions has increased from 4 to 18.

States report case and death data at varying levels of geography. All states report case data at least the county level, and 16 of 
those states also report case data the zip code level. Only two states do not report death data by county (Kansas and Rhode 
Island), and only five states report deaths at the zip code level.

We expect that as states work to comply with the new federal reporting guidance (see below), the number of states reporting 
disaggregated case and testing data by various indicators will continue to increase. The number of states reporting 
disaggregated hospitalization and testing data, however, remains low, just over half (28) of states reporting hospitalization
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breakdowns and only 12 states reporting some type of testing data breakdowns.

https://www.shvs.org/advances-in-states-reporting-of-covid-19-health-equity-data/ 1/6



11/18/2020 Advances in States' Reporting of COVID-19 Health Equity Data

The maps below show how states are reporting disaggregated data for positive COVID-19 cases (Figure 1) and COVID-19 
mortality data (Figure 2), and can be filtered to highlight which states are reporting by each health equity category. States 
marked by a darker shade of color are reporting more data breakdown categories than lighter-shaded states. Clicking on a state 
provides a link to each state's data-reporting website along with more detailed information about which breakdowns a state is 
reporting.

Figure 1.
I f f  wviCdl C U L iC / C B te g O r id S  COVID-19 data reporting.

r Health Equity Reporting by States: COVID-19 Case Data
Reporting Baatehb&JttMriteTtepes 
Ir iB h lS T O A II  Values

Figure 2.

Privacy - Terms

https://www.shvs.org/advances-in-states-reporting-of-covid-19-health-equity-data/ 2 /6



11/18/2020 Advances in States' Reporting of COVID-19 Health Equity Data

' Health Equity Reporting by States: COVID-19 Death Data
Reporting Deaths by H£ttrf£pegType 
Ilf6 h » siw ®  All Values I
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Hospitalizations
In our scan, we identified 28 states that are reporting hospitalization data for some sub populations, and of those only 23 are 
reporting hospitalization data by race or ethnicity. (Figure 3.)

Figure 3.
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Categories C O V ID -19 da ta  reporting.

%

Testing
Our scan revealed nine states that are providing testing information by age or gender, and only six—Delaware, Illinois, Indiana,
Kansas, Nevada, and Utah are also disaggregating testing data by race and ethnicity.

New COVID-19 Related Health Equity Data Activity
In addition to the newly required demographic data above, several states are exploring, or beginning to report, additional data.
For example:

• Effective October 6th, California instituted a new health equity metric 
(https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/COVID-19/CaliforniaHealthEquityMetric.aspx) which will be used 
(along with other metrics) to determine county's reopening tier. This metric measures COVID testing positivity rate in the 
county's most disadvantaged neighborhoods, as defined as being in the lowest quartile of the Healthy Places Index census 
tracts. These neighborhoods cannot significantly lag behind the county's overall county test positivity rate. Depending a 
county's size it will need to meet the health equity metric and/or demonstrate targeted investments to eliminate disparities 
in levels of transmission.

• On September 8th, California (https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200SB932) became 
the first state in the nation to require the collection of sexual orientation and gender identity data for all COVID-19 
patients.

• Pennsylvania announced (https://www.governor.pa.gov/newsroom/gov-wolf-announces-inclusion-of-gender-identity- 
sexual-orientation-or-expression-in-covid-19-data-collection/) it will work with a new data collection platform to collect 
sexual orientation and gender identity data.

• Minnesota (https://mndps.maps.arcgis.eom/apps/opsdashboard/index.html#/f28f84968c1148129932c3bebb1 d3a1a) is 
reporting language needs for positive cases interviewed and language by county of residence

• Washington (https://www.doh.wa.gov/Portals/1/Documents/1600/coronavirus/data-tables/COVID- 
19MorbidityMortalityRaceEthnicityLanguageWAState.pdf) is reporting case counts by language spoken.

• Massachusetts signed into law an act (https://malegislature.gov/Bills/191/H4672/BillHistory7pageNumbem2) addressing 
COVID-19 data collection, requiring the Department of Public Health to compile, collect, and report several demographic 
factors, including whether an individual hospitalized speaks English as a second language.

A number of states have also formed health equity task forces, several of which are charged with looking at what addition.
could be collected and reported. For example: 

https://www.shvs.org/advances-in-states-reporting-of-covid-19-health-equity-data/
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•  Colorado: (https://covid19.colorado.gov/covid-19-in-colorado/health-equity-response-team) A COVID-19 Health Equity 
Response Team, headed by the Office of Health Equity, was formed to look at inequities and ways to prevent gaps from 
widening during the pandemic. One of the Response Team's tasks is to ensure racial and ethnicity COVID-19 data are 
accessible, transparent and used in decision-making.

•  Indiana: (http://iga.in.gov/documents/6f1 d48ec) A legislative task force, led by the Indiana Black Legislative Caucus and in 
collaboration with the Interagency State Council on Black and Minority Health, the Indiana State Department of Health 
Office of Minority Health, and the Indiana Minority Health Coalition, was charged with studying racial disparities in health 
care and health care outcomes as it relates to COVID-19. The Task Force recommended
(https://assets.indianahousedemocrats.org/members/Publications/lndianaHealthDisparitiesTaskForceDeliverablesReport.pdf) 
the collection, stratification, analysis and reporting of race, ethnicity and preferred language data; and recommended 
action plans and annual reports of race, ethnicity, and preferred language outcomes.

•  Louisiana (http://www.sus.edu/page/louisiana-covid19-health-equity-task-force): A COVID-19 Health Equity Task Force 
examined how health inequities are affecting communities that are most impacted by the coronavirus. The Task Force's 
Subcommittee on COVID-19 Data and Analysis made several recommendations in its report
(https://www.sus.edu/assets/LaCOVID/AUGUST-COVID-Task-Force-Subcommittee-Reports.pdf), including: establishing 
standardized protocols to ensure that information is consistently collected across the multiple testing sites, especially those 
pertaining to racial and ethnic identity; ensuring data collection occurs in collaboration with trusted organizations, e.g. tribal 
organizations and faith-based organizations or nonprofits within the Asian community; creating a data warehouse where 
harmonized data can be easily extracted for analysis; and allocating resources allocated to the Louisiana Department of 
Health to accomplish these goals.

•  Michigan: (https://www.michigan.g0v/mdhhs/0,5885,7-339-71551_5460_99929—.OO.html) The Michigan Coronavirus Task 
Force on Racial Disparities serves as an advisory board within the state's Department of Health and Human Services.
Among several charges, the Task Force will: study racial disparities of COVID-19 in Michigan and recommend action to 
overcome the disparities; recommend actions to increase transparency in reporting data regarding the racial and ethnic 
impact of COVID-19 and remove barriers to accessing physical and mental health services; and ensure stakeholders are 
informed, educated, and empowered with information on the racial disparities of COVID-19.

•  New Hampshire (https://www.dhhs.nh.gov/omh/covid19-equity-response.htm): The Governor's COVID-19 Equity Response 
Team was charged with developing a recommended strategy to address the disproportionate impacts of the COVID-19 
pandemic. Initial recommendations (https://www.governor.nh.gov/sites/g/files/ehbemt336/files/documents/equity- 
response-team.pdf) included: Adopting and following best practices (outlined in the report) for equitable data collection, 
analysis, dissemination and utilization; dedicating staff with specific expertise in equitable data best practice 
methodologies; and developing internal protocols that require the use of a vetted and approved Equity Review Tool 
analysis for all programmatic and policy work.

•  Ohio (https://coronavirus.ohio.gov/wps/portal/gov/covid-19/families-and-individuals/MHSF/COVID-19-Minority-Health- 
Strike-Force): The Minority Health Strike Force was charged with addressing the disproportionate impact of COVID-19 on 
minority populations in the state. The strike force was comprised of four subcommittees: data and research; education and 
outreach; health care; and resources. The groups' Blueprint report (https://coronavirus.ohio.gov/static/MHSF/MHSF- 
Blueprint.pdf) included data-specific recommendations to improve data collection and reporting; to have state agencies 
develop dashboards to monitor inequities and disparities; and to consider the need for sufficient samples to identify 
disparities in groups with small population sizes. The Governor's subsequent Executive Response 
(https://coronavirus.ohio.gov/static/MHSF/Executive-Response.pdf) included a commitment to: collect state-level health 
care quality information stratified by race, ethnicity, and language data; identify the contributing and confounding factors 
affecting health disparities; identify and targeting the resources where interventions may be best applied; the adoption of 
standards by state agencies to achieve a normalized set of data that uses the same categorization scheme; and to establish 
evaluation criteria of impacts to inform policy.

•  Pennsylvania (https://www.media.pa.gov/Pages/Lieutenant-Governor-Details.aspx?newsid=104): The Pennsylvania COVID- 
19 Response Task Force on Health Disparity is charged with identifying obstacles that cause disparity for marginalized 
populations. The group collaborated with community members, stakeholders, and legislators to send recommendations 
(https://www.governor.pa.gOv/wp-content/uploads/2020/08/20200813-COVID-19-Health-Disparity-Report.pdf) to the 
Governor for addressing issues related to a higher incidence of COVID-19 among minorities. The group recommended 
instituting a statewide standard around racial/ethnic data collection that mirrors the standards in the Affordable Care Act, 
and disaggregating Asian health data.

•  Tennessee (https://www.tn.gov/health/health-program-areas/dmhde/covid-19-health-disparity-task-force.html): The 
Tennessee Department of Health, Office of Minority Health, launched a statewide Health Disparities Task Force to: examine 
existing data, monitor trends, and hear from those living, working and serving Tennessee communities to generate 
responsive solutions and policies to reduce health disparities.

•  Vermont: (https://governor.vermont.gov/press-release/governor-phil-scott-establishes-racial-equity-task-force) A Rac 
Equity Task Force will undertake projects designed to promote racial, ethnic and cultural equity, including evaluating
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structures of support for racially diverse populations, with a focus on the racial disparities in health outcomes highlighted 
by COVID-19. It will submit recommendations to the Governor on the COVID-19 project by August 15.

CARES Act Reporting Requirements
In March 2020 Congress passed, and the President signed, the Coronavirus Aid, Relief, and Economic Security (CARES) Act. The 
statute required "every laboratory that performs or analyzes a test that is intended to detect SARSCoV-2 or to diagnose a 
possible case of COVID-19" to report the results from each such test to the Secretary of the Department of Health and Human 
Services (HHS), and authorized HHS to prescribe the form and manner of such reporting. On June 4, HHS released new guidance 
(https://www.hhs.gov/sites/default/files/covid-19-laboratory-data-reporting-guidance.pdf) outlining the data elements required 
for reporting, which included, among other elements:

•  Patient age
• Patient race
• Patient ethnicity
•  Patient sex
• Patient residence zip code
• Patient residence county
• If the patient is employed in health care
• If the patient is a resident in a congregate care setting (including nursing homes, residential care for people with intellectual 

and developmental disabilities, psychiatric treatment facilities, group homes, board and care homes, homeless shelter, 
foster care or other setting)

•  If the patient is hospitalized
• If the patient is pregnant

The guidance also indicates that additional data elements may be requested by state, local, or federal health departments at any 
time. If required data elements are not available, providers, laboratories and public health departments are encouraged to 
leverage resources like state, regional, or national Health Information Exchanges or Networks to obtain missing, required 
information. Reporting of these data elements must begin no later than August 1,2020. While this guidance applies to all 
laboratories, it does not require states or local public health departments to report COVID-19 mortality data by any specific 
demographic breakdowns.

Advances in States' Reporting of COVID-19 Health Equity Data
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TRENDS
FROM THE FIELD

Policies to Address Surprise Billing Can Affect 
Health Insurance Premiums
Erin L. Duffy, PhD, MPH; Bich Ly, BA; Loren Adler, MS; and Erin Trish, PhD

Surprise m edical b ills , w hich  can occur in  em ergencies 
or w hen patients at in-netw ork facilities are treated by 
out-of-netw ork  p rofession als, have drawn in creasing 

public and policy attention. A lthough the m ain focus has been 
protecting patients from receiving these unfair—and potentially 
large—surprise bills, policies addressing surprise billing may affect 
health insurance prem ium s more broadly.

M ost surprise bills are generated by em ergency and ancillary 
providers, such as radiologists, anesthesiologists, pathologists, 
em ergency p h y sician s, em ergency grou nd  am b u lan ces, and 
emergency outpatient facilities.1'3 Unlike most medical services, for 

w hich patients have an opportunity to seek in-netw ork providers, 
patients generally are not able to choose these em ergency and 
ancillary providers. As a result, these providers can often remain 
out o f network w ithout significantly reducing their patient volume. 
N ot only  can this lead to patients receiving surprise b ills , but 
evidence suggests that the ability to surprise-bill creates leverage 
that enables these providers to obtain higher in-network payments.4"6 
For example, in a letter to Congress, the CEO o f TeamHealth, a large 
emergency physician staffing company, plainly acknowledged that 

“balance billing...is a contract leveraging tool.”7
The expense o f these high in-netw ork payments is passed on 

to consum ers and taxpayers through the cost o f health insurance 
prem ium s. Therefore, although the surprise bills them selves are 
burdensome to individual patients, the higher in-network payments 
resulting from this leverage have a broader im pact on total health 
care spending for consumers.

A  federal p o licy  e lim in atin g  surprise b ills  w ould in flu en ce 
in-netw ork paym ents for this subset o f providers and, in  turn, 
influence health insurance prem ium s. To assess the im pact o f a 
federal surprise billing law on prem ium s, it is critical to quantify 

the share o f total health plan m edical claims spending attributable 
to the subset o f services most likely affected, for w hich only partial 
estimates are available in  the existing literature (to our knowledge).7

In this study, we evaluate the proportion o f total medical health 
plan spending on ancillary and emergency services with the highest 
prevalence o f surprise billing. This includes services performed by

ABSTRACT

OBJECTIVES: To quantify the proportion of health plan 
spending on services for which surprise billing is com m on - 
provided by radiologists, anesthesiologists, pathologists, 
emergency physicians, emergency ground ambulances, and 
emergency outpatient facilities—and estimate the potential 
impact of proposed policies to address surprise billing on 
health insurance premiums.

STUDY DESIGN: Analysis of 2017 commercial claims data 
from the Health Care Cost Institute, comprising 568.5 million 
claims from 44.8 million covered lives in 3 large US insurers: 
UnitedHealthcare, Aetna, and Humana.

METHODS: We calculate the share of total health plan 
claims spending attributable to ancillary and emergency 
services. Next, we estimate the premium impact of proposed 
federal policies to address surprise billing, which, by 
removing provider leverage stemming from the ability to 
surprise-bill, could reduce in- and out-of-network payments 
for these services, in turn affecting premiums. Specifically, 
we model the premium impact of reducing payment for 
these services (1) by 15% and (2) to 150% of traditional 
Medicare payment rates.

RESULTS: More than 10% of health plan spending is 
attributable to ancillary and emergency services that 
commonly surprise-bill. Reducing payment for these 
services by 15% would reduce premiums by 1.6% ($67 
per member per year), and reducing average payment 
to 150% of traditional Medicare rates—the high end of 
payments to other specialists—would reduce premiums 
by 5.1% ($212 per member per year). These savings would 
reduce aggregate premiums for the nation’s commercially 
insured population by approximately $12 billion and 
$38 billion, respectively.

CONCLUSIONS: Addressing surprise billing could 
substantially affect commercial insurance premiums.

A m  JM a n a g  Care. 2020;26(9):401-404. doi:10.37765/ajmc.2020.88491
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T R E N D S  F R O M  T H E  F IE L D

TAKEAWAY POINTS

P ro p o s e d  s u r p r is e - b i t t in g  L e g is la tio n  w o u ld  n o t  o n ly  p ro te c t  p a t ie n ts  f r o m  u n e x p e c te d  o u t - o f -

p o c k e t e x p e n s e s , b u t  a ls o  l ik e ly  a f fe c t  n e g o tia te d  p a y m e n ts  f o r  t h e  a n c i l la r y  a n d  e m e rg e n c y  

s e rv ic e s  th a t  g e n e ra te  m o s t  s u r p r is e  b i l ls .

► M o re  th a n  10%  o f c o m m e rc ia l h e a lth  c a re  s p e n d in g  is  a t t r ib u ta b le  to  s e r v ic e s  fo r  w h ic h  

s u r p r is e  b it t in g  is  c o m m o n :  th o s e  p ro v id e d  by  ra d io lo g is ts ,  a n e s th e s io lo g is ts ,  p a th o lo g is ts ,  

e m e rg e n c y  p h y s ic ia n s , e m e rg e n c y  g ro u n d  a m b u la n c e s ,  a n d  e m e rg e n c y  o u tp a t ie n t  f a c i l i t ie s .

► E l im in a t in g  p ro v id e r  le v e ra g e  s te m m in g  f ro m  th e  a b i l i t y  to  s u r p r is e - b i l l  c o u ld  re d u c e  c o m -

m e rc ia l  in s u ra n c e  p re m iu m s  by  as  m u c h  a s  5 .1 % , o r  $ 2 1 2  p e r  m e m b e r  p e ry e a r .  T h is  c o u ld  

re d u c e  a g g re g a te  p r e m iu m s  by  a p p ro x im a te ly  $ 3 8  b i l l io n  f o r  th e  n a t io n ’s  c o m m e r c ia l ly  

in s u re d  p o p u la t io n .

emergency medicine professionals, radiologists, anesthesiologists, 
and pathologists (ERAP), as well as emergency outpatient facilities 
and emergency ground am bulance services. Then, we estimate the 
im pact that potential changes in  payments for these services would 
have on health insurance prem ium s.

METHODS
We analyze 2017 com m ercial claim s data from the Health Care Cost 

Institute (HCCI), com prising 568.5 m illion claims from 44.8 m illion 
covered lives (equating to 36 m illion member-years) in  3 o f the 5 
largest US insurers: UnitedHealthcare, Aetna, and H um ana.8 More 
than 90% o f observed claim s were in  network, although there is 
variation across these provider types (eAppendix A  [eAppendices 

available at ajmc.com]). We com pute total plan-paid spending on 
professional, facility, and pharmaceutical services per member per 
year. We then calculate plan-paid spending attributable to ERAP 
professional services, identified using 2 methods: (1) H CCI provider 
categories and (2) Current Procedural Term inology (CPT) codes 
generally billed by these specialties.9 We also calculate the share 
o f total plan-paid spending per m em ber per year on outpatient 

emergency facility claims and emergency ground ambulance services 
identified by CPT codes, as recent evidence suggests that these 
services would be affected by surprise-billing legislation.2'3 Then, 

we estimate the im pact o f 2 potential changes in  payments for ERAP, 
outpatient em ergency facility, and em ergency ground am bulance 
services on insurance prem ium s. We assume a baseline medical 
loss ratio o f 90% in these estim ations to align w ith the average 
ratio am ong large group plans, and that nonm edical spending is 
unchanged by policies.10

First, w e analyze the im p act o f  a 15% reduction in  average 
payments for these services, in  line with the Congressional Budget 
Office-estim ated effects o f surprise-billing legislation proposed by 

the Senate H ealth, Education, Labor, and Pensions Com m ittee.11 
This proposed leg islation  w ould prohibit surprise b illin g  and 
require m in im u m  out-of-netw ork paym ents equal to a health 
p lan ’s m edian in-netw ork paym ents for sim ilar services in  the 
same geographic region.

Second, we estimate the effects o f a policy that would have the

effect o f  reducing paym ent rates for ERAP 
professionals and emergency service providers 
to 150% o f M edicare’s reim bursem ent rates 
for the sam e service. W e choose this level 
because it is roughly the upper bound o f average 
markups for specialists not commonly involved 
in  surprise b illin g .12'14 In contrast, m ultiple 
studies estimate average in-network payments 
at roughly 300% o f M edicare for em ergency 
physicians, 200% o f Medicare for radiologists, 

and 350% ofMedicare for both anesthesiologists 
and p ath ologists.7121516 M edicare paym ents 
are in tend ed  to reflect the relative cost o f 

providing care, and excess com m ercial markups observed am ong 
ERAP p rofession als and em ergency service providers m ay be 
driven by their ability to surprise-bill. Therefore, we expect that 
a p olicy  such as netw ork m atching17—by elim in atin g  provider 
leverage stem m ing from the ability to surprise-bill—could result in 
negotiated payments with markups over Medicare more sim ilar to 
these other types o f specialists. Although it is im possible to predict 
the precise m agnitude o f prices resulting from these policies, we 
estim ate the prem ium  im pact o f reducing average payments for 

these services to 150% o f Medicare payments.
In this analysis, we do not com pute payments as a fraction o f 

M edicare’s paym ent rates for each service in  our data but, rather, 
use estimates from the literature described previously. For example, 
we assume that such a policy would reduce spending on radiology 
services by one-fourth, from  200% to 150% o f M edicare’s rates. 
For em ergency ground am b ulan ce services, w e estim ate that 
com m ercial plans currently pay approximately 170% ofM edicare’s 
rates (eAppendix B). We assum e that emergency facility payments 
would face the same reduction as em ergency physician payments.

RESULTS
We find that ERAP professional services account for 7.0% to 8.6% 
o f total plan spending in  2017, depending on the definition (Table). 

Outpatient em ergency facility  claim s account for an additional 
3.1% o fp lan  spending, and emergency ground am bulance services 
com prise 0.3% o f plan spending. Average annual plan spending 
per m em ber-year is $4161 am ong p lans in  our data set, w ith 

approxim ately $290 to $357 spent on ERAP professional services, 
$127 spent on emergency facilities, and $13 spent on emergency 
ground ambulances.

We estim ate that a 15% reduction in  payments to ERAP profes-
sionals corresponds to a 0.9% to 1.2% (approximately $37-$50 per 

member-year) reduction in annual premiums per enrollee (Figure). 
I f  average in-network payments for ERAP professionals declined to 
150% o f Medicare rates, prem ium s w ould decline by 3.1% to 3.6% 
(approximately $129-$150 per member-year), all else staying equal.

Including emergency facilities and emergency ground ambulance 
services, the estimated premium reduction would increase to 1.4% to
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Premium Impact of Surprise Billing Policies

1.6% (approximately $58-$67 per member-year) TABLE. S h a re  o f  T o ta l I n s u r e r  S p e n d in g  o n  ERAP S e rv ic e s  U s in g  2 Id e n t if ic a t io n  S t ra te g ie s

under the 15% paym ent reduction scenario Share of total insurer spending

and 4.5% to 5.1% (approximately $187-$212 per Provider category CPT code HCCI provider
member-year) i f  payments declined to 150% o f (CPT code categorization) categorization categorization

Medicare. Applying these premium reductions ERAP professionals

to the US com m ercially insured population E m e rg e n c y  m e d ic in e  (9 9 2 8 1 -9 9 2 8 5 , 9 9 2 9 1 -9 9 2 9 2 ] 1 .5% 1.2%

(approximately 177 m illion individuals),18 we R a d io lo g y  (7 0 0 1 0 -7 9 9 9 9 , G 6 0 0 1 -G 6 0 1 7 , R 0 0 7 0 -R 0 0 7 6 ] 2 .3 % 1.4%

estim ate that 1.6% and 5.1% reductions in A n e s th e s io lo g y  (0 0 1 0 0 -0 1 9 9 9 ] 2 .4 % 2 .4 %

insurance premiums would yield a total savings P a th o lo g y  (8 0 0 4 7 -8 9 3 9 8 , P 2 0 2 8 -P 9 6 1 5] 2 .4 % 2 .0 %

o f $12 billion and $38 billion , respectively. S u m  o f  E R A P  p r o fe s s io n a l s p e n d in g 8 .6 % 7.0%

Emergency outpatient facility

DISCUSSION E m e rg e n c y  o u tp a t ie n t  f a c i l i t y  (9 9 2 8 1 -9 9 2 8 5 , 99291 -9 9 2 9 2 ] 3 .1 %

Emergency ground ambulance
The financial burden o f surprise bills for indi- E m e rg e n c y  g ro u n d  a m b u la n c e

0 .3 %vidual patients has captured public attention, (A 0 4 2 5 , A 0 4 2 7 , A 0 4 2 9 , A 0 4 3 2 -A 0 4 3 4 ]

but this study illustrates that provider leverage Total

derived from the ability to surprise-bill has T o ta l s u m 1 2 .0% 10.4%

resultin g in  co m m ercial health  in surance 
prem ium s as m uch as 5% higher than they 
otherw ise w ould be in  the absence o f  this 
market failure. Our estim ates are roughly in 

line with others in  the literature.7”
This grow ing body o f research indicates 

that policies to address surprise billing would 
address an im portant market failure that has 

enabled em ergency and an cillary  services 
providers to com m and high  paym ent rates.
Rem oving the ability to surprise-bill patients 
reduces leverage for this subset o f  providers 
in  their paym ent negotiations w ith health 
p la n s . Several fed eral p ro p o sa ls  e m p lo y  
paym ent standards or arbitration processes 
that ad d itionally  require insurers to make 

a m in im u m  p a y m e n t to o u t-o f-n e tw o r k  
providers. O ther p o licy  approaches w ould 
in stead  address surp rise m e d ical b ills  by 
im posing "network m atching" requirements, 
whereby em ergency, ancillary, and sim ilar 
p ro fe ss io n a l se rv ice s d e live re d  th ro u g h  
in -n e tw o rk  fa c ilit ie s  co u ld  no lo n g e r be 
b illed  on an out-of-netw ork basis; in  turn, 

providers o f  su ch  services w o u ld  have to 
negotiate paym ent w ith the fa cility  and/or 
health plans that the fa cility  accepts, w ith 
the ability  to surprise-bill now  elim inated .17

The net prem ium  im pact o f any proposal would depend on the 
regulatory approach and generosity o f any required m inim u m  

payments from health plans to out-of-network providers. If  a policy 
were to base paym ent standards on som ething that is generally 
higher than payment rates today, such as provider charges, it could 
actually increase health insurance prem ium s.

CPT, Current Procedural Terminology; ERAP, emergency medicine professionals, radiologists, 
anesthesiologists, and pathologists; HCCI, Health Care Cost Institute.

FIGURE. Estimated Reductions in Insurance Premiums Associated With Changes in Pay-
ment for Ancillary and Emergency Services That Commonly Surprise-Bill
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CPT, Current Procedural Terminology; ERAP, emergency medicine professionals, radiologists, 
anesthesiologists, and pathologists; HCCI, Health Care Cost Institute.

Limitations
These findings may not be generalizable beyond the 3 insurers we study, 
and we do not describe variation in  effects across local markets. We 
may misattribute services to ERAP professionals, although consistent 

findings using 2 approaches suggest robustness. We analyze only 
2 potential policy scenarios w ithin a wider range o f approaches.
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Although econom ic theory lends some in tuition  to the effect 
that different policies m ight have, the precise effects o f different 
approaches on provider prices are highly uncertain and we do not 
account for potential secondary effects such as provider consolidation. 

There is also some uncertainty surrounding status quo commercial 
paym ent levels. Additional specialties may be affected by surprise-
billing legislation, w hich would further m agnify premium impacts. 

For exam ple, legislation m ay affect in p atient facility  spending 
incurred by patients admitted through the emergency department, 
but we conservatively exclude such spending from our calculations.

CONCLUSIONS
Providers affected by surprise-billing regulation—ERAPs, emergency 
outpatient facilities, and emergency ground ambulances—comprise 
more than 10% o f total plan spending. Policies addressing surprise 
billing can meaningfully influence commercial insurance premiums. 
A  well-designed policy to address this market failure could therefore 
reduce consum er health care spending. ■
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eAppendix A. Provider Network Status Summary

Provider Category
(CPT Code 

Categorization)

CPT Code Categorization, 
% of claims in sample

HCCI Provider 
Categorization,

% of claims in sample*
In-

network
Out-of-
network

Missing
network

In-
network

Out-of-
network

Missing
network

Emergency Medicine
(99281-99285, 99291-
99292)

74.2% 17.2% 8.6% 78.3% 14.2% 7.5%

Radiology
(70010-79999, G6001 
-G 6017, R 0070- 
R0076)

93.5% 3.5% 3.0% 92.6% 4.7% 2.7%

Anesthesiology
(00100-01999)

85.5% 8.5% 6.0% 87.1% 7.6% 5.3%

Pathology
(80047 -  89398, P2028 
-P9615)

94.4% 3.8% 1.8% 92.2% 5.6% 2.2%

E m ergency O utpatient 
F acility
(99281-99285, 99291-
99292)

92.8% 5.0% 2.2%

E m ergency G round 
A m bulance
(A0425, A0427, 
A0429, A0432-A0434)

13.8% 42.5% 43.7%

T otal Sam ple 92.2% 4.9% 2.9% 90.2% 6.5% 3.3%

*Total sample network composition applying HCCI provider categorization includes the CPT- 

based definitions for emergency outpatient facility and emergency ground ambulance.



eAppendix B. Status Quo Emergency Ground Ambulance Commercial Payment to Medicare 

Payment Ratio

We were unable to identify recent estimates o f the ratio o f commercial allowed amounts to 
Medicare allowed amounts for emergency ground ambulance services, so we computed our own 
estimates using 2017 HCCI commercial claims and the Centers for Medicare and Medicaid 
Services’ (CMS) Medicare Provider Utilization and Payment Data: Physician and Other 
Supplier Public Use Files for calendar year 2017.1 The following HCPCs Codes were included 
in the analysis:

1. A0427 -  Advanced Life Support Level 1, emergency transport
2. A0429 -  Basic Life Support, emergency transport
3. A0432 - Paramedic Intercept (PI), rural area transport furnished by a volunteer 

ambulance company
4. A0433 -  Advanced Life Support Level 2
5. A0434 - Specialty Care Transport (SCT)

First, we computed the average ratio o f allowed amounts to charges for both commercial and 
Medicare services using the HCCI and CMS data, weighting by claim volume. We calculated 
that the average Medicare allowed amount to charge ratio is 0.418 and the average commercial 
allowed amount to charge ratio is 0.710. In other words, on average, Medicare pays 41.8% of 
billed charges and commercial health plans pay 71.0% o f billed charges for emergency 
ambulance services.

Then, applying these values, we estimated the ratio o f commercial allowed amounts to Medicare 
allowed amounts as:
(commercial allowed amount/commercial charge)/(Medicare allowed amount/Medicare charge) 

=  0.710/0.418 
=  1.70

We concluded that commercial health plans have allowed amounts roughly 170% of Medicare 
allowed amounts, and we employed this status quo value in our estimates o f policy impact on 
insurance premiums.

1 Medicare provider utilization and payment data: physician and other supplier. CMS. Updated 
November 19, 2019. Accessed January 10, 2020. https://www.cms.gov/Research-Statistics-Data- 
and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Charge-Data/Physician-and- 
Other-Supplier
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States are eager to address the 
inequities driving disparities in COVID- 
19 outcomes among racial and ethnic 
minorities and other historically 
marginalized populations. One lever 
available to state policymakers is to 
require nonprofit hospitals to address 
health inequities in the community 
investments they must make in 
exchange for their significant tax 
exemptions.

Federal regulations 
[https://www.nashp.org/states-work- 
to-hold-hospitals-accountable-for- 
community-benefits-spending/1 
currently do not require nonprofit 
hospitals to address health disparities 
in their community benefit 
investments and research shows the 
majority do not. However, some states 
and hospitals are going beyond 
federal requirements to pivot hospital 
community benefit investments 
toward equity goals, particularly in 
light of COVID-19. Their initiatives

What are federal community benefit 

requirements?

In exchange for their federal tax- 

exempt status, nonprofit hospitals 

must conduct community health 

needs assessments every three years 

and provide community benefits. As 

the health care landscape changes, 

state policymakers are revisiting state 

policy levers to ensure that hospitals’ 

investments align with community 

needs and state health priorities, 

including addressing underlying 

inequities exposed by the pandemic.
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demonstrate that state-level 
community benefit regulations are an 
opportunity to:

• Align hospital investments with the needs of their communities;

• Address the lack of focus on equity in existing community benefit strategies and 
investments; and

• Ensure responsible use of the nonprofit hospital charitable tax exemption.

How Hospitals Address COVID-19 Inequities

Hospitals are on the front lines of this pandemic; many struggle to meet surge 
demands for care, which are straining hospital staff and budgets. Despite these 
challenges, some hospitals are also reaching out to their communities and creating 
partnerships to improve access to COVID-19 testing and treatment for populations 
that have been disproportionately impacted.

The Catholic Health Association [https://www.chausa.org/communitybenefit/what- 
counts] has outlined how hospitals can shift their community benefit programs to 
respond to the pandemic through community health improvement activities, such 
as:

• Promoting awareness and education activities for the community and first 
responders (e.g., telephone hotlines, public service announcements, and media 
responses);

• Charging only nominal fees for services or screenings for COVID-19 and flu 
immunizations, and improving access through mobile units and off-site testing;

• Having executive and other employee time dedicated to planning for and 
recovering from the public health emergency;

• Providing community mental health services;

• Launching interventions to address the social needs of the community (e.g., 
social and environmental improvements, such as reducing food and housing 
insecurity); and

• Establishing command centers specific to disaster readiness.
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These community health improvement activities have the potential to help address 
the underlying inequities leading to disparities in COVID-19 and other health 
outcomes. This represents a sea change as most hospitals have not addressed the 
equity concerns [https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2Q17.QQ33l 
that communities raise, and community health improvement activities represent 
only 0.37 percent of total community benefit spending, according to 2014 IRS data 
[https://www.chausa.org/docs/default-source/community-benefit/report-to- 
congress-on-private-tax-exempt-taxable-and-government-owned-hospitals.pdf? 
sfvrsn=01.

There are some examples of hospitals that do address COVID-19 inequities though 
community health improvement services. These bright spots exemplify the 
importance of:

• Responding to community health needs identified by community residents;

• Partnering with community-based organizations that serve and have the trust of 
historically marginalized populations; and

• Leveraging hospital data to identify needs, as well as the critical importance of 
addressing social determinants of health, such as education and employment.

These examples demonstrate ways that hospitals can address equity.

• Children’s Hospital of Philadelphia [https://www.chop.edu/centers- 
programs/healthier-together/aboutl partnered with the Philadelphia Housing 
Authority (PHA) and a local catering company to provide free family dinners at 
two PHA locations in West Philadelphia from April through June.

• MetroHealth [https://www.aha.org/other-resources/2020-Q3-19-metrohealth- 
and-partners-deliver-fresh-produce-during-pandemic] (Cleveland) Institute for 
HOPE and the Greater Cleveland Food Bank are partnering to deliver fresh 
produce directly to patients’ homes. The hospital identified patients who most 
need the food deliveries by looking at its top utilizer zip codes and identifying 
people who had been regularly visiting its on-site food distribution.

• Kaiser Permanente [https://www.aha.org/other-resources/2020-Q3-19-kaiser- 
permanente-earmarks-lm-homeless-covid-19-response] has dedicated $1 
million to increase capacity for preventing and treating COVID-19 among the
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homeless. Kaiser has partnered with National Health Care for the Homeless 
Council to make grants to local homeless shelters to increase their capacity for 
services and outreach.

Community Benefit Obligations of Nonprofit Hospitals during the Pandemic

Nonprofit hospitals have a mandated Internal Revenue Service (IRS) obligation to 
provide community benefit, even if they are struggling to meet the demands of 
COVID-19. In 2011, hospitals benefited from at least $24.6 billion 
[https://www.healthaffairs.org/doi/fuH/10.1377/hlthaff.2014.1424l in tax 
exemptions, according to a 2015 analysis that used the most recent data available.
In lieu of these taxes, hospitals are required to provide community benefits. 
According to a recent study
rhttps://jamanetwork.com/journals/jamanetworkopen/fuUartide/2766544l . 
community benefit spending remained flat between 2011 and 2017, and community 
benefits may shrink as hospitals grapple with diminishing bottom lines amid the 
pandemic.

Every three years, the IRS requires nonprofit hospitals to complete a community 
health needs assessment (CHNA) with input from a public health department and 
medically underserved, low-income, and minority populations in their 
communities.

It is particularly challenging to engage residents and community leaders in this time 
of social distancing when many hospital staff are working at or over capacity to 
respond to COVID-19. Some nonprofit hospitals have been granted an extension 
rhttps://www.aha.org/news/headline/2020-07-15-irs-extends-deadline-hospitals- 
complete-community-health-needs-assessmentsl until the end oftheyearto 
complete their scheduled CHNAs. Others may choose to do a limited or rapid needs 
assessment to update their pre-COVID-19 assessments. However, if CHNAs are not 
completed or are not updated to take COVID-19 into account, it raises the question 
of how hospitals will respond to urgent community needs and continue to meet the 
requirements of their tax-exempt status.

CHNAs have been the key method states have used to ensure that hospital 
community benefit investments are directed toward current community needs, as 
expressed communities. Some states, as detailed below, go beyond the federal
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requirements through legislation and licensure to explicitly require that hospitals tie 
their community benefit implementation plans to their needs assessments. As 
COVID-19 reveals long-standing health inequities, it is more important than ever that 
hospitals work with residents to identify and address community needs and 
underlying inequities.

Currently, a focus on equity in community benefit strategies and investments in 
CHNAs is lacking - though equity is raised when assessing community needs. A 2016 
study [https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2017.0033l of urban 
nonprofit hospital CHNAs found that 65 percent cited health disparities or health 
equity explicitly, 100 percent referenced health equity implicitly, and 75 percent 
reported that external stakeholders identified health equity as a need. Yet, only 46 
percent prioritized health equity in their CHNAs and a mere 9 percent of the 
hospitals’ implementation strategies included activities explicitly designed to 
improve health equity.

States are beginning to address this disconnect because equity is a demonstrated, 
high-priority need that the pandemic has laid bare. Community benefit is a lever 
states are beginning to pull.

Current State Efforts to Leverage Community Benefit Investments

States are continuing, even now, to leverage hospital community benefit 
requirements and hold hospitals accountable to invest in community health 
improvement. They’re using a variety of state levers, including state licensure and 
certificate/determination-of-need approval processes.

This is especially important now because charity care - a component of community 
benefit -  may increase due to the economic downturn. States that want hospital 
community benefit programs to also focus on addressing community needs and 
social determinants of health will need tools to communicate their expectations and 
monitor modifications.

States are going beyond the federal community benefit requirements to ensure:

• Authentic and meaningful community engagement and input;

• A focus on identifying, tracking, and reducing disparities identified in CHNAs;
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• Community benefit spending advances state priorities as identified in CHNAs 
and statewide health improvement plans;

• Hospitals work with public health to align assessment and tap the capacity of 
public health to address health equity and social determinants of health;

• Investments in equity are in alignment with state-supported, local, cross-sector 
collaboratives addressing health equity; and

• Hospital community benefit reporting that makes transparent the connection 
between real investments and identified community needs.

Ensuring Authentic and Meaningful Community Engagement and Input

States can work to ensure that hospitals truly seek out and act 
rhttps://www.nashp.org/how-states-keep-community-at-the-center-of-hospitals- 
community-health-needs-assessments/1 on meaningful input from a wide range of 
community representatives. Prior to the outbreak of COVID-19. Maryland enacted 
legislation rhttp://mgaleg.maryland.gov/mgawebsite/Legislation/Details/SB0774? 
ys=2Q2QRS1 (effective July 1,2020) requiring its Health Services Cost Review 
Commission to establish a Community Benefit Reporting Workgroup and to adopt 
regulations based on workgroup recommendations. This law expands on the federal 
requirements for community engagement by requiring that the workgroup include 

people impacted by hospital community benefit spending. The law also requires 
hospitals to not only solicit and take into account input from individuals who 
represent the interests of their communities, but also to conduct their CHNAs in  

consultation with community members rhttps://www.nashp.org/wp- 
content/uploads/2019/04/State-Requirements-or-Guidelines-for-Community- 
lnvolvement-in-Community-Health-Needs-Assessments-4-10-2Q19.pdfl .which may 
look different due to COVID-19, but remains critical.

In addition, four states (California, New Hampshire, New York, and Rhode Island)
statutorily require that certain communities or groups, such as community
organizations, members of the public, or racial and ethnic minorities, be
represented rhttps://www.nashp.org/how-states-keep-community-at-the-center-of-
hospitals-community-health-needs-assessments/1 in the CHNA, above and beyond
what the federal government requires. A Texas statute encourages hospitals to
consult with certain groups or entities when assessing community needs. Privacy-Terms
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Researchers have also recommended that states require engagement of community 
members and organizations in the development of community benefit 
implementation plans [https://journalofethics.ama-assn.org/article/how-should- 
nonprofit-hospitals-community-benefit-be-more-responsive-health- 
disparities/2019-031. in addition to the CHNA.

Community health improvement initiatives are proven to be more effective when 
communities are engaged
[https://www.researchgate.net/publication/273495641 The effectiveness of community < 
analysisl throughout the process. The examples above illustrate some strategies for 
engaging the community in needs assessment and are feasible even during a 
pandemic. Hospitals can develop partnerships with community organizations that 
serve and have the trust of vulnerable communities. They can also analyze patient 
data to identify needs and combine them with direct input from community 
members.

Identifying and Tracking Reductions in Disparities in CHNAs

Maryland requires CHNAs to describe a hospital’s effort to track and reduce 
disparities in the community. Requiring efforts to address health disparities as part 
of state community benefit requirements is a critical policy to improve equity 
[https://journalofethics.ama-assn.org/article/how-should-nonprofit-hospitals- 
community-benefit-be-more-responsive-health-disparities/2019-031. yet is not a 
federal requirement nor are disparities even mentioned in the federal regulations.

Addressing Community Needs and Advancing State Priorities

States are working to ensure that community benefit implementation plans address 
the needs identified by the CHNA process using strategies for engaging the 
community in needs assessment. Maryland’s new law requires hospitals to submit 
an annual report describing how each of the activities undertaken by the hospital 
addresses the community health needs of the hospital’s community, a description of 
gaps in the availability of providers to serve the community, and a list of the unmet 
community health needs identified in the most recent CHNA. Although this law is 
new, other states may find it a useful model for tying community benefit 
investments to documented needs.
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Some states have aligned their community benefit requirements with State Health 
Improvement Plans (SHIPs) developed by public health departments. New York 
rhttps://www.hiUtopinstitute.org/wp-
content/uploads/publications/CommunityBenefitStateLawProfiles- 
January2015.pdf! requires that hospital Community Health Improvement Plans 
specifically address goals contained in its SHIP, known as the Prevention Agenda 
2019-2024 [https://www.health.ny.gov/prevention/prevention agenda/2019-2024/1.
New York also requires hospitals to report their community benefit spending, and 
how it relates to its prevention agenda. Improvement plan.

Massachusetts rhttps://www.nashp.org/wp-content/uploads/2019/04/State- 
Requirements-or-Guidelines-for-Community-Involvement-in-Community-Health- 
Needs-Assessments-4-10-2019.pdfl has aligned community benefit requirements 
with state health priorities by tying the Department of Public Health’s Determination 
of Need process to standards for community engagement and social determinant of 
health investing. While the process is currently underway, the Massachusetts 
Attorney General’s office is considering how to give nonprofit hospitals the flexibility 
to bring an equity lens to addressing the needs revealed by COVID-19.

Promoting Collaboration with Public Health Departments

New York encourages hospitals to work with public health departments on both 
their CHNAs and the related community health improvement plans. This link to 
public health is a key policy to ensure the capacity to address health equity, which is 
a foundational principle rhttps://www.healthypeople.gov/2020/about-healthy- 
people/development-healthy-people-2030/framework] of public health. The 
authors of the 2016 study of CHNAs
rhttps://www.healthaffairs.org/doi/fuU/10.1377/hlthaff.2017.00331 conclude that 
hospitals might have the will to promote health equity, but not necessarily the 
know-how.

Working with public health departments is also important to reduce duplication, 
considering both nonprofit hospitals and public health departments conduct 
regular community health needs assessments. Maryland requires hospitals to 
consider the most recent community needs assessment developed by the state or 
local health department when identifying community health needs. Five states go
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further [https://www.nashp.org/how-states-keep-community-at-the-center-of- 
hospitals-community-health-needs-assessments/1 (ME. MA, NH, NY, and TX), 
requiring or encouraging local public health officials to be involved in the 
community needs assessment process.

Aligning Community Benefit with Local Health Improvement Coalitions

In 2015, Rhode Island began implementing Health Equity Zones 
[http://www.amchp.org/AboutAMCHP/Newsletters/Pulse/Pages/Building-Healthy- 
Commnities.aspx] (HEZs) which now exist in 10 communities across the state 
[https://health.ri.gov/programs/detail.php7pgm id=11081. HEZs 
[https://health.ri.gov/publications/brochures/HealthEquityZones.pdfl a re 
geographic areas where the Rhode Island Department of Health invests a blend of 
funding streams to address differences in health outcomes. Local, cross-sector 
coalitions conduct a collaborative, community-driven needs assessment and 
implement a plan to address the identified needs. For example, the Southside,
Elmwood, and West End Health Equity Zone in Providence galvanized residents to 
advocate for housing as a social determinant of health, achieving the remediation of 
several blighted properties, hosting a Neighborhood Housing Summit, and 
advancing equitable housing policy.

Rhode Island [https://www.phi.org/press/investing-in-community-through-rhode- 
islands-health-equity-zones/1 (prior to COVID-19) required two hospitals to invest in 
their local HEZs and collaborate with them on their CHNAs as a condition of 
approval for changes sought under the Hospital Conversions Act, which governs 
changes in hospital ownership and significant reductions in certain hospital 
services. Although not directly tied to community benefit, the advent of Rhode 
Island’s Health Equity Measures
[https://health.ri.gov/publications/reports/2Q2QCommissionForHealthAdvocacyAndEquityL 
this year creates additional opportunities for alignment between the HEZs, the 
state’s health equity goals, measures, and hospital community benefit.

Establishing Transparent Reporting that Ties Investments to Community Need

Maryland requires nonprofit hospitals to submit an annual community benefit
report including a list of the initiatives that were undertaken by the hospital and the
cost of each. New York asks hospitals to report itemized community benefit prtVi
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spending. Connecticut [h ttps://w w w .m ilbank.org/2Q19/Q7/states-put-hospital- 

com m unity-benefits-requirem ents-to-w ork-for-population-health -im provem ent/1 . 

as a part of its certificate-of-need process, sim ilarly requires that hospitals identify  

com m unity benefit dollars spent on specific needs identified in their CHNAs. New  

Hampshire and Verm ont [https://w w w .nashp.org /states-use-a-sharper-lens-to- 

scrutinize-nonprofit-hospitals-com m unity-benefit-spending/1 also require hospitals 

to report com m unity needs from  the most recent CHNA and tie these to com m unity  

benefit spending.

The Way Forward

COVID-19 has drastically altered the health care landscape in the United States. As 

states struggle w ith reduced budgets and revenue, they need to leverage every 

resource available for com m unity health im provem ent, particularly for the most 

vulnerable residents. Hospitals are on the frontline in com m unities, leading testing  

and treatm ent. Com m unity benefit provisions hold nonprofit hospitals accountable  

for investing in com m unities in return for the federal tax breaks they receive. As 

hospitals pivot com m unity benefit investments to respond to COVID-19, states can 

ensure th a t the underlying inequities exposed by the pandem ic are addressed. 

States can develop strategies that hold hospitals accountable w hile balancing the  

m any COVID-19-related dem ands. States can and are going beyond federal 

com m unity benefit regulations to ensure that the associated investments are 

responsive to the needs of their most at-risk populations to reduce glaring 

inequities and move, ultim ately, toward long-term resilience for all com m unities.
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Updating the Essential Health Benefit 
Benchmark Plan: An Unexpected Path to Fill 
Coverage Gaps?
Sabrina Corlette, Georgetown Center on Health Insurance Reforms and Joel Ario, Manatt 
Health

On August 28, 2020 , th e  U.S. D e p a rtm e n t o f  H ealth  &  H u m an  Services (HHS) approved  

(h ttp s://w w w .cm s.g o v /n ew sro o m /p ress -re leases /cm s-ap p ro ves-n ew -essen tia l-h ea lth -b en e fit-  

ben ch m arks-m ich ig an -n ew -m exico -an d -o reg o n ) new  essential health  b en efit (EHB) b en ch m ark  

plans fo r  M ichigan (h ttp s ://w w w .c m s .g o v /file s /d o c u m e n t/8 2 8 2 0 -m i-e h b .p d f), N ew  M exico  

(h ttp s ://w w w .c m s .g o v /file s /d o c u m e n t/8 2 8 2 0 -n m -e h b .p d f), and O regon  

(h ttp s ://w w w .c m s .g o v /file s /d o c u m e n t/8 2 8 2 0 -o r-e h b .p d f), bringing to  five (w ith Illinois 

(h ttp s://dow nloads.cm s.gov/cciio /S tate% 20R equired% 20B enefits_ IL .P D F) and South D akota  

(h ttp s ://w w w .cd c .g o v /d ru g o verd o se /d a ta /s ta ted ea th s /d ru g -o ve rd o se-d ea th -ra te -in crea se -  

2 0 1 3 -2 0 1 7 .h tm l)) th e  n u m b e r o f states th a t have revised th e ir  benchm arks in recent years. 
A lthough m an y  stakeho lders w e re  concerned (h ttp ://c h irb lo g .o rg /fu tu re -a ffo rd ab le -ca re -ac t- 
p res id en t-tru m p -s takeh o ld ers -resp o n d -p ro p o sed -2019 -m arke tp lace -ru le -p a  rt-ii-consum<ar- 
advocates/) th a t new  rules fo r  EHB b en ch m ark  selection ad o p ted  in th e  20 1 9  N otice o f B
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and P aym ent P aram eters  (h ttp s ://w w w .g o v in fo .g o v /c o n te n t/p k g /F R -2 0 1 8 -0 4 -1 7 /p d f/2 0 1 8 -  

0 7 3 5 5 .p d f) (NBPP) w ou ld  result in less gen erous benefits, th ese  five states have m odestly  

enh anced  th e ir  b en efit packages to  address perceived gaps in coverage.

M o reo ver, th ese  states have ad d ed  benefits  w ith o u t triggering  th e  A ffo rd ab le  Care Act (ACA) 
provision requ irin g  states to  d e fray  (h ttps://w w w .cm s.gov/C C IIO /R esources /Fact-S h eets-and- 
FA Q s/D ow nloads /FA Q -D efraya l-S tate -B enefits .pd f) any  add ition al p rem iu m  costs associated  

w ith  n ew  m an d a ted  benefits . T h a t re q u ire m e n t w o u ld  have app lied  if these  states had added  

n ew  benefits  th ro u g h  legislative o r regu la to ry  action "separate  fro m  an E H B -benchm ark plan  

selection process (h ttps://w w w .cm s.gov/C C IIO /R esources /Fact-S heets-and- 
FA Q s/D ow nloads /FA Q -D efraya l-S tate -B enefits .pd f)." In effect, th e  new  b en ch m ark  selection  

process has created  a safe h arb o r fo r  exp and ing  benefits, a lb e it w ith in  th e  lim ited  p aram eters  
o f  th e  201 9  NBPP.

Essential Health Benefits: Statutory and Regulatory 
Background
The ACA requ ires insurers in th e  individual and sm all-group m arkets  to  cover a m in im u m  set o f  

ten  (h ttp s ://w w w .h ea lth care .g o v /co v erag e /w h at-m arke tp lace -p lan s -co v er/) essential health  

benefits . The scope o f th e  b en efit package m ust be equal to  th a t provided u n d er a "typical" 

em p lo yer plan, and m ust take  into  account th e  health  care needs o f  diverse segm ents o f  th e  
population , including w o m en , children, and persons w ith  disabilities. The law  fu rth e r  requires  

th e  HHS to  "periodically review" th e  EHB package and u p d ate  it to  "address an y  gaps in access 

to  coverage o r changes in th e  evidence base."

U n d er th e  previous ad m in is tra tio n , HHS largely de legated  (h ttp s ://w w w .ec fr.g o v /cg i-b in /tex t-  
id x? S ID =459b 60173363d 23 e0d 6 d 8798 479a a7698 tm c= tru e8 tn o d e = s e45 .2 .156_ 11008trgn=div8) 
th is responsib ility  to  th e  states, b u t also req u ired  states to  h on or th e  s ta tu to ry  re q u ire m e n t  

th a t EHBs be equal to  those in a typical em p lo yer plan. At th e  tim e , th e  typical individual 
m arke t plan w as significantly less gen erous th an  th e  typical g roup  plan, so HHS requ ired  each  

state  to  select an existing health  plan fro m  one o f  10 d iffe re n t group  plan options to  serve as a 

"ben ch m ark  (h ttp s ://w w w .cm s.g o v /C C IIO /R eso u rces /F iles /D o w n lo ad s /eh b -faq -508 .p d f)" plan. 
These 10 options include:

•  The largest th re e  sm all-g roup  plans available in th e  state;
•  The largest th re e  state  em p lo yee  health  plans;
•  The th re e  largest national Federal Em ployees H ealth  Benefits Program  plan options; or
•  The state's largest com m ercia l H M O .

The specific item s and services covered u n d er th a t b en ch m ark  plan w ou ld  constitu te  th e  EHB 

in th a t state, a lthough in practice m an y states had to  su p p le m e n t o r ad just th e ir  b en ch m ark  to  

ensure  coverage o f all ten  s ta tu to rily  prescribed b en efit categories, particu larly  fo r  ped iatric  

oral and vision and hab ilita tive  benefits.

W hile  th e  re q u ire m e n t th a t ACA benefits  m irro r group  benefits  w as designed to  im prove  

com prehensiveness o f  individual m arke t plans, th e  ACA included a n o th e r provision to  d( 
states fro m  add ing  n ew  benefits  by requ irin g  th a t th e y  pay an y  add itional p rem iu m  cost Privacy - Terms
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(h ttp s://w w w .ec fr.g o v /cg i-b in /tex t-id x?
S ID = 4 5 9 b 6 0 1 7 3 3 6 3 d 2 3 e 0 d 6 d 8 7 9 8 4 7 9 a a 7 6 9 & m c = tru e & n o d e = s e 4 5 .2 .1 5 5 _ 1 1708<rgn=div8) 
associated w ith  any state  b en efit m an d a te  enacted  a fte r  D e cem b er 3 1 ,2 0 1 1 . This provision did  

not have any im p act a t firs t since th e  firs t benchm arks w e re  state  plans in existence b efo re  th e  

2011 dead line, and th e  O b am a A d m in istra tion  did not req u ire  any state  to  d e fray  costs as 

ben chm arks w e re  u pd ated . Beginning in 2021 , how ever, HHS has put states on notice th a t th e  

agency will be looking m o re  closely, w ith  states req u ired  to  su b m it reports  an n ually  

(h ttp s ://w w w .sh vs .o rg /th e -fin a l-20 21 -n o tic e -o f-b en e fit-an d -p ay m en t-p a ra m e ters -im p lica tio n s - 
fo r-s ta te s /) listing any b en efit m an d ates  th a t exceed EHB.

In th e  2 0 1 9  NBPP, th e  fed era l A d m in is tra tion  loosened th e  rules
(h ttp s ://w w w .g o v in fo .g o v /co n ten t/p k g /F R -2018 -04 -17 /p d f /2 0 1 8 -0 7 3 5 5 .p d f) govern ing  updates  

to  th e  EHB package. Specifically, th e  rules gave states th re e  new  options fo r  selecting a 

b en ch m ark  plan:

•  Select a b en ch m ark  plan used by a n o th e r state  during  th e  2 0 1 7  plan year;
•  Replace one o r m o re  categories o f EHBs w ith  th e  sam e category o r categories o f EHB 

used in a n o th e r state  fo r  th e  20 1 7  plan year; o r
•  O therw ise  select a set o f  benefits  to  constitu te  th e  State's b en ch m ark  plan.

In add ition , s tate  b en ch m ark  selections m ust pass tw o  tests. First, th e  s ta tu te  requ ires th a t th e  

scope o f benefits  be equal to  those in a "typical" em p lo yer plan. Second, th e  201 9  NBPP states  

th a t th e  b en ch m ark  plan can not "exceed th e  generosity" o f  e ith e r th e  b en ch m ark  plan fo r  plan  

yea r 2 0 1 7  o r any o f  th e  10 b en ch m ark  plan options th e  state had ava ilab le fo r  2017 . In effect, 
th e  fo rm e r re q u ire m e n t sets a flo o r fo r  th e  gen eros ity  o f  th e  EHB package (though th e  flo o r is 

p o ten tia lly  low er th an  b efo re  because states can look to  em p lo yer plans in o th e r states if  th ey  

find  th e  em p lo yer plans in th e ir  ow n state  to  be to o  generous). The la tte r re q u ire m e n t sets th e  

ceiling; it on ly  allows a state  to  increase th e  value o f its EHB if th e  cu rren t b en ch m ark  is not th e  

m ost gen erous o f th e  10 in -s tate options. The 2 0 1 9  NBPP also allow ed states to  p e rm it insurers  

to  substitu te  actuaria lly  eq u iva len t item s and services across th e  d iffe re n t b en efit categories  

(excepting  pharm acy  benefits).

M ost co m m en ta to rs  on th e  20 1 9  NBPP th o u g h t th e  n ew  rules tilted  th e  playing fie ld  to w ard  

less gen erous EHBs. T h a t m ay indeed  be th e  long-term  im pact, especially since states can go  

outside th e  b en efit norm s in th e ir  ow n state  to  find  a less gen erous em p lo yer plan fro m  

a n o th e r state. Conversely, a state  can not look to  o th e r states to  find  a m o re  generous  

benchm ark; each state  is lim ited  to  th e  gen ero s ity  o f  in -s tate plans. Nevertheless, th e re  are  

now  five states th a t have used th e  new  process and every  one o f  th e m  has used it to  increase  

benefits.

States are Using New EHB Flexibility to Fill Gaps in their 
Benchm ark Plans
O f these  five states, fo u r (Illinois, M ichigan, N e w  M exico, and O regon) have used th e  new  

process fo r  u p d ating  th e  EHB b en ch m ark  plan to  enh ance coverage o f  tre a tm e n ts  fo r  

substance use d isorders (SUDs) a n d /o r  to  encourage th e  use o f non-opio id  pain tre a tm e
This is not surprising given th e  rising d ea th  count
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(h ttp s ://w w w .cd c .g o v /d ru g o verd o se /d a ta /s ta ted ea th s /d ru g -o ve rd o se-d ea th -ra te -in crea se -  

2 0 1 3 -2 0 1 7 .h tm l) fro m  SUDs, and th e  m edical consensus th a t tw o  effective responses a re  to  

decrease barriers  to  m edication  assisted tre a tm e n t (M AT) and increase access to  naloxone to  

reverse overdoses.

The state b en efit expansions have not been lim ited  to  tre a tm e n t fo r  SUDs. South D akota, a fte r  

an analysis o f  gaps in its b en ch m ark  plan, exp anded  coverage o f tre a tm e n ts  fo r  Autism  

Spectrum  D isorder (ASD), w h ile  N ew  Mexico's gap analysis led th e  state  to  end coverage lim its  

on prosthetics, exp and coverage o f testing  fo r  h eart disease, and increase elig ibility fo r  w eig h t 
loss tre a tm e n t. See tab le  below . No state has ye t p e rm itted  its insurers to  substitu te  benefits  

across th e  EHB b en efit categories.

State Changes to the Essential Health Benefits Benchmark Plan, for Plan Years 2020-2022

State Changes to  Benchmark Plan Coverage
Applicable Plan 

Years

Illinois

Adds:
• At least one intranasal opioid reversal agent (naloxone)
• A topical anti-inflammatory medication for acute and chronic pain
• Telepsychiatry care

Umits:
• Opioid prescriptions for acute pain to no more than 7 days 

Removes:
• Barriersto medication-assisted treatment (MAT) of opioid use 

disorder, such as priorauthorization

2020-2022

Michigan

Adds:
• At least one intranasal opioid reversal agent (naloxone)

Removes:
• Barriersto MAT foropioid use disorder, such as priorauthorization

2022

New Mexico

Adds:
• Artery Calcification Testing
• Weight loss treatment for obese members
• Opioid Reversal Agents (naloxone)
• Anti-Hepatitis C Agents

Removes:
• Benefit limits on prosthetics

2022

Oregon

Adds:
• Up to 20 spinal manipulation visits peryear 
» Up to 12 acupuncture visits peryear
• At least one intranasal opioid reversal agent (naloxone)

Removes:
• Barriersto MAT foropioid use disorder, such as priorauthorization

2022

South Dakota
Adds:

• Applied Behavioral Analysisforthetreatment of ASD 2021-20^
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To achieve federal approval of their new state benchmark plan, each state was required to 
demonstrate, through an actuarial analysis:

• that the plan is at least equal in scope to the typical employer plan and
• that it does not exceed the generosity of the most generous plan among the comparison 

set of 10 benchmark plan options for 2017.

The states must also provide an opportunity for public comment on their proposed changes to 
the benchmark plan.

Because all five states added to their base-benchmark plan, which was itself one of the group 
market benchmark options, they automatically satisfied the first test. For the second test,
Illinois' actuaries determined that the five changes to the benchmark plan would not have a 
"material" impact on the premium. Actuaries for South Dakota, Michigan, New Mexico and 
Oregon concluded that while the new benefits would add to the benchmark plan's value, it 
would still not exceed the generosity of the most generous of the state's 10 benchmark plans. It 
is worth noting that this will only work for states that do not already use the most generous of 
their 10 benchmark options, and benefit enhancements will generally be relatively limited since 
differences in actuarial value between benchmark options tend to be small.

Looking Ahead
Since 2012, many states have been cautious about subjecting plans to new benefit mandates, 
out of concern that they will need to defray the additional cost. State bills to add new mandates 
have often either exempted ACA-regulated plans completely or included provisions sun-setting 
the mandate if it triggers a defrayal obligation. Yet Illinois, Michigan, New Mexico, Oregon, and 
South Dakota have successfully added new benefits to their EHB benchmark plans without 
being required to pick up the cost.

They did so by following the federally-prescribed pathway for updating the EHBs and 
demonstrating, through actuarial analyses, that the overall value of the new benchmark plan 
would not exceed the generosity of the most generous benchmark option in their state.
Although many patient and consumer advocates feared the 2019 NBPP would result in less 
generous coverage, so far, the opposite has occurred. And federal regulators have not only 
approved (https://www.cms.gov/CCIIO/Resources/Data-Resources/ehb) these enhanced 
benchmark plans, but have explicitly informed (https://www.cms.gov/CCIIO/Resources/Fact- 
Sheets-and-FAQs/Downloads/FAQ-Defrayal-State-Benefits.pdf) states that those who follow the 
EHB update pathway will not trigger any defrayal obligation. The deadline for submitting a 
proposed EHB benchmark plan for plan year 2023 will be on May 7, 2021. Although many 
months away, states interested in improving their EHB benchmark plan to fill gaps in 
consumers' access to services or to reflect changes in medical evidence may want to begin the 
necessary analyses soon.

The authors thank JoAnn Volk and Justin Giovannelli for their thoughtful review and comments 
on this post.
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What Have Pandemic-Related Job 
Losses Meant for Health Coverage?
Cynthia Cox (https://www.kff.org/person/cynthia-cox/) (https://twitter.com/cynthiaccox) and 
Daniel McDermott (https://www.kff.org/person/daniel-mcdermottn 
Sep 11,2020

f  «r in ■ )  @

The coronavirus pandemic has caused a sharp increase in unemployment across the 
country. The unemployment rate peaked at 14.7% in April and remained above 10% until 
very recently. In the United States, health insurance and employment often go hand-in-
hand: With the majority (https://www.kff.org/other/state-indicator/adults-19-64/? 

currentTimeframe=0&sortModel=%7B%22colld%22:%22l_ocation%22.%22sort%22:%22asc%22%7Di of
working age adults receiving coverage through an employer-sponsored plan, people who 
lose work due to the pandemic also risk losing their health coverage when they might need 
it most. An earlier KFF brief (https://www.kff.org/coronavirus-covid-19/issue-brief/eligibilitv-for-aca- 

heaith-coverage-foiiowing-iob-ioss/v based on unemployment figures through the start of May, 
estimated that roughly 27 million people were at risk of losing their job-based coverage 
when they or family members lost their jobs. However, at the time, it was unclear what 
decisions employers were making about whether to keep their workers covered (e.g. by 
keeping furloughed workers on health plans or by helping employees pay for COBRA 
continuation coverage).

Data has now become available that provide a glimpse into what has happened to 
enrollment among employer plans since the start of the pandemic. Surprisingly, in 
comparison to the nearly 9% drop in employment from March to June, early data suggests 
that employers had kept coverage rates remarkably steady, at least through mid-summer. 
We examined data that insurance companies submit to the National Association of 
Insurance Commissioners, compiled by Mark Farrah Associates, finding that enrollment in 
the fully-insured group market dropped by just 1.3% from the end of March through the 
end of June (Figure 1).
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Figure 1

Change in Overall Employment and Fully-Insured Group 
Market Enrollment, March to June 2020

Employment Fully-Insured Group Market Enrollment

Figure 1: Change in Overall Employment and Fully-Insured Group Market 
Enrollment, March to June 2020

Part of the explanation for this apparent discrepancy could be that many of the people who 
lost employment were never enrolled in employer-based coverage in the first place, as 
lower-wage workers (https://www.kff.org/report-section/ehbs-2019-section-3-emplovee-coverage- 

eligibilitv-and-participation/#figure39T are less likely to be covered by their employer's plan. Even 
so, there are some reasons this 1.3% drop may even overstate employer coverage losses 
during the early months of the pandemic. For years, the fully-insured group market has 
gradually shrunk: While the 1.3% is the largest drop in recent years and is likely largely 
driven by job losses, over the last several years we have seen enrollment drops from the 
first to second quarter of the year ranging from 0.3% to 0.7% in the fully-insured market. 
Also, though we do not have data on self-funded plan enrollment rates, there are reasons 
to suspect the types of companies that self-insure (which tend to be larger companies) were 
better able to weather the early financial hits and might have had fewer job losses or might 
have been in a better position to let their employees retain their health benefits.

The relatively low coverage losses through the end of June are consistent with data showing 
growth in Medicaid enrollment (https://www.kff.org/coronavirus-covid-19/issue-brief/analysis-of-recent- 

national-trends-in-medicaid-and-chip-enrollment/1 through May and relatively flat Marketplace 
enrollment, not yet indicative of big losses in employer coverage. If there were large 
coverage losses in the employer market, we previously estimated that 85% would have 
been eligible to move to Medicaid or the ACA Marketplaces.

From discussions with employers and benefit consultants, we have heard that some 
employers elected to keep furloughed workers enrolled in health coverage. As the 
pandemic continues it's unclear how long this can continue. Data from BLS show 
(https://www.bls.gov/news.release/empsit.ti 1 ,htmi that temporarily laid-off workers made up the
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vast majority of the unemployed in the spring and early summer. However, temporary lay-
offs have decreased, while the number of permanent job losses has increased through the 
summer. If this trend continues, we could see larger coverage losses later this year.
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Since March 2020, millions of U.S. 
workers have lost their jobs in the 
wake of the COVID-19 recession. Most 
workers in the United States get health 
insurance coverage through their jobs, 
so policymakers are looking for answers 
to two main questions: How many 
workers losing their jobs are also losing 
their health insurance? And how many 
workers losing their employer-based 
coverage will become uninsured? Several 
estimates have been published in recent 
months, but they vary widely and are 
difficult to reconcile. Because definitive 
data on changes in coverage are not yet 
available, projections can supply useful 
information for policymakers. But, the 
value of these competing estimates lies 
in their transparent use of available data 
and careful presentation of final results in 
the context of considerable uncertainty 
about when and how insurance coverage 
will change as a result of the COVID-19 
recession.

Introduction
We discuss four analyses of the effects of 
the COVID-19 recession on employment- 
based health insurance coverage and 
the number of uninsured people in 2020 
that were published between early May 
and mid-July of 2020. This is not a 
comprehensive list of published reports on 
the topic.1 We selected these four reports 
because they came out early, received 
some media attention, or represent a 
certain methodological approach. Also, 
in these four analyses the authors are 
reasonably transparent about their 
data and methodologies, allowing us to 
compare their key assumptions. One of 
us is an author of one of these reports. 
The early release of projections can be 
helpful to policymakers, especially in 
the face of so much uncertainty as we 
are experiencing during the coronavirus 
pandemic. Thus, early projections that 
provide partial answers to the main 
questions can still be valuable. To help

policymakers use those early projections, 
however, it is important for the authors to 
define where their estimates fit into the 
larger picture of what remains unknown.

A key reason for widely varying 
projections, is that not all of these 
studies fully address the two main policy 
questions: how many people will lose 
employer-sponsored insurance and how 
many people will become uninsured as 
a result of the COVID-19 recession. One 
study estimates how many people will 
lose insurance coverage tied to a lost job, 
and how many of them are likely to be 
eligible for subsidized coverage, but stops 
short of projecting how many people will 
become uninsured (KFF). Additionally, 
one study focuses exclusively on the 
affected workers (Families USA), 
whereas the others include workers and 
family members covered as dependents 
under workers' health insurance policies. 
While all of these types of estimates can

Study name Citation

Urban Institute 1 Garrett B, Gangopadhyaya A. How the COVID-19 recession could affect health insurance coverage. Urban Institute. May 
4, 2020. https://www.urban.org/research/publication/how-covid-19-recession-could-affect-health-insurance-coverage.

K FF (Henry J. Kaiser Family Foundation) Garfield R, Claxton G, Levitt L. Eligibility for ACA health coverage following job loss. Henry J. Kaiser Family Foundation. 
Mav 13, 2020. https://www.kff.org/coronavirus-covid-19/issue-brief/eligibilitv-for-aca-health-coverage-following-iob-loss/.

Urban Institute 2
Banthin J, Simpson M, Buettgens M, Blumberg LJ, Wang R. Changes in health insurance coverage due to the COVID-19 
recession: Preliminary estimates using microsimulation. Urban Institute. July 13, 2020. https://www.urban.org/research/ 
publication/changes-health-insurance-coverage-due-covid-19-recession.

Families USA
Dorn S. The COVID-19 Pandemic and Resulting Economic Crash Have Caused the Greatest Health Insurance Losses in 
American History. New York: Families USA; July 17, 2020. https://familiesusa.org/resources/the-covid-19-pandemic-and- 
resulting-economic-crash-have-caused-the-greatest-health-insurance-losses-in-american-history/.

Making Sense of Competing Estimates: The COVID-19 Recession's Effects on Health Insurance Coverage 1



Timely Analysis of Immediate Health Policy Issues

Table 1. Select Outcomes from the Four Studies

Number of workers losing jobs 23.4 million
(15% unemployment rate) 31 million 22.4 million 21.9 million

Number of people living in families 
with a job loss Not estimated 78 million 48 million Not estimated

Number of people losing 17.7-30.0 million workers 27 million workers and 10.1 million workers and 5.4 million workers 
(no estimate of affected 
dependents)employer-based coverage and dependents dependents dependents

5.1-8.5 million workers 
and dependents

5.4 million workers
Number of people becoming uninsured Not estimated 2.9 million (no estimate of affected 

dependents)

Number of uninsured people gaining 
Medicaid after job loss Not estimated Not estimated 500,000 Not estimated

Whether other transitions in 
coverage are modeled No No Yes No

Source: Authors’ analysis o f the above-named studies, listed as they appear in the table: Garrett B, Gangopadhyaya A. How the COVID-19 recession could affect health
insurance coverage. Urban Institute. 2020; Garfield R, Claxton G, Levitt L. Eligibility for ACA health coverage following job loss. Henry J. Kaiser Family Foundation. 
2020; Banthin J, Simpson M, Buettgens M, Blumberg LJ, Wang R. Changes in health insurance coverage due to the COVID-19 recession: Preliminary estimates 
using microsimulation. Urban Institute. 2020; Dorn S. The COVID-19 Pandemic and Resulting Economic Crash Have Caused the Greatest Health Insurance Losses 
in American History. New York: Families USA; 2020.

Note: KFF is Henry J. Kaiser Family Foundation.

be useful, policymakers would ideally 
like to know the effects of job loss on 
both workers and the family members 
covered by workers' employment-related 
coverage. And to consider whether 
additional policy responses are needed, 
policymakers also want to know how well 
existing programs, such as Medicaid 
and the marketplaces, are replacing lost 
employer-based coverage.

Another major reason for the disparate 
projections is that the analyses vary in 
their methods along several dimensions. 
First, they differ by their assumptions 
about the extent of future employment 
losses. Although employment data are 
released monthly, and unemployment 
insurance claim filings are released 
weekly, there is much uncertainty 
regarding the extent of employment 
losses due to the COVID-19 recession. 
A second major difference between the 
studies is their assumptions regarding 
the timing of coverage effects, whether 
insurance losses happen immediately or 
over many months or years. One study 
assumes coverage losses have already 
occurred (Families USA), while two 
studies focus on the remainder of 2020 
(KFF, Urban 2), and one study takes 
a longer time horizon and estimates

coverage changes will play out over 
several months to a year (Urban 1).

Third, studies also differ in their 
completeness. Only one of the four 
analyses models all possible transitions 
in coverage due to COVID-19-related 
employment losses. Unlike the other 
studies, the Urban 2 study estimates 
that some previously uninsured workers 
become eligible for and enroll in Medicaid 
following a job loss. A complete picture of 
the effects of the COVID-19 recession on 
insurance coverage would ideally include 
all transitions in coverage, including 
workers who lost their jobs but did not 
hold employer-based coverage before 
the pandemic.

We probably will not fully understand 
actual shifts in insurance coverage until
2021, when results from large federal 
household surveys conducted in 2020 
are released. Even then, some of the 
effect of the economic disruption due to 
the coronavirus pandemic may continue 
through 2021, and not be evident until
2022. One such survey is the National 
Health Interview Survey, which yields 
one of the most reliable estimates of the 
number of uninsured people in the United 
States. In the meantime, we can glean

information from other household surveys, 
such as the Health Reform Monitoring 
Survey, the Commonwealth Fund survey, 
and the U.S. Census Bureau's Household 
Pulse Survey. However, though these 
surveys provide estimates in a more 
timely way, their smaller sample sizes 
and shorter questionnaires provide 
more limited insights into how coverage 
is changing. Over the coming months, 
we will also learn about increases in 
Medicaid and marketplace enrollment 
from administrative data released by 
state and federal agencies and insurers. 
Higher enrollment rates in those two 
programs may reflect two trends— 
reductions in income due to job loss and 
reductions in employer-provided health 
insurance.

We first present the headline estimates 
from each of the four studies, including 
brief comments on their modeling 
approach and the completeness of 
their estimates. We next discuss how 
differences in underlying assumptions, 
modeling approaches, and use of 
available data contribute to differing 
projections of the number of people losing 
employer-sponsored health insurance 
and the number of people who become 
uninsured. Following that, we summarize

Making Sense of Competing Estimates: The COVID-19 Recession's Effects on Health Insurance Coverage 2



Timely Analysis of Immediate Health Policy Issues

early results from recent household 
surveys and discuss whether those 
results support estimates from the four 
studies. We conclude with a discussion 
of the value of studies like these when 
definitive information is not yet available.

Major Findings from the 
Four Studies
Urban Institute 1

This study, the earliest of the four studies 
examined, estimated changes in health 
insurance coverage under 15 percent, 20 
percent, and 25 percent unemployment 
rates. For this comparison we restrict our 
focus to the 15 percent unemployment 
scenario because that is closest to current 
measures of unemployment. The authors 
provided two sets of point estimates 
based on two different econometric 
models of the relationship between 
unemployment rates and employer- 
based coverage from historical data. 
The authors found that 17.7 or 30 million 
people would lose employer-provided 
health insurance if unemployment rose to 
15 percent under the two versions of their 
model (Table 1, row 3). These coverage 
losses lead to an estimated 5.1 or 8.5 
million people becoming uninsured over 
several months to a year after the initial 
job losses (Table 1, row 4).

This study is the only one of the four to 
use an econometric approach to estimate 
the effects of the COVID-19 recession 
on coverage. The study defined two 
alternative econometric models to 
estimate the historical relationship 
between employer-based coverage and 
the unemployment rate. The authors then 
used data from 2014 to 2018 to estimate 
the resulting insurance status of people 
projected to lose employer coverage as 
a result of job loss. The estimates of the 
number of people losing employer-based 
coverage and eventually becoming 
uninsured are somewhat higher than 
those in the second Urban Institute report 
described below. This is most likely 
because past recessions affected a wider 
range of workers and more workers with 
employment-based coverage than the 
current recession has thus far.

One advantage of projections based 
on econometric models using historical

data is in their timely publication, before 
extensive contemporaneous data on 
the current recession is available. 
Another advantage is that their 
estimates summarize broad labor market 
characteristics and patterns that typically 
follow recessions, for example declines 
in hours worked or declines in eligibility 
for employer-based coverage. Also, the 
econometric model estimates reflect 
longer term impacts than the estimates 
of the other studies discussed here. 
A potential limitation of this approach 
is how much the COVID-19 recession 
varies from earlier recessions. Early 
evidence indicates the current recession 
is unlike previous recessions and is 
disproportionately affecting certain 
sectors of the economy while other 
sectors are relatively unchanged.

We anticipate that many workers who 
lose their jobs and employer-sponsored 
insurance will find other sources of 
coverage, so in addition to those two 
key questions, policymakers also want to 
know how many will enroll in subsidized 
coverage through Medicaid or the 
marketplaces. Urban 1 and Urban 2, 
unlike the other two studies discussed 
here, both provide estimates of changes 
in Medicaid and marketplace enrollment 
as a result of the COVID-19 recession, 
in addition to their main findings on 
the number losing ESI and becoming 
uninsured.

Henry J. Kaiser Family Foundation

In mid-May 2020, the Henry J. Kaiser 
Family Foundation (KFF) released a 
report that found nearly 78 million people 
lived in a family in which someone lost 
a job between February and May 2020 
(Table 1, row 2). They estimate nearly 27 
million people would lose employment- 
based health insurance in May because of 
that job loss (Table 1, row 3). The authors 
estimated that nearly 80 percent of the 
27 million people losing ESI would be 
eligible for subsidized coverage through 
Medicaid or the marketplace. However, 
the authors refrained from estimating 
how many people would take up that 
coverage. Research has shown that 
people eligible for subsidized coverage 
do not always take it up; take-up varies 
by program and age of the enrollee, and it

is always less than 100 percent. Take-up 
can also vary by awareness of options, 
access to enrollment portals, and ease of 
sign-up, among many other factors. Thus, 
the KFF study provided early estimates 
of the potential number of uninsured but 
did not completely answer the second 
question asked by policymakers: How 
many of those losing employer-based 
coverage will likely become uninsured?

The study used an ACA eligibility model 
calculator developed by KFF. The 
authors applied the model to data from 
the 2018 ACS, which were then aged 
forward to match 2020 state populations. 
The authors note the ACS data do not 
distinguish between policyholders and 
covered dependents within a family, 
so they made assumptions to account 
for this lack of information. Later, we 
examine how these assumptions differ 
from those in the second Urban Institute 
study we describe.

Urban Institute 2

This study used detailed U.S. Bureau 
of Labor Statistics (BLS) data by 
industry, occupation, and demographic 
characteristics of reported employment 
losses through May 2020. The study 
projected that during the last three 
quarters of 2020 (the initial COVID-19 
period), 48 million nonelderly people will 
live in a family with a worker estimated to 
lose their job because of the COVID-19 
shutdowns and recession (Table 1, row 2). 
The study also found that the COVID-19 
recession as of May 2020, unlike previous 
recessions, is disproportionately affecting 
workers paid low wages. Based on the 
published characteristics of workers 
losing jobs at that point in the recession, 
the authors estimated that many of these 
workers did not have employment-based 
coverage through their own jobs. They 
estimated 10.1 million people will lose 
employer-based coverage because of a 
job loss (Table 1, row 3), but many of them 
find other sources of coverage: about 
32 percent switch to another employer- 
based policy in the family, and 28 percent 
enroll in Medicaid. Still, 3.5 million are 
projected to become uninsured. As noted, 
this is the only study of the four that also 
examined other insurance coverage 
transitions beyond those between ESI
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coverage and other types. The authors 
estimated that in the last three quarters 
of 2020, about 500,000 uninsured people 
will become eligible for and enroll in 
Medicaid after they or a family member 
lose a job, offsetting slightly the number of 
people newly becoming uninsured. Thus, 
this study estimated the net increase in 
the number of uninsured people to be 2.9 
million, accounting for all transitions in 
coverage (table 1, row 4).

This study relies on the Health Insurance 
Policy Simulation Model (HIPSM), 
supplementing the model with data from 
BLS on the characteristics of workers 
losing employment between February 
and May 2020. HIPSM is a powerful 
analytic tool, a detailed microsimulation 
model of the health insurance system 
designed to estimate the cost and 
coverage effects of proposed health 
care policy options. Models such as 
HIPSM are few in number because they 
require a large investment of resources 
to build and maintain. HIPSM is based 
on two years of data from the American 
Community Survey (ACS), which allows it 
to create a synthetic version of the health 
insurance system for US residents below 
age 65, populated by a representative 
sample of families constituting more 
than 6 million individuals.2 The model 
thus captures a range of unmeasured 
correlations between employment, 
income, family structure, demographics 
and insurance coverage. Compared 
with other approaches, a sophisticated 
microsimulation model like HIPSM can 
take advantage of available micro data, 
meaning individual level data on who is 
losing employment, use that to simulate 
how each individual's eligibility for public 
insurance programs changes, and 
then model the ensuing transitions in 
coverage, providing a complete picture 
of potential changes. As mentioned 
above, Urban 2 and Urban 1 both provide 
estimates of changes in Medicaid and 
marketplace enrollment, in addition to 
their main findings on changes in number 
with ESI and the number of uninsured.

Families USA

On July 13, 2020, Families USA released 
a report that found that the number of 
uninsured workers increased by 5.4 
million between February and May

2020 (Table 1, row 4),3 following losses 
of employment for 21.9 million workers. 
Unlike the other three studies discussed 
in this report, the Families USA study 
assumes that coverage losses have 
already occurred. Also, it does not 
incorporate the dependents of workers 
who were covered by the employer- 
sponsored insurance. Incorporating 
dependents would likely increase the 
estimated effects by an additional number 
of people, somewhere between 50 to 100 
percent of the number of workers.

The analytic approach used in the 
Families USA report is straightforward. 
They produced these results by using 
the BLS data on changes in employment, 
unemployment, and labor force 
participation by state from February 
through May 2020, combining them with 
coverage estimates from an earlier paper 
by Gangopadhyaya and Garrett, which 
preceded and relates to the first Urban 
Institute study discussed in this report.4 
Families USA calculated the number 
of people in each state moving from 
employed to unemployed or not in the labor 
force and simply applied uninsurance 
rates derived in Gangopadhyaya and 
Garrett to the number of people in each 
of those categories. Using ACS data on 
insurance coverage from 2008 to 2018, 
Gangopadhyaya and Garrett found that 
unemployed workers and non-elderly 
adults not in the labor force are less likely 
to become uninsured now than before 
the ACA, because of the expansion 
of Medicaid eligibility in most states 
and the introduction of marketplaces 
with subsidized coverage. Specifically, 
Gangopadhyaya and Garrett found that 
the 2014-18 uninsurance rate was 29.8 
percent for unemployed people and 17.5 
percent for those not in the labor force.

The Families USA study reflects 
how the consequences of losing a 
job have changed on average since 
implementation of the ACA. But the 
analysis does not account for the unusual 
nature of the current recession and its 
disproportionate effects on workers with 
low wages, people who are less likely to 
have held employer-provided insurance 
before their job loss. Gangopadhyaya 
and Garrett's average uninsurance 
rates following a job loss reflected the 
2014-2018 period and these rates may

not apply to workers losing jobs in 2020 
due to the pandemic. This recession 
also seems to have an unusual timeline, 
because many workers are reporting 
that their employer-provided insurance 
is continuing while they are temporarily 
furloughed from their jobs. This may 
change in coming months. The Families 
USA projection that 5.4 million workers 
have already lost their insurance is not 
consistent with emerging evidence from 
household surveys, but it may be a better 
projection for later in 2020 depending 
upon the evolution of the recession.

Differences between the 
Studies’ Key Assumptions
Number of workers losing jobs. 
One basic reason for these studies' 
differing estimates is their underlying 
assumptions of employment losses due 
to the COVID-19 recession (Table 1, 
row 1). This is a central assumption and 
directly affects each study's estimate of 
the number of people losing employer- 
provided health insurance. During the 
early months of the current recession it 
appeared to many observers of the US 
economy that labor market effects would 
be very severe. But some jobs returned 
after March and April 2020. Though we 
do not know whether employment losses 
will grow larger, data released in early 
August shows there were 16.3 million 
unemployed people and 7.7 million 
people out of the labor force who want a 
job as of July 2020.5

One of the earliest studies, KFF 
assumed a higher number of workers 
losing their jobs than the other studies, 
and this is one reason for its higher 
estimate of the number of people losing 
employer-provided coverage. The KFF 
authors summed the number of initial 
unemployment claims filed between 
March 7 and May 2, 2020, to reach the 
estimate of 31 million people losing their 
jobs. The second Urban Institute report 
described assumed 22.4 million workers 
lose their jobs, a very similar number 
to that in the Families USA analysis 
(21.9 million workers). The first Urban 
Institute study presented is the only study 
discussed here to offer multiple results 
depending on the unemployment level 
and included results for 15, 20, and 25 
percent unemployment rates. To compare
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this study with others, an unemployment 
rate of 15 percent translates to about 
23.4 million workers as of March 2020.

Characteristics o f people losing jobs. The 
second Urban Institute study presented 
incorporated the characteristics of 
those currently losing jobs to a greater 
degree than the other studies. Using 
a microsimulation model allowed the 
authors to incorporate a level of detail 
unachievable with econometric models. 
Moreover, the authors can update their 
estimates easily if the characteristics of 
those losing jobs changes. Both the first 
Urban Institute study presented and the 
Families USA study implicitly assumed 
workers currently losing jobs are similar to 
those losing jobs in past recessions. But 
the characteristics of people becoming 
unemployed thus far in 2020 appear to 
differ from data used in those two studies. 
In particular, the health insurance 
coverage distribution of those losing jobs 
in the current recession appears to differ 
from past recessions. If the recession 
continues, however, the characteristics of 
those who become unemployed and who 
leave the labor force could change.

Another unusual aspect of the current 
recession is the large number of workers 
on temporary furlough, many of whom 
may retain their employer-provided 
health insurance. The second Urban 
Institute analysis we described, using a 
microsimulation model, assumed roughly 
one-quarter of unemployed workers 
would keep their employer-sponsored 
insurance through the end of 2020. Two 
of the other studies do not appear to 
adjust for this pattern. The first Urban 
Institute study, using a regression model, 
presents its projections as longer-term 
effects that take place several months to 
a year after the change in employment 
levels, so the time horizon extends 
beyond the likely furlough period.

Number of people with employer-based 
coverage tied to a lost job. A major 
difference between the KFF study and 
second Urban Institute study begins with 
their estimated number of people living 
in families with a COVID-19-related job 
loss and receiving coverage through 
that job (Table 1, rows 2 and 3). KFF 
estimated that 78 million people live in 
families with a COVID-19-related job

loss and about 27 million of those people 
were covered by employer-sponsored 
insurance through that job, a share of 
35 percent. The second Urban Institute 
study estimated that 48 million people 
live in families with a COID-19-related 
job loss and 10.1 million of those people 
were covered by employer-sponsored 
insurance through that job, a share of 21 
percent. Urban Institute thus assumed a 
smaller share of workers and dependents 
received coverage through the lost job 
than did KFF.

It is not clear which of these assumptions 
is more accurate. One of the challenges 
in estimating the impact of job losses 
on employment-based coverage is the 
lack of detailed information in the ACS 
on relationships within families and how 
individual family members are covered. 
In other words, the data do not identify 
which worker is a policyholder and which 
other family members are covered as 
dependents under each worker's plan. 
Researchers develop their assumptions 
based on research and data from other 
household surveys that contain such 
information. For example, workers with 
low incomes are more likely to live in 
families with a mix of insurance plans.6-7 
This could mean the children in a low- 
income household are enrolled in the 
Children's Health Insurance Program, 
whereas the working adults may opt 
for self-only coverage through their job- 
based plan.

Estimates including family members. 
Three of the four studies estimate the 
number of workers and family members 
likely to lose employer-sponsored 
coverage because of a pandemic-related 
job loss, ranging from 10.1 million to 30.0 
million people. The Families USA study 
does not produce a comparable estimate, 
however, because it does not include 
family members in its estimates. Families 
USA found that 5.4 million workers have 
lost coverage in 2020; the total number 
losing coverage would be much greater 
than that, however, since some workers 
cover family members.

Completeness of estimates regarding 
all transitions in coverage. Only one 
study, the second Urban Institute study 
presented, which is based on a complex 
microsimulation model, estimated all

transitions in coverage that could flow 
from the extensive employment losses 
reported to date. For example, that 
study estimated that 500,000 uninsured 
workers become eligible for and enroll 
in Medicaid after losing their jobs. This 
movement partially offsets the number 
of people who become uninsured in 
the wake of a job loss. The study also 
estimated the transitions into and out of 
the marketplace. Though net growth in 
the marketplace is estimated to be quite 
low (200,000 people in 2020), that figure 
hides much larger gross enrollment 
increases of 700,000 and gross exits of 
500,000 (data not shown). Many people 
exiting the marketplace are estimated 
to enroll in Medicaid, because their 
job losses lead to changes in program 
eligibility. Including estimates of all 
transitions in coverage help policymakers 
understand how the safety net is 
estimated to be working.

Presentation of estimates in the context 
of uncertainty. Three of the four studies 
carefully couched their estimates as 
the COVID-19 recession's potential 
impacts on insurance coverage. The 
Families USA study, on the other hand, 
estimated 5.4 million workers had already 
lost their employer-sponsored health 
insurance before the report's publication.8 
Such statements are misleading, and 
the analysis is undermined by emerging 
data that contradict the estimates, as 
shown below.

Emerging Evidence from 
Household Surveys
The analytic efforts described above 
are especially important when so little 
definitive data are currently available on 
changes in insurance coverage in the 
wake of employment losses beginning in 
March and April 2020. Some evidence is 
emerging, however, from recent surveys, 
but none have found large increases in 
uninsurance at this point in the recession.

Urban Institute researchers recently 
released a brief that used data from the 
HRMS, conducted between March 25 
and April 10, 2020, and the first wave 
of the Coronavirus Tracking Survey, 
conducted between May 14 through 27,
2020.9 The Coronavirus Tracking Survey 
is part of the HRMS and is designed to 
monitor how the pandemic is affecting
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adults over time. The tracking survey 
found no changes in employer-sponsored 
insurance or in the number of uninsured 
people for the overall sample of adults. 
However, for those in families losing jobs, 
employer-sponsored insurance dropped 
by 4.9 percentage points. That reduction 
in coverage was considerably offset by a 
3.5 percentage-point increase in private 
nongroup coverage. The uninsured rate 
for adults in families losing jobs increased 
from 14.8 percent to 16.5 percent, but the 
change was not statistically significant. 
Among states that did not expand 
eligibility for Medicaid under the ACA, 
however, there was a very small but 
statistically significant increase in the 
overall number of uninsured adults (1.3 
percentage points).

The Commonwealth Fund conducted a 
telephone survey of 2,271 adults ages 18 
and older from May 13 through June 2,
2020.10 Among adults who reported that 
either they or their spouse or partner 
had a job loss or furlough, 59 percent 
did not have coverage through that job. 
Of the remaining 41 percent who had 
such coverage, 53 percent had been 
furloughed and still maintained coverage 
through that job. Smaller shares reported 
having employer coverage through 
another job, a spouse, COBRA, Medicaid, 
or the marketplaces. Thus, only a small 
percentage of people losing jobs (21 
percent of 41 percent) became uninsured 
because they lost employer-sponsored 
insurance. However, if furloughed 
workers lose their jobs permanently, 
uninsurance could change significantly.

The results of these two surveys suggest 
many people who have lost jobs during 
the pandemic either did not have

insurance through their jobs to begin with 
or have maintained employer-sponsored 
insurance because of a furlough or through 
a family member or COBRA. Increases in 
Medicaid or marketplace coverage were 
generally small. Finally, a third survey, 
the U.S. Census Bureau's Household 
Pulse Survey, conducted between April 
23 and May 5 and between July 9 to 14 
found little net change in private or public 
coverage or in the uninsurance rate.11 
The survey may have missed an increase 
in uninsurance, because the first wave 
was conducted just after the sharp 
increase in unemployment in March/ 
April. However, given the other survey 
results, significant shifts in coverage may 
not have occurred yet.

Conclusion
We do not yet know how many people 
will lose both their jobs and health 
insurance coverage during the COVID-19 
recession, and definitive data will not 
be available until next year. Though 
employment rebounded somewhat 
after the huge job losses in March and 
April 2020, the economic recovery is 
uncertain and depends on the course of 
the coronavirus and efforts to mitigate 
its spread. Recent household surveys 
with smaller sample sizes than federal 
surveys have, however, indicated that 
net changes in insurance coverage thus 
far have been small. Without definitive 
data on how health insurance coverage 
is currently changing and will change in 
the coming months, models that predict 
the effects of widespread employment 
losses on coverage play an important 
role in alerting policymakers to potential 
outcomes. To better understand widely 
varying estimates, however, it would be

helpful for authors to define where their 
estimates fit into the larger picture of 
what remains unknown.

We find these studies' estimates differ 
for various reasons. One is the studies' 
different assumptions of the number of 
workers losing their jobs. Another is the 
degree to which the studies' analytic 
approaches incorporated emerging data 
on the specific characteristics of those 
losing employment in 2020, or otherwise 
adjusted for the specific characteristics 
of the COVID-19 recession relative to 
past recessions. A third are varying 
assumptions on the number of family 
members covered by workers' policies. 
One study goes further than the others, 
estimating all coverage transitions 
following the loss of employment, 
including movements from uninsurance 
or nongroup coverage to Medicaid, which 
effect final estimates, and matter to state 
and federal policymakers.

The value of these early estimates will 
only be known once we can measure how 
well they approximate more definitive 
data released in the coming months 
and years. Early evidence indicates 
there have not yet been large losses 
of coverage, suggesting that studies 
predicting smaller changes in the number 
of uninsured people may be more accurate 
than those predicting large increases. 
The four studies compared here present 
varying estimates of what may happen 
to the health insurance coverage of 
people affected by the current recession. 
In all cases, the authors have included 
information on their data, methods, and 
assumptions, enabling us to compare 
results across studies.

Making Sense of Competing Estimates: The COVID-19 Recession's Effects on Health Insurance Coverage 6



Timely Analysis of Immediate Health Policy Issues

ENDNOTES
1 We exclude estimates produced without documentation of data and methods, including those from a report by Health Management Associates. See Health Management 

Associates. COVID-19 Impact on Medicaid, Marketplace, and the Uninsured, by State. 2020. https://www.healthmanagement.com/wp-content/uploads/HMA-Estimates- 
of-COVID-Impact-on-Coverage-public-version-for-April-3-830-CT.pdf. Published April 3, 2020. Accessed July 23, 2020.

2 Buettgens M, Banthin J. The Health Insurance Policy Simulation Model (HIPSM) for 2020: Open Enrollment Period Current-Law Baseline and Methodology. 
Washington: Urban Institute; forthcoming.

3 A revised version of the report was published July 17, 2020. We referenced both reports for this paper.
4 Gangopadhyaya A, Garrett B. Unemployment, health insurance, and the COVID-19 recession. Urban Institute. 2020. https://www.urban.org/research/publication/ 

unemployment-health-insurance-and-covid-19-recession. Published March 31, 2020. Accessed July 23, 2020.
5 U.S. Bureau of Labor Statistics. News Release: The Employment Situation—August 2020. Washington: U.S. Bureau of Labor Statistics; 2020. https://www.bls.gov/news. 

release/pdf/empsit.pdf. Accessed August 14, 2020.
6 Strane D, Kanter GP, Matone M, Glaser A, Rubin DM. Growth of public coverage among working families in the private sector. Health Affairs. 2019;38(7):1132-39. 

https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2018.05286. Published July 2019. Accessed July 27, 2020.
7 Vistnes JP, Schone BS. Pathways to coverage: The changing roles of public and private sources. Health Affairs. 2008;27(1):44-57. https://doi.org/10.1377/hlthaff27.L44. 

Published January/February 2008. Accessed July 27, 2020.
8 Gangopahyaya and Garrett (note 4 above) did not present their estimates, used in the Families USA report, as certain.
9 Karpman M, Zuckerman S, Peterson G. Adults in families losing jobs during the pandemic also lost employer-sponsored health insurance. Urban Institute. 2020. 

https://www.urban.org/research/publication/adults-families-losing-jobs-during-pandemic-also-lost-employer-sponsored-health-insurance. Published July 10, 2020. 
Accessed July 27, 2020.

10 Summarized in the Karpman, Zuckerman, and Peterson analysis above.
11 Health insurance coverage—Household Pulse Survey—COVID-19. Centers for Disease Control and Prevention website. https://www.cdc.gov/nchs/covid19/pulse/health- 

insurance-coverage.htm. Updated July 22, 2020. Accessed July 27, 2020.

The views expressed are those o f the authors and should not be attributed to the Robert Wood Johnson Foundation or the 
Urban Institute, its trustees, or its funders.

ABOUT THE AUTHORS & ACKNOWLEDGMENTS

Jessica Banthin is a Senior Fellow and John Holahan is an Institute Fellow in the Urban Institute's Health Policy Center. The authors are 
grateful for comments from Linda J. Blumberg, Michael Karpman, Michael Simpson, Genevieve Kenney, and Steve Zuckerman and editorial 
assistance from Rachel Kenney.

ABOUT THE URBAN INSTITUTE

The nonprofit Urban Institute is dedicated to elevating the debate on social and economic policy. For nearly five decades, Urban scholars 
have conducted research and offered evidence-based solutions that improve lives and strengthen communities across a rapidly urbanizing 
world. Their objective research helps expand opportunities for all, reduce hardship among the most vulnerable, and strengthen the 
effectiveness of the public sector. For more information specific to the Urban Institute's Health Policy Center, its staff, and its recent research, 
visit http://www.urban.org/policv-centers/health-policv-center.

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.rwif.org. Follow the Foundation on Twitter at www.rwif.org/twitter or on Facebook at www.rwif.org/facebook.

Making Sense of Competing Estimates: The COVID-19 Recession's Effects on Health insurance Coverage 7


	Structure Bookmarks
	Document




