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FOR IMMEDIATE RELEASE 

Jan. 12, 2021 

 

Covered California Begins New Year With a Record 
Number of Plan Selections, Serving Those Hardest Hit 
by the Pandemic, as State Experiences Post-Holiday 

Surge of New COVID-19 Cases

 

• Nearly 1.6 million Californians have renewed their coverage or enrolled for 
the first time for 2021 coverage, setting a new enrollment record in the midst 
of the worst COVID-19 spike since the beginning of the pandemic.  

• The record enrollment total is 200,000 higher than the same time period last 
year, with significant portions of low-income consumers and communities of 
color, which are among the groups hardest hit by the COVID-19 pandemic. 

• With a dramatic increase in post-holiday COVID-19 cases, Covered California 
and other state health leaders continue to encourage people to take precautions: 
wear a mask, wash your hands, watch your distance, stay home when you can, 
and get covered with a quality health insurance plan. 

• Covered California’s open-enrollment period runs through Jan. 31, and of the 2.7 
million Californians who are uninsured, an estimated 1.2 million are eligible for 
financial help from Covered California or through Medi-Cal. 

 
 
SACRAMENTO, Calif. — Covered California announced on Tuesday that it has begun 
the New Year with a record number of people who have signed up for coverage amid a 
severe spike in COVID-19 cases across the state. A record 1.6 million Californians had 
either renewed their coverage or selected a plan during open enrollment for health 
insurance coverage starting Jan. 1, 2021. The total represents an increase of almost 
200,000 (14 percent) over the same time period last year. 

“With the pandemic continuing to surge across the state, now is not the time to be 
uninsured,” said Peter V. Lee, executive director of Covered California. “We are in the  

(more) 
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midst of a post-holiday surge, and we want to encourage anyone who needs health care 
coverage to check out their options and sign up so they can get covered in 2021.” 

More than 2.7 million Californians have been infected by the virus, and the death total is 
expected to surpass 30,000 today.  

“While collectively we are all hands are on deck to distribute vaccines across the state, 
we cannot let our guard down during this rise in cases and hospitalizations because the 
ability to transmit the virus from one person to another is so high right now,” said Dr. 
Mark Ghaly, the California Health and Human Services secretary and chair of the 
Covered California Board of Directors. “We all need to do our part to defeat this 
pandemic, and that means wearing a mask, staying home and getting covered with a 
quality health insurance plan.” 

Right now, of the 2.7 million Californians who are uninsured, an estimated 1.2 million 
are eligible for financial help through Covered California, or they qualify for low-cost or 
no-cost coverage through Medi-Cal. The largest portion of these uninsured who are 
eligible for help are in Southern California, with an estimated 718,000 people eligible for 
financial help in the Los Angeles, Inland Empire, Orange and San Diego metro areas 
(see Figure 1: Where California’s Uninsured Who Are Eligible for Financial Help Live). 

Figure 1:  Where California’s Uninsured Who Are Eligible for Financial Help Live

 

(more) 
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“Most of the people who are uninsured who can get help do not know they are eligible 
for financial assistance, or they have not checked recently to see how affordable quality 
coverage can be,” Lee said. “No one should wait to sign up. Enroll now and tell your 
family and friends so we can make sure everyone possible has health insurance during 
this pandemic.” 

The most recent data shows that 1.4 million people, or nearly 90 percent of Covered 
California’s enrollees, are receiving some level of financial help that lowers the cost of 
their monthly premium by an average of nearly 80 percent. 

Of those receiving financial help, almost half — over 640,000 — are benefiting from the 
state subsidy program launched in 2020 to make coverage more affordable, including 
44,500 middle-income consumers who were previously ineligible for assistance 
because they exceeded the federal income requirements. 

Record Plan Selections 

The record number of consumers signing up for a plan comes after Covered California 
opened a special-enrollment period throughout the spring and summer and signed up 
hundreds of thousands of people who either did not have health insurance or lost their 
coverage due to the pandemic and recession. With this outreach, the total of those 
going into 2021 with coverage purchased during special enrollment in 2020 and those 
newly signing up during the current open-enrollment period totaled 541,000 — the 
largest figure for new sign-ups since the end of a preceding open-enrollment period in 
Covered California’s history (see Figure 2. Plan Selections for Coverage Years 2016 to 
2021). 

Figure 2. Plan Selections for Coverage Years 2016 to 2021i1 

 

                                                      
1 “Special Enrollment” is a subset of the renewal population. For example, of the 1.4 million renewing 
consumers for 2021, 376,000 had newly signed up during the special-enrollment period during 2020.  
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While the number of plan selections — both overall and in the combined special 
enrollment and open-enrollment periods — is at a historic high, the new enrollment seen 
during the current open-enrollment period is down from the all-time high Covered 
California saw during this time last year. The biggest likely contributor to that change is 
that fact that many of those, who in prior years would have signed up during open 
enrollment, got coverage earlier during the special-enrollment period. 

“When the pandemic began to hit California hard in the spring, Covered California 
opened its doors to every eligible consumer because it was the right thing to do,” Lee 
said. “This is a year like no other, but we are seeing Covered California meet the needs 
of those hardest hit by the COVID pandemic — including communities of color and 
lower-income Californians.” 

Over the past six years, Covered California has seen a steady increase in the diversity 
of its new consumers who sign up during special and open enrollment. The data shows 
that nearly two-thirds (66 percent) are from communities of color, which represents an 
increase from 60 percent in 2015 (see Figure 3. Special and Open-Enrollment Plan 
Selections by Ethnicity). 

Figure 3. Special and Open-Enrollment Plan Selections by Ethnicity2 

  

(more) 

                                                      
2 All plan selections since the end of 2020 open enrollment through Dec. 31, 2020, including new 
enrollments during both 2020 special enrollment and 2021 open enrollment. 
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The data also highlights Covered California’s critical role in helping low-income 
Californians — those hardest hit by the COVID pandemic — get access to necessary 
health care. Of the record number of plan selections, 57 percent of consumers have an 
annual household income of less than 250 percent of the federal poverty limit (FPL), 
which corresponds to just under $32,000 for a single person household (see Figure 4. 
Covered California 2021 Net Plan Selections by Income). 

“These are Californians who are most vulnerable to the pandemic, many of them 
working hourly jobs or in the service industry, who have been hardest hit by the crisis,” 
Lee said. “Covered California helps give them access to some of the best care in the 
country and the peace of mind in knowing that they have insurance to protect them if 
the worst happens.” 

Figure 4.  Covered California 2021 Net Plan Selections by Income  

Additionally, 44,500 middle-income Californians now benefit from the state subsidy 
program, which is the first in the nation providing financial assistance to consumers 
whose income exceeds the federal requirements. Under the landmark program, 
Californians earning up to $76,560 — or a family of four with a household income of up 
to $157,200 — may be eligible for financial help to lower the cost of their coverage. 

 

 

(more) 
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Shop and Compare 

Those interested in applying for coverage can explore their options — and find out 
whether they are eligible for financial help — in just a few minutes by using the Shop 
and Compare Tool at CoveredCA.com. All they need to do is enter their ZIP code, 
household income and the ages of those who need coverage to find out which plans are 
available in their area.  

Consumers who sign up by Jan. 31 will need to pay their first bill in order to have their 
coverage take effect on Feb. 1. 

“Now is not the time to be sick and uninsured as California continues to endure the 
worst pandemic in modern history,” Lee said. “Don’t put yourself or your family at risk. 
Sign up now and be covered on Feb. 1.”  

Lee added that, in light of the pandemic, Covered California will continue to evaluate 
what the agency may do after the Jan. 31 deadline if further action is needed to help 
Californians during this critical time.  

Another important reason to sign up is that California’s individual mandate penalty 
remains in place for 2021. Consumers who can afford health care coverage, but choose 
to go without, could pay a penalty when filing their state income taxes in 2022. The 
penalty is administered by California’s Franchise Tax Board, and could be as much as 
$2,250 for a family of four. 

Getting Help Enrolling 

Consumers interested in learning more about their coverage options can: 

• Visit www.CoveredCA.com. 

• Get free and confidential in-person assistance, in a variety of languages, from a 
certified enroller. 

• Have a certified enroller call them and help them for free. 

• Call Covered California at (800) 300-1506. 

About Covered California 
Covered California is the state’s health insurance marketplace, where Californians can 
find affordable, high-quality insurance from top insurance companies. Covered 
California is the only place where individuals who qualify can get financial assistance on 
a sliding scale to reduce premium costs. Consumers can then compare health 
insurance plans and choose the plan that works best for their health needs and budget. 
Depending on their income, some consumers may qualify for the low-cost or no-cost 
Medi-Cal program. 
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Covered California is an independent part of the state government whose job is to make 
the health insurance marketplace work for California’s consumers. It is overseen by a 
five-member board appointed by the governor and the Legislature. For more information 
about Covered California, please visit www.CoveredCA.com. 

### 

i Data through Dec. 31, 2020. Renewal data for 2021 reflect net plan selections as of this release. The final count of 

renewal plan selections reported at end of the open-enrollment period may be slightly lower due to lags in carrier 
transactions; based on 2020 plan year data patterns, the final number of net renewals may decrease an estimated 
1.0 and 1.5 percent of renewals, or ~25,000 consumers from what is seen as of Dec. 31, 2020. Open enrollment 
began on Oct. 15 for the 2020 coverage year and Nov. 1 for 2021. 
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I. Overview 

Ten years after the enactment of the Affordable Care Act (ACA), health care coverage remains 
unaffordable and out of reach for many Americans. While the ACA’s premium tax credit 
subsidies lower the cost of premiums for some lower-income individuals, the initial 
implementation and structure of the ACA substantially increased the cost of health insurance 
premiums for middle-income individuals and families who do not qualify for the ACA’s 
premium subsidies.1 These people represent a portion of the approximately 30 million 
Americans who remain uninsured.  

Affordability remains an issue across all insurance markets in the United States. Both the 
employer-sponsored market and the individual market have seen a significant rise in premiums 
since the ACA was passed. For example, annual premiums for single coverage for employer-
sponsored insurance (ESI) increased 48 percent since 2010 and worker contributions have 
increased 38 percent over the same time period.2  Premiums in the individual market increased 
by a much larger margin in just the first four years after the ACA’s main health insurance market 
reform requirements took effect.  Between 2013 and 2017, average individual market premiums 
in states with Exchanges using HealthCare.gov more than doubled.3 While premiums have 
declined after CMS began implementing a number strategies to stabilize the market in 2017, 
premiums remain substantially higher than pre-ACA levels. In addition, across the health care 
sector, the underlying cost of health care continually outpaces inflation, which is unsustainable 
for the industry and the country.  

This report provides data on the affordability of coverage available to people on the individual 
health insurance market - the market that was most heavily impacted by the ACA’s new market 
reform requirements in 2014.  Overall, the data in this report illustrate that affordable health 
coverage is not available for many consumers purchasing coverage on the individual market who 
do not qualify for the ACA’s subsidies. 

 

                                                           
1 HHS, “Individual Market Premium Changes: 2013 – 2017”, May 23, 2017. 
https://aspe.hhs.gov/system/files/pdf/256751/IndividualMarketPremiumChanges.pdf  
2Kaiser Family Foundation, “2020 Employer Health Benefits Survey.” Oct 2020. https://www.kff.org/health-costs/report/2020-
employer-health-benefits-survey/ (Figure 6.4) 
3 HHS, “Individual Market Premium Changes: 2013 – 2017”, May 23, 2017. 
https://aspe.hhs.gov/system/files/pdf/256751/IndividualMarketPremiumChanges.pdf 

https://aspe.hhs.gov/system/files/pdf/256751/IndividualMarketPremiumChanges.pdf
https://www.kff.org/health-costs/report/2020-employer-health-benefits-survey/
https://www.kff.org/health-costs/report/2020-employer-health-benefits-survey/
https://aspe.hhs.gov/system/files/pdf/256751/IndividualMarketPremiumChanges.pdf
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II. Measures of Affordability 

There is no single definition of affordability in the context of health care. There are many factors 
to consider when measuring the affordability of health insurance coverage, such as family 
income, monthly premiums, and cost sharing requirements.  As a practical matter, affordability is 
often measured by whether a household is able to cover their health care costs and also pay for 
necessities such as housing, transportation, and food.4 

The tax code has provided a deduction for unreimbursed medical expenses that exceed a certain 
proportion of income, which recognizes a point at which medical expenses become excessive 
and warrant relief.  This threshold began at 5.0 percent of net income in 1942, was later 
increased to 7.5 percent of adjusted gross income (AGI) in 1986, and the ACA then increased 
this threshold to 10 percent of AGI for individuals below age 65.  Congress recently reduced the 
AGI level back to 7.5 percent starting in 2017.5  

Under the ACA, an employer-sponsored health plan is deemed unaffordable to the employee for 
purposes of determining whether an individual offered employer-sponsored coverage may be 
eligible for premium tax credits if the employee’s cost of the lowest cost self-only plan exceeds 
9.78 percent of the employee’s household income for 2020 (for 2021, this affordability test is set 
at 9.83% of household income). Whether or not this is the best baseline for assessing 
affordability remains an open question, but it is the current benchmark under the ACA.   

Within this framework, this report analyzes affordability as an individual’s potential premium 
and out-of-pocket costs, as well as regional variations in health care costs. 

 

III. The ACA’s Impact on Individual Market Premiums 

As previously noted, average individual market premiums in states with Exchanges using 
HealthCare.gov more than doubled between 2013 and 2017.  This increase in premiums is 
primarily due to the implementation of the ACA’s insurance reforms in 2014, including 
decisions on how to implement these requirements.  Actuaries have identified a number of ACA 
requirements that contribute to substantially higher premiums, including the closure of state high 
risk pools, mandated premium rating requirements including compressed age rating bands, a 
more generous set of mandated essential health benefits, health insurance taxes, and the 
Exchange user fees.6   

                                                           
4 Weiner, Janet et al. “What is ‘Affordable’ Health Care?” PennLDI. November 2018. 
https://ldi.upenn.edu/sites/default/files/pdf/Penn%20LDI%20and%20USofC%20Affordability%20Issue%20Brief_Final.pdf 
5 IRS “Medical and Dental Expenses,” Publication 502, (2019). https://www.irs.gov/publications/p502  
6 See Milliman, Comprehensive Assessment of ACA Factors That Will Affect Individual Premiums in 2014, April 25, 2013. 

https://ldi.upenn.edu/sites/default/files/pdf/Penn%20LDI%20and%20USofC%20Affordability%20Issue%20Brief_Final.pdf
https://www.irs.gov/publications/p502
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Certain decisions on how to implement the ACA have also led to higher premiums, including 
decisions on Exchange implementation, the allowance of transitional policies, and the lack of 
Exchange verification of eligibility for special enrollment periods (SEP).  Various decisions led 
to initial failures and ongoing glitches on Exchanges during the early years of implementation.7  
Research suggests these initial failures may have had long-term impacts on premiums and 
consumer welfare.8 After insurers sent out cancelation notices for policies that did not meet the 
ACA’s requirements in 2013, a policy decision was made to allow insurers to nonetheless 
continue renewing these “transitional” noncompliant policies.  This decision likely kept healthier 
people from joining the individual market, contributing to substantial claims losses in 2014 and 
2015, which contributed to substantial premium increases in 2016 and 2017.9 Finally, early 
decisions allowed greater flexibility and lax enforcement of SEPs.  This increased issuers’ 
exposure to adverse selection by making it easier for people to time enrollment for only those 
months when they incurred health expenses.10    

In addition to the ACA market reform requirements on insurance markets, the structure of the 
premium tax credit also encourages premium inflation because the amount of the subsidy is 
linked to the overall cost of the health plan.  The ACA’s subsidy structure subsidizes the full 
amount of premiums above a certain proportion of income on a sliding scale, which means the 
value of the premium tax credit subsidy effectively rises in lock step with rising premiums (see 
discussion below).  This substantially reduces insurers’ incentive to constrain premium growth 
because the federal government fully funds the premium increases for those who qualify for the 
ACA’s subsidies.  Research suggests this type of subsidy weakens competition, resulting in 
higher premiums and subsidy costs for the government.11 

 

                                                           
7 See e.g., Office of Inspector General, HealthCare.gov: Case Study of CMS Management of the Federal Marketplace February 
2016), available at https://oig.hhs.gov/oei/reports/oei-06-14-00350.pdf; and Minnesota Office of the Legislative Auditor, 
Evaluation Report: Minnesota Health Insurance Exchange (MNsure) (February 2015), available at 
https://www.auditor.leg.state.mn.us/ped/2015/mnsuresum.htm.  
8 See Amanda Kowalski, “The Early Impact of the Affordable Care Act State-by-State,” National Bureau of Economic Research 
Working Paper 20597 (October 2014), available at https://www.nber.org/papers/w20597; and Florian Scheuer and Kent Smetters, 
“Could a website really have doomed the health exchanges? Multiple equilibria, initial conditions and the construction of the 
fine,” National Bureau of Economic Research Working Paper 19835 (January 2014), available at 
https://www.nber.org/papers/w19835.  
9 Erik Huth and Jason Karcher, “A financial post-mortem: Transitional policies and the financial implications for the 2014 
individual market,” Milliman, July 20, 2016, available at https://www.milliman.com/en/insight/a-financial-post-mortem-
transitional-policies-and-the-financial-implications-for-the-2014.  
10 See Laura F. Garabedian, et al., “Costs Are Higher For Marketplace Members Who Enroll During Special Enrollment Periods 
Compared With Open Enrollment,” Health Affairs, Vol. 39, No. 8 (August 2018), available at 
https://www.healthaffairs.org/doi/10.1377/hlthaff.2019.01155; and Rebecca Diamond, et al., “Take-up, drop-out, and spending in 
ACA marketplaces,” National Bureau of Economic Research Working Paper 24668 (May 2018), available at 
https://www.nber.org/papers/w24668;   
11 Sonia Jaffe and Mark Shepard, Price Linked Subsidies and Health Insurance Markups, HKS Working Paper No. RWP17-002 
(January 24, 2017), available at https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2910012. 

https://oig.hhs.gov/oei/reports/oei-06-14-00350.pdf
https://www.auditor.leg.state.mn.us/ped/2015/mnsuresum.htm
https://www.nber.org/papers/w20597
https://www.nber.org/papers/w19835
https://www.milliman.com/en/insight/a-financial-post-mortem-transitional-policies-and-the-financial-implications-for-the-2014
https://www.milliman.com/en/insight/a-financial-post-mortem-transitional-policies-and-the-financial-implications-for-the-2014
https://www.healthaffairs.org/doi/10.1377/hlthaff.2019.01155
https://www.nber.org/papers/w24668
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2910012
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IV. The ACA Subsidies  

For lower-income people in need of health insurance, the ACA attempts to improve the 
affordability of coverage and access to care by offering premium subsidies to individuals with 
annual household incomes starting at 100 percent of FPL ($12,490) up to 400 percent of FPL 
($49,960).12  The subsidy amounts an individual can receive are based on income and decrease 
as household income increases.  Under this structure, people are expected to pay a certain 
percent of income toward the premium of a benchmark plan (i.e. second lowest-cost silver plan), 
ranging from 2.07 percent of income at 100 percent of the federal poverty level (FPL) to 9.83 
percent of income at 400 percent of FPL.13  In addition, the ACA requires issuers to provide Cost 
Sharing Reductions (CSRs) to reduce out-of-pocket medical costs for enrollees who make 
between 100 and 250 percent FPL.14 In effect, this structure establishes a sliding scale income-
based affordability  standard.  

Despite these subsidies, coverage and care remain unaffordable for many, particularly for those 
who receive minimal or no financial assistance.  Moderate-income consumers who make just 
over 400 percent of FPL do not qualify for cost sharing or premium subsidies and shoulder the 
full cost of high premiums. As the data in this report show, many of these consumers find 
themselves priced out of the market entirely. 

 

V. The ACA’s Subsidy Cliff  

Health insurance premiums are not affordable for many people without access to subsidies. 
There is a steep difference in how much an individual with a household income over 400 percent 
FPL will pay in premiums compared to an individual with a lower household income.  This is 
often referred to as the “subsidy cliff.”15 The subsidy cliff is steepest for older moderate-income 
consumers near retirement age.16 As Figure 1 illustrates, premium prices for older, pre-Medicare 
moderate-income consumers far exceed the ACA-defined benchmark of no more than 9.83 
percent of household income. For example, premium costs for a 60-year old earning just over 
400 percent of FPL are on average 25.8 percent of their income. To put this in perspective, on 
average an older consumer with an annual income of $50,000 would pay $12,886 per year in 
premium costs (see Figure 1 below and Appendix IV for additional age bands). 

                                                           
12 Federal poverty levels from 2019, used to calculate premiums for plan year 2020. 
13 Internal Revenue Service, Revenue Procedure 2020-36, July 21, 2020, available at: https://www.irs.gov/pub/irs-drop/rp-20-
36.pdf 
14 ACA § 1402; Patient Protection and Affordable Care Act; HHS Notice of Benefit and Payment Parameters for 2021; Notice 
Requirement for Non-Federal Governmental Plans. 85 Fed. Reg. 29,164, 29,229-29,230. (May 14, 2020). 
15 Fehr, Rachel et al. “How Affordable are 2019 ACA Premiums for Middle-Income People?” Kaiser Family Foundation. March 
5, 2019. https://www.kff.org/health-reform/issue-brief/how-affordable-are-2019-aca-premiums-for-middle-income-people/  
16 Federal Register/ Vol. 78, No. 39, 45 CFR Parts 144, 147, 150, 154 and 156 https://www.govinfo.gov/content/pkg/FR-2013-
02-27/pdf/2013-04335.pdf 

https://www.kff.org/health-reform/issue-brief/how-affordable-are-2019-aca-premiums-for-middle-income-people/
https://www.govinfo.gov/content/pkg/FR-2013-02-27/pdf/2013-04335.pdf
https://www.govinfo.gov/content/pkg/FR-2013-02-27/pdf/2013-04335.pdf
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Figure 1 - Lowest-Cost Silver Plan Average Premium as Percentage of Income for 60-Year 
Olds17  

  

This does not mean that younger consumers are impervious to the high cost of premiums and the 
subsidy cliff. For a 30-year old living in one of the top fifth highest cost counties in the U.S., the 
percent of household income spent on premiums increases from 8.4 percent to 14.8 percent when 
their income rises from just under 400 percent to just above 400 percent FPL (See Appendix II).  

 

VI. Health Coverage Affordability: Regional Variation 

When assessing affordability of a health plan, an individual’s maximum financial exposure under 
the plan, including premiums, deductibles, co-payments, and co-insurance should be taken into 
account.  While only a small portion of people may reach this maximum level of financial 
exposure—the full premium and the maximum out-of-pocket limit—it represents the financial 
risk a high-cost health incident or chronic condition could impose on any individual.   

When factoring in all these components, a 60-year-old individual earning $50,000 (too much to 
qualify for premium subsidies) with high health needs who reaches their maximum financial 
exposure may be required to pay between 30.2 percent and 60.9 percent of their total income for 
health insurance coverage and services, depending on where they live in the U.S.  To be clear, 
healthier 60-year-olds with a moderate income may not pay this maximum amount each year, but 
this is the range of financial exposure. The map below (Figure 2) illustrates how the financial 
exposure for this population varies across the country, with consumers living in rural areas hit 

                                                           
17 Calculated by determining the premiums that 60-year-olds at varying levels of household income would pay for an average of 
the lowest cost silver plan across all counties using the healthcare.gov platform excluding Alaska and Hawaii. Total of 2,671 
counties were included. Calculation includes advanced premium tax credits for income levels under 400% of FPL. The data used 
is from 2020. 

Average Annual Premium = $12,886 
n = 2,671 counties 
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hardest. In addition, these older consumers are more vulnerable to reaching this maximum 
amount as they tend to have more complex medical needs.18   

Figure 2: Maximum Financial Exposure as a Percent of Income for a 60-year-old earning 
$50,000 Compared at the County Level19 

 

While Marketplace plans are costly for unsubsidized consumers, the financial burden is 
especially high for 60-year-old consumers living in areas of the country where premiums 
combined with out-of-pocket costs are most expensive. The disparity is stark.  Figures 3 and 4 
depict the range of financial exposure by income level for a 60 year old lining in the highest cost 
quintile of counties (Figure 3) and lowest cost quintile of counties (Figure 4). 60-year-old 
consumers living in counties with the highest cost have a maximum financial exposure that is 
close to 1.5 times higher than those living in the least expensive counties (see Appendices II and 
III for additional age bands). Specifically, the consumers in the most expensive counties could 
potentially spend, on average, 51.4 percent of their total income for health insurance coverage 

                                                           
18 Sawyer, Bradley & Gary Claxton. "How do health expenditures vary across the population?" Peterson-Kaiser Family 
Foundation. Jan. 16, 2019. https://www.healthsystemtracker.org/chart-collection/health-expenditures-vary-across-
population/#item-start 
19 Maximum Financial exposure was calculated as the sum of the premium for the lowest cost silver plan in each county plus the 
maximum out-of-pocket limit associated with that specific plan. Given that this map shows the financial exposure of 60-year-olds 
making over 400% of FPL, advance premium tax credits (APTC) are not included in the calculation. Additionally, only states 
using the healthcare.gov platform (excluding Hawaii and Alaska) were included in this map for a total of 2,671 counties. The 
data used is from 2020. 

https://www.healthsystemtracker.org/chart-collection/health-expenditures-vary-across-population/#item-start
https://www.healthsystemtracker.org/chart-collection/health-expenditures-vary-across-population/#item-start
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and services if they reach their maximum financial exposure. In comparison, the consumers in 
counties with lower costs could potentially spend, on average, 34.6 percent of their income.  

Figures 3 and 4 further illustrate that even for those older moderate-income consumers who 
receive some premium subsidy, if their annual income is too much to qualify for the CSR 
subsidy (i.e., household incomes higher than $31,225), their total financial exposure is high – 
often exceeding 25 percent of income in both the higher and lower cost counties.  

 

Figure 3: Maximum Financial Exposure for Highest-Cost Counties as a Percent of Income 
for a 60-year-old Purchasing the Lowest-Cost Silver Plan20 

 

 

 

 

 

  

                                                           
20 Figure 3 displays the premiums, deductibles and additional out of pocket costs that 60-year-olds at varying levels of income 
would pay for an average of the lowest cost silver plan across all counties using the healthcare.gov platform, excluding Alaska 
and Hawaii. Calculations include advanced premium tax credits for income levels under 400% of FPL and cost sharing 
reductions for income levels under 250% of FPL. Figure 3 only considers the top twenty percent of counties (n=512) using 
healthcare.gov platform where financial exposure for 60-year-olds with incomes more than 400% of FPL is greatest. The data 
used is from 2020. 

Annual Amounts (n=512 counties):  
• Avg Premium: $17,652 
• Avg Deductible: $5,230 
• Avg Additional OOP: $2,835 
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Figure 4: Maximum Financial Exposure for Lowest-Cost Counties as a Percent of Income 
for a 60-year-old Purchasing the Lowest-Cost Silver Plan21 

 

As noted, not all people reach the maximum out of pocket limit. In fact, most people, especially 
those who are healthier and younger, do not. For older enrollees in the individual market aged 55 
to 64 who are considered healthy, approximately 1 in 10 would reach their deductible (on 
average $4,500). For those aged 55 to 64 who have one or more conditions that would 
characterize them as “unhealthy”, approximately 4 in 10 would hit their deductible and an 
additional 1 in 10 would hit their maximum out-of-pocket limit ($8,150 for plan year 2020).22 

While the figures in this report focus on the financial exposure of older non-subsidized adults, 
younger consumers are also at risk for a substantial level of financial exposure by income. 
However, as shown in Appendix 1, for younger consumers 30, 40 and 50 years of age, the potential 
for substantial financial exposure is relatively steady across incomes due to the fact that premiums 
account for a lower share of the maximum financial exposure.    

                                                           
21 Figure 4 uses the same methodology as Figure 3 but only includes the bottom twenty percent of counties (n=498) where 
financial risk exposure is lowest. The data used in Figure 4 is from 2020. 
22 Derived by estimating claims expense for four population segments: healthy under 55, healthy over 55, unhealthy under 55, 
and unhealthy over 55.  Modeled out-of-pocket costs (deductible, co-pay, coinsurance) for all segments using a typical lowest 
cost silver plan with a $4500 deductible, 10% coinsurance, and $8000 maximum out-of-pocket limit. The presence of one of the 
HHS-HCC model conditions, or Hierarchical Condition Categories was used to mark those in the population data set considered 
“unhealthy.” HCCs include diagnoses/conditions like Cancer, Diabetes, HIV/AIDS, Pregnancy, Severe burns, and other such 
conditions with large, somewhat predictable costs. Source: Wakely ACA Database (WACA). WACA is an aggregated database 
based on de-identified CMS Enrollee-level External Data Gathering Environment  (EDGE) Server input and output files 
(including enrollment, claims, and pharmacy data) from the 2017 benefit year submitted through April 2018, along with 
supplemental risk adjustment transfer and issuer-reported financial information, representing approximately 4 million lives from 
the individual ACA market. For further details please see https://www.wakely.com/services/product/wakely-aca-database-waca.  

Annual Amounts (n=498 counties) 
• Avg Premium: $9,444 
• Avg Deductible: $5,866 
• Avg Additional OOP: $2,012 

https://www.wakely.com/services/product/wakely-aca-database-waca
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VII. CMS Progress  

The data presented here indicates that moderate-income consumers who have household incomes 
just over 400 percent of the FPL and who do not qualify for the ACA’s subsidies continue to 
struggle with health insurance costs as the cost of an individual market plan continues to 
increase.  As outlined earlier, the implementation of the ACA’s main health insurance market 
reform requirements are responsible for a portion of the rise in insurance costs.  The fact that the 
underlying cost of health care continues to rise faster than inflation is also a substantial factor.  
Both of these factors pose a large barrier to affordability.  However, in recent years CMS has 
taken substantial steps to mitigate the costly impact of the ACA on health insurance markets and 
address other longstanding issues in our health care system that are driving up costs.  
 
While many of the ACA’s cost drivers are built into the statute, there are opportunities to make 
coverage more affordable under the ACA.  To reverse rising premiums and fewer choices on the 
individual insurance market, CMS has implemented regulations and policies to improve risk 
pools and increase competition among health insurers.  New regulations have improved risk 
pools by encouraging individuals to maintain continuous coverage and providing states with new 
tools to stabilize their markets and deliver a more predictable regulatory framework.23  CMS also 
implemented an outreach plan to bring insurers back into the individual market to increase 
competition to lower premiums.  To promote competition on quality, CMS required Exchanges 
across the country to publicly display quality information for the 2020 plan year.24  In addition, 
CMS approved 15 state reinsurance waivers, all of which drove insurance premiums down—in 
most cases by double digit percentages.25   

                                                           
23 Patient Protection and Affordability Care Act; Market Stabilization, 82 Fed. Reg. 18346 (April 18, 2017), 
https://www.federalregister.gov/documents/2017/04/18/2017-07712/patient-protection-and-affordable-care-act-market-
stabilization; Patient Protection and Affordable Care Act; Notice of Benefit and Payment Parameters for 2019, 83 Fed. Reg. 
16930 (April 17, 2018), https://www.federalregister.gov/documents/2018/04/17/2018-07355/patient-protection-and-affordable-
care-act-hhs-notice-of-benefit-and-payment-parameters-for-2019; and Patient Protection and Affordable Care Act; Notice of 
Benefit and Payment Parameters for 2021; Notice Requirement for Non-Federal Governmental Plans, 85 Fed. Reg. 29164 (May 
14, 2020), https://www.federalregister.gov/documents/2020/05/14/2020-10045/patient-protection-and-affordable-care-act-hhs-
notice-of-benefit-and-payment-parameters-for-2021,   
24 Quality Rating Bulletin. Centers for Medicare and Medicaid Services. https://www.cms.gov/CCIIO/Resources/Regulations-
and-Guidance/Downloads/QualityRatingInformationBulletinforPlanYear2020.pdf. Published August 15, 2019.   
25  State Relief and Empowerment Waivers: State-based Reinsurance Programs. Centers for Medicare and Medicaid Services. 
https://www.cms.gov/CCIIO/Programs-and-Initiatives/State-Innovation-Waivers/Downloads/1332-Data-Brief-June2020.pdf. 
Published June 2020.  

https://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/QualityRatingInformationBulletinforPlanYear2020.pdf
https://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/QualityRatingInformationBulletinforPlanYear2020.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/State-Innovation-Waivers/Downloads/1332-Data-Brief-June2020.pdf
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As a result of these agency actions, more issuers are coming back to the market, increasing 
competition and bringing down premiums.26  In 2021, average premiums for a benchmark plan 
sold on HealthCare.gov declined for the third straight year.27   

As part of its comprehensive approach, CMS has also advanced a number of policies to address 
the rising cost of health care.  These policies focus on empowering patients with better 
information to improve their decision-making to drive greater competition within the market.   
For instance, CMS finalized price transparency rule that requires hospitals to post a list of their 
standard charges28 and requires most health insurance issuers and self-insured employer health 
plans to disclose their negotiated in-network rates and out-of-network payments on a public 
website, and provide cost-sharing liability information to participants.29 CMS also finalized the 
Interoperability and Patient Access rule, which requires most health plans doing business in 
Medicare, Medicaid, and the Federal Marketplaces to share health claims data and other 
important information with their beneficiaries and enrollees..30   

In addition, in an effort aimed at reducing regulatory barriers to care coordination and improving 
the coordination of patient care across care settings, CMS issued a final rule modifying 
implementation of the Stark Law31 which presents significant opportunities for new value-based 
care arrangements that reduce burden on providers and protect patients from unnecessary 
services that drive up costs. All these measures will help lower the overall cost of health care and 
lead to lower premiums and lower out-of-pocket spending for consumers.  

 

 

 

 

                                                           
26 Increasing Competition on the Exchanges to Improve Consumer Choice and Affordability. Centers for Medicare and Medicaid 
Services. https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/Issuer-Participation-in-the-
Marketplace.pdf. Published October 30, 2020. 
27 Plan Year 2021 Qualified Health Plan Choice and Premiums in HealthCare.gov States. 
https://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/2021QHPPremiumsChoiceReport.pdf . Published 
November 23, 2020.  
28 Medicare and Medicaid Programs: CY 2020 Hospital Outpatient PPS Policy Changes and Payment Rates and Ambulatory 
Surgical Center Payment System Policy Changes and Payment Rates. Price Transparency Requirements for Hospitals to Make 
Standard Charges Public, 84 Fed. Reg. 65524 (Nov. 27, 2019),  https://www.govinfo.gov/content/pkg/FR-2019-11-27/pdf/2019-
24931.pdf.  
29 Transparency in Coverage, 85 Fed. Reg. 72158 (Nov. 12, 2020), https://www.federalregister.gov/documents/2020/11/12/2020-
24591/transparency-in-coverage  
30 CMS, Medicare and Medicaid Programs; Patient Protection and Affordable Care Act; Interoperability and Patient Access for 
Medicare Advantage Organization and Medicaid Managed Care Plans, State Medicaid Agencies, CHIP Agencies and CHIP 
Managed Care Entities, Issuers of Qualified Health Plans on the Federally-Facilitated Exchanges, and Health Care Providers, 85 
Fed. Reg. 25510 (May 1, 2020),  https://www.govinfo.gov/content/pkg/FR-2020-05-01/pdf/2020-05050.pdf.  
31 CMS, Medicare Program; Modernizing and Clarifying the Physician Self-Referral Regulations, 85 Fed. Reg. 77492 (Dec. 2, 
2020), available at: https://www.federalregister.gov/documents/2020/12/02/2020-26140/medicare-program-modernizing-and-
clarifying-the-physician-self-referral-regulations  

https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/Issuer-Participation-in-the-Marketplace.pdf
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/Issuer-Participation-in-the-Marketplace.pdf
https://www.govinfo.gov/content/pkg/FR-2019-11-27/pdf/2019-24931.pdf
https://www.govinfo.gov/content/pkg/FR-2019-11-27/pdf/2019-24931.pdf
https://www.federalregister.gov/documents/2020/11/12/2020-24591/transparency-in-coverage
https://www.federalregister.gov/documents/2020/11/12/2020-24591/transparency-in-coverage
https://www.federalregister.gov/documents/2020/12/02/2020-26140/medicare-program-modernizing-and-clarifying-the-physician-self-referral-regulations
https://www.federalregister.gov/documents/2020/12/02/2020-26140/medicare-program-modernizing-and-clarifying-the-physician-self-referral-regulations
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VIII. Conclusion 

The data in this report shows that health coverage is not affordable for many middle-income 
Americans who do not qualify for premium subsidies.  Affordability is a particular challenge for 
older Americans near retirement age and people living in rural areas.   

Although much work remains to make insurance more affordable for all Americans, over the 
past several years, CMS has made significant strides to improve the affordability of individual 
health insurance coverage for people who don’t have access to employer coverage and don’t 
qualify for premium subsidies. These actions include efforts to increase competition and 
consumer choice, reduce premium costs and the underlying cost of care throughout the United 
States. CMS continues to focus on providing systemic solutions to address the longstanding 
problems in the health care system and create more opportunities for all Americans to be able to 
access affordable care. 
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Appendix I: Average Financial Exposure as Percentage of Income by Age at All Income 
Levels* 

*All appendices contain data for all counties in states that use the healthcare.gov platform 
except Hawaii and Alaska.  
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Appendix II: Maximum Financial Exposure for Highest-Cost Counties as a Percent of 
Income by Age at All Income Levels Purchasing the Lowest-Cost Silver Plan 
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Appendix III: Maximum Financial Exposure for Lowest-Cost Counties as a Percent of 
Income by Age at All Income Levels Purchasing the Lowest-Cost Silver Plan 
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Appendix IV: Lowest-Cost Silver Plan Average Premium as Percentage of Income by Age 
(30, 40, 50, & 60 year-olds) 
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I. Overview 
 
The Patient Protection and Affordable Care Act (ACA) established a set of provisions that changed 
the availability and affordability of health coverage for many Americans.  The ACA’s expansion of 
Medicaid eligibility to non-disabled adults, along with the introduction of premium tax credit 
subsidies to low- and middle-income Americans purchasing an individual market plan through an 
Exchange increased access to coverage for many people.  However, other ACA requirements 
increased the cost of health insurance coverage and, in turn, reduced the affordability of health 
coverage for many other people—in particular people without access to employer-sponsored 
coverage and who earn too much money to qualify for the ACA’s premium subsidies. This report 
takes a closer look at the unsubsidized population and the impact of increasing premiums on health 
coverage.  
 

II. Premium Trends 
 
Premiums increased substantially since the ACA’s main insurance market reform requirements took 
effect in 2014. Some of these requirements include, but are not limited to, the closure of state high 
risk pools, premium rating requirements including compressed age rating bands, a more generous 
set of mandated essential health benefits, health insurance taxes, and the Exchange user fees.1  As 
noted above, the ACA attempted to help offset premium costs for consumers by offering 
government subsidies to eligible individuals and families making 100 percent of the Federal Poverty 
Level (“FPL”) up to 400 percent FPL to purchase health insurance coverage on the Health 
Insurance Marketplace®2 (Marketplace).3 The structure of the premium tax credit also encourages 
premium inflation because the amount of the subsidy is linked to the overall cost of the health plan.  
 
As shown in Figure 1, average premiums increased substantially from the year before the ACA’s 
main requirements took effect in 2013 to 2019, rising from $242 to $589—a 143 percent increase. 
This premium data represents the average premium people paid for coverage in individual health 
insurance market nationally. Without subsidies to offset the cost of these increasing premiums, 
emerging trends indicate that the unsubsidized populations are unable to afford health insurance and 
are increasingly becoming uninsured. 
 

 
 
 

                                                           
1 See Milliman, Comprehensive Assessment of ACA Factors That Will Affect Individual Premiums in 2014, April 25, 2013. 
2 Health Insurance Marketplace® is a registered service mark of the U.S. Department of Health & Human Services. 
3 26 USC 36B(c)(1)(A).  



  

2 
 

 
 
 

Figure 1: Average Monthly Premiums, 2011 to 2019* 
 

 
* Note:  Data for 2011 through 2013 were sourced from CMS Medical Loss Ratio (MLR) data, 
which were collected starting in tax year 2011 from issuers to enforce ACA MLR requirements. 
Premium data for 2014 to 2019 in this chart are sourced from the ACA the risk adjustment 
program. Both data sources best reflect the premium for individual market that was available for 
purchase in the market for each respective year.  After 2014, MLR data includes data from 
consumers in health plans that are not available to new consumers, including people who retained 
grandfathered plans and certain non-grandfathered plans that are not in compliance with certain 
ACA market reforms, also known as grandmothered plans.  
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III. Decline in Unsubsidized Enrollment 
 
At the same time premiums increased, enrollment in individual market plans among those people 
who purchase coverage without a premium subsidy (referred to as the “unsubsidized”) declined. 
CMS regularly publishes data on enrollment trends among the subsidized and unsubsidized in the 
individual market.4  Nationally, average premiums increased by 52% from 2016 to 2019, during 
that same period, the number of unsubsidized individuals and families enrolling in individual 
market plans fell from 6.2 million to 3.4 million, representing a decline in unsubsidized enrollment 
of 2.8 million people. 
 
Looking at state level data shows a clear link between rising premiums and declining unsubsidized 
enrollment.  As Figure 2 shows, from 2016 to 2019, states with larger declines in unsubsidized 
enrollment tended to experience a larger increase in average premiums. For example, Iowa, the state 
with the highest premium increase (from $408 to $923), also experienced the largest drop (90 
percent) in its unsubsidized enrollment. 
 

Figure 2: Change in State Average Premium vs. Change in Enrollment in the Unsubsidized 
Individual Market, 2016 to 2019 

 
                                                           
4 Centers for Medicare & Medicaid Services, “Trends in Subsidized and Unsubsidized Enrollment.” Oct. 9, 2020 at 
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/Trends-Subsidized-
Unsubsidized-Enrollment-BY18-19.pdf. 

https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/Trends-Subsidized-Unsubsidized-Enrollment-BY18-19.pdf
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/Trends-Subsidized-Unsubsidized-Enrollment-BY18-19.pdf
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IV. Uninsured Trends 
 
As premiums increased and unsubsidized enrollment declined, data from the U.S. Census Bureau 
show the number and rate of people without insurance has edged up.  While the uninsured rate 
declined from 2013 to 2016 immediately after key provisions of the ACA expanded access to 
subsidized health coverage, Figure 3 shows that the uninsured rate then began to increase from 2016 
to 2019.  This increase in the uninsured rate occurred among both children and adults age 19 to 64. 
During this time, the number of uninsured under 65 years old increased by 2.26 million to 28.9 
million people.5 This includes an increase of roughly 678,000 uninsured children and 1.58 million 
uninsured working-age adults.  

 
Figure 3: Uninsured Rate by Age, 2011 to 2019 

 

 
Source: U.S. Census Bureau, American Community Survey (ACS) - 1-Year Estimates-Public Use 
Microdata Sample (2010-2019), MDAT (census.gov). 
 
Comparing changes in the number of people with health insurance coverage by household income 
level shows that much of the increase in the number of uninsured under 64 from 2016 to 2019 
occurred among people with household incomes too high to qualify for subsidized health coverage.  
Among people under 65 with household incomes above 400 percent of the FPL—the cutoff point to 
qualify for federal premium tax credits—the number of uninsured increased by 1.33 million from 
2016 to 2019.  This represents 59 percent of the increase in the number of uninsured over this time.  

                                                           
5 U.S. Census Bureau, American Community Survey (ACS) - 1-Year Estimates-Public Use Microdata Sample (2010-
2019), MDAT (census.gov). 

https://data.census.gov/mdat/#/
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Looking at adults age 19 to 64 reveals people with household incomes higher than 400 percent of 
FPL represent an even larger proportion of the increase in the uninsured for this population. At this 
income level, as shown in Figure 4, the number of uninsured adults age 19 to 64 increased by 1.15 
million from 2016 to 2019—73 percent of the total increase.   Appendix A provides further details 
on trends in the uninsured rates for this adult population nationally and by state from 2010 to 2019. 
 
The change in the number of uninsured children by household income follows a more even 
distribution across incomes. However, children in households with incomes higher than 400 percent 
of FPL still represent a large share of the increase in the number of uninsured children, representing 
27 percent of the increase.  Appendix B includes additional charts that compare changes in the 
number and rate of uninsured among children and adults age 19 to 64.  
 

Figure 4: Changes in the Number of Uninsured Adults Age 19 to 64 by Household Income 
Level, 2016 to 2019 

 
Source: U.S. Census Bureau, American Community Survey (ACS) - 1-Year Estimates-Public Use 
Microdata Sample (2010-2019), MDAT (census.gov). 
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V. Affordability is a Key Factor in Recent Uninsured Trends  
 
The fact that such a large proportion of the increase in the number of uninsured occurred among 
middle to higher income people who do not qualify for federal subsidies strongly suggests that the 
rising cost and declining affordability of health coverage for this population was a substantial factor 
contributing to the rise in the uninsured population from 2016 to 2019.  This conclusion is 
consistent with survey data from the National Center for Health Statistics, which shows in 2019 
over 70 percent of uninsured adults (ages 18 to 64) cited affordability as the primary cause for their 
being uninsured, making it the most common reason reported.6  This is also consistent with a body 
of economic research that shows people are very price sensitive when making the decision to buy 
health coverage.7  
 

VI.  Conclusion 
 
While CMS has made great strides to address the affordability issues facing the uninsured, there is 
more work to do to improve affordability and reduce the uninsured population. The unsubsidized 
population continues to struggle with the high cost of individual market plan premiums contributing 
to the increasing uninsured rate. Premiums are stabilizing but remain too expensive for Americans 
who are not eligible for premium subsidies. The ACA fails to support this population and its 
regulatory requirements ultimately raise premiums for consumers.  
 
Long-term solutions lie in policies that make systemic changes to address the underlying issues 
causing premiums to increase. To that end, CMS has been advancing a number of policies using the 
tools available under current law to reduce the cost of care by, for example, encouraging more 
insurers to compete in the market, empowering patients to be value-conscious consumers by making 
quality and cost data transparent, and moving to value-based payments in our public programs.  
These are the types of policies that will ultimately deliver affordable health insurance options for all 
Americans. 

                                                           
6 2019 NHIS Survey: National Center for Health Statistics, 2019 NATIONAL HEALTH INTERVIEW SURVEY 
(NHIS), https://www.cdc.gov/nchs/nhis/2019nhis.htm.  
7 See Abraham, Jean, et al, “Demand for Health Insurance Marketplace Plans was Highly Elastic in 2014-2015, National 
Bureau of Economic Research (July 2017), https://www.nber.org/papers/w23597 (finding a one percent premium 
increase on the Exchanges reduced enrollment by 1.7 percent).  

https://www.cdc.gov/nchs/nhis/2019nhis.htm
https://www.nber.org/papers/w23597
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State 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 
United States 7.0 6.6 6.5 6.7 5.3 4.4 4.1 4.5 4.8 5.1 
Alabama 5.16 6.11 5.00 5.42 5.11 3.80 4.06 4.63 4.87 5.15 
Alaska 12.00 10.38 13.35 11.89 9.47 10.17 9.97 11.27 8.28 10.47 
Arizona 7.56 8.32 7.38 7.28 6.55 5.63 5.16 5.54 6.21 6.47 
Arkansas 7.98 6.47 7.22 8.59 5.28 4.59 4.60 4.61 4.92 3.87 
California 8.50 8.03 7.73 8.15 6.02 4.24 3.64 4.06 4.43 4.69 
Colorado 6.39 6.32 5.90 6.04 5.34 4.03 3.99 4.00 4.57 4.66 
Connecticut 4.89 4.46 5.03 5.56 4.18 3.51 2.91 3.34 3.38 3.62 
Delaware 6.02 6.86 3.88 5.32 4.39 3.95 3.09 2.82 4.15 4.21 
District of Columbia 5.43 4.84 3.85 4.77 3.67 2.05 1.86 2.14 1.77 1.76 
Florida 10.48 9.99 10.16 10.71 8.61 7.17 6.68 7.64 8.39 8.56 
Georgia 7.86 7.87 7.34 8.09 6.13 5.45 5.53 6.43 7.30 6.65 
Hawaii 6.19 4.15 3.38 4.28 2.81 2.53 2.18 2.70 2.77 3.43 
Idaho 7.90 7.38 7.51 7.09 7.10 4.53 5.96 7.31 6.10 8.15 
Illinois 6.22 5.64 5.73 5.86 4.68 3.19 2.94 3.15 3.61 4.35 
Indiana 6.15 5.22 6.13 5.76 4.87 4.19 3.51 4.27 4.59 4.82 
Iowa 2.96 3.64 3.24 3.57 2.45 1.87 2.39 1.98 2.36 2.89 
Kansas 5.47 4.37 4.50 4.66 3.94 4.37 3.82 3.13 3.88 4.61 
Kentucky 5.94 5.45 4.97 6.17 3.92 2.86 2.47 2.53 3.11 3.92 
Louisiana 10.07 9.23 8.29 9.64 7.05 5.71 5.45 5.53 5.86 5.67 
Maine 6.64 5.95 5.18 6.01 5.19 4.75 4.32 4.03 5.27 5.35 
Maryland 5.49 5.60 5.27 6.18 4.22 3.00 3.25 3.46 3.46 3.88 
Massachusetts 2.50 2.33 2.29 2.23 2.07 1.88 1.83 1.87 1.86 2.15 
Michigan 5.94 5.35 5.34 4.92 4.11 2.92 2.59 2.61 3.04 3.37 
Minnesota 4.16 3.41 3.43 3.48 2.57 2.01 2.19 1.94 2.22 2.67 
Mississippi 8.32 8.31 7.62 8.86 6.14 5.32 5.14 5.45 7.25 7.56 
Missouri 5.28 5.17 5.47 5.03 4.44 3.68 3.87 3.82 4.61 4.74 
Montana 7.91 8.77 8.55 9.16 6.09 7.48 4.26 6.31 5.69 7.58 
Nebraska 5.30 4.56 4.00 4.08 3.32 2.62 3.11 3.88 3.86 3.74 
Nevada 11.15 9.81 9.18 10.28 8.48 5.33 6.01 7.16 7.86 7.24 
New Hampshire 6.01 4.80 5.78 5.87 4.38 3.95 3.64 3.10 3.56 4.77 
New Jersey 7.37 6.64 6.60 6.57 5.40 4.36 4.11 4.05 4.23 4.74 
New Mexico 10.12 9.74 8.86 8.91 7.63 6.22 4.81 5.24 5.67 6.65 
New York 7.43 6.68 6.19 6.36 5.06 4.67 3.83 3.84 3.63 4.09 
North Carolina 6.10 6.02 6.49 5.91 5.09 4.45 4.17 4.79 4.99 5.80 
North Dakota 3.41 4.37 5.42 3.71 2.74 5.04 3.24 3.21 4.05 4.13 
Ohio 5.58 4.63 4.81 4.96 3.53 3.20 2.58 3.00 3.28 3.79 
Oklahoma 8.88 7.85 8.80 9.09 6.57 7.00 6.81 8.19 7.47 8.46 
Oregon 7.45 5.81 5.50 7.05 5.23 3.70 4.05 4.06 4.34 4.79 
Pennsylvania 5.12 4.79 4.27 4.43 3.68 3.08 2.53 2.93 3.23 3.56 
Rhode Island 5.38 6.05 5.57 6.23 5.26 3.06 2.21 2.53 2.57 2.70 
South Carolina 7.44 7.21 7.51 7.03 6.32 5.03 5.36 5.37 5.80 6.39 
South Dakota 3.74 5.28 6.66 4.42 4.57 4.06 4.31 2.82 4.35 4.95 
Tennessee 6.68 5.81 6.25 5.91 5.13 4.35 4.15 5.35 5.47 5.31 
Texas 9.90 9.65 9.74 9.69 8.19 7.26 7.38 8.29 8.74 9.37 
Utah 7.34 6.63 6.19 6.74 5.74 4.55 4.48 4.61 5.48 4.92 
Vermont 5.50 5.02 2.78 5.79 3.46 3.03 2.78 4.59 2.35 3.67 
Virginia 5.39 5.06 5.09 5.63 4.92 4.45 3.79 4.17 4.20 4.33 
Washington 6.28 5.87 6.40 6.68 4.37 3.25 2.79 3.55 4.02 3.56 
West Virginia 7.91 7.58 5.96 6.45 5.08 4.39 3.31 4.45 4.08 4.46 
Wisconsin 4.13 4.09 3.97 4.09 2.68 2.65 2.62 2.14 3.11 3.17 
Wyoming 7.09 10.76 10.47 8.17 6.96 6.15 6.35 7.42 5.99 7.80 
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Source: U.S. Census Bureau, American Community Survey (ACS) - 1-Year Estimates-Public Use 
Microdata Sample (2010-2019), MDAT (census.gov). 
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Updated: CMS is releasing an updated version of the Summary Report of 2017 Benefit Year Risk Adjustment 
Data Validation Adjustments to Risk Adjustment Transfers that was originally released on August 1, 2019.1 
The purpose of releasing this updated report is to correct for a minor misassignment of hierarchy condition 
categories (HCCs) that occurred to certain issuers’ 2017 benefit year HHS-RADV results which affected all 
2017 benefit year HHS-RADV error rates used in the calculation of risk adjustment transfer adjustments. This 
misassignment is detailed in the January 15, 2021 memo entitled “Reissuing 2017 HHS Risk Adjustment Data 
Validation (HHS-RADV) Results”.2  While this issue did not change the risk pools impacted or the 
identification of outliers, it did cause small changes in the dollar amounts of the 2017 benefit year HHS-
RADV adjustments to risk adjustment transfers for all issuers with transfer adjustments. This change is a very 
minor technical correction to the 2017 benefit year HHS-RADV results. This issue did not affect the 2017 
benefit year HHS-RADV Default Data Validation Charge (DDVC) or DDVC allocation payment amounts. 
The 2017 benefit year HHS-RADV adjustments to risk adjustment transfers and DDVCs will be invoiced to 
issuers in February 2021. Updated 2017 benefit year HHS-RADV adjustments to 2017 benefit year and 2018 
benefit year risk adjustment transfers are reflected in this report. 

 

                                                           
1 https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-Programs/Downloads/BY2017-HHSRADV-
Adjustments-to-RA-Transfers-Summary-Report.pdf  
2 https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-Programs  
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I. Background  
 
The Patient Protection and Affordable Care Act (PPACA) established a permanent risk adjustment program3 to provide payments to 
health insurance issuers that attract higher-risk enrollees, such as those with chronic conditions, to reduce the incentives for issuers to 
avoid those enrollees, and to lessen the potential influence of risk selection on the premiums that issuers charge. The risk adjustment 
program is designed to support issuers offering a wide range of benefit designs that are available to consumers at an affordable 
premium. Consistent with section 1321(c)(1) of PPACA, the Department of Health and Human Services (HHS) is responsible for 
operating the program on behalf of any state that does not elect to do so. HHS operated risk adjustment in all 50 states and the District 
of Columbia in the 2017 benefit year.  
 
To ensure the integrity of the HHS-operated program and to validate the accuracy of data submitted by issuers for use in transfer 
calculations, the Centers for Medicare & Medicaid Services (CMS) performs risk adjustment data validation in states where the HHS-
operated program applies (HHS-RADV). HHS-RADV also ensures that issuers’ actual actuarial risk is reflected in transfers and that 
the HHS-operated program assesses charges to issuers with plans with lower-than-average actuarial risk while making payments to 
issuers with plans with higher-than-average actuarial risk. 
 
CMS is publishing an update to this first annual report on issuers’ HHS-RADV adjustments to risk adjustment transfer results.4 As the 
first non-pilot year, the 2017 benefit year HHS-RADV results will generally be used to adjust 2018 benefit year plan liability risk 
scores, resulting in adjustments to 2018 benefit year risk adjustment transfer amounts.5 The one exception to the prospective 

                                                           
3 See section 1343 of PPACA. 
4 CMS conducted two (2) pilot years for HHS-RADV for the 2015 and 2016 benefit years. The results of 2015 and 2016 benefit year HHS-RADV were not 
applied to adjust plan liability risk scores or risk adjustment transfers. In addition, 2017 benefit year HHS-RADV is a pilot year for Massachusetts issuers; 
therefore, these issuers’ 2017 benefit year HHS-RADV results will not be applied to risk scores or transfers, and are not included in this report. See the HHS 
Notice of Benefit and Payment Parameters for 2020 (2020 Payment Notice), 84 FR 17454 at 17508 (April 25, 2019). 
5 45 CFR 153.350(b) and (c).   
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application of HHS-RADV results is for exiting issuers,6 whose 2017 HHS-RADV results will be used to adjust the issuers’ 2017 
benefit year risk adjustment plan liability risk scores, resulting in adjustments to 2017 benefit year risk adjustment transfer amounts in 
affected state market risk pools.7 This report sets forth by HIOS ID and state market risk pool the applicable adjustments to 2018 and 
2017 benefit year risk adjustment transfers based on the 2017 benefit year HHS-RADV results. This report displays the 2018 and 2017 
benefit year risk adjustment transfer amounts that were provided in each year’s respective summary report,8,9 the adjusted transfer 
amount due to the application of HHS-RADV error rates, and the difference between the amounts that will be invoiced and paid. This 
report also includes information on 2017 benefit year default data validation charges under 45 C.F.R. § 153.630(b)(10) and allocations 
of those amounts. Issuers will also receive new issuer-specific transfer reports for the 2018 and 2017 benefit years on January 15, 
2021, reflecting any updated adjustments to transfers that occurred as a result of addressing the misassignment issue for 2017 benefit 
year HHS-RADV. However, issuers will not receive new DDVC reports since those charges and allocation payments are not affected 
by the update. The data included in this report reflect amounts calculated based on the applicable methodologies established through 
notice with comment rulemaking,10 prior to the resolution of all HHS-RADV discrepancies and related appeals, and are provided for 
informational purposes. These amounts do not constitute specific obligations of Federal funds to any particular issuer or plan. 
 
The HHS-RADV error rate is calculated based on the methodology set forth in the 2019 Payment Notice, and is calculated by using 
failure rates specific to HCC groups and subsequently adjusting the issuer’s risk score when the issuer’s failure rate for a group of 
HCCs is statistically different from the weighted mean failure rate, or total failure rate, for that group of HCCs for all issuers who 
participated in the HHS-RADV process.11 The HHS-RADV error rate represents the percent of an issuer’s EDGE risk scores that are 
estimated to be in error after applying risk score adjustments to sampled enrollees identified as outliers in the HCC Groups and 
extrapolating the impact of those adjustments to the issuer’s risk adjustment population.12 
 
                                                           
6 To be an exiting issuer, the issuer has to exit all of the market risk pools in the state (that is, not selling or offering any new plans in the state). If an issuer only 
exits some market risk pools in the state, but continues to sell or offer plans in others, it is not an exiting issuer. A small group issuer with off-calendar year 
coverage, who exits the small group market risk pool and only has small group carry-over coverage that ends in the next benefit year, and is not otherwise selling 
or offering new plans in any market risk pools in the state, would be an exiting issuer. See the 2020 Payment Notice, 84 FR at 17503. 
7 See the HHS Notice of Benefit and Payment Parameters for 2019 (2019 Payment Notice), 83 FR 16930 at 16965 (April 17, 2018).  
8 The Summary Report on Permanent Risk Adjustment Transfers for the 2018 Benefit Year can be found at: https://www.cms.gov/CCIIO/Programs-and-
Initiatives/Premium-Stabilization-Programs/Downloads/Summary-Report-Risk-Adjustment-2018.pdf.  
9 The Summary Report on Permanent Risk Adjustment Transfers for the 2017 Benefit Year can be found at: https://downloads.cms.gov/cciio/Summary-Report-
Risk-Adjustment-2017.pdf.  
10 See, e.g., the 2019 Payment Notice, 83 FR at 16961 – 16965, and the 2020 Payment Notice, 84 FR at 17495 – 17497. 
11 See the 2019 Payment Notice, 83 FR at 16961 – 16965. 
12 For additional detail related to the calculation of the HHS-RADV error rate, please refer to the HHS-RADV 2017 Benefit Year Protocols document, available 
in the REGTAP Library.  
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On May 31, 2019, HHS released the 2017 Benefit Year Risk Adjustment Data Validation (HHS-RADV) Final Results Report Suite. 
These reports included the publication of the HHS-RADV 2017 Benefit Year Final Results Memo,13 as well as the release of Issuer-
Specific Metrics Reports and Enrollee-Level Metrics Reports to issuers in the HHS-RADV Audit Tool. These reports included an 
overview of the 2017 benefit year HHS-RADV error rate results by providing the national program benchmarks, the estimated 
weighted risk score error rates by state market risk pool, HCC group definitions and issuer-specific error rate results from the 2017 
benefit year HHS-RADV findings. Revised national program benchmarks were released on January 15, 2021 with this updated 
transfer adjustments summary report.14  
 
As detailed in the August 1, 2019 version of this report, in the HHS-RADV 2017 Benefit Year Final Results Memo,15 we predicted 85 
issuers were exiting issuers. Of those 85 issuers, 27 were expected to be outliers and would have their 2017 benefit year RADV error 
rates applied to 2017 benefit year risk adjustment transfers. However, since releasing the “2017 Benefit Year HHS Risk Adjustment 
Data Validation Results” on May 31, 2019, we determined that only 81 issuers exited all market risk pools in the applicable state(s) in 
the 2018 benefit year. Of those 81 issuers, 24 are outliers and their 2017 benefit year HHS-RADV error rates have been applied to 
2017 benefit year risk adjustment transfers in the affected state market risk pools. Otherwise, this report builds on the error rate results 
released in the May 2019 reports and updated results in the January 15, 2021 reports by applying those error rates to plan liability risk 
scores and recalculating risk adjustment transfers.   
 
In the 2020 Payment Notice,16 CMS updated the timeline for publication, collection, and distribution of HHS-RADV adjustments to 
risk adjustment transfers. Under the new schedule, CMS will delay the collection and distribution of the 2017 benefit year HHS-
RADV adjustments to risk adjustment transfers and 2017 benefit year default data validation charges and payment allocations until the 
2021 calendar year. The purpose of delaying the collection and distribution of the 2017 benefit year HHS-RADV adjustments to risk 
adjustment transfers until 2021 is to provide issuers with more options on how and when to account for financial impacts from HHS-
RADV, in keeping with guidance from state departments of insurance, where applicable. To allow for these options, we updated the 

                                                           
13 The 2017 Benefit Year HHS-RADV Results can be found at: https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-
Programs/Downloads/2017-Benefit-Year-HHS-Risk-Adjustment-Data-Validation-Resultspdf.pdf. 
14 As described in the January 15, 2021 memo entitled “Reissuing 2017 HHS Risk Adjustment Data Validation (HHS-RADV) Results”, the 2017 benefit year 
HHS-RADV Error Rate results memo findings are not significantly changed as a result of the misassignment, but the national failure rate statistics changed very 
slightly.  We detailed the difference in the January 15, 2021 memo entitled “Reissuing 2017 HHS Risk Adjustment Data Validation (HHS-RADV) Results”. ( 
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-Programs ) 
15 https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-Programs/Downloads/BY2017-HHSRADV-Adjustments-to-RA-Transfers-
Summary-Report.pdf.  
16 See 84 FR at 17506 – 17508. 
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Unified Rate Review Template (URRT) instructions17 to permit issuers and states to consider HHS-RADV adjustment impacts on 
rates for the year when these amounts will be collected and disbursed (for example, issuers and states would have the option to 
consider the 2017 benefit year HHS-RADV adjustments in rate setting for the 2021 benefit year, instead of 2020 benefit year rate 
setting). We also updated the Medical Loss Ratio (MLR) Form Instructions for the 2018 Reporting Year to instruct issuers to report 
HHS-RADV adjustments and default data validation charges and payment allocations in the same MLR reporting year as the year 
when these amounts are collected and disbursed (for example, the 2017 benefit year HHS-RADV adjustments to risk adjustment 
transfers and 2017 default data validation charges and allocations would be reported in the 2021 MLR reporting year).18 Additionally, 
this delay allows more time for HHS to work with issuers to resolve any HHS-RADV discrepancies and appeals, as a successful HHS-
RADV appeal could affect the calculated risk score error rate and accompanying adjustments to transfers. The 2018 benefit year risk 
adjustment transfers (the amounts issued on June 28, 2019 in the summary report and provided to issuers) were invoiced and paid on 
the same schedule as prior years – that is, 2018 benefit year risk adjustment invoices were sent in August 2019 and payments began in 
September 2019.   

II. HHS-RADV Summary Data 
 

Under the methodology finalized in the 2019 Payment Notice, the 2017 benefit year HHS-RADV will result in only 59 of 146 state 
market risk pools having 2018 benefit year risk scores and transfers adjusted due to non-exiting outlier issuers, and 29 of the 149 state 
market risk pools having 2017 benefit year risk scores and transfers adjusted due to exiting outlier issuers. Below we set forth the 
detailed summary of the application of the updated 2017 HHS-RADV results on risk adjustment transfers. For information on the 
2017 benefit year HHS-RADV error rate results, please refer the May 31, 2019 HHS-RADV 2017 Benefit Year Final Results Memo19 
and the January 15, 2021 memo entitled “Reissuing 2017 HHS Risk Adjustment Data Validation (HHS-RADV) Results”.20 
 
  

                                                           
17  Draft 2020 Unified Rate Review Instructions, available at: https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/2020-
Draft-URR-Instructions-508d.pdf.  
18 2018 MLR Instructions, available at: https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/2018-MLR-Form-
Instructions.pdf.  
19 Available at: https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-Programs/Downloads/2017-Benefit-Year-HHS-Risk-Adjustment-
Data-Validation-Resultspdf.pdf. 
20 Available at: https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-Programs   
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Table 1: HHS-RADV Summary Data21 

 

III. Updated Issuer-Specific Adjustments to 2018 Risk Adjustment Transfers Based on the Revised 2017 Benefit Year 
HHS-RADV Results  
 

Below we set forth the updated 2018 benefit year risk adjustment transfer amounts adjusted for the revised 2017 benefit year HHS-
RADV results by issuer. The “Adjustment Amount” represents the amount that issuers will be invoiced as a result of the 2017 benefit 
year HHS-RADV results being applied to the issuers’ risk adjustment transfers.  
 
Except for exiting issuers, the 2017 HHS-RADV error rates were applied to the 2018 benefit year plan level risk scores which then 
were used to calculate the adjusted 2018 risk adjustment transfers. Therefore, except for exiting issuers, we applied the 2017 HHS-
RADV error rates by completing the following: 

1. RADV Error Rate * BY2018 Risk Score without RADV Adjustment = X 
2. BY2018 Risk Score without RADV Adjustment – X = BY2018 Risk Score with RADV Adjustment 

                                                           
21 These numbers include the merged markets of Massachusetts and Vermont in the counts for the individual markets. As described in this report, 2017 benefit 
year HHS-RADV is a pilot year for Massachusetts issuers and Table 3 will separately provide the issuer-specific information for Vermont issuers only.   

SUMMARY DATA ELEMENT 2018 Benefit 
Year - Risk 
Adjustment 
Individual 

2018 Benefit 
Year- Risk 
Adjustment 
Small Group 

2018 Benefit 
Year- Risk 
Adjustment 

Catastrophic 

2017 Benefit 
Risk 

Adjustment 
Individual 

2017 Benefit 
Risk 

Adjustment  
Small Group 

2017 Benefit 
Risk 

Adjustment  
Catastrophic 

Number of Issuers with Risk Adjustment Covered 
Plans that Participated in 2017 HHS-RADV 

258 100.00% 473 100.00% 142 100.00% 391 100.00% 515 100.00% 176 100.00% 

Number of Issuers with Adjusted Risk Adjustment 
Transfers Due to 2017 HHS-RADV 

127 49.22% 329 69.56% 58 40.85% 161 41.18% 130 25.24% 47 26.70% 

Number Issuers without Adjusted Risk Adjustment 
Transfers Due to 2017 HHS-RADV 

131 50.78% 144 30.44% 84 59.15% 230 58.82% 385 74.76% 129 73.30% 

Number of State Markets with Risk Adjustment 
Covered Plans 

51 100.00% 49 100.00% 46 100.00% 51 100.00% 49 100.00% 49 100.00% 

Number of State Markets with Adjusted Risk 
Adjustment Transfers Due to 2017 HHS-RADV 

18 35.29% 31 63.27% 10 21.74% 15 29.41% 8 16.33% 6 12.24% 

Number of State Markets without Adjusted Risk 
Adjustment Transfers Due to 2017 HHS-RADV 

33 64.71% 18 36.73% 36 78.26% 36 70.59% 41 83.67% 43 87.76% 
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Then, we used the new risk scores (BY2018 Risk Score with RADV Adjustment) in the transfer calculation to determine the RADV 
adjusted transfer amount. Please see the July 23, 2019 webinar titled, “EDGE Server 32.0 Maintenance Release Preview & Review of 
8/1/19 Risk Adjustment (RA) Reports with RA Data Validation (RADV) Adjustments to Transfers,” for more information.22 

These adjustment amounts represent the difference between issuers’ risk adjustment transfers and the adjusted transfer amount due to 
the 2017 benefit year HHS-RADV. The adjustment amounts are the amounts that will be collected and paid in calendar year 2021, 
subject to any changes that may result from successful HHS-RADV discrepancies or related appeals.  
 
If an issuer does not have enrollment in a state market risk pool, and thus, does not have a risk adjustment transfer in that risk pool, the 
issuer is not included in the applicable risk pool table(s) below.  
 
“$0.00”: We signify $0.00 for issuers where there is no adjustment being made because there are no error rates in the state market risk 
pool. 
 

Table 2a: Updated Issuer-Specific 2017 HHS-RADV Adjustments to 2018 Risk Adjustment Transfers for Non-Merged Market 
States – Individual, Non-Catastrophic Market (Appendix A) 

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)23 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

38344 Premera Blue Cross AK $0.00 $0.00 $0.00 
46944 Blue Cross Blue Shield of Alabama AL $2,970,457.93 $2,970,457.93 $0.00 
73301 Bright Health Insurance Company AL ($2,970,457.94) ($2,970,457.94) $0.00 
37903 QualChoice Arkansas AR ($5,937,801.90) ($5,937,801.90) $0.00 
62141 Centene Corporation AR ($2,454,561.02) ($2,454,561.02) $0.00 
70525 QualChoice Arkansas AR ($5,510,323.85) ($5,510,323.85) $0.00 

                                                           
22 Available at: https://www.regtap.info/uploads/library/RA_EDGE_32_Preview_RA_Transfer_072319_5CR_072519.pdf.  
23 The Summary Report on Permanent Risk Adjustment Transfers for the 2018 Benefit Year can be found at: https://www.cms.gov/CCIIO/Programs-and-
Initiatives/Premium-Stabilization-Programs/Downloads/Summary-Report-Risk-Adjustment-2018.pdf 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)23 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

75293 Arkansas Blue Cross and Blue Shield AR $13,902,686.73 $13,902,686.73 $0.00 
53901 Blue Cross Blue Shield of Arizona, Inc. AZ ($27,000,895.26) ($35,470,707.78) ($8,469,812.52) 
91450 Centene Corporation AZ $24,194,445.65 $32,998,270.46 $8,803,824.81 
97667 Cigna AZ $2,806,449.62 $2,472,437.30 ($334,012.32) 
10544 Oscar Health CA ($36,095,547.24) ($37,208,702.60) ($1,113,155.36) 
18126 Molina Healthcare CA ($90,007,565.54) ($91,786,780.81) ($1,779,215.27) 
27603 Anthem, Inc. CA ($66,949,712.75) ($71,038,815.48) ($4,089,102.73) 
40513 Kaiser Permanente CA ($392,428,977.60) ($295,518,890.80) $96,910,086.75 
47579 Chinese Community Health Plan CA ($29,879,702.32) ($30,351,892.76) ($472,190.44) 
64210 Sutter Health Plan CA $1,482,469.03 $1,304,352.74 ($178,116.29) 
67138 Centene Corporation CA ($61,735,560.70) ($69,483,405.07) ($7,747,844.37) 
70285 Blue Shield of California CA $784,841,749.00 $741,137,858.50 ($43,703,890.45) 
84014 County of Santa Clara CA ($21,489,152.48) ($22,002,728.30) ($513,575.82) 
92499 Sharp Health Plan CA ($5,020,442.08) ($6,542,367.59) ($1,521,925.51) 

92815 Local Initiative Health Authority for Los 
Angeles County CA ($79,090,312.24) ($111,563,130.10) ($32,472,817.87) 

93689 Western Health Advantage CA ($5,540,769.45) ($6,233,226.58) ($692,457.13) 
99110 Centene Corporation CA $1,913,524.31 ($712,271.20) ($2,625,795.51) 
21032 Kaiser Permanente CO ($63,140,864.67) ($52,604,452.33) $10,536,412.34 
31070 Bright Health Insurance Company CO ($20,665,611.53) ($14,628,365.97) $6,037,245.56 
49375 Cigna CO $9,010,391.45 ($20,736,121.00) ($29,746,512.45) 
63312 Colorado Choice Health Plans CO $3,246,846.91 $4,289,173.22 $1,042,326.31 
66699 Denver Health Medical Plan, Inc. CO $15,702,946.77 $16,906,607.60 $1,203,660.83 
76680 Anthem, Inc. CO $49,427,489.22 $59,810,065.77 $10,382,576.55 
97879 Rocky Mountain Health Care Options CO $6,418,801.86 $6,963,092.75 $544,290.89 
75091 ConnectiCare, Inc. CT ($718,321.15) ($517,845.11) $200,476.04 
76962 ConnectiCare, Inc. CT ($15,387,332.35) ($15,503,640.61) ($116,308.26) 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)23 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

86545 Anthem, Inc. CT $6,285,168.78 $6,223,579.27 ($61,589.51) 
94815 ConnectiCare, Inc. CT $9,820,484.66 $9,797,906.37 ($22,578.29) 
78079 CareFirst DC $5,656,379.30 $5,656,379.30 $0.00 
86052 CareFirst DC ($2,527,374.40) ($2,527,374.40) $0.00 
94506 Kaiser Permanente DC ($3,129,004.89) ($3,129,004.89) $0.00 
76168 Highmark DE $0.00 $0.00 $0.00 
16842 Blue Cross and Blue Shield of Florida FL $694,838,641.90 $695,692,313.70 $853,671.79 
19898 AvMed, Inc. FL $5,378,911.17 $5,404,056.28 $25,145.11 
21663 Centene Corporation FL ($501,224,663.80) ($500,763,244.20) $461,419.64 
30252 Blue Cross and Blue Shield of Florida FL ($182,573,673.80) ($181,749,795.90) $823,877.88 
36194 Health First, Inc. FL $8,486,520.28 $8,518,577.35 $32,057.07 
48121 Cigna FL $5,635,093.58 $3,331,400.02 ($2,303,693.56) 
54172 Molina Healthcare FL ($33,803,627.85) ($33,752,445.52) $51,182.33 
56503 Florida Health Care Plan, Inc. FL $3,262,798.65 $3,319,138.38 $56,339.73 
49046 Anthem, Inc. GA $58,061,132.96 $58,061,132.96 $0.00 
70893 Centene Corporation GA ($26,833,209.41) ($26,833,209.41) $0.00 
83761 Alliant Health Plans GA $16,383,397.77 $16,383,397.77 $0.00 
89942 Kaiser Permanente GA ($47,611,321.34) ($47,611,321.34) $0.00 
18350 Hawaii Medical Service Association HI $15,441,123.76 $13,245,486.93 ($2,195,636.83) 
60612 Kaiser Permanente HI ($15,441,123.75) ($13,245,486.94) $2,195,636.81 
93078 Medica Insurance Company IA $0.00 $0.00 $0.00 
26002 SelectHealth ID $8,603,093.02 $8,603,093.02 $0.00 
38128 Montana Health Cooperative ID ($3,101,803.95) ($3,101,803.95) $0.00 
44648 Cambia Health Solutions ID $2,203,755.18 $2,203,755.18 $0.00 
60597 PacificSource Health Plans ID $3,528,512.68 $3,528,512.68 $0.00 
61589 Blue Cross of Idaho Health Service, Inc. ID ($11,233,557.03) ($11,233,557.03) $0.00 
20129 Health Alliance Medical Plans, Inc. IL ($6,824,096.13) ($11,703,804.12) ($4,879,707.99) 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)23 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

27833 Centene Corporation IL ($39,834,494.41) ($47,499,903.53) ($7,665,409.12) 
36096 Health Care Service Corporation IL $102,754,252.50 $120,091,118.70 $17,336,866.14 
53882 Cigna IL ($56,095,661.94) ($60,887,411.03) ($4,791,749.09) 
54192 CareSource IN ($12,933,547.30) ($12,933,547.30) $0.00 
76179 Centene Corporation IN $12,933,547.39 $12,933,547.39 $0.00 
18558 Blue Cross and Blue Shield of Kansas, Inc. KS ($11,593,606.91) ($11,593,606.91) $0.00 
39520 Medica Insurance Company KS $2,779,948.57 $2,779,948.57 $0.00 
80065 Centene Corporation KS $8,683,600.84 $8,683,600.84 $0.00 
94248 Blue Cross and Blue Shield of Kansas City KS $130,057.47 $130,057.47 $0.00 
36239 Anthem, Inc. KY ($3,287,986.61) ($3,287,986.61) $0.00 
45636 CareSource KY $3,287,986.61 $3,287,986.61 $0.00 
19636 Blue Cross Blue Shield of Louisiana LA ($73,454,376.23) ($73,454,376.23) $0.00 
67243 Vantage Health Plan, Inc. LA ($2,946,175.52) ($2,946,175.52) $0.00 
97176 Blue Cross Blue Shield of Louisiana LA $76,400,551.71 $76,400,551.71 $0.00 
28137 CareFirst MD $31,193,835.23 $31,193,835.23 $0.00 
45532 CareFirst MD $52,045,710.44 $52,045,710.44 $0.00 
90296 Kaiser Permanente MD ($119,992,217.30) ($119,992,217.30) $0.00 
94084 CareFirst MD $36,752,671.65 $36,752,671.65 $0.00 
33653 Maine Community Health Options ME ($17,598,622.74) ($17,598,622.74) $0.00 
48396 Anthem, Inc. ME $6,033,018.60 $6,033,018.60 $0.00 
96667 HPHC Insurance Company, Inc ME $11,565,604.19 $11,565,604.19 $0.00 
15560 Blue Cross Blue Shield of Michigan MI $105,190,784.70 $105,190,784.70 $0.00 
29698 Priority Health MI ($39,048,440.47) ($39,048,440.47) $0.00 
37651 Health Alliance Plan (HAP) MI ($727,122.66) ($727,122.66) $0.00 
40047 Molina Healthcare MI ($19,480,573.69) ($19,480,573.69) $0.00 
58594 Meridian Health Plan of Michigan, Inc. MI ($6,714,520.68) ($6,714,520.68) $0.00 
60829 Physicians Health Plan MI ($3,107,390.09) ($3,107,390.09) $0.00 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)23 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

67183 Total Health Care USA, Inc. MI ($10,282,614.24) ($10,282,614.24) $0.00 
67577 Health Alliance Plan (HAP) MI $366,746.18 $366,746.18 $0.00 
74917 McLaren Health Care MI ($2,861,423.37) ($2,861,423.37) $0.00 
98185 Blue Cross Blue Shield of Michigan MI ($23,335,445.65) ($23,335,445.65) $0.00 
31616 Medica Insurance Company MN $8,696,709.02 $8,696,709.02 $0.00 
34102 HealthPartners Insurance Company MN ($37,956,175.69) ($37,956,175.69) $0.00 
57129 Blue Cross Blue Shield of Minnesota MN $19,056,777.68 $19,056,777.68 $0.00 
85736 UCare Minnesota MN $8,101,529.32 $8,101,529.32 $0.00 
88102 PreferredOne Insurance Company MN $2,101,159.51 $2,101,159.51 $0.00 
32753 Anthem, Inc. MO ($16,066,943.61) ($16,069,676.04) ($2,732.43) 
34762 Blue Cross and Blue Shield of Kansas City MO $247,623.50 $258,295.45 $10,671.95 
74483 Cigna MO ($38,548,201.00) ($38,552,251.52) ($4,050.52) 
96384 Cox HealthPlans MO ($1,075,774.51) ($1,075,963.15) ($188.64) 
99723 Centene Corporation MO $55,443,295.58 $55,439,595.26 ($3,700.32) 
11721 Blue Cross Blue Shield of Mississippi MS $1,923,319.68 $1,923,319.68 $0.00 
90714 Centene Corporation MS ($1,923,319.68) ($1,923,319.68) $0.00 
23603 PacificSource Health Plans MT $590,688.46 ($3,130,431.19) ($3,721,119.65) 
30751 Health Care Service Corporation MT $29,940,321.60 $38,893,633.23 $8,953,311.63 
32225 Montana Health Cooperative MT ($30,531,010.08) ($35,763,202.01) ($5,232,191.93) 
11512 Blue Cross Blue Shield of North Carolina NC $20,591,387.43 $20,591,387.43 $0.00 
73943 Cigna NC ($20,591,387.48) ($20,591,387.48) $0.00 
37160 Blue Cross Blue Shield of North Dakota ND $2,851,014.21 $2,851,014.21 $0.00 
73751 Medica Insurance Company ND $522,839.25 $522,839.25 $0.00 
89364 Sanford Health Plan ND ($3,373,853.47) ($3,373,853.47) $0.00 
20305 Medica Insurance Company NE $0.00 $0.00 $0.00 
59025 HPHC Insurance Company, Inc NH $21,829,761.45 $25,514,307.64 $3,684,546.19 
75841 Centene Corporation NH $15,981,929.25 $14,656,157.14 ($1,325,772.11) 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)23 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

96751 Anthem, Inc. NH ($37,811,690.72) ($40,170,464.79) ($2,358,774.07) 
23818 Oscar Health NJ ($12,464,783.91) ($9,577,574.61) $2,887,209.30 
41014 Cigna NJ $4,546,819.35 $5,006,697.42 $459,878.07 
77263 UnitedHealth Group, Inc. NJ $25,373,426.55 $28,135,075.02 $2,761,648.47 
77606 Independence Blue Cross NJ ($5,659,848.57) $1,359,704.91 $7,019,553.48 
91661 Horizon Blue Cross Blue Shield of New Jersey NJ $88,470,083.03 $29,768,289.56 ($58,701,793.47) 
91762 Independence Blue Cross NJ ($100,265,696.40) ($54,692,192.29) $45,573,504.13 
19722 Molina Healthcare NM ($6,773,839.58) ($6,326,157.90) $447,681.68 
57173 Presbyterian Healthcare Services NM ($904,288.89) ($723,571.11) $180,717.78 
72034 CHRISTUS Health NM ($1,866,069.52) ($2,913,473.12) ($1,047,403.60) 
75605 Health Care Service Corporation NM $7,281,914.06 $7,365,925.59 $84,011.53 
93091 New Mexico Health Connections NM $2,262,283.93 $2,597,276.57 $334,992.64 
41094 Hometown Health Plan, Inc. NV ($2,139,297.98) ($2,139,297.98) $0.00 
45142 Centene Corporation NV $4,230,613.42 $4,230,613.42 $0.00 
83198 UnitedHealth Group, Inc. NV $10,259,411.98 $10,259,411.98 $0.00 
85266 Hometown Health Plan, Inc. NV $2,049,643.64 $2,049,643.64 $0.00 
95865 UnitedHealth Group, Inc. NV ($14,400,371.12) ($14,400,371.12) $0.00 
11177 Metro Plus Health Plan NY ($11,803,134.05) ($12,550,294.00) ($747,159.95) 
17210 Aetna, Inc. NY ($55,658.26) ($61,113.42) ($5,455.16) 
18029 Independent Health NY $8,789,894.18 $8,429,060.09 ($360,834.09) 
25303 New York State Catholic Health Plan, Inc. NY ($80,436,254.12) ($85,656,444.99) ($5,220,190.87) 
36346 HealthNow New York, Inc. NY $2,620,013.36 $896,168.74 ($1,723,844.62) 
44113 Anthem, Inc. NY $64,902,459.27 $62,643,480.15 ($2,258,979.12) 
49526 HealthNow New York, Inc. NY $8,479,909.82 $8,085,165.38 ($394,744.44) 
54235 UnitedHealth Group, Inc. NY $17,803,820.29 $17,195,330.94 ($608,489.35) 
54297 UnitedHealth Group, Inc. NY $571,111.59 $525,855.07 ($45,256.52) 
56184 MVP Health Plan, Inc. NY $10,299,387.41 $8,557,073.84 ($1,742,313.57) 
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61405 Healthfirst NY $25,712.60 $29,546.67 $3,834.07 
73886 Crystal Run Health Plans NY $174,767.68 $165,943.64 ($8,824.04) 
74289 Oscar Health NY ($45,701,824.52) ($47,610,342.59) ($1,908,518.07) 
78124 Excellus Health Plan, Inc. NY $26,082,736.48 $44,728,125.46 $18,645,388.98 
80519 Anthem, Inc. NY $437,830.63 $432,619.86 ($5,210.77) 
88582 EmblemHealth NY ($4,659,562.93) ($6,230,885.86) ($1,571,322.93) 
91237 Healthfirst NY ($2,883,749.99) ($4,572,705.50) ($1,688,955.51) 
94788 CDPHP Universal Benefits, Inc. NY $5,352,540.47 $4,993,416.35 ($359,124.12) 
28162 AultCare Insurance Company OH $3,907,368.13 $3,907,368.13 $0.00 
29276 Anthem, Inc. OH $231,022.64 $231,022.64 $0.00 
41047 Centene Corporation OH ($3,756,152.59) ($3,756,152.59) $0.00 
45845 Oscar Health OH $19,440,763.53 $19,440,763.53 $0.00 
52664 Summa Insurance Company OH $2,026,634.72 $2,026,634.72 $0.00 
64353 Molina Healthcare OH $1,731,685.12 $1,731,685.12 $0.00 
74313 Paramount Insurance Company OH ($2,959,853.64) ($2,959,853.64) $0.00 
77552 CareSource OH $20,457,915.59 $20,457,915.59 $0.00 
83396 The Health Plan of the Upper Ohio Valley OH ($337,530.52) ($337,530.52) $0.00 
99969 Medical Mutual of Ohio OH ($40,741,853.04) ($40,741,853.04) $0.00 
87571 Health Care Service Corporation OK ($1,158,988.37) ($531,780.27) $627,208.10 
98905 CommunityCare OK $1,158,988.37 $531,780.29 ($627,208.08) 
10091 PacificSource Health Plans OR $1,327,547.94 $1,327,547.94 $0.00 
10940 Centene Corporation OR $1,451,147.69 $1,451,147.69 $0.00 
39424 Moda Health Plan, Inc. OR $34,933,476.71 $34,933,476.71 $0.00 
56707 Providence Health & Services OR $498,299.06 $498,299.06 $0.00 
63474 Cambia Health Solutions OR $2,796,331.22 $2,796,331.22 $0.00 
71287 Kaiser Permanente OR ($39,312,256.02) ($39,312,256.02) $0.00 
77969 Cambia Health Solutions OR ($1,694,546.61) ($1,694,546.61) $0.00 



16 

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)23 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

16322 UPMC Health Plan PA ($42,257,158.78) ($43,022,507.84) ($765,349.06) 
22444 Geisinger Health System PA ($34,028,135.82) ($34,556,981.97) ($528,846.15) 
31609 Independence Blue Cross PA $69,336,559.46 $69,020,215.52 ($316,343.94) 
33709 Highmark PA $1,815,873.28 $1,807,290.57 ($8,582.71) 
33871 Independence Blue Cross PA ($55,241,067.85) ($56,165,329.27) ($924,261.42) 
38949 Highmark PA $6,792,794.49 $10,043,858.90 $3,251,064.41 
45127 Capital Blue Cross PA $54,650,568.61 $54,238,416.33 ($412,152.28) 
53789 Capital Blue Cross PA ($3,438,934.21) ($3,447,571.43) ($8,637.22) 
55957 Highmark PA $425,782.43 $422,967.84 ($2,814.59) 
62560 UPMC Health Plan PA ($6,317.68) ($6,319.96) ($2.28) 
70194 Highmark PA $3,368,920.05 $3,198,419.02 ($170,501.03) 
75729 Geisinger Health System PA $192,036.81 $189,775.66 ($2,261.15) 
82795 Capital Blue Cross PA $128,095.67 $125,283.95 ($2,811.72) 
83731 Highmark PA ($1,739,016.47) ($1,847,517.36) ($108,500.89) 
15287 Blue Cross Blue Shield of Rhode Island RI $9,430,166.34 $9,430,166.34 $0.00 
77514 Neighborhood Health Plan of Rhode Island RI ($9,430,166.35) ($9,430,166.35) $0.00 
26065 BlueChoice HealthPlan of South Carolina, Inc. SC $8,866,099.87 $8,866,099.87 $0.00 
49532 BlueChoice HealthPlan of South Carolina, Inc. SC ($8,866,099.84) ($8,866,099.84) $0.00 
31195 Sanford Health Plan SD ($7,461,533.88) ($7,461,533.88) $0.00 
60536 Avera Health Plans, Inc. SD $7,461,533.85 $7,461,533.85 $0.00 
14002 BlueCross BlueShield of Tennessee TN $26,974,463.96 $26,974,463.96 $0.00 
23552 Oscar Health TN ($31,719,734.32) ($31,719,734.32) $0.00 
99248 Cigna TN $4,745,270.35 $4,745,270.35 $0.00 
20069 Oscar Health TX ($96,027,428.06) ($100,401,566.20) ($4,374,138.10) 
26539 FirstCare Health Plans TX $16,234,137.21 $14,696,800.57 ($1,537,336.64) 
27248 Community Health Choice, Inc. TX $15,866,343.18 $8,119,028.27 ($7,747,314.91) 
29418 Centene Corporation TX ($92,624,897.65) ($104,883,689.90) ($12,258,792.26) 
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33602 Health Care Service Corporation TX $436,025,964.90 $504,727,185.90 $68,701,220.97 
37755 Scott & White Health Plan TX $3,158,603.69 $3,069,751.87 ($88,851.82) 
40788 Scott & White Health Plan TX $11,014,728.45 $10,725,588.71 ($289,139.74) 
45786 Molina Healthcare TX ($264,639,716.90) ($276,790,378.40) ($12,150,661.41) 
46224 Community First Health Plans, Inc. TX $49,834.16 $47,615.18 ($2,218.98) 
66252 CHRISTUS Health TX ($1,045,933.85) ($29,907,527.40) ($28,861,593.55) 
71837 Sendero Health Plans, Inc. TX ($20,613,016.90) ($21,938,378.53) ($1,325,361.63) 
84479 Vista Health Plan, Inc. TX ($7,398,618.25) ($7,464,430.18) ($65,811.93) 
22013 Cambia Health Solutions UT $14,544,715.09 $12,905,434.62 ($1,639,280.47) 
34541 Cambia Health Solutions UT $46,352.18 $46,456.30 $104.12 
42261 University of Utah Health Insurance Plans UT $33,373,024.41 $33,624,134.75 $251,110.34 
68781 SelectHealth UT ($47,964,091.71) ($46,576,025.69) $1,388,066.02 
10207 CareFirst VA $19,136,780.85 $19,136,780.85 $0.00 
20507 Optima Health VA $91,862,379.48 $91,862,379.48 $0.00 
37204 Piedmont Community Health Plan VA $8,717,225.07 $8,717,225.07 $0.00 
40308 CareFirst VA $35,707,401.65 $35,707,401.65 $0.00 
41921 Cigna VA ($63,207,393.74) ($63,207,393.74) $0.00 
88380 Anthem, Inc. VA $20,032,856.47 $20,032,856.47 $0.00 
95185 Kaiser Permanente VA ($112,249,249.70) ($112,249,249.70) $0.00 
23371 Kaiser Permanente WA ($12,893,384.72) ($12,893,384.72) $0.00 
38229 Health Alliance Medical Plans, Inc. WA $10,790.77 $10,790.77 $0.00 
38498 Premera Blue Cross WA $2,919,205.50 $2,919,205.50 $0.00 
49831 Premera Blue Cross WA $75,344,637.89 $75,344,637.89 $0.00 
53732 Cambia Health Solutions WA ($580,074.07) ($580,074.07) $0.00 
61836 Centene Corporation WA ($24,040,639.81) ($24,040,639.81) $0.00 
69364 Cambia Health Solutions WA $1,248,238.49 $1,248,238.49 $0.00 
71281 Cambia Health Solutions WA $2,267,268.38 $2,267,268.38 $0.00 
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80473 Kaiser Permanente WA ($85,447,682.75) ($85,447,682.75) $0.00 
84481 Molina Healthcare WA $39,807,835.01 $39,807,835.01 $0.00 
87718 Cambia Health Solutions WA $1,363,805.27 $1,363,805.27 $0.00 
14630 Children's Community Health Plan WI $7,728,301.04 $6,808,006.16 ($920,294.88) 
20173 HealthPartners Insurance Company WI ($4,408,529.63) ($3,770,598.55) $637,931.08 
37833 Quartz Health Solutions WI $12,018,705.84 $11,329,700.30 ($689,005.54) 
38166 Security Health Plan of Wisconsin, Inc. WI ($31,141,286.48) ($32,239,293.54) ($1,098,007.06) 
38345 Dean Health Plan, Inc. WI ($28,521,370.59) ($29,476,362.18) ($954,991.59) 
57845 Medica Insurance Company WI $11,448,650.79 $11,109,002.84 ($339,647.95) 
58326 MercyCare Insurance Company WI ($3,292,088.52) ($3,462,679.50) ($170,590.98) 
58564 Quartz Health Solutions WI $192,150.90 $184,089.47 ($8,061.43) 
81413 Network Health Plan WI $11,570,898.72 $18,004,256.66 $6,433,357.94 
81974 Wisconsin Physicians Svc Insurance Corp WI $1,676,554.99 $1,659,331.98 ($17,223.01) 
84670 Wisconsin Physicians Svc Insurance Corp WI $312,176.35 $229,917.06 ($82,259.29) 
86584 Wisconsin Physicians Svc Insurance Corp WI ($6,361,508.08) ($6,694,402.62) ($332,894.54) 
87416 Common Ground Healthcare Cooperative WI $27,514,031.21 $25,194,614.54 ($2,319,416.67) 

94529 Group Health Cooperative of South Central 
Wisconsin WI $1,263,313.44 $1,124,417.30 ($138,896.14) 

31274 Highmark WV $9,997,096.13 $9,997,096.13 $0.00 
50328 CareSource WV ($9,966,234.51) ($9,966,234.51) $0.00 
72982 The Health Plan of the Upper Ohio Valley WV ($30,861.62) ($30,861.62) $0.00 
11269 Blue Cross Blue Shield of Wyoming WY $0.00 $0.00 $0.00 
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Table 2b: Updated Issuer-Specific 2017 HHS-RADV Adjustments to 2018 Risk Adjustment Transfers for Non-Merged Market 
States – Catastrophic Risk Pool (Appendix A) 
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46944 Blue Cross Blue Shield of Alabama AL $13,570.07 $13,570.07 $0.00 
73301 Bright Health Insurance Company AL ($13,570.05) ($13,570.05) $0.00 
70525 QualChoice Arkansas AR $0.00 $0.00 $0.00 
53901 Blue Cross Blue Shield of Arizona, Inc. AZ $0.00 $0.00 $0.00 
10544 Oscar Health CA ($1,147,602.38) ($1,207,844.22) ($60,241.84) 
18126 Molina Healthcare CA ($118,430.26) ($122,326.80) ($3,896.54) 
27603 Anthem, Inc. CA $183,243.76 $123,322.37 ($59,921.39) 
40513 Kaiser Permanente CA ($1,280,128.10) ($788,832.51) $491,295.59 
47579 Chinese Community Health Plan CA ($3,554.88) ($3,949.06) ($394.18) 
67138 Centene Corporation CA ($293,685.53) ($304,151.99) ($10,466.46) 
70285 Blue Shield of California CA $2,212,465.14 $2,048,852.98 ($163,612.16) 
84014 County of Santa Clara CA ($156,889.52) ($162,510.87) ($5,621.35) 
92499 Sharp Health Plan CA $178,174.84 $134,095.27 ($44,079.57) 
92815 Local Initiative Health Authority for Los 

Angeles County 
CA ($66,294.41) ($70,470.48) ($4,176.07) 

93689 Western Health Advantage CA ($73,100.13) ($79,891.73) ($6,791.60) 
99110 Centene Corporation CA $565,801.50 $433,707.02 ($132,094.48) 
21032 Kaiser Permanente CO ($658,008.05) ($668,214.82) ($10,206.77) 
31070 Bright Health Insurance Company CO ($703,906.61) ($614,852.87) $89,053.74 
63312 Colorado Choice Health Plans CO ($797,682.30) ($810,475.42) ($12,793.12) 
76680 Anthem, Inc. CO ($811,836.71) ($846,404.64) ($34,567.93) 
87269 Anthem, Inc. CO $2,971,433.67 $2,939,947.76 ($31,485.91) 

                                                           
24 The Summary Report on Permanent Risk Adjustment Transfers for the 2018 Benefit Year can be found at: https://www.cms.gov/CCIIO/Programs-and-
Initiatives/Premium-Stabilization-Programs/Downloads/Summary-Report-Risk-Adjustment-2018.pdf 
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76962 ConnectiCare, Inc. CT $76,196.63 $76,196.63 $0.00 
86545 Anthem, Inc. CT ($76,196.63) ($76,196.63) $0.00 
86052 CareFirst DC ($1,942.43) ($1,942.43) $0.00 
94506 Kaiser Permanente DC $1,942.43 $1,942.43 $0.00 
76168 Highmark DE $0.00 $0.00 $0.00 
36194 Health First, Inc. FL $129,549.12 $129,549.12 $0.00 
56503 Florida Health Care Plan, Inc. FL ($129,549.12) ($129,549.12) $0.00 
49046 Anthem, Inc. GA $331,380.84 $331,380.84 $0.00 
89942 Kaiser Permanente GA ($331,380.84) ($331,380.84) $0.00 
18350 Hawaii Medical Service Association HI $0.00 $0.00 $0.00 
93078 Medica Insurance Company IA $0.00 $0.00 $0.00 
26002 SelectHealth ID $344,101.21 $344,101.21 $0.00 
38128 Montana Health Cooperative ID ($496,792.03) ($496,792.03) $0.00 
60597 PacificSource Health Plans ID ($23,494.22) ($23,494.22) $0.00 
61589 Blue Cross of Idaho Health Service, Inc. ID $176,185.02 $176,185.02 $0.00 
20129 Health Alliance Medical Plans, Inc. IL ($87,405.68) ($96,341.89) ($8,936.21) 
36096 Health Care Service Corporation IL $87,405.68 $96,341.91 $8,936.23 
17575 Anthem, Inc. IN $0.00 $0.00 $0.00 
39520 Medica Insurance Company KS $0.00 $0.00 $0.00 
36239 Anthem, Inc. KY ($124,574.42) ($124,574.42) $0.00 
45636 CareSource KY $124,574.42 $124,574.42 $0.00 
28137 CareFirst MD ($252,534.35) ($252,534.35) $0.00 
90296 Kaiser Permanente MD $252,534.34 $252,534.34 $0.00 
33653 Maine Community Health Options ME $73,118.04 $73,118.04 $0.00 
48396 Anthem, Inc. ME ($73,118.05) ($73,118.05) $0.00 
15560 Blue Cross Blue Shield of Michigan MI $1,992,383.31 $1,992,383.31 $0.00 
37651 Health Alliance Plan (HAP) MI ($403,824.00) ($403,824.00) $0.00 
58594 Meridian Health Plan of Michigan, Inc. MI ($283,789.07) ($283,789.07) $0.00 
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60829 Physicians Health Plan MI ($7,762.09) ($7,762.09) $0.00 
67577 Health Alliance Plan (HAP) MI ($85,130.90) ($85,130.90) $0.00 
74917 McLaren Health Care MI ($126,212.31) ($126,212.31) $0.00 
98185 Blue Cross Blue Shield of Michigan MI ($1,085,664.93) ($1,085,664.93) $0.00 
31616 Medica Insurance Company MN ($245,950.60) ($245,950.60) $0.00 
34102 HealthPartners Insurance Company MN $423,710.64 $423,710.64 $0.00 
85736 UCare Minnesota MN ($171,322.08) ($171,322.08) $0.00 
88102 PreferredOne Insurance Company MN ($6,437.94) ($6,437.94) $0.00 
32753 Anthem, Inc. MO $443,822.96 $443,822.96 $0.00 
96384 Cox HealthPlans MO ($443,822.95) ($443,822.95) $0.00 
30751 Health Care Service Corporation MT $170,427.51 $207,009.98 $36,582.47 
32225 Montana Health Cooperative MT ($170,427.51) ($207,009.99) ($36,582.48) 
11512 Blue Cross Blue Shield of North Carolina NC $0.00 $0.00 $0.00 
37160 Blue Cross Blue Shield of North Dakota ND ($80,707.67) ($80,707.67) $0.00 
73751 Medica Insurance Company ND ($21,463.60) ($21,463.60) $0.00 
89364 Sanford Health Plan ND $102,171.27 $102,171.27 $0.00 
20305 Medica Insurance Company NE $0.00 $0.00 $0.00 
96751 Anthem, Inc. NH $0.00 $0.00 $0.00 
23818 Oscar Health NJ ($1,257,453.81) ($1,003,759.29) $253,694.52 
91661 Horizon Blue Cross Blue Shield of New Jersey NJ $799,884.21 $505,565.92 ($294,318.29) 
91762 Independence Blue Cross NJ $457,569.61 $498,193.37 $40,623.76 
57173 Presbyterian Healthcare Services NM $16,956.39 $18,419.11 $1,462.72 
72034 CHRISTUS Health NM ($29,785.53) ($31,862.30) ($2,076.77) 
75605 Health Care Service Corporation NM $317.37 $513.57 $196.20 
93091 New Mexico Health Connections NM $12,511.78 $12,929.61 $417.83 
33670 Anthem, Inc. NV $669,932.01 $669,932.01 $0.00 
41094 Hometown Health Plan, Inc. NV ($53,877.48) ($53,877.48) $0.00 
60156 Anthem, Inc. NV ($171,935.19) ($171,935.19) $0.00 
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83198 UnitedHealth Group, Inc. NV ($243,827.61) ($243,827.61) $0.00 
85266 Hometown Health Plan, Inc. NV ($135,190.06) ($135,190.06) $0.00 
95865 UnitedHealth Group, Inc. NV ($65,101.69) ($65,101.69) $0.00 
11177 Metro Plus Health Plan NY ($3,719.40) ($3,780.63) ($61.23) 
18029 Independent Health NY ($8,736.39) ($9,340.23) ($603.84) 
25303 New York State Catholic Health Plan, Inc. NY $713,113.34 $693,078.96 ($20,034.38) 
44113 Anthem, Inc. NY $488,384.09 $478,874.44 ($9,509.65) 
54235 UnitedHealth Group, Inc. NY $55,763.24 $55,008.47 ($754.77) 
56184 MVP Health Plan, Inc. NY $185,141.06 $182,853.52 ($2,287.54) 
73886 Crystal Run Health Plans NY ($3,719.83) ($3,727.53) ($7.70) 
74289 Oscar Health NY ($1,981,657.28) ($2,074,402.36) ($92,745.08) 
78124 Excellus Health Plan, Inc. NY $209,262.74 $339,702.91 $130,440.17 
80519 Anthem, Inc. NY $25,253.67 $25,110.78 ($142.89) 
88582 EmblemHealth NY $211,275.05 $208,640.27 ($2,634.78) 
91237 Healthfirst NY $114,947.49 $113,371.95 ($1,575.54) 
94788 CDPHP Universal Benefits, Inc. NY ($5,307.76) ($5,390.57) ($82.81) 
28162 AultCare Insurance Company OH ($61,446.45) ($61,446.45) $0.00 
45845 Oscar Health OH $103,786.13 $103,786.13 $0.00 
52664 Summa Insurance Company OH ($9,288.23) ($9,288.23) $0.00 
99969 Medical Mutual of Ohio OH ($33,051.46) ($33,051.46) $0.00 
87571 Health Care Service Corporation OK $253,036.50 $261,887.86 $8,851.36 
98905 CommunityCare OK ($253,036.50) ($261,887.86) ($8,851.36) 
10091 PacificSource Health Plans OR $119,312.71 $119,312.71 $0.00 
71287 Kaiser Permanente OR ($119,312.71) ($119,312.71) $0.00 
16322 UPMC Health Plan PA ($234,769.70) ($234,769.70) $0.00 
22444 Geisinger Health System PA $378,002.60 $378,002.60 $0.00 
31609 Independence Blue Cross PA ($71,546.50) ($71,546.50) $0.00 
33709 Highmark PA ($69,515.64) ($69,515.64) $0.00 
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36247 Highmark PA $114,006.43 $114,006.43 $0.00 
53789 Capital Blue Cross PA ($88,303.03) ($88,303.03) $0.00 
70194 Highmark PA $16,738.60 $16,738.60 $0.00 
83731 Highmark PA ($44,612.77) ($44,612.77) $0.00 
26065 BlueChoice HealthPlan of South Carolina, Inc. SC $383,316.89 $383,316.89 $0.00 
49532 BlueChoice HealthPlan of South Carolina, Inc. SC ($383,316.85) ($383,316.85) $0.00 
31195 Sanford Health Plan SD ($95,138.05) ($95,138.05) $0.00 
60536 Avera Health Plans, Inc. SD $95,138.05 $95,138.05 $0.00 
23552 Oscar Health TN $0.00 $0.00 $0.00 
20069 Oscar Health TX ($2,510,025.16) ($2,574,197.67) ($64,172.51) 
33602 Health Care Service Corporation TX $2,236,795.14 $2,441,129.43 $204,334.29 
66252 CHRISTUS Health TX $273,230.06 $133,068.25 ($140,161.81) 
68781 SelectHealth UT $0.00 $0.00 $0.00 
10207 CareFirst VA $244,161.59 $244,161.59 $0.00 
37204 Piedmont Community Health Plan VA $51,747.25 $51,747.25 $0.00 
88380 Anthem, Inc. VA $511,061.29 $511,061.29 $0.00 
95185 Kaiser Permanente VA ($806,970.12) ($806,970.12) $0.00 
23371 Kaiser Permanente WA ($1,247.56) ($1,247.56) $0.00 
80473 Kaiser Permanente WA $1,247.57 $1,247.57 $0.00 
14630 Children's Community Health Plan WI $661,681.63 $661,227.31 ($454.32) 
20173 HealthPartners Insurance Company WI ($72,840.76) ($70,901.17) $1,939.59 
37833 Quartz Health Solutions WI $13,923.63 $13,763.81 ($159.82) 
38166 Security Health Plan of Wisconsin, Inc. WI $97,161.77 $96,766.05 ($395.72) 
38345 Dean Health Plan, Inc. WI ($458,253.69) ($458,511.91) ($258.22) 
57845 Medica Insurance Company WI ($66,453.75) ($66,568.58) ($114.83) 
58564 Quartz Health Solutions WI ($6,989.33) ($6,990.34) ($1.01) 
81974 Wisconsin Physicians Svc Insurance Corp WI $28,699.56 $28,685.93 ($13.63) 
84670 Wisconsin Physicians Svc Insurance Corp WI ($6,783.62) ($6,825.44) ($41.82) 
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86584 Wisconsin Physicians Svc Insurance Corp WI ($35,895.13) ($35,908.93) ($13.80) 
87416 Common Ground Healthcare Cooperative WI ($144,217.99) ($144,679.47) ($461.48) 

94529 Group Health Cooperative of South Central 
Wisconsin 

WI ($10,032.30) ($10,057.30) ($25.00) 

31274 Highmark WV $0.00 $0.00 $0.00 
 
 
 
Table 2c: Updated Issuer-Specific 2017 HHS-RADV Adjustments to 2018 Risk Adjustment Transfers for Non-Merged Market 
States – Small Group Market (Appendix A) 

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)25 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

11082 Aetna, Inc. AK $40,127.64 $40,127.64 $0.00 
38344 Premera Blue Cross AK $124,518.87 $124,518.87 $0.00 
73836 Moda Health Plan, Inc. AK ($368,683.53) ($368,683.53) $0.00 
80049 UnitedHealth Group, Inc. AK $204,037.00 $204,037.00 $0.00 
46944 Blue Cross Blue Shield of Alabama AL $2,587,809.53 $2,587,809.53 $0.00 
68259 UnitedHealth Group, Inc. AL ($920,615.54) ($920,615.54) $0.00 
69461 UnitedHealth Group, Inc. AL ($1,087,485.53) ($1,087,485.53) $0.00 
93018 Viva Health, Inc. AL ($579,708.41) ($579,708.41) $0.00 

                                                           
25 The Summary Report on Permanent Risk Adjustment Transfers for the 2018 Benefit Year can be found at: https://www.cms.gov/CCIIO/Programs-and-
Initiatives/Premium-Stabilization-Programs/Downloads/Summary-Report-Risk-Adjustment-2018.pdf . 
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13262 Arkansas Blue Cross and Blue Shield AR ($123,494.18) ($123,494.18) $0.00 
22732 UnitedHealth Group, Inc. AR ($49,392.31) ($49,392.31) $0.00 
37903 QualChoice Arkansas AR ($789,051.87) ($789,051.87) $0.00 
65817 UnitedHealth Group, Inc. AR ($76,204.39) ($76,204.39) $0.00 
70525 QualChoice Arkansas AR ($1,025,680.23) ($1,025,680.23) $0.00 
75293 Arkansas Blue Cross and Blue Shield AR $2,168,296.90 $2,168,296.90 $0.00 
81392 UnitedHealth Group, Inc. AR ($104,473.88) ($104,473.88) $0.00 
23307 Humana, Inc. AZ ($3,153,194.10) ($3,182,768.13) ($29,574.03) 
23435 Aetna, Inc. AZ ($17,945.39) ($17,976.93) ($31.54) 
40702 UnitedHealth Group, Inc. AZ ($4,877,936.03) ($4,885,882.79) ($7,946.76) 
51485 Centene Corporation AZ ($627,530.71) ($646,513.86) ($18,983.15) 
53901 Blue Cross Blue Shield of Arizona, Inc. AZ ($5,431,749.22) ($5,539,463.62) ($107,714.40) 
66105 Humana, Inc. AZ $252,810.18 $493,980.35 $241,170.17 
70904 WMI Mutual Insurance Company AZ ($42,142.13) ($42,152.33) ($10.20) 
77349 Aetna, Inc. AZ ($2,341,079.20) ($2,363,839.79) ($22,760.59) 
78611 Aetna, Inc. AZ $48,109.07 $47,704.34 ($404.73) 
82011 UnitedHealth Group, Inc. AZ $13,350,964.36 $13,140,186.97 ($210,777.39) 
84251 Aetna, Inc. AZ $2,374,554.63 $2,350,932.46 ($23,622.17) 
86830 Cigna AZ ($20,983.13) ($21,720.01) ($736.88) 
91450 Centene Corporation AZ $369,862.42 $551,465.17 $181,602.75 
97667 Cigna AZ ($77,490.30) ($77,527.82) ($37.52) 
98971 UnitedHealth Group, Inc. AZ $193,749.58 $193,575.89 ($173.69) 
10544 Oscar Health CA ($70,829.72) ($75,727.43) ($4,897.71) 
20523 Aetna, Inc. CA ($9,898,601.63) ($11,085,285.09) ($1,186,683.46) 
27330 Kaiser Permanente CA $816,618.51 $741,339.67 ($75,278.84) 
27603 Anthem, Inc. CA $207,309,138.80 $184,642,750.60 ($22,666,388.22) 
40513 Kaiser Permanente CA ($336,899,630.60) ($257,322,757.60) $79,576,872.95 
40733 Aetna, Inc. CA $23,304,514.98 $21,923,846.31 ($1,380,668.67) 
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47579 Chinese Community Health Plan CA ($2,611,734.33) ($2,716,456.76) ($104,722.43) 
49116 UnitedHealth Group, Inc. CA ($27,618,293.15) ($32,221,630.18) ($4,603,337.03) 
56887 Ventura County Health Care Plan CA ($50,222.32) $66,492.84 $116,715.16 
64210 Sutter Health Plan CA ($14,253,113.23) ($15,776,924.99) ($1,523,811.76) 
64618 National Health Insurance Company CA $64,847.12 ($243,902.36) ($308,749.48) 
67138 Centene Corporation CA ($13,034,288.60) ($16,306,333.33) ($3,272,044.73) 
70285 Blue Shield of California CA $142,662,341.10 $109,868,739.90 ($32,793,601.22) 
92499 Sharp Health Plan CA ($7,933,606.37) ($9,415,103.00) ($1,481,496.63) 
93689 Western Health Advantage CA $2,733,591.76 $843,366.99 ($1,890,224.77) 
95677 UnitedHealth Group, Inc. CA $2,858,307.23 ($3,400,844.12) ($6,259,151.35) 
99110 Centene Corporation CA $32,620,960.82 $30,478,428.48 ($2,142,532.34) 
21032 Kaiser Permanente CO ($21,002,872.22) ($21,042,863.04) ($39,990.82) 
35944 Kaiser Permanente CO ($224,427.30) ($224,519.08) ($91.78) 
39041 Aetna, Inc. CO $770,501.86 $770,018.10 ($483.76) 
39670 Aetna, Inc. CO ($354.98) ($355.09) ($0.11) 
59036 UnitedHealth Group, Inc. CO ($11,714,412.68) ($11,725,041.37) ($10,628.69) 
63312 Colorado Choice Health Plans CO ($967,769.71) ($970,364.04) ($2,594.33) 
67879 UnitedHealth Group, Inc. CO $26,367,792.75 $26,304,727.09 ($63,065.66) 
74320 Humana, Inc. CO ($1,251,588.11) ($1,258,420.13) ($6,832.02) 
76680 Anthem, Inc. CO ($7,830,843.01) ($7,835,108.55) ($4,265.54) 
79509 Humana, Inc. CO $554,361.09 $722,869.97 $168,508.88 
80208 Rocky Mountain Health Care Options CO $342,485.82 $342,103.98 ($381.84) 
87269 Anthem, Inc. CO $14,907,759.98 $14,874,315.12 ($33,444.86) 
97879 Rocky Mountain Health Care Options CO $49,366.43 $42,636.96 ($6,729.47) 
29462 UnitedHealth Group, Inc. CT ($6,804,964.22) ($7,138,924.22) ($333,960.00) 
39159 Aetna, Inc. CT $2,341,215.85 $833,982.65 ($1,507,233.20) 
49650 UnitedHealth Group, Inc. CT ($897,268.86) ($1,209,929.55) ($312,660.69) 
71179 UnitedHealth Group, Inc. CT ($3,998,843.33) ($4,720,955.54) ($722,112.21) 
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75091 ConnectiCare, Inc. CT ($59,871.13) ($53,747.15) $6,123.98 
76962 ConnectiCare, Inc. CT ($228,096.34) ($228,984.61) ($888.27) 
86545 Anthem, Inc. CT $13,684,351.63 $12,972,780.33 ($711,571.30) 
89130 HPHC Insurance Company, Inc CT ($2,980,597.53) $398,012.71 $3,378,610.24 
94815 ConnectiCare, Inc. CT $113,129.12 ($161,238.42) ($274,367.54) 
95882 HPHC Insurance Company, Inc CT ($1,169,055.15) ($690,996.45) $478,058.70 
21066 UnitedHealth Group, Inc. DC ($824,856.28) ($847,511.79) ($22,655.51) 
41842 UnitedHealth Group, Inc. DC ($278,492.64) ($275,277.53) $3,215.11 
73987 Aetna, Inc. DC $335,841.89 $335,924.22 $82.33 
75753 UnitedHealth Group, Inc. DC ($23,064.00) ($22,770.28) $293.72 
77422 Aetna, Inc. DC $283,513.19 $283,748.08 $234.89 
78079 CareFirst DC $10,183,042.72 $10,191,216.93 $8,174.21 
86052 CareFirst DC ($6,650,691.31) ($6,640,957.16) $9,734.15 
94506 Kaiser Permanente DC ($3,025,293.55) ($3,024,372.51) $921.04 
29497 Aetna, Inc. DE ($112,942.63) ($636,542.38) ($523,599.75) 
61021 UnitedHealth Group, Inc. DE ($1,000,858.99) ($990,034.19) $10,824.80 
67190 Aetna, Inc. DE $268,135.29 $287,063.66 $18,928.37 
76168 Highmark DE $1,121,672.60 $1,666,108.16 $544,435.56 
97569 UnitedHealth Group, Inc. DE ($276,006.27) ($326,595.24) ($50,588.97) 
16842 Blue Cross and Blue Shield of Florida FL $24,548,332.72 $24,935,775.82 $387,443.10 
18628 Aetna, Inc. FL $8,637,491.76 $8,692,467.61 $54,975.85 
19898 AvMed, Inc. FL $4,017,215.48 $4,205,883.84 $188,668.36 
23841 Aetna, Inc. FL $2,176,135.48 $2,185,318.61 $9,183.13 
30252 Blue Cross and Blue Shield of Florida FL ($9,056,277.03) ($8,856,179.43) $200,097.60 
35783 Humana, Inc. FL ($6,830,380.68) ($6,660,696.29) $169,684.39 
36194 Health First, Inc. FL ($1,306,645.92) ($1,266,850.60) $39,795.32 
42204 UnitedHealth Group, Inc. FL ($98,778.52) ($105,639.69) ($6,861.17) 
43839 UnitedHealth Group, Inc. FL $3,424,089.93 $3,687,854.17 $263,764.24 
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56503 Florida Health Care Plan, Inc. FL $367,271.93 $389,437.88 $22,165.95 
66966 Capital Health Plan FL ($5,382,760.20) ($1,245,597.13) $4,137,163.07 
68398 UnitedHealth Group, Inc. FL ($6,372,816.64) ($6,026,122.60) $346,694.04 
77150 Health First, Inc. FL ($291.31) $20,128.66 $20,419.97 
80779 UnitedHealth Group, Inc. FL ($13,684,180.57) ($19,522,197.44) ($5,838,016.87) 
99308 Humana, Inc. FL ($438,406.63) ($433,583.42) $4,823.21 
13535 UnitedHealth Group, Inc. GA $911,383.68 $946,453.69 $35,070.01 
30552 UnitedHealth Group, Inc. GA ($5,103,000.19) ($4,971,554.67) $131,445.52 
37001 Humana, Inc. GA $790,920.55 $797,793.88 $6,873.33 
43802 UnitedHealth Group, Inc. GA $1,409,608.01 $402,475.36 ($1,007,132.65) 
49046 Anthem, Inc. GA $18,327,398.65 $18,619,579.14 $292,180.49 
82302 Kaiser Permanente GA $51,281.79 $51,424.36 $142.57 
82824 Aetna, Inc. GA ($1,029,523.48) ($1,015,605.49) $13,917.99 
83761 Alliant Health Plans GA ($1,424,401.11) ($1,410,068.15) $14,332.96 
83978 Aetna, Inc. GA $3,124,824.43 $3,159,233.04 $34,408.61 
89942 Kaiser Permanente GA ($4,935,164.80) ($4,901,029.82) $34,134.98 
93332 Humana, Inc. GA ($12,123,327.28) ($11,678,701.25) $444,626.03 
18350 Hawaii Medical Service Association HI $14,026,813.76 $12,343,895.74 ($1,682,918.02) 
54179 UnitedHealth Group, Inc. HI ($42,614.64) ($24,303.04) $18,311.60 
56682 Hawaii Medical Assurance Association HI $46,587.65 $64,353.42 $17,765.77 
60612 Kaiser Permanente HI ($11,519,220.44) ($9,144,649.29) $2,374,571.15 
95366 University Health Alliance (UHA) HI ($2,511,566.30) ($3,239,296.80) ($727,730.50) 
18973 Aetna, Inc. IA $296,408.40 $294,984.35 ($1,424.05) 
25896 Wellmark, Inc. IA ($7,296,763.77) ($7,345,077.34) ($48,313.57) 
27651 Quartz Health Solutions IA ($201,797.97) ($179,087.15) $22,710.82 
50735 Medical Associates Health Plans IA $380,331.77 $585,767.12 $205,435.35 
56610 UnitedHealth Group, Inc. IA ($530,684.05) ($541,597.69) ($10,913.64) 
72160 Wellmark, Inc. IA $11,693,682.82 $11,548,605.38 ($145,077.44) 
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74406 Wellmark, Inc. IA ($965,657.78) ($966,370.00) ($712.22) 
74980 Avera Health Plans, Inc. IA $175,763.58 $175,102.01 ($661.57) 
77638 Health Alliance Medical Plans, Inc. IA ($30,426.76) ($22,471.52) $7,955.24 
78252 Aetna, Inc. IA ($108,601.34) ($109,013.08) ($411.74) 
85930 Sanford Health Plan IA $97,609.88 $97,431.90 ($177.98) 
87928 Wellmark, Inc. IA ($577,751.06) ($578,382.58) ($631.52) 
88678 UnitedHealth Group, Inc. IA ($2,932,113.68) ($2,959,891.52) ($27,777.84) 
26002 SelectHealth ID ($448,196.27) ($433,348.20) $14,848.07 
38128 Montana Health Cooperative ID ($156,457.18) ($156,196.63) $260.55 
43541 National Health Insurance Company ID ($118,607.96) ($199,345.75) ($80,737.79) 
44648 Cambia Health Solutions ID ($555,585.77) ($526,604.52) $28,981.25 
45059 Aetna, Inc. ID ($37,369.57) ($37,324.39) $45.18 
50118 UnitedHealth Group, Inc. ID ($39,261.09) ($38,976.56) $284.53 
60597 PacificSource Health Plans ID ($1,068,685.11) ($1,064,344.84) $4,340.27 
61175 Aetna, Inc. ID ($1,056.38) ($3,469.88) ($2,413.50) 
61589 Blue Cross of Idaho Health Service, Inc. ID $2,425,219.41 $2,459,610.84 $34,391.43 
20129 Health Alliance Medical Plans, Inc. IL ($305,889.08) ($685,521.97) ($379,632.89) 
24301 Medical Associates Health Plans IL ($155,180.69) ($101,370.23) $53,810.46 
34446 UnitedHealth Group, Inc. IL $1,082,034.65 ($2,290,405.58) ($3,372,440.23) 
36096 Health Care Service Corporation IL $6,819,981.00 $29,589,430.99 $22,769,449.99 
42529 UnitedHealth Group, Inc. IL ($3,158,371.33) ($4,026,592.24) ($868,220.91) 
54322 MercyCare Insurance Company IL ($128,031.82) ($106,911.80) $21,120.02 
58239 UnitedHealth Group, Inc. IL ($1,157,909.54) ($2,423,687.74) ($1,265,778.20) 
58288 Humana, Inc. IL ($121,554.50) ($1,007,174.38) ($885,619.88) 
68303 Humana, Inc. IL ($635,932.73) ($1,662,540.77) ($1,026,608.04) 
72547 Aetna, Inc. IL $928,837.97 $571,889.46 ($356,948.51) 
92476 UnitedHealth Group, Inc. IL ($3,093,873.26) ($17,751,352.38) ($14,657,479.12) 
99129 Aetna, Inc. IL ($74,110.68) ($105,763.30) ($31,652.62) 
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17575 Anthem, Inc. IN $7,270,575.40 $7,244,431.41 ($26,143.99) 
32378 Aetna, Inc. IN ($346,996.78) ($364,013.41) ($17,016.63) 
33380 Indiana University Health IN ($265,760.65) ($266,559.12) ($798.47) 
36373 UnitedHealth Group, Inc. IN $147,741.02 $147,697.20 ($43.82) 
43442 Humana, Inc. IN ($1,113,912.68) ($1,029,950.86) $83,961.82 

50816 Physicians Health Plan of Northern Indiana, 
Inc. 

IN ($3,051,303.81) ($3,057,284.87) ($5,981.06) 

67920 Southeastern Indiana Health Organization IN $232,857.81 $232,694.90 ($162.91) 
72850 UnitedHealth Group, Inc. IN ($2,650,111.25) ($2,681,456.33) ($31,345.08) 
99791 Humana, Inc. IN ($223,089.05) ($225,558.90) ($2,469.85) 
18558 Blue Cross and Blue Shield of Kansas, Inc. KS ($7,891,084.80) ($7,891,084.80) $0.00 
19968 Humana, Inc. KS $3,574,503.60 $3,574,503.60 $0.00 
27811 Blue Cross and Blue Shield of Kansas, Inc. KS ($902,058.17) ($902,058.17) $0.00 
49857 Humana, Inc. KS $144,832.97 $144,832.97 $0.00 
57850 Aetna, Inc. KS $127,918.88 $127,918.88 $0.00 
84600 Aetna, Inc. KS ($131,441.85) ($131,441.85) $0.00 
94248 Blue Cross and Blue Shield of Kansas City KS $2,569,889.67 $2,569,889.67 $0.00 
94968 UnitedHealth Group, Inc. KS $2,507,439.83 $2,507,439.83 $0.00 
15411 Humana, Inc. KY ($1,069,657.08) ($1,063,054.96) $6,602.12 
23671 UnitedHealth Group, Inc. KY ($2,484,842.49) ($2,482,029.72) $2,812.77 
28773 UnitedHealth Group, Inc. KY ($269,089.85) ($284,399.48) ($15,309.63) 
34822 Aetna, Inc. KY ($7,384.36) ($7,766.20) ($381.84) 
36239 Anthem, Inc. KY $3,598,355.49 $3,604,024.47 $5,668.98 
40586 Baptist Health Plan KY ($480,698.92) ($480,630.50) $68.42 
45920 UnitedHealth Group, Inc. KY $713,317.03 $713,856.54 $539.51 
14030 Aetna, Inc. LA ($20,691.77) ($20,661.90) $29.87 
19636 Blue Cross Blue Shield of Louisiana LA ($5,295,041.84) ($4,644,235.74) $650,806.10 
38499 UnitedHealth Group, Inc. LA ($198,092.80) ($192,687.80) $5,405.00 
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44965 Humana, Inc. LA ($2,000,144.94) ($1,680,280.42) $319,864.52 
53946 UnitedHealth Group, Inc. LA ($713,411.75) ($1,542,092.37) ($828,680.62) 
67243 Vantage Health Plan, Inc. LA $404,024.11 $425,877.51 $21,853.40 
69842 UnitedHealth Group, Inc. LA ($913,127.93) ($2,366,103.25) ($1,452,975.32) 
81941 Aetna, Inc. LA ($56,697.06) ($59,195.62) ($2,498.56) 
97176 Blue Cross Blue Shield of Louisiana LA $8,793,183.93 $10,079,379.70 $1,286,195.77 
23620 UnitedHealth Group, Inc. MD $3,509,627.72 $3,509,627.72 $0.00 
28137 CareFirst MD ($12,256,680.53) ($12,256,680.53) $0.00 
31112 UnitedHealth Group, Inc. MD ($6,116,663.64) ($6,116,663.64) $0.00 
45532 CareFirst MD $9,815,643.05 $9,815,643.05 $0.00 
65635 UnitedHealth Group, Inc. MD $2,396,160.88 $2,396,160.88 $0.00 
66516 Aetna, Inc. MD $98,363.58 $98,363.58 $0.00 
70767 Aetna, Inc. MD $203,769.25 $203,769.25 $0.00 
72375 UnitedHealth Group, Inc. MD ($8,302,972.30) ($8,302,972.30) $0.00 
90296 Kaiser Permanente MD ($4,857,082.47) ($4,857,082.47) $0.00 
94084 CareFirst MD $15,509,834.51 $15,509,834.51 $0.00 
11593 HPHC Insurance Company, Inc ME $1,883,154.12 $1,883,154.12 $0.00 
33653 Maine Community Health Options ME ($3,607,861.15) ($3,607,861.15) $0.00 
48396 Anthem, Inc. ME $1,867,113.25 $1,867,113.25 $0.00 
53357 Aetna, Inc. ME $1,062,166.72 $1,062,166.72 $0.00 
73250 Aetna, Inc. ME ($132,556.45) ($132,556.45) $0.00 
90214 UnitedHealth Group, Inc. ME ($888,085.43) ($888,085.43) $0.00 
96667 HPHC Insurance Company, Inc ME ($183,930.99) ($183,930.99) $0.00 
15560 Blue Cross Blue Shield of Michigan MI $9,330,777.06 $9,330,777.06 $0.00 
20662 Physicians Health Plan MI ($91,947.03) ($91,947.03) $0.00 
29241 Priority Health MI $283,794.39 $283,794.39 $0.00 
29698 Priority Health MI ($4,945,191.84) ($4,945,191.84) $0.00 
37651 Health Alliance Plan (HAP) MI $2,632,134.00 $2,632,134.00 $0.00 
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52670 UnitedHealth Group, Inc. MI ($22,687.16) ($22,687.16) $0.00 
60829 Physicians Health Plan MI $283,872.67 $283,872.67 $0.00 
62294 Humana, Inc. MI ($212,427.29) ($212,427.29) $0.00 
63631 UnitedHealth Group, Inc. MI ($1,052,224.36) ($1,052,224.36) $0.00 
67183 Total Health Care USA, Inc. MI $216,255.75 $216,255.75 $0.00 
67577 Health Alliance Plan (HAP) MI $946,943.33 $946,943.33 $0.00 
74917 McLaren Health Care MI $372,435.74 $372,435.74 $0.00 
95233 Paramount Insurance Company MI $175,307.30 $175,307.30 $0.00 
98185 Blue Cross Blue Shield of Michigan MI ($7,917,042.60) ($7,917,042.60) $0.00 
31616 Medica Insurance Company MN $5,075,139.49 $5,075,139.49 $0.00 
49316 Blue Cross Blue Shield of Minnesota MN $21,729,013.18 $21,729,013.18 $0.00 
52346 Sanford Health Plan MN ($27,433.11) ($27,433.11) $0.00 
57129 Blue Cross Blue Shield of Minnesota MN ($5,354,512.26) ($5,354,512.26) $0.00 
70373 Quartz Health Solutions MN ($582,451.59) ($582,451.59) $0.00 
79888 HealthPartners Insurance Company MN ($18,216,645.22) ($18,216,645.22) $0.00 
85654 HealthPartners Insurance Company MN ($962,178.52) ($962,178.52) $0.00 
88102 PreferredOne Insurance Company MN ($1,606,215.80) ($1,606,215.80) $0.00 
97624 PreferredOne Insurance Company MN ($54,716.13) ($54,716.13) $0.00 
30613 Humana, Inc. MO ($772,207.54) ($2,868,463.64) ($2,096,256.10) 
32753 Anthem, Inc. MO $2,912,857.47 $2,791,853.66 ($121,003.81) 
32898 Aetna, Inc. MO ($5,917.99) ($5,948.67) ($30.68) 
34762 Blue Cross and Blue Shield of Kansas City MO $1,607,854.39 $4,320,315.84 $2,712,461.45 
48161 Aetna, Inc. MO $153,964.44 $145,255.82 ($8,708.62) 
95426 UnitedHealth Group, Inc. MO ($2,677,703.50) ($3,148,408.61) ($470,705.11) 
96384 Cox HealthPlans MO ($1,218,847.28) ($1,234,604.48) ($15,757.20) 
11721 Blue Cross Blue Shield of Mississippi MS ($531,168.38) ($531,168.38) $0.00 
26781 UnitedHealth Group, Inc. MS ($81,430.37) ($81,430.37) $0.00 
48963 Humana, Inc. MS $327,880.85 $327,880.85 $0.00 
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61794 UnitedHealth Group, Inc. MS ($62,475.45) ($62,475.45) $0.00 
97560 UnitedHealth Group, Inc. MS $488,406.29 $488,406.29 $0.00 
98805 UnitedHealth Group, Inc. MS ($141,212.92) ($141,212.92) $0.00 
23603 PacificSource Health Plans MT ($5,934,314.84) ($10,937,274.40) ($5,002,959.56) 
30751 Health Care Service Corporation MT $6,014,895.53 $11,100,710.46 $5,085,814.93 
32225 Montana Health Cooperative MT ($62,043.60) ($130,971.78) ($68,928.18) 
46621 UnitedHealth Group, Inc. MT ($18,537.12) ($32,464.38) ($13,927.26) 
11512 Blue Cross Blue Shield of North Carolina NC $17,062,842.61 $17,016,182.67 ($46,659.94) 
43283 FirstCarolinaCare Insurance Company NC ($433,074.57) ($296,378.00) $136,696.57 
54332 UnitedHealth Group, Inc. NC ($12,037,981.33) ($12,075,710.22) ($37,728.89) 
58658 UnitedHealth Group, Inc. NC $438,483.42 $426,371.66 ($12,111.76) 
61644 Aetna, Inc. NC $1,439,519.22 $1,437,409.16 ($2,110.06) 
61671 Aetna, Inc. NC ($40,666.89) ($60,189.06) ($19,522.17) 
69347 UnitedHealth Group, Inc. NC ($6,402,728.61) ($6,421,280.59) ($18,551.98) 
72487 UnitedHealth Group, Inc. NC ($26,393.62) ($26,405.68) ($12.06) 
37160 Blue Cross Blue Shield of North Dakota ND $267,203.98 $267,203.98 $0.00 
39364 Medica Insurance Company ND $799,368.01 $799,368.01 $0.00 
73751 Medica Insurance Company ND ($55,815.83) ($55,815.83) $0.00 
89364 Sanford Health Plan ND ($1,010,756.17) ($1,010,756.17) $0.00 
29678 Blue Cross and Blue Shield of Nebraska NE ($3,226,100.90) ($3,174,964.46) $51,136.44 
44751 UnitedHealth Group, Inc. NE $116,037.13 ($9,544.91) ($125,582.04) 
44794 Aetna, Inc. NE ($83,103.64) ($83,024.99) $78.65 
59699 Aetna, Inc. NE $258,836.04 $259,384.99 $548.95 
73102 UnitedHealth Group, Inc. NE $2,934,331.44 $3,008,149.35 $73,817.91 
51889 UnitedHealth Group, Inc. NH ($900,627.37) ($957,635.80) ($57,008.43) 
57601 Anthem, Inc. NH $291,430.77 $17,271.46 ($274,159.31) 
59025 HPHC Insurance Company, Inc NH ($1,247,814.96) $2,164,516.67 $3,412,331.63 
71616 HPHC Insurance Company, Inc NH $4,286,970.65 $3,817,669.02 ($469,301.63) 
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86365 Tufts Associated Health Maintenance 
Organization Inc. 

NH ($5,688,716.74) ($6,681,370.08) ($992,653.34) 

96751 Anthem, Inc. NH $3,258,757.67 $1,639,548.70 ($1,619,208.97) 
13953 Horizon Blue Cross Blue Shield of New Jersey NJ $639,252.23 ($12,606.54) ($651,858.77) 
23458 Cigna NJ $246,920.35 $287,766.27 $40,845.92 
23818 Oscar Health NJ ($589,030.10) ($379,679.34) $209,350.76 
41014 Cigna NJ ($4,392.03) $311.46 $4,703.49 
48834 UnitedHealth Group, Inc. NJ $23,931.63 ($397,887.55) ($421,819.18) 
77263 UnitedHealth Group, Inc. NJ $3,357,783.37 $40,833,369.32 $37,475,585.95 
77606 Independence Blue Cross NJ ($8,352,634.74) ($4,875,155.65) $3,477,479.09 
82884 Aetna, Inc. NJ ($688,016.88) ($531,606.27) $156,410.61 
89217 Aetna, Inc. NJ $1,204,355.50 $7,450,030.27 $6,245,674.77 
91661 Horizon Blue Cross Blue Shield of New Jersey NJ ($2,025,116.43) ($63,738,173.82) ($61,713,057.39) 
91762 Independence Blue Cross NJ $6,186,947.05 $21,363,631.76 $15,176,684.71 
42776 True Health New Mexico, Inc. NM ($3,779,296.30) ($3,779,296.30) $0.00 
52744 Presbyterian Healthcare Services NM $2,468,687.49 $2,468,687.49 $0.00 
57173 Presbyterian Healthcare Services NM ($5,048,220.08) ($5,048,220.08) $0.00 
75605 Health Care Service Corporation NM $5,562,429.10 $5,562,429.10 $0.00 
90762 UnitedHealth Group, Inc. NM $887,189.83 $887,189.83 $0.00 
93091 New Mexico Health Connections NM ($90,790.05) ($90,790.05) $0.00 
16698 Universal Health Services, Inc. NV $75,897.60 $80,053.31 $4,155.71 
19298 Aetna, Inc. NV $16,000.02 ($30,047.93) ($46,047.95) 
20895 Humana, Inc. NV ($10,810.69) ($10,662.62) $148.07 
27990 Aetna, Inc. NV $399,435.39 $403,334.54 $3,899.15 
33670 Anthem, Inc. NV $4,411,822.33 $4,418,776.21 $6,953.88 
41094 Hometown Health Plan, Inc. NV ($972,202.42) ($971,013.03) $1,189.39 
42313 WMI Mutual Insurance Company NV ($31,659.03) ($31,657.33) $1.70 
60156 Anthem, Inc. NV $222,963.26 $223,333.99 $370.73 



35 

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)25 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

68524 Universal Health Services, Inc. NV ($126,074.19) ($145,174.05) ($19,099.86) 
74222 UnitedHealth Group, Inc. NV $431,277.67 $440,041.62 $8,763.95 
83198 UnitedHealth Group, Inc. NV $1,198,631.09 $1,220,069.86 $21,438.77 
85266 Hometown Health Plan, Inc. NV ($2,068,164.03) ($2,061,094.90) $7,069.13 
93696 Humana, Inc. NV ($52,975.09) ($52,916.40) $58.69 
95865 UnitedHealth Group, Inc. NV ($3,494,141.98) ($3,483,043.26) $11,098.72 
11177 Metro Plus Health Plan NY ($3,851,357.07) ($3,916,040.00) ($64,682.93) 
17210 Aetna, Inc. NY ($9,821,211.60) ($34,279,133.02) ($24,457,921.42) 
18029 Independent Health NY $4,115,450.69 $1,828,930.90 ($2,286,519.79) 
36346 HealthNow New York, Inc. NY ($3,184,196.48) ($22,566,821.19) ($19,382,624.71) 
43477 Crystal Run Health Plans NY ($3,177,418.69) ($3,811,182.84) ($633,764.15) 
44113 Anthem, Inc. NY ($5,714,320.48) ($7,253,183.42) ($1,538,862.94) 
49526 HealthNow New York, Inc. NY $17,456,253.28 $14,244,892.34 ($3,211,360.94) 
54297 UnitedHealth Group, Inc. NY ($293,055.46) ($458,717.46) ($165,662.00) 
56184 MVP Health Plan, Inc. NY ($2,321,891.48) ($2,495,994.99) ($174,103.51) 
61405 Healthfirst NY ($14,820,874.83) ($14,710,277.73) $110,597.10 
73886 Crystal Run Health Plans NY ($2,566,891.21) ($2,633,049.96) ($66,158.75) 
74289 Oscar Health NY ($29,336,231.80) ($29,793,623.22) ($457,391.42) 
78124 Excellus Health Plan, Inc. NY ($31,514,039.17) $72,713,017.09 $104,227,056.30 
80519 Anthem, Inc. NY ($2,825,520.88) ($3,014,713.97) ($189,193.09) 
82483 North Shore-LIJ Health System NY ($14,940,535.65) ($15,367,080.74) ($426,545.09) 
85629 UnitedHealth Group, Inc. NY $132,045,665.20 $88,102,355.69 ($43,943,309.47) 
88582 EmblemHealth NY ($35,223,647.37) ($36,346,805.94) ($1,123,158.57) 
89846 MVP Health Plan, Inc. NY $2,946,107.83 ($1,423,050.65) ($4,369,158.48) 
92551 CDPHP Universal Benefits, Inc. NY $8,771,887.75 $7,124,862.07 ($1,647,025.68) 
94788 CDPHP Universal Benefits, Inc. NY ($5,744,172.30) ($5,944,382.95) ($200,210.65) 
28162 AultCare Insurance Company OH ($1,454,223.77) ($1,566,308.99) ($112,085.22) 
29276 Anthem, Inc. OH $12,900,070.02 $10,053,753.56 ($2,846,316.46) 
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33232 UnitedHealth Group, Inc. OH ($1,040,419.00) ($1,158,475.57) ($118,056.57) 
33931 UnitedHealth Group, Inc. OH ($491.07) ($70,717.59) ($70,226.52) 
52664 Summa Insurance Company OH ($304,820.71) ($456,876.40) ($152,055.69) 
56726 UnitedHealth Group, Inc. OH $352,489.35 $119,885.13 ($232,604.22) 
61724 UnitedHealth Group, Inc. OH ($10,482,677.83) ($4,447,822.13) $6,034,855.70 
66083 Humana, Inc. OH ($4,203,609.22) ($5,052,724.01) ($849,114.79) 
67129 Aetna, Inc. OH ($788,559.01) ($939,640.23) ($151,081.22) 
74313 Paramount Insurance Company OH ($661,961.10) ($834,975.93) ($173,014.83) 
80627 Medical Mutual of Ohio OH $6,096,462.44 $5,279,417.76 ($817,044.68) 
83396 The Health Plan of the Upper Ohio Valley OH ($371,942.60) ($381,231.99) ($9,289.39) 
84867 Aetna, Inc. OH ($178,955.27) ($317,695.43) ($138,740.16) 
97596 Humana, Inc. OH $143,109.66 ($216,075.41) ($359,185.07) 
98810 The Health Plan of the Upper Ohio Valley OH ($3,810.87) ($9,205.07) ($5,394.20) 
99969 Medical Mutual of Ohio OH ($661.13) ($1,307.66) ($646.53) 
45480 UnitedHealth Group, Inc. OK ($650,887.48) ($1,314,798.84) ($663,911.36) 
66946 Aetna, Inc. OK $630,528.36 $491,354.05 ($139,174.31) 
76275 Aetna, Inc. OK ($32,404.33) ($39,610.33) ($7,206.00) 
85757 UnitedHealth Group, Inc. OK ($2,208,570.70) ($6,049,264.21) ($3,840,693.51) 
87571 Health Care Service Corporation OK $8,197,993.56 $17,988,921.31 $9,790,927.75 
87698 CommunityCare OK $246,602.02 ($611,959.57) ($858,561.59) 
98905 CommunityCare OK ($6,183,261.46) ($10,464,642.51) ($4,281,381.05) 
10091 PacificSource Health Plans OR ($1,968,392.50) ($1,971,286.47) ($2,893.97) 
10940 Centene Corporation OR $3,135,992.86 $3,134,435.06 ($1,557.80) 
33375 Samaritan Health Plans OR ($24,009.77) $29,062.23 $53,072.00 
39424 Moda Health Plan, Inc. OR $960,838.09 $959,164.42 ($1,673.67) 
56707 Providence Health & Services OR $3,098,932.80 $3,079,022.26 ($19,910.54) 
71287 Kaiser Permanente OR ($4,315,928.24) ($4,323,928.33) ($8,000.09) 
77969 Cambia Health Solutions OR $234,440.60 $220,653.50 ($13,787.10) 
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90175 UnitedHealth Group, Inc. OR ($1,121,873.62) ($1,127,122.72) ($5,249.10) 
16322 UPMC Health Plan PA $7,071,176.72 $7,071,176.72 $0.00 
18939 Aetna, Inc. PA $733,546.51 $733,546.51 $0.00 
22444 Geisinger Health System PA ($860,275.55) ($860,275.55) $0.00 
23489 UnitedHealth Group, Inc. PA ($10,425,381.90) ($10,425,381.90) $0.00 
31609 Independence Blue Cross PA $12,569,176.11 $12,569,176.11 $0.00 
33709 Highmark PA $2,786,959.62 $2,786,959.62 $0.00 
33871 Independence Blue Cross PA ($18,786,717.09) ($18,786,717.09) $0.00 
33906 Aetna, Inc. PA ($144,915.20) ($144,915.20) $0.00 
45127 Capital Blue Cross PA $5,325,755.03 $5,325,755.03 $0.00 
53789 Capital Blue Cross PA ($541,934.02) ($541,934.02) $0.00 
55957 Highmark PA $4,624,619.74 $4,624,619.74 $0.00 
62560 UPMC Health Plan PA $5,111.22 $5,111.22 $0.00 
64844 Aetna, Inc. PA ($314,285.45) ($314,285.45) $0.00 
70194 Highmark PA $191,350.00 $191,350.00 $0.00 
75729 Geisinger Health System PA ($3,883,200.50) ($3,883,200.50) $0.00 
79279 Highmark PA $1,903,032.94 $1,903,032.94 $0.00 
79962 Highmark PA ($19,336.60) ($19,336.60) $0.00 
82795 Capital Blue Cross PA ($234,681.64) ($234,681.64) $0.00 
15287 Blue Cross Blue Shield of Rhode Island RI $3,591,069.90 $3,591,069.90 $0.00 

26322 Tufts Associated Health Maintenance 
Organization Inc. 

RI ($1,351,775.43) ($1,351,775.43) $0.00 

77514 Neighborhood Health Plan of Rhode Island RI ($780,268.97) ($780,268.97) $0.00 
79881 UnitedHealth Group, Inc. RI $1,548.02 $1,548.02 $0.00 

90010 Tufts Associated Health Maintenance 
Organization Inc. 

RI ($1,004,532.31) ($1,004,532.31) $0.00 

90117 UnitedHealth Group, Inc. RI ($456,041.11) ($456,041.11) $0.00 
22369 Aetna, Inc. SC $119,628.51 $96,551.14 ($23,077.37) 
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26065 BlueChoice HealthPlan of South Carolina, Inc. SC $3,744,553.27 $3,756,234.20 $11,680.93 
38408 Aetna, Inc. SC ($336,490.07) ($336,437.46) $52.61 
49532 BlueChoice HealthPlan of South Carolina, Inc. SC ($2,353,796.43) ($2,346,445.67) $7,350.76 
57860 UnitedHealth Group, Inc. SC ($143,529.51) ($142,815.66) $713.85 
64146 UnitedHealth Group, Inc. SC ($1,030,365.90) ($1,027,086.57) $3,279.33 
31195 Sanford Health Plan SD ($403,695.00) ($403,695.00) $0.00 
50305 Wellmark, Inc. SD $2,386,070.74 $2,386,070.74 $0.00 
60536 Avera Health Plans, Inc. SD ($1,528,211.85) ($1,528,211.85) $0.00 
62210 DAKOTACARE SD ($625,396.21) ($625,396.21) $0.00 
96594 Medica Insurance Company SD $171,232.26 $171,232.26 $0.00 
10958 UnitedHealth Group, Inc. TN ($3,587,647.91) ($3,587,647.91) $0.00 
14002 BlueCross BlueShield of Tennessee TN $1,653,288.73 $1,653,288.73 $0.00 
31552 Aetna, Inc. TN $69,013.33 $69,013.33 $0.00 
69443 UnitedHealth Group, Inc. TN $1,986,498.22 $1,986,498.22 $0.00 
82120 Humana, Inc. TN ($121,152.25) ($121,152.25) $0.00 
26539 FirstCare Health Plans TX ($958,404.05) ($1,766,363.23) ($807,959.18) 
30609 Memorial Hermann Health Plan TX $68,101.63 ($270,951.79) ($339,053.42) 
32673 Humana, Inc. TX $4,085,927.83 ($4,095,752.29) ($8,181,680.12) 
33602 Health Care Service Corporation TX $14,312,148.36 $41,946,037.77 $27,633,889.41 
37392 Universal Health Services, Inc. TX $6,606.34 $3,427.40 ($3,178.94) 
37755 Scott & White Health Plan TX ($59,639.22) ($392,728.35) ($333,089.13) 
40220 UnitedHealth Group, Inc. TX ($4,712,317.54) ($5,502,582.49) ($790,264.95) 
40788 Scott & White Health Plan TX ($5,352,063.99) ($6,704,998.89) ($1,352,934.90) 
41541 Memorial Hermann Health Plan TX ($4,397,930.39) ($4,839,460.86) ($441,530.47) 
41549 FirstCare Health Plans TX $210,011.64 $151,467.77 ($58,543.87) 
58840 Aetna, Inc. TX ($89,513.07) ($92,245.02) ($2,731.95) 
63141 Humana, Inc. TX $1,889,041.23 $781,474.67 ($1,107,566.56) 
75394 Aetna, Inc. TX ($14,927.01) ($15,591.68) ($664.67) 
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81795 Arkansas Blue Cross and Blue Shield TX ($411,652.41) ($481,972.30) ($70,319.89) 
84479 Vista Health Plan, Inc. TX ($613,682.59) ($620,988.44) ($7,305.85) 
91716 Aetna, Inc. TX $2,613,076.23 $2,243,284.82 ($369,791.41) 
98809 UnitedHealth Group, Inc. TX ($6,574,783.21) ($20,342,057.19) ($13,767,273.98) 
22013 Cambia Health Solutions UT $3,909,241.48 ($312,706.85) ($4,221,948.33) 
29031 National Health Insurance Company UT $310,578.40 $359,974.39 $49,395.99 
38927 Aetna, Inc. UT $540,988.46 $427,753.51 ($113,234.95) 
46958 Humana, Inc. UT $259,046.42 $288,648.03 $29,601.61 
48588 Aetna, Inc. UT $32,072.51 $35,209.65 $3,137.14 
66413 UnitedHealth Group, Inc. UT ($145,260.78) ($127,108.90) $18,151.88 
68781 SelectHealth UT ($4,945,384.47) ($957,199.50) $3,988,184.97 
80043 WMI Mutual Insurance Company UT $105,237.61 $97,604.60 ($7,633.01) 
97462 UnitedHealth Group, Inc. UT ($66,519.59) $187,825.02 $254,344.61 
10207 CareFirst VA ($10,247,905.68) ($10,247,905.68) $0.00 
12028 Aetna, Inc. VA $772,242.77 $772,242.77 $0.00 
15668 Piedmont Community Health Plan VA ($29,834.22) ($29,834.22) $0.00 
16064 Anthem, Inc. VA $34,692,673.65 $34,692,673.65 $0.00 
20507 Optima Health VA $1,608,428.89 $1,608,428.89 $0.00 
24251 UnitedHealth Group, Inc. VA ($3,486,542.45) ($3,486,542.45) $0.00 
25978 UnitedHealth Group, Inc. VA ($20,749,680.38) ($20,749,680.38) $0.00 
37204 Piedmont Community Health Plan VA ($262,186.93) ($262,186.93) $0.00 
38234 Aetna, Inc. VA ($759,247.74) ($759,247.74) $0.00 
38599 UnitedHealth Group, Inc. VA ($1,615,867.33) ($1,615,867.33) $0.00 
40308 CareFirst VA $7,781,463.42 $7,781,463.42 $0.00 
86443 Aetna, Inc. VA ($1,481,565.58) ($1,481,565.58) $0.00 
88380 Anthem, Inc. VA $998,967.68 $998,967.68 $0.00 
89242 Optima Health VA $1,522,053.38 $1,522,053.38 $0.00 
89498 UnitedHealth Group, Inc. VA ($108,151.74) ($108,151.74) $0.00 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
ADJUSTMENTS 

(Charges Collected in 
August 2019)25 

2018 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 

93187 Aetna, Inc. VA $1,054,527.80 $1,054,527.80 $0.00 
95185 Kaiser Permanente VA ($9,689,375.41) ($9,689,375.41) $0.00 
18699 UnitedHealth Group, Inc. WA ($1,341,884.18) ($1,341,884.18) $0.00 
23371 Kaiser Permanente WA ($3,657,269.59) ($3,657,269.59) $0.00 
25768 Kaiser Permanente WA ($4,992,680.95) ($4,992,680.95) $0.00 
34673 Aetna, Inc. WA ($366,590.04) ($366,590.04) $0.00 
36026 Centene Corporation WA ($288,951.99) ($288,951.99) $0.00 
38229 Health Alliance Medical Plans, Inc. WA ($5,724.50) ($5,724.50) $0.00 
43861 UnitedHealth Group, Inc. WA $118,146.09 $118,146.09 $0.00 
49831 Premera Blue Cross WA $3,093,511.71 $3,093,511.71 $0.00 
69364 Cambia Health Solutions WA $317,350.23 $317,350.23 $0.00 
71281 Cambia Health Solutions WA $748,518.52 $748,518.52 $0.00 
80473 Kaiser Permanente WA ($10,095,568.45) ($10,095,568.45) $0.00 
87718 Cambia Health Solutions WA $16,471,143.18 $16,471,143.18 $0.00 
16245 Group Health Cooperative of Eau Claire WI ($1,196,870.81) ($1,199,226.05) ($2,355.24) 
20173 HealthPartners Insurance Company WI ($296,017.71) ($116,125.13) $179,892.58 
35334 MercyCare Insurance Company WI ($94,516.90) ($106,774.11) ($12,257.21) 
37833 Quartz Health Solutions WI ($5,224,771.62) ($5,249,131.25) ($24,359.63) 
38166 Security Health Plan of Wisconsin, Inc. WI ($1,691,592.15) ($1,703,114.28) ($11,522.13) 
38345 Dean Health Plan, Inc. WI ($6,338,051.44) ($6,353,717.69) ($15,666.25) 
38752 Aetna, Inc. WI $29,916.71 $29,652.37 ($264.34) 
39924 UnitedHealth Group, Inc. WI ($37,450.12) ($52,332.19) ($14,882.07) 
47342 Health Tradition Health Plan WI $118,753.37 $116,323.09 ($2,430.28) 
55103 Humana, Inc. WI $177,593.35 $170,795.92 ($6,797.43) 
57637 Medica Insurance Company WI ($625,541.33) ($635,602.15) ($10,060.82) 
58326 MercyCare Insurance Company WI ($1,389,818.88) ($1,393,352.00) ($3,533.12) 
58564 Quartz Health Solutions WI ($170,774.98) ($173,299.39) ($2,524.41) 
59158 UnitedHealth Group, Inc. WI $9,584,255.60 $9,514,369.23 ($69,886.37) 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 
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TRANSFER AMOUNT  
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AMOUNT 
(Charges 
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2021) 

64772 Medical Associates Health Plans WI ($196,113.26) ($152,499.25) $43,614.01 
79475 Anthem, Inc. WI $4,273,040.52 $4,247,094.40 ($25,946.12) 
80180 UnitedHealth Group, Inc. WI $919,901.43 $909,846.14 ($10,055.29) 
81413 Network Health Plan WI $7,786.09 $35,136.56 $27,350.47 
81974 Wisconsin Physicians Svc Insurance Corp WI $2,201,467.48 $2,194,912.63 ($6,554.85) 
84670 Wisconsin Physicians Svc Insurance Corp WI ($1,295,179.06) ($1,298,740.67) ($3,561.61) 
86584 Wisconsin Physicians Svc Insurance Corp WI ($1,408,082.52) ($1,410,188.43) ($2,105.91) 
87416 Common Ground Healthcare Cooperative WI ($318,092.97) ($319,727.96) ($1,634.99) 
90028 Anthem, Inc. WI ($511,202.16) ($511,940.63) ($738.47) 
91058 Quartz Health Solutions WI ($1,022,422.73) ($1,022,964.51) ($541.78) 
91604 Humana, Inc. WI $4,562,844.51 $4,541,896.46 ($20,948.05) 
94529 Group Health Cooperative of South Central 

Wisconsin 
WI ($59,060.24) ($61,291.10) ($2,230.86) 

31274 Highmark WV $3,099,105.05 $3,114,923.96 $15,818.91 
44434 Aetna, Inc. WV ($5,767.62) ($5,927.26) ($159.64) 
50318 Aetna, Inc. WV $43,735.44 $44,029.61 $294.17 
59772 The Health Plan of the Upper Ohio Valley WV ($718,990.72) ($717,819.24) $1,171.48 
72982 The Health Plan of the Upper Ohio Valley WV ($261,919.75) ($260,937.22) $982.53 
77060 UnitedHealth Group, Inc. WV ($1,908,349.20) ($1,902,075.57) $6,273.63 
95628 UnitedHealth Group, Inc. WV ($247,813.25) ($272,194.30) ($24,381.05) 
11269 Blue Cross Blue Shield of Wyoming WY $468,478.40 $468,478.40 $0.00 
49714 UnitedHealth Group, Inc. WY ($468,478.46) ($468,478.46) $0.00 
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Issuer-Specific 2017 HHS-RADV Adjustments to 2018 Risk Adjustment Transfers for Merged Market States 
 
While there were no changes to the 2017 benefit year HHS-RADV Adjustments to 2018 Risk Adjustment Transfers for 
Merged Market States, we are repeating this information in this report. 
 
Vermont and Massachusetts are the only states considered to have merged markets for purposes of the HHS-operated risk adjustment 
program.26 As set forth in the 2020 Payment Notice,27 we exercised our enforcement discretion to provide Massachusetts issuers28 
with a non-adjustment pilot year for the 2017 HHS-RADV. Therefore, while Massachusetts issuers received the 2017 benefit year 
HHS-RADV error rate results, these issuers will not have their plan liability risk scores or transfers for Massachusetts state market risk 
pools adjusted based on the 2017 benefit year HHS-RADV results. In addition, as described in the HHS-RADV 2017 Benefit Year 
Final Results Memo, Massachusetts issuers’ failure rates were excluded from the calculation of the national program benchmarks for 
the 2017 benefit year HHS-RADV to avoid potential distortion in the national metrics. Therefore, Vermont is only the merged market 
included in the 2017 HHS-RADV results and only Vermont’s issuers are included in Table 3 for the 2017 benefit year HHS-RADV 
adjustments to 2018 benefit year risk adjustment transfer calculations. 
 
 

                                                           
26 See https://www.regtap.info/uploads/library/RA_GuidanceMergedMarkets2017_030118_5CR_030118.pdf.   
27 See 84 FR at 17508 – 17509.  
28 Participation in HHS-RADV is based on HIOS IDs and not parent companies. Therefore while some issuers’ parent companies in  Massachusetts may have 
previously participated in HHS-RADV in other states under other issuer HIOS IDs, no issuer HIOS IDs in Massachusetts previously participated in the HHS-
operated risk adjustment program, including the pilot years of HHS-RADV. 
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Table 3: Updated Issuer-Specific 2017 HHS-RADV Adjustments to 2018 Risk Adjustment Transfers for Merged Market 
States – Merged Market and Catastrophic Risk Pool (Appendix B)29 

HIOS 
ID 

HIOS 
INSURANCE 
COMPANY 

NAME 

STATE 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER 
AMOUNT FOR 

MERGED 
MARKET 

BEFORE RADV 
ADJUSTMENTS 

(Charges 
Collected in 

August 2019)30 

2018 HHS 
RISK 

ADJUSTMENT 
RADV 

ADJUSTED 
ISSUER 

TRANSFER 
AMOUNT FOR 

MERGED 
MARKET  

(Total Issuer 
Transfer 
Amount) 

ADJUSTMENT 
AMOUNT 

FOR MERGED 
MARKET  
(Charges 

Collected in 
Calendar Year 

2021) 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER 
AMOUNT FOR 

CATASTROPHIC 
RISK POOL 

BEFORE RADV 
ADJUSTMENTS 

(Charges 
Collected in 

August 2019)31 
 

2018 HHS RISK 
ADJUSTMENT 

TRANSFER 
RADV 

ADJUSTED 
ISSUER 

TRANSFER 
AMOUNT FOR 

CATASTROPHIC 
RISK POOL 
(Total Issuer 

Transfer Amount) 
 

ADJUSTMENT 
AMOUNT FOR 

CATASTROPHIC 
RISK POOL 

(Charges 
Collected in 

Calendar Year 
2021) 

 

13627 Blue Cross Blue 
Shield of Vermont VT $15,926,267.33 $15,926,267.33 $0.00 $2,439.68 $2,439.68 $0.00   

77566 MVP Health Plan, 
Inc. VT ($15,926,267.34) ($15,926,267.34) $0.00 ($2,439.68) ($2,439.68) $0.00   

 

IV. Updated Exiting Issuers and Issuer-Specific Adjustments to 2017 Benefit Year Risk Adjustment Transfers Based on 
the Revised 2017 Benefit Year HHS-RADV Results 
 

Below we set forth the updated 2017 benefit year risk adjustment transfer amounts adjusted to reflect exiting issuers’ revised 2017 
benefit year HHS-RADV results. For 2017 benefit year HHS-RADV, issuers that exited all of the markets and risk pools in the state 

                                                           
29 Massachusetts and Vermont are considered to have a merged market for purposes of the risk adjustment program. See 
https://www.regtap.info/uploads/library/RA_GuidanceMergedMarkets2017_030118_5CR_030118.pdf. Table 3 only includes Vermont issuers for 2017 benefit 
year HHS-RADV adjustments to 2018 benefit year risk adjustment transfer calculations, as applicable. As described earlier in this report, 2017 benefit year HHS-
RADV is a pilot year for Massachusetts issuers.   
30 The Summary Report on Permanent Risk Adjustment Transfers for the 2018 Benefit Year can be found at: https://www.cms.gov/CCIIO/Programs-and-
Initiatives/Premium-Stabilization-Programs/Downloads/Summary-Report-Risk-Adjustment-2018.pdf.  
31 Id.   
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for 2018 benefit year risk adjustment32 that had a non-zero risk score error rate (i.e., that are identified as outliers) resulted in an 
adjustment to 2017 benefit year risk scores and risk adjustment transfers in those state market risk pools.33 The adjustment amounts 
are the amounts that will be collected and paid in calendar year 2021, subject to any changes that result from successful HHS-RADV 
discrepancies or related appeals.  
 
2017 HHS-RADV error rates for exiting outlier issuers were applied to the issuers’ 2017 benefit year plan level risk scores, which 
then were used to calculate the adjusted 2017 risk adjustment transfers in the affected state market risk pools. Therefore, we applied 
the 2017 HHS-RADV error rates for exiting issuers by completing the following: 
 

1. RADV Error Rate * BY2017 Risk Score without RADV Adjustment = X 
2. BY2017 Risk Score without RADV Adjustment – X = BY2017 Risk Score with RADV Adjustment 

  
Then, we used the revised adjustments to risk scores (BY2017 Risk Score with RADV Adjustment) in the transfer calculation to 
determine the RADV adjusted transfer amount. Please see the July 23, 2019 webinar titled, “EDGE Server 32.0 Maintenance Release 
Preview & Review of 8/1/19 Risk Adjustment (RA) Reports with RA Data Validation (RADV) Adjustments to Transfers,” for more 
information.34 

These adjustment amounts represent the difference between issuers’ risk adjustment transfers and the adjusted transfer amount due to 
HHS-RADV.  
 
“$0.00”: We signify $0.00 for issuers where there is no adjustment being made because there are no error rates in the state market risk pool. 
  
We do not provide any tables related to the 2017 HHS-RADV adjustments to 2017 risk adjustment transfers for merged market states 
as there were no outliers in Vermont that resulted in adjustments to 2017 benefit year transfers.35   
 

                                                           
32 As noted earlier in the report, we were predicting that 85 issuers exited all state markets in the 2018 benefit year and had non-zero error rates. We subsequently 
found that some of these issuers did not exit all state risk pools and therefore their 2017 benefit year HHS-RADV results were applied to the 2018 benefit year 
risk adjustment transfers. 
33 As finalized in the 2020 Payment Notice (84 FR 17454 at 17503) for the 2018 benefit years HHS-RADV and beyond, only those exiting issuers who are 
identified as having a positive risk score error rate outlier will be adjusted.  
34 Available at: https://www.regtap.info/uploads/library/RA_EDGE_32_Preview_RA_Transfer_072319_5CR_072519.pdf. 
35 As described earlier in this report, 2017 HHS-RADV is a pilot year for Massachusetts issuers.   
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Table 4a: Updated Issuer-Specific 2017 HHS-RADV Adjustments to 2017 Risk Adjustment Transfers for Non-Merged Market 
States – Individual, Non-Catastrophic Market (Appendix C)  

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT TRANSFER 
AMOUNT BEFORE RADV 

ADJUSTMENTS36 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount)  

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
38344 Premera Blue Cross AK $0.00  $0.00  $0.00  
46944 Blue Cross Blue Shield of Alabama AL ($172,651.78) ($172,651.78) $0.00  
68259 UnitedHealth Group, Inc. AL $172,651.77  $172,651.77  $0.00  
37903 QualChoice Arkansas AR ($5,733,419.10) ($5,733,419.10) $0.00  
60079 Aetna, Inc. AR ($2,159.13) ($2,159.13) $0.00  
62141 Centene Corporation AR ($15,559,654.63) ($15,559,654.63) $0.00  
65817 UnitedHealth Group, Inc. AR $40,617.57  $40,617.57  $0.00  
70525 QualChoice Arkansas AR $1,885,571.16  $1,885,571.16  $0.00  
75293 Arkansas Blue Cross and Blue Shield AR $19,369,044.15  $19,369,044.15  $0.00  
53901 Blue Cross Blue Shield of Arizona, Inc. AZ ($36,394,767.43) ($36,394,767.43) $0.00  
66105 Humana, Inc. AZ $5,133.15  $5,133.15  $0.00  
78611 Aetna, Inc. AZ $2,317,108.78  $2,317,108.78  $0.00  
86830 Cigna AZ $13,317,786.40  $13,317,786.40  $0.00  
91450 Centene Corporation AZ $24,347,486.57  $24,347,486.57  $0.00  
97667 Cigna AZ ($3,909,461.51) ($3,909,461.51) $0.00  
98971 UnitedHealth Group, Inc. AZ $316,714.04  $316,714.04  $0.00  
10544 Oscar Health CA ($5,073,314.32) ($5,073,314.32) $0.00  
18126 Molina Healthcare CA ($227,305,096.10) ($227,305,096.10) $0.00  
27603 Anthem, Inc. CA $18,851,598.10  $18,851,598.10  $0.00  
40025 Cigna CA $6,187,132.36  $6,187,132.36  $0.00  
40513 Kaiser Permanente CA ($253,758,713.00) ($253,758,713.00) $0.00  
47579 Chinese Community Health Plan CA ($25,468,006.71) ($25,468,006.71) $0.00  
64210 Sutter Health Plan CA ($5,592.79) ($5,592.79) $0.00  
67138 Centene Corporation CA ($56,357,115.65) ($56,357,115.65) $0.00  

                                                           
36 The Summary Report on Permanent Risk Adjustment Transfers for the 2017 Benefit Year can be found at: https://downloads.cms.gov/cciio/Summary-Report-
Risk-Adjustment-2017.pdf. 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT TRANSFER 
AMOUNT BEFORE RADV 

ADJUSTMENTS36 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount)  

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
70285 Blue Shield of California CA $556,877,993.10  $556,877,993.10  $0.00  
84014 County of Santa Clara CA ($10,849,875.42) ($10,849,875.42) $0.00  
92499 Sharp Health Plan CA ($3,271,307.16) ($3,271,307.16) $0.00  

92815 Local Initiative Health Authority for Los Angeles 
County 

CA ($33,290,976.46) ($33,290,976.46) $0.00  

93689 Western Health Advantage CA ($7,436,667.02) ($7,436,667.02) $0.00  
99110 Centene Corporation CA $40,899,940.99  $40,899,940.99  $0.00  
21032 Kaiser Permanente CO ($64,470,053.20) ($64,358,716.44) $111,336.76  
28700 US Health Group CO $705,442.11  $705,685.75  $243.64  
31070 Bright Health Insurance Company CO ($6,192,240.81) ($6,182,558.33) $9,682.48  
41341 UnitedHealth Group, Inc. CO $513,957.68  $196,032.27  ($317,925.41) 
49375 Cigna CO $22,598,354.54  $22,671,402.23  $73,047.69  
59036 UnitedHealth Group, Inc. CO ($409.55) ($409.06) $0.49  
63312 Colorado Choice Health Plans CO $4,006,490.21  $4,023,295.80  $16,805.59  
66699 Denver Health Medical Plan, Inc. CO $7,494,680.72  $7,497,430.27  $2,749.55  
74320 Humana, Inc. CO $10,910.29  $10,913.72  $3.43  
76680 Anthem, Inc. CO $31,056,713.10  $31,152,381.22  $95,668.12  
87269 Anthem, Inc. CO $841,867.43  $842,098.64  $231.21  
97879 Rocky Mountain Health Care Options CO $3,434,287.39  $3,442,443.83  $8,156.44  
39159 Aetna, Inc. CT $956,418.14  $962,034.06  $5,615.92  
40591 UnitedHealth Group, Inc. CT ($8,237.12) ($1,066,797.26) ($1,058,560.14) 
75091 ConnectiCare, Inc. CT ($203,668.61) ($202,437.01) $1,231.60  
76962 ConnectiCare, Inc. CT ($11,984,032.56) ($11,354,927.05) $629,105.51  
86545 Anthem, Inc. CT $14,076,814.79  $14,588,356.09  $511,541.30  
87354 Cigna CT $1,281,052.22  $948,498.18  ($332,554.04) 
94815 ConnectiCare, Inc. CT ($4,118,346.92) ($3,874,726.93) $243,619.99  
78079 CareFirst DC $6,500,181.23  $6,500,181.23  $0.00  
86052 CareFirst DC ($3,723,041.82) ($3,723,041.82) $0.00  
94506 Kaiser Permanente DC ($2,777,139.42) ($2,777,139.42) $0.00  
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT TRANSFER 
AMOUNT BEFORE RADV 

ADJUSTMENTS36 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount)  

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
29497 Aetna, Inc. DE ($595,457.11) ($587,375.98) $8,081.13  
67190 Aetna, Inc. DE ($2,660,555.55) ($2,652,881.37) $7,674.18  
76168 Highmark DE $3,336,393.06  $3,363,336.73  $26,943.67  
89587 UnitedHealth Group, Inc. DE ($80,380.41) ($123,079.37) ($42,698.96) 
16842 Blue Cross and Blue Shield of Florida FL $666,342,217.60  $667,155,034.00  $812,816.38  
18628 Aetna, Inc. FL $504,174.05  $508,072.47  $3,898.42  
19898 AvMed, Inc. FL ($12,556,467.84) ($12,503,697.48) $52,770.36  
21663 Centene Corporation FL ($298,557,758.50) ($298,347,113.30) $210,645.16  
23841 Aetna, Inc. FL $4,120,333.01  $4,122,509.80  $2,176.79  
30252 Blue Cross and Blue Shield of Florida FL ($49,062,378.52) ($48,488,803.01) $573,575.51  
35783 Humana, Inc. FL $25,090,635.59  $25,117,906.38  $27,270.79  
36194 Health First, Inc. FL $9,690,044.27  $9,719,538.62  $29,494.35  
40442 US Health Group FL $164,128.35  $164,221.51  $93.16  
48121 Cigna FL $5,272,866.93  $5,279,616.84  $6,749.91  
54172 Molina Healthcare FL ($344,043,435.20) ($343,755,481.60) $287,953.57  
56503 Florida Health Care Plan, Inc. FL ($5,552,422.56) ($5,512,484.07) $39,938.49  
57451 Aetna, Inc. FL ($2,054,259.40) ($4,101,813.67) ($2,047,554.27) 
68398 UnitedHealth Group, Inc. FL $642,322.46  $642,493.68  $171.22  
43802 UnitedHealth Group, Inc. GA $113,969.19  $113,983.71  $14.52  
49046 Anthem, Inc. GA $47,917,689.27  $48,086,911.81  $169,222.54  
50491 Cigna GA ($1,249,023.17) ($1,405,745.85) ($156,722.68) 
70893 Centene Corporation GA ($60,098,840.93) ($60,029,811.02) $69,029.91  
82824 Aetna, Inc. GA ($2,889,480.32) ($2,888,441.76) $1,038.56  
83761 Alliant Health Plans GA $27,509,496.26  $27,532,467.26  $22,971.00  
83978 Aetna, Inc. GA $3,738,221.30  $3,741,132.86  $2,911.56  
89942 Kaiser Permanente GA ($21,710,418.97) ($21,687,394.69) $23,024.28  
93332 Humana, Inc. GA $5,988,482.80  $5,990,344.47  $1,861.67  
95852 UnitedHealth Group, Inc. GA $679,904.44  $546,553.08  ($133,351.36) 
18350 Hawaii Medical Service Association HI $26,012,660.70  $26,012,660.70  $0.00  
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ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT TRANSFER 
AMOUNT BEFORE RADV 

ADJUSTMENTS36 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount)  

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
60612 Kaiser Permanente HI ($26,012,660.70) ($26,012,660.70) $0.00  
18973 Aetna, Inc. IA ($11,142,633.62) ($11,142,633.62) $0.00  
25896 Wellmark, Inc. IA $799,924.59  $799,924.59  $0.00  
27651 Quartz Health Solutions IA ($661,826.98) ($661,826.98) $0.00  
72160 Wellmark, Inc. IA $10,322,659.48  $10,322,659.48  $0.00  
74406 Wellmark, Inc. IA ($431,036.41) ($431,036.41) $0.00  
87928 Wellmark, Inc. IA ($406,804.09) ($406,804.09) $0.00  
93078 Medica Insurance Company IA $1,519,717.15  $1,519,717.15  $0.00  
26002 SelectHealth ID $7,551,524.90  $7,551,524.90  $0.00  
38128 Montana Health Cooperative ID ($9,609,851.76) ($9,609,851.76) $0.00  
44648 Cambia Health Solutions ID $729,602.33  $729,602.33  $0.00  
59765 Cambia Health Solutions ID ($4,297,893.26) ($4,297,893.26) $0.00  
60597 PacificSource Health Plans ID $3,063,266.71  $3,063,266.71  $0.00  
61589 Blue Cross of Idaho Health Service, Inc. ID $2,563,351.03  $2,563,351.03  $0.00  
20129 Health Alliance Medical Plans, Inc. IL ($11,663,474.42) ($11,507,126.74) $156,347.68  
27833 Centene Corporation IL ($77,760,248.04) ($77,683,906.48) $76,341.56  
35670 Aetna, Inc. IL $806,358.56  $811,382.50  $5,023.94  
36096 Health Care Service Corporation IL $145,478,236.20  $146,496,112.50  $1,017,876.30  
53882 Cigna IL ($53,357,618.05) ($53,318,856.94) $38,761.11  
58288 Humana, Inc. IL ($2,473,593.04) ($2,458,313.50) $15,279.54  
72547 Aetna, Inc. IL $15,187.22  $15,196.53  $9.31  
78463 UnitedHealth Group, Inc. IL ($461,475.84) ($1,563,948.46) ($1,102,472.62) 
82506 US Health Group IL $254,252.40  $254,398.30  $145.90  
96601 Aetna, Inc. IL $868,303.50  $659,690.43  ($208,613.07) 
99129 Aetna, Inc. IL ($1,705,928.50) ($1,704,628.04) $1,300.46  
17575 Anthem, Inc. IN $46,155,733.81  $42,959,424.61  ($3,196,309.20) 
33380 Indiana University Health IN ($8,594,425.99) ($8,998,819.03) ($404,393.04) 
36373 UnitedHealth Group, Inc. IN $125,632.53  $123,989.34  ($1,643.19) 
54192 CareSource IN ($15,998,467.00) ($18,113,310.02) ($2,114,843.02) 
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62033 MDwise IN $5,435,307.07  $13,943,273.41  $8,507,966.34  
76179 Centene Corporation IN ($27,123,780.39) ($29,914,558.36) ($2,790,777.97) 
18558 Blue Cross and Blue Shield of Kansas, Inc. KS $8,529,904.66  $8,529,904.66  $0.00  
27811 Blue Cross and Blue Shield of Kansas, Inc. KS ($19,756,554.76) ($19,756,554.76) $0.00  
39520 Medica Insurance Company KS $8,197,651.06  $8,197,651.06  $0.00  
61430 Aetna, Inc. KS ($167,200.33) ($167,200.33) $0.00  
65598 Aetna, Inc. KS $143,993.50  $143,993.50  $0.00  
84600 Aetna, Inc. KS ($79,236.89) ($79,236.89) $0.00  
94248 Blue Cross and Blue Shield of Kansas City KS $3,131,442.74  $3,131,442.74  $0.00  
15411 Humana, Inc. KY $444,123.60  $449,471.33  $5,347.73  
23671 UnitedHealth Group, Inc. KY $29,230.72  $29,256.34  $25.62  
34822 Aetna, Inc. KY ($182,910.40) ($182,753.80) $156.60  
36239 Anthem, Inc. KY $10,657,590.47  $10,937,113.74  $279,523.27  
45636 CareSource KY ($11,176,017.97) ($11,077,958.51) $98,059.46  
47949 UnitedHealth Group, Inc. KY $227,983.57  ($155,129.16) ($383,112.73) 
19636 Blue Cross Blue Shield of Louisiana LA ($53,282,415.08) ($53,282,415.08) $0.00  
38499 UnitedHealth Group, Inc. LA $354,326.24  $354,326.24  $0.00  
44965 Humana, Inc. LA ($34,530,601.67) ($34,530,601.67) $0.00  
67243 Vantage Health Plan, Inc. LA ($1,189,558.38) ($1,189,558.38) $0.00  
81941 Aetna, Inc. LA ($402,292.63) ($402,292.63) $0.00  
97176 Blue Cross Blue Shield of Louisiana LA $89,050,541.52  $89,050,541.52  $0.00  
28137 CareFirst MD $3,217,822.52  $3,946,359.98  $728,537.46  
31112 UnitedHealth Group, Inc. MD $14,453.38  $14,474.82  $21.44  
32812 Cigna MD $1,904,673.46  $771,767.93  ($1,132,905.53) 
45532 CareFirst MD $40,093,075.58  $40,205,828.03  $112,752.45  
90296 Kaiser Permanente MD ($76,101,694.49) ($75,889,404.39) $212,290.10  
94084 CareFirst MD $30,871,669.58  $30,950,973.66  $79,304.08  
33653 Maine Community Health Options ME $12,970,061.86  $12,970,061.86  $0.00  
48396 Anthem, Inc. ME ($7,710,588.40) ($7,710,588.40) $0.00  
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73250 Aetna, Inc. ME ($861,856.86) ($861,856.86) $0.00  
96667 HPHC Insurance Company, Inc ME ($4,397,616.66) ($4,397,616.66) $0.00  
15560 Blue Cross Blue Shield of Michigan MI $115,031,970.70  $115,031,970.70  $0.00  
29698 Priority Health MI ($50,997,480.83) ($50,997,480.83) $0.00  
37651 Health Alliance Plan (HAP) MI ($10,195,686.56) ($10,195,686.56) $0.00  
40047 Molina Healthcare MI ($25,628,299.06) ($25,628,299.06) $0.00  
46275 Humana, Inc. MI $473,453.01  $473,453.01  $0.00  
58594 Meridian Health Plan of Michigan, Inc. MI ($7,211,452.51) ($7,211,452.51) $0.00  
60829 Physicians Health Plan MI ($4,085,881.10) ($4,085,881.10) $0.00  
67183 Total Health Care USA, Inc. MI $1,465,615.31  $1,465,615.31  $0.00  
67577 Health Alliance Plan (HAP) MI ($1,338,157.26) ($1,338,157.26) $0.00  
74917 McLaren Health Care MI $1,155,665.51  $1,155,665.51  $0.00  
81068 Aetna, Inc. MI $136,145.62  $136,145.62  $0.00  
98185 Blue Cross Blue Shield of Michigan MI ($18,805,892.83) ($18,805,892.83) $0.00  
31616 Medica Insurance Company MN $1,026,285.49  $1,026,285.49  $0.00  
34102 HealthPartners Insurance Company MN ($11,779,708.00) ($11,779,708.00) $0.00  
49316 Blue Cross Blue Shield of Minnesota MN $576,069.02  $576,069.02  $0.00  
57129 Blue Cross Blue Shield of Minnesota MN $18,188,214.99  $18,188,214.99  $0.00  
65847 Medica Insurance Company MN $4,736,082.02  $4,736,082.02  $0.00  
85654 HealthPartners Insurance Company MN ($32,581,892.54) ($32,581,892.54) $0.00  
85736 UCare Minnesota MN $16,940,395.77  $16,940,395.77  $0.00  
88102 PreferredOne Insurance Company MN $2,894,553.23  $2,894,553.23  $0.00  
30613 Humana, Inc. MO ($953,788.23) ($953,788.23) $0.00  
32753 Anthem, Inc. MO ($16,369,614.91) ($16,369,614.91) $0.00  
34762 Blue Cross and Blue Shield of Kansas City MO $11,830,633.92  $11,830,633.92  $0.00  
44240 Aetna, Inc. MO $26,201,662.68  $26,201,662.68  $0.00  
44527 Aetna, Inc. MO $38,054,998.21  $38,054,998.21  $0.00  
48161 Aetna, Inc. MO $902,121.89  $902,121.89  $0.00  
74483 Cigna MO ($55,179,640.61) ($55,179,640.61) $0.00  
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96384 Cox HealthPlans MO ($4,486,372.84) ($4,486,372.84) $0.00  
11721 Blue Cross Blue Shield of Mississippi MS ($3,256,377.37) ($3,256,377.37) $0.00  
48963 Humana, Inc. MS $6,306,573.00  $6,306,573.00  $0.00  
90714 Centene Corporation MS ($3,114,444.88) ($3,114,444.88) $0.00  
97560 UnitedHealth Group, Inc. MS $64,249.25  $64,249.25  $0.00  
23603 PacificSource Health Plans MT ($4,285,653.39) ($4,285,653.39) $0.00  
30751 Health Care Service Corporation MT $30,794,654.82  $30,794,654.82  $0.00  
32225 Montana Health Cooperative MT ($26,509,001.44) ($26,509,001.44) $0.00  
11512 Blue Cross Blue Shield of North Carolina NC $32,023,793.52  $33,143,358.76  $1,119,565.24  
40411 Cigna NC $1,957,591.49  $803,767.13  ($1,153,824.36) 
54332 UnitedHealth Group, Inc. NC $754,873.06  $755,133.05  $259.99  
61671 Aetna, Inc. NC $501,186.87  $504,582.33  $3,395.46  
73943 Cigna NC ($35,237,444.92) ($35,206,841.26) $30,603.66  
37160 Blue Cross Blue Shield of North Dakota ND $2,750,180.76  $2,750,180.76  $0.00  
73751 Medica Insurance Company ND ($1,475,727.34) ($1,475,727.34) $0.00  
89364 Sanford Health Plan ND ($1,274,453.42) ($1,274,453.42) $0.00  
15438 Aetna, Inc. NE $573,062.47  $573,062.47  $0.00  
20305 Medica Insurance Company NE ($2,937,542.90) ($2,937,542.90) $0.00  
29678 Blue Cross and Blue Shield of Nebraska NE $5,775,059.68  $5,775,059.68  $0.00  
44751 UnitedHealth Group, Inc. NE $213,968.17  $213,968.17  $0.00  
44794 Aetna, Inc. NE ($3,624,547.39) ($3,624,547.39) $0.00  
59025 HPHC Insurance Company, Inc NH $15,811,230.04  $15,811,230.04  $0.00  
61163 Minuteman Health, Inc. NH ($38,885,008.22) ($38,885,008.22) $0.00  
75841 Centene Corporation NH $14,425,154.93  $14,425,154.93  $0.00  
96751 Anthem, Inc. NH $8,648,623.23  $8,648,623.23  $0.00  
13953 Horizon Blue Cross Blue Shield of New Jersey NJ ($5,937.30) ($5,937.30) $0.00  
41014 Cigna NJ $2,587,703.78  $2,587,703.78  $0.00  
48834 UnitedHealth Group, Inc. NJ $96,093.94  $96,093.94  $0.00  
77263 UnitedHealth Group, Inc. NJ $31,378,919.89  $31,378,919.89  $0.00  
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77606 Independence Blue Cross NJ ($7,033,856.81) ($7,033,856.81) $0.00  
89217 Aetna, Inc. NJ $6,713,943.10  $6,713,943.10  $0.00  
91661 Horizon Blue Cross Blue Shield of New Jersey NJ $3,376,653.92  $3,376,653.92  $0.00  
91762 Independence Blue Cross NJ ($37,113,520.52) ($37,113,520.52) $0.00  
19722 Molina Healthcare NM $5,154,966.12  $5,154,966.12  $0.00  
57173 Presbyterian Healthcare Services NM ($738,102.52) ($738,102.52) $0.00  
72034 CHRISTUS Health NM ($7,412,563.84) ($7,412,563.84) $0.00  
75605 Health Care Service Corporation NM $3,719,974.71  $3,719,974.71  $0.00  
93091 New Mexico Health Connections NM ($724,274.47) ($724,274.47) $0.00  
16698 Universal Health Services, Inc. NV $5,049,894.84  $5,049,894.84  $0.00  
17255 UnitedHealth Group, Inc. NV ($1,538,805.73) ($1,538,805.73) $0.00  
19298 Aetna, Inc. NV ($449,129.16) ($449,129.16) $0.00  
27990 Aetna, Inc. NV $1,028,592.55  $1,028,592.55  $0.00  
33670 Anthem, Inc. NV ($811,805.88) ($811,805.88) $0.00  
41094 Hometown Health Plan, Inc. NV ($1,005,757.73) ($1,005,757.73) $0.00  
60156 Anthem, Inc. NV $1,775,925.90  $1,775,925.90  $0.00  
83198 UnitedHealth Group, Inc. NV $13,134,965.71  $13,134,965.71  $0.00  
85266 Hometown Health Plan, Inc. NV $1,217,613.00  $1,217,613.00  $0.00  
95865 UnitedHealth Group, Inc. NV ($18,401,493.55) ($18,401,493.55) $0.00  
11177 Metro Plus Health Plan NY ($7,912.85) $46,787.59  $54,700.44  
17210 Aetna, Inc. NY $330,822.61  $331,300.30  $477.69  
18029 Independent Health NY $9,054,688.45  $9,088,487.65  $33,799.20  
25303 New York State Catholic Health Plan, Inc. NY ($81,004,537.36) ($80,649,383.27) $355,154.09  
26420 UnitedHealth Group, Inc. NY $367,545.01  $367,975.22  $430.21  
36346 HealthNow New York, Inc. NY $1,687,787.31  $1,700,402.91  $12,615.60  
49526 HealthNow New York, Inc. NY $10,409,776.24  $10,471,200.68  $61,424.44  
54235 UnitedHealth Group, Inc. NY $11,645,271.44  $11,696,396.54  $51,125.10  
56184 MVP Health Plan, Inc. NY $12,971,573.95  $13,162,848.94  $191,274.99  
57165 Affinity Health Plan, Inc. NY $1,216,922.20  ($811,002.51) ($2,027,924.71) 
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61405 Healthfirst NY ($72,418.18) ($72,200.60) $217.58  
73886 Crystal Run Health Plans NY $259,652.05  $260,809.43  $1,157.38  
74289 Oscar Health NY ($45,394,698.32) ($45,228,531.37) $166,166.95  
78124 Excellus Health Plan, Inc. NY $30,048,692.69  $30,215,626.75  $166,934.06  
80519 Anthem, Inc. NY $60,231,777.17  $60,645,615.25  $413,838.08  
82483 North Shore-LIJ Health System NY ($5,095,394.66) ($4,900,387.71) $195,006.95  
88000 EmblemHealth NY $2,323,376.04  $2,328,114.65  $4,738.61  
88582 EmblemHealth NY $3,637,372.98  $3,749,918.76  $112,545.78  
91237 Healthfirst NY ($21,412,607.34) ($21,247,150.79) $165,456.55  
94788 CDPHP Universal Benefits, Inc. NY $8,802,310.45  $8,843,171.46  $40,861.01  
23340 Medical Mutual of Ohio OH ($1,559,070.25) ($1,559,070.25) $0.00  
26734 Premier Health Plan, Inc. OH $832,327.96  $832,327.96  $0.00  
28162 AultCare Insurance Company OH $1,990,967.55  $1,990,967.55  $0.00  
29276 Anthem, Inc. OH $28,243,218.13  $28,243,218.13  $0.00  
41047 Centene Corporation OH ($12,855,020.92) ($12,855,020.92) $0.00  
52664 Summa Insurance Company OH ($1,032,792.61) ($1,032,792.61) $0.00  
61724 UnitedHealth Group, Inc. OH $2,162.05  $2,162.05  $0.00  
64353 Molina Healthcare OH $583,153.97  $583,153.97  $0.00  
66083 Humana, Inc. OH $1,093,725.07  $1,093,725.07  $0.00  
67129 Aetna, Inc. OH ($214,115.68) ($214,115.68) $0.00  
74313 Paramount Insurance Company OH ($3,185,766.61) ($3,185,766.61) $0.00  
77552 CareSource OH ($11,275,315.32) ($11,275,315.32) $0.00  
80627 Medical Mutual of Ohio OH $4,294,065.62  $4,294,065.62  $0.00  
83396 The Health Plan of the Upper Ohio Valley OH ($130,108.37) ($130,108.37) $0.00  
99969 Medical Mutual of Ohio OH ($6,787,430.79) ($6,787,430.79) $0.00  
45480 UnitedHealth Group, Inc. OK $37,146.38  $37,146.38  $0.00  
87571 Health Care Service Corporation OK $2,803,057.22  $2,803,057.22  $0.00  
87698 CommunityCare OK ($64,916.06) ($64,916.06) $0.00  
98905 CommunityCare OK ($2,775,287.55) ($2,775,287.55) $0.00  
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10091 PacificSource Health Plans OR ($305,362.22) ($305,362.22) $0.00  
10940 Centene Corporation OR $945,952.06  $945,952.06  $0.00  
30969 Zoom Health Plan, Inc. OR ($1,043,941.28) ($1,043,941.28) $0.00  
32536 ATRIO Health Plans OR ($497,295.72) ($497,295.72) $0.00  
39424 Moda Health Plan, Inc. OR $40,965,920.36  $40,965,920.36  $0.00  
56707 Providence Health & Services OR ($26,777,703.76) ($26,777,703.76) $0.00  
63474 Cambia Health Solutions OR $5,642,914.94  $5,642,914.94  $0.00  
71287 Kaiser Permanente OR ($22,661,412.02) ($22,661,412.02) $0.00  
77969 Cambia Health Solutions OR $3,730,927.68  $3,730,927.68  $0.00  
16322 UPMC Health Plan PA ($40,050,668.48) ($40,050,668.48) $0.00  
22444 Geisinger Health System PA ($13,135,095.92) ($13,135,095.92) $0.00  
31609 Independence Blue Cross PA $54,047,462.13  $54,047,462.13  $0.00  
33709 Highmark PA $11,504,376.97  $11,504,376.97  $0.00  
33871 Independence Blue Cross PA ($66,630,300.85) ($66,630,300.85) $0.00  
36247 Highmark PA $148,509.80  $148,509.80  $0.00  
38949 Highmark PA $644,235.37  $644,235.37  $0.00  
45127 Capital Blue Cross PA $40,434,004.32  $40,434,004.32  $0.00  
53789 Capital Blue Cross PA ($5,866,130.41) ($5,866,130.41) $0.00  
55957 Highmark PA $1,201,208.49  $1,201,208.49  $0.00  
62560 UPMC Health Plan PA ($5,886.15) ($5,886.15) $0.00  
64844 Aetna, Inc. PA ($1,378,243.73) ($1,378,243.73) $0.00  
70194 Highmark PA $29,655,144.26  $29,655,144.26  $0.00  
75729 Geisinger Health System PA $541,607.30  $541,607.30  $0.00  
82795 Capital Blue Cross PA ($567,694.83) ($567,694.83) $0.00  
83731 Highmark PA ($10,542,528.19) ($10,542,528.19) $0.00  
15287 Blue Cross Blue Shield of Rhode Island RI $7,559,388.24  $7,559,388.24  $0.00  
77514 Neighborhood Health Plan of Rhode Island RI ($7,559,388.24) ($7,559,388.24) $0.00  
26065 BlueChoice HealthPlan of South Carolina, Inc. SC $14,592,529.77  $14,592,529.77  $0.00  
38408 Aetna, Inc. SC $105,711.19  $105,711.19  $0.00  
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49532 BlueChoice HealthPlan of South Carolina, Inc. SC ($15,792,089.83) ($15,792,089.83) $0.00  
54362 Cigna SC $1,093,848.73  $1,093,848.73  $0.00  
31195 Sanford Health Plan SD $4,000,082.85  $4,000,082.85  $0.00  
60536 Avera Health Plans, Inc. SD ($4,000,082.83) ($4,000,082.83) $0.00  
14002 BlueCross BlueShield of Tennessee TN $66,286,360.53  $66,286,360.53  $0.00  
16348 TRH Health Insurance Company TN $1,916,790.86  $1,916,790.86  $0.00  
31552 Aetna, Inc. TN $954,059.54  $954,059.54  $0.00  
69443 UnitedHealth Group, Inc. TN $200,952.91  $200,952.91  $0.00  
82120 Humana, Inc. TN $1,862,944.11  $1,862,944.11  $0.00  
99248 Cigna TN ($71,221,107.95) ($71,221,107.95) $0.00  
20069 Oscar Health TX ($20,970,453.39) ($20,946,980.86) $23,472.53  
26539 FirstCare Health Plans TX $12,588,640.95  $12,608,263.30  $19,622.35  
27248 Community Health Choice, Inc. TX ($59,874,848.39) ($59,754,447.80) $120,400.59  
29418 Centene Corporation TX ($116,719,209.40) ($116,558,835.10) $160,374.25  
30609 Memorial Hermann Health Plan TX $1,901,887.54  $1,903,475.27  $1,587.73  
32673 Humana, Inc. TX $18,814,281.10  $18,823,591.10  $9,310.00  
33602 Health Care Service Corporation TX $391,256,155.60  $391,701,890.30  $445,734.68  
37392 Universal Health Services, Inc. TX ($1,213,902.42) ($1,207,120.49) $6,781.93  
37755 Scott & White Health Plan TX $18,561,976.21  $18,570,029.42  $8,053.21  
40788 Scott & White Health Plan TX $3,350,387.50  $3,353,974.25  $3,586.75  
41541 Memorial Hermann Health Plan TX ($4,443,725.72) ($4,438,575.43) $5,150.29  
45786 Molina Healthcare TX ($222,244,309.40) ($222,066,334.60) $177,974.76  
53799 US Health Group TX $231,461.53  $231,519.47  $57.94  
55409 Cigna TX $20,442,380.27  $20,451,473.04  $9,092.77  
63141 Humana, Inc. TX $337,247.99  $337,319.64  $71.65  
66252 CHRISTUS Health TX ($100,680.80) ($74,005.23) $26,675.57  
71837 Sendero Health Plans, Inc. TX ($47,487,185.15) ($47,460,368.54) $26,816.61  
76589 Cigna TX $1,631,979.13  $581,898.53  ($1,050,080.60) 
84479 Vista Health Plan, Inc. TX ($4,184,090.16) ($4,183,232.08) $858.08  



56 

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT TRANSFER 
AMOUNT BEFORE RADV 

ADJUSTMENTS36 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount)  

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
91716 Aetna, Inc. TX $8,122,006.86  $8,126,465.77  $4,458.91  
18167 Molina Healthcare UT ($38,365,114.25) ($38,349,724.58) $15,389.67  
22013 Cambia Health Solutions UT $11,172,822.02  $11,175,228.77  $2,406.75  
34541 Cambia Health Solutions UT $72,747.01  $72,755.94  $8.93  
38927 Aetna, Inc. UT $397,572.17  $397,642.30  $70.13  
42261 University of Utah Health Insurance Plans UT $12,948,787.52  $12,951,061.15  $2,273.63  
43129 UnitedHealth Group, Inc. UT $266,955.52  $214,056.25  ($52,899.27) 
68781 SelectHealth UT $13,506,230.05  $13,538,980.11  $32,750.06  
10207 CareFirst VA $8,484,380.17  $8,485,180.88  $800.71  
12028 Aetna, Inc. VA ($44,021,240.56) ($44,016,641.38) $4,599.18  
15668 Piedmont Community Health Plan VA $2,370,808.07  $2,371,000.97  $192.90  
20507 Optima Health VA $52,892,124.19  $52,894,710.67  $2,586.48  
37204 Piedmont Community Health Plan VA ($2,167,299.99) ($2,167,034.43) $265.56  
38234 Aetna, Inc. VA $53,041.42  $53,042.46  $1.04  
38599 UnitedHealth Group, Inc. VA ($2,460,386.68) ($2,459,468.26) $918.42  
40308 CareFirst VA $22,764,894.63  $22,765,896.39  $1,001.76  
41892 UnitedHealth Group, Inc. VA ($118,274.41) ($152,766.91) ($34,492.50) 
41921 Cigna VA ($27,484,113.37) ($27,483,291.42) $821.95  
88380 Anthem, Inc. VA $7,236,340.94  $7,253,271.02  $16,930.08  
93187 Aetna, Inc. VA $19,071,999.00  $19,074,852.42  $2,853.42  
95185 Kaiser Permanente VA ($36,622,273.37) ($36,618,752.52) $3,520.85  
18581 Community Health Plan of Washington WA $2,779,989.83  $2,779,989.83  $0.00  
23371 Kaiser Permanente WA ($6,824,739.36) ($6,824,739.36) $0.00  
25768 Kaiser Permanente WA $5,453,365.74  $5,453,365.74  $0.00  
38229 Health Alliance Medical Plans, Inc. WA $12,593.61  $12,593.61  $0.00  
38498 Premera Blue Cross WA ($7,097,575.96) ($7,097,575.96) $0.00  
43861 UnitedHealth Group, Inc. WA $50,200.73  $50,200.73  $0.00  
49831 Premera Blue Cross WA $28,293,767.22  $28,293,767.22  $0.00  
53732 Cambia Health Solutions WA $4,394,628.82  $4,394,628.82  $0.00  
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61836 Centene Corporation WA ($32,733,328.75) ($32,733,328.75) $0.00  
69364 Cambia Health Solutions WA $3,684,375.67  $3,684,375.67  $0.00  
71281 Cambia Health Solutions WA $3,592,257.89  $3,592,257.89  $0.00  
80473 Kaiser Permanente WA ($49,034,125.60) ($49,034,125.60) $0.00  
84481 Molina Healthcare WA ($1,116,871.00) ($1,116,871.00) $0.00  
87718 Cambia Health Solutions WA $48,545,461.30  $48,545,461.30  $0.00  
14630 Children's Community Health Plan WI $5,304,975.21  $5,283,175.83  ($21,799.38) 
20173 HealthPartners Insurance Company WI ($2,249,707.06) ($2,257,809.59) ($8,102.53) 
37833 Quartz Health Solutions WI $18,218,032.49  $18,129,643.66  ($88,388.83) 
38166 Security Health Plan of Wisconsin, Inc. WI ($12,010,107.04) ($12,204,569.04) ($194,462.00) 
38345 Dean Health Plan, Inc. WI ($28,126,200.27) ($28,293,769.58) ($167,569.31) 
39924 UnitedHealth Group, Inc. WI $79,772.76  $79,682.36  ($90.40) 
47342 Mayo Clinic Health System WI ($8,912,149.17) ($8,970,654.66) ($58,505.49) 
52697 Molina Healthcare WI $273,647.15  ($135,607.83) ($409,254.98) 
57845 Medica Insurance Company WI $2,621,416.11  $2,566,558.86  ($54,857.25) 
58326 MercyCare Insurance Company WI ($5,487,189.38) ($5,509,213.80) ($22,024.42) 
58564 Quartz Health Solutions WI $383,811.56  $381,833.00  ($1,978.56) 
79475 Anthem, Inc. WI $10,173,169.63  $10,080,676.91  ($92,492.72) 
81413 Network Health Plan WI $18,489,433.27  $18,415,442.08  ($73,991.19) 
81974 Wisconsin Physicians Svc Insurance Corp WI $1,865,873.23  $1,861,375.98  ($4,497.25) 
84670 Wisconsin Physicians Svc Insurance Corp WI $1,019,628.73  $1,012,235.43  ($7,393.30) 
86584 Wisconsin Physicians Svc Insurance Corp WI ($7,945,062.24) ($8,003,085.26) ($58,023.02) 
87416 Common Ground Healthcare Cooperative WI $76,217.13  ($100,529.87) ($176,747.00) 
91058 Quartz Health Solutions WI $3,179,091.75  $4,632,946.99  $1,453,855.24  
91604 Humana, Inc. WI $2,752.07  $2,747.95  ($4.12) 

94529 Group Health Cooperative of South Central 
Wisconsin 

WI $3,042,594.06  $3,028,920.59  ($13,673.47) 

31274 Highmark WV $9,416,972.44  $9,416,972.44  $0.00  
44434 Aetna, Inc. WV ($240,460.81) ($240,460.81) $0.00  
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50328 CareSource WV ($8,801,964.64) ($8,801,964.64) $0.00  
72982 The Health Plan of the Upper Ohio Valley WV ($374,546.95) ($374,546.95) $0.00  
11269 Blue Cross Blue Shield of Wyoming WY $0.00  $0.00  $0.00  

 
Table 4b: Updated Issuer-Specific 2017 HHS-RADV Adjustments to 2017 Risk Adjustment Transfers for Non-Merged Market 
States – Catastrophic Risk Pool (Appendix C) 

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 37 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT  
(Charges 

Collected in 
Calendar Year 

2021) 
46944 Blue Cross Blue Shield of Alabama AL $0.00 $0.00 $0.00 
70525 QualChoice Arkansas AR ($24,504.01) ($24,504.01) $0.00 
75293 Arkansas Blue Cross and Blue Shield AR $24,504.00 $24,504.00 $0.00 
53901 Blue Cross Blue Shield of Arizona, Inc. AZ $0.00 $0.00 $0.00 
10544 Oscar Health CA ($178,930.08) ($178,930.08) $0.00 
18126 Molina Healthcare CA ($126,121.18) ($126,121.18) $0.00 
27603 Anthem, Inc. CA ($1,671,110.00) ($1,671,110.00) $0.00 
40513 Kaiser Permanente CA ($1,655,166.09) ($1,655,166.09) $0.00 
47579 Chinese Community Health Plan CA ($4,537.34) ($4,537.34) $0.00 
67138 Centene Corporation CA ($88,776.91) ($88,776.91) $0.00 
70285 Blue Shield of California CA $4,078,016.98 $4,078,016.98 $0.00 
84014 County of Santa Clara CA ($149,939.32) ($149,939.32) $0.00 
92499 Sharp Health Plan CA ($454,317.61) ($454,317.61) $0.00 

92815 Local Initiative Health Authority for Los Angeles 
County CA ($41,906.25) ($41,906.25) $0.00 

                                                           
37 Ibid. 
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93689 Western Health Advantage CA ($78,817.84) ($78,817.84) $0.00 
99110 Centene Corporation CA $371,605.58 $371,605.58 $0.00 
21032 Kaiser Permanente CO ($529,642.62) ($522,656.64) $6,985.98 
31070 Bright Health Insurance Company CO ($1,444,024.58) ($1,441,336.08) $2,688.50 
41341 UnitedHealth Group, Inc. CO $664,572.71 $621,453.18 ($43,119.53) 
63312 Colorado Choice Health Plans CO $295,544.01 $299,077.83 $3,533.82 
76680 Anthem, Inc. CO ($1,516,774.26) ($1,505,794.66) $10,979.60 
87269 Anthem, Inc. CO $2,530,324.80 $2,549,256.36 $18,931.56 
40591 UnitedHealth Group, Inc. CT ($11,624.14) ($13,448.35) ($1,824.21) 
76962 ConnectiCare, Inc. CT ($65,803.71) ($65,015.92) $787.79 
86545 Anthem, Inc. CT $77,427.82 $78,464.27 $1,036.45 
86052 CareFirst DC $2,142.18 $2,142.18 $0.00 
94506 Kaiser Permanente DC ($2,142.18) ($2,142.18) $0.00 
76168 Highmark DE $0.00 $0.00 $0.00 
18628 Aetna, Inc. FL $3,291.40 $3,291.40 $0.00 
35783 Humana, Inc. FL $281,746.71 $281,746.71 $0.00 
36194 Health First, Inc. FL ($187,145.21) ($187,145.21) $0.00 
56503 Florida Health Care Plan, Inc. FL ($97,892.89) ($97,892.89) $0.00 
49046 Anthem, Inc. GA ($831,656.66) ($831,656.66) $0.00 
89942 Kaiser Permanente GA $221,373.55 $221,373.55 $0.00 
93332 Humana, Inc. GA $610,283.11 $610,283.11 $0.00 
18350 Hawaii Medical Service Association HI $0.00 $0.00 $0.00 
18973 Aetna, Inc. IA ($154,460.80) ($154,460.80) $0.00 
27651 Quartz Health Solutions IA ($3,310.46) ($3,310.46) $0.00 
93078 Medica Insurance Company IA $157,771.27 $157,771.27 $0.00 
26002 SelectHealth ID $128,202.40 $128,202.40 $0.00 
38128 Montana Health Cooperative ID ($220,730.62) ($220,730.62) $0.00 
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60597 PacificSource Health Plans ID ($40,488.63) ($40,488.63) $0.00 
61589 Blue Cross of Idaho Health Service, Inc. ID $133,016.84 $133,016.84 $0.00 
20129 Health Alliance Medical Plans, Inc. IL ($78,603.46) ($78,603.46) $0.00 
36096 Health Care Service Corporation IL $65,358.61 $65,358.61 $0.00 
58288 Humana, Inc. IL $13,244.83 $13,244.83 $0.00 
17575 Anthem, Inc. IN $0.00 $0.00 $0.00 
39520 Medica Insurance Company KS $217,292.28 $217,292.28 $0.00 
94248 Blue Cross and Blue Shield of Kansas City KS ($217,292.29) ($217,292.29) $0.00 
15411 Humana, Inc. KY ($101,817.11) ($101,817.11) $0.00 
36239 Anthem, Inc. KY ($54,832.40) ($54,832.40) $0.00 
45636 CareSource KY $156,649.50 $156,649.50 $0.00 
44965 Humana, Inc. LA $0.00 $0.00 $0.00 
42690 Blue Cross Blue Shield of Massachusetts, Inc. MA $293,121.44 $293,121.44 $0.00 
59763 Tufts Health Public Plans, Inc. MA $52,884.08 $52,884.08 $0.00 
73331 Minuteman Health, Inc. MA ($331,089.85) ($331,089.85) $0.00 
88806 Fallon Health & Life Assurance Company MA ($14,915.67) ($14,915.67) $0.00 
28137 CareFirst MD ($166,411.99) ($166,411.99) $0.00 
90296 Kaiser Permanente MD $166,411.98 $166,411.98 $0.00 
33653 Maine Community Health Options ME $77,398.92 $77,398.92 $0.00 
48396 Anthem, Inc. ME ($77,398.92) ($77,398.92) $0.00 
15560 Blue Cross Blue Shield of Michigan MI $2,097,903.42 $2,097,903.42 $0.00 
37651 Health Alliance Plan (HAP) MI ($813,903.65) ($813,903.65) $0.00 
46275 Humana, Inc. MI ($369,552.25) ($369,552.25) $0.00 
58594 Meridian Health Plan of Michigan, Inc. MI ($14,891.83) ($14,891.83) $0.00 
60829 Physicians Health Plan MI ($4,920.24) ($4,920.24) $0.00 
67577 Health Alliance Plan (HAP) MI ($22,352.26) ($22,352.26) $0.00 
74917 McLaren Health Care MI ($8,459.60) ($8,459.60) $0.00 
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98185 Blue Cross Blue Shield of Michigan MI ($863,823.58) ($863,823.58) $0.00 
34102 HealthPartners Insurance Company MN ($25,623.49) ($25,623.49) $0.00 
49316 Blue Cross Blue Shield of Minnesota MN $7,742.76 $7,742.76 $0.00 
65847 Medica Insurance Company MN $279,392.44 $279,392.44 $0.00 
85654 HealthPartners Insurance Company MN ($539,198.50) ($539,198.50) $0.00 
85736 UCare Minnesota MN $244,878.27 $244,878.27 $0.00 
88102 PreferredOne Insurance Company MN $32,808.51 $32,808.51 $0.00 
30613 Humana, Inc. MO $15,772.32 $15,772.32 $0.00 
32753 Anthem, Inc. MO $387,467.61 $387,467.61 $0.00 
34762 Blue Cross and Blue Shield of Kansas City MO ($296,453.99) ($296,453.99) $0.00 
96384 Cox HealthPlans MO ($106,785.94) ($106,785.94) $0.00 
48963 Humana, Inc. MS $0.00 $0.00 $0.00 
30751 Health Care Service Corporation MT ($10,026.79) ($10,026.79) $0.00 
32225 Montana Health Cooperative MT $10,026.79 $10,026.79 $0.00 
11512 Blue Cross Blue Shield of North Carolina NC ($21,491.14) ($21,491.14) $0.00 
61671 Aetna, Inc. NC $21,491.13 $21,491.13 $0.00 
37160 Blue Cross Blue Shield of North Dakota ND $42,670.26 $42,670.26 $0.00 
73751 Medica Insurance Company ND ($40,724.05) ($40,724.05) $0.00 
89364 Sanford Health Plan ND ($1,946.20) ($1,946.20) $0.00 
20305 Medica Insurance Company NE $190,606.17 $190,606.17 $0.00 
29678 Blue Cross and Blue Shield of Nebraska NE ($113,196.61) ($113,196.61) $0.00 
44794 Aetna, Inc. NE ($77,409.57) ($77,409.57) $0.00 
61163 Minuteman Health, Inc. NH ($223,778.01) ($223,778.01) $0.00 
96751 Anthem, Inc. NH $223,778.01 $223,778.01 $0.00 
77263 UnitedHealth Group, Inc. NJ $135,262.47 $135,262.47 $0.00 
91661 Horizon Blue Cross Blue Shield of New Jersey NJ ($281,401.15) ($281,401.15) $0.00 
91762 Independence Blue Cross NJ $146,138.68 $146,138.68 $0.00 
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57173 Presbyterian Healthcare Services NM $164,082.29 $164,082.29 $0.00 
72034 CHRISTUS Health NM ($81,199.73) ($81,199.73) $0.00 
75605 Health Care Service Corporation NM ($14,139.39) ($14,139.39) $0.00 
93091 New Mexico Health Connections NM ($68,743.15) ($68,743.15) $0.00 
17255 UnitedHealth Group, Inc. NV $5,066.24 $5,066.24 $0.00 
33670 Anthem, Inc. NV ($4,120.62) ($4,120.62) $0.00 
41094 Hometown Health Plan, Inc. NV $2,857.02 $2,857.02 $0.00 
60156 Anthem, Inc. NV $113,626.18 $113,626.18 $0.00 
83198 UnitedHealth Group, Inc. NV ($69,448.78) ($69,448.78) $0.00 
85266 Hometown Health Plan, Inc. NV ($16,510.04) ($16,510.04) $0.00 
95865 UnitedHealth Group, Inc. NV ($31,470.00) ($31,470.00) $0.00 
11177 Metro Plus Health Plan NY ($673.05) ($670.28) $2.77 
18029 Independent Health NY ($41,108.33) ($41,049.60) $58.73 
25303 New York State Catholic Health Plan, Inc. NY ($68,821.19) ($68,032.67) $788.52 
54235 UnitedHealth Group, Inc. NY $201,457.96 $201,542.60 $84.64 
56184 MVP Health Plan, Inc. NY $227,294.13 $227,458.80 $164.67 
57165 Affinity Health Plan, Inc. NY ($9,053.66) ($17,227.23) ($8,173.57) 
73886 Crystal Run Health Plans NY $46,962.41 $46,976.43 $14.02 
74289 Oscar Health NY ($2,548,523.34) ($2,543,640.25) $4,883.09 
78124 Excellus Health Plan, Inc. NY $241,179.00 $241,442.08 $263.08 
80519 Anthem, Inc. NY $1,195,768.40 $1,197,149.52 $1,381.12 
82483 North Shore-LIJ Health System NY $270,509.71 $270,799.25 $289.54 
88582 EmblemHealth NY $385,464.07 $385,617.22 $153.15 
91237 Healthfirst NY $54,814.97 $54,884.62 $69.65 
94788 CDPHP Universal Benefits, Inc. NY $44,728.90 $44,749.49 $20.59 
28162 AultCare Insurance Company OH $189,196.19 $189,196.19 $0.00 
29276 Anthem, Inc. OH ($295,516.66) ($295,516.66) $0.00 
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52664 Summa Insurance Company OH $70,520.24 $70,520.24 $0.00 
66083 Humana, Inc. OH ($100,862.83) ($100,862.83) $0.00 
99969 Medical Mutual of Ohio OH $136,663.04 $136,663.04 $0.00 
87571 Health Care Service Corporation OK $184,776.81 $184,776.81 $0.00 
98905 CommunityCare OK ($184,776.82) ($184,776.82) $0.00 
10091 PacificSource Health Plans OR $68,966.56 $68,966.56 $0.00 
71287 Kaiser Permanente OR ($68,966.56) ($68,966.56) $0.00 
16322 UPMC Health Plan PA ($245,097.73) ($245,097.73) $0.00 
22444 Geisinger Health System PA $98,741.81 $98,741.81 $0.00 
31609 Independence Blue Cross PA $68,085.16 $68,085.16 $0.00 
33709 Highmark PA ($56,425.98) ($56,425.98) $0.00 
36247 Highmark PA $2,681.50 $2,681.50 $0.00 
53789 Capital Blue Cross PA $132,015.20 $132,015.20 $0.00 
26065 BlueChoice HealthPlan of South Carolina, Inc. SC $155,325.74 $155,325.74 $0.00 
49532 BlueChoice HealthPlan of South Carolina, Inc. SC ($155,325.75) ($155,325.75) $0.00 
31195 Sanford Health Plan SD $101,329.31 $101,329.31 $0.00 
60536 Avera Health Plans, Inc. SD ($101,329.32) ($101,329.32) $0.00 
16348 TRH Health Insurance Company TN ($362,534.51) ($362,534.51) $0.00 
69443 UnitedHealth Group, Inc. TN $3,048.60 $3,048.60 $0.00 
82120 Humana, Inc. TN $359,485.91 $359,485.91 $0.00 
20069 Oscar Health TX ($605,086.40) ($605,086.40) $0.00 
32673 Humana, Inc. TX ($170,401.72) ($170,401.72) $0.00 
33602 Health Care Service Corporation TX $546,164.31 $546,164.31 $0.00 
66252 CHRISTUS Health TX $229,323.80 $229,323.80 $0.00 
43129 UnitedHealth Group, Inc. UT $2,763.83 $1,315.13 ($1,448.70) 
68781 SelectHealth UT ($2,763.83) ($1,315.13) $1,448.70 
10207 CareFirst VA ($229,982.09) ($229,941.30) $40.79 
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12028 Aetna, Inc. VA ($153,979.49) ($153,880.25) $99.24 
15668 Piedmont Community Health Plan VA ($17,466.39) ($17,466.01) $0.38 
37204 Piedmont Community Health Plan VA $190,704.53 $190,717.51 $12.98 
41892 UnitedHealth Group, Inc. VA ($4,188.89) ($4,678.13) ($489.24) 
88380 Anthem, Inc. VA $850,406.29 $850,659.56 $253.27 
93187 Aetna, Inc. VA ($134,922.39) ($134,866.23) $56.16 
95185 Kaiser Permanente VA ($500,571.55) ($500,545.15) $26.40 
23371 Kaiser Permanente WA ($21,035.24) ($21,035.24) $0.00 
80473 Kaiser Permanente WA $21,035.25 $21,035.25 $0.00 
20173 HealthPartners Insurance Company WI ($6,841.59) ($6,843.08) ($1.49) 
37833 Quartz Health Solutions WI ($39,129.01) ($39,147.85) ($18.84) 
38166 Security Health Plan of Wisconsin, Inc. WI $295,788.25 $295,635.70 ($152.55) 
38345 Dean Health Plan, Inc. WI ($351,306.72) ($351,444.64) ($137.92) 
47342 Mayo Clinic Health System WI $18,880.18 $18,855.07 ($25.11) 
57845 Medica Insurance Company WI $212,870.25 $212,784.95 ($85.30) 
58564 Quartz Health Solutions WI ($14,589.90) ($14,591.38) ($1.48) 
79475 Anthem, Inc. WI ($144,042.04) ($144,094.43) ($52.39) 
81974 Wisconsin Physicians Svc Insurance Corp WI ($12,145.47) ($12,146.39) ($0.92) 
84670 Wisconsin Physicians Svc Insurance Corp WI $124,623.45 $124,601.91 ($21.54) 
86584 Wisconsin Physicians Svc Insurance Corp WI ($53,717.21) ($53,720.77) ($3.56) 
87416 Common Ground Healthcare Cooperative WI $583.10 $433.59 ($149.51) 
91058 Quartz Health Solutions WI ($21,874.57) ($21,222.67) $651.90 

94529 Group Health Cooperative of South Central 
Wisconsin WI ($9,098.74) ($9,100.00) ($1.26) 

31274 Highmark WV $0.00 $0.00 $0.00 
11269 Blue Cross Blue Shield of Wyoming WY $0.00 $0.00 $0.00 
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Table 4c: Updated Issuer-Specific 2017 HHS-RADV Adjustments to 2017 Risk Adjustment Transfers for Non-Merged Market 
States – Small Group Market (Appendix C) 

HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
11082 Aetna, Inc. AK $70,609.53 $70,609.53 $0.00 
38344 Premera Blue Cross AK $1,615,253.34 $1,615,253.34 $0.00 
73836 Moda Health Plan, Inc. AK ($744,336.01) ($744,336.01) $0.00 
80049 UnitedHealth Group, Inc. AK ($941,526.90) ($941,526.90) $0.00 
46944 Blue Cross Blue Shield of Alabama AL $1,662,986.37 $1,662,986.37 $0.00 
68259 UnitedHealth Group, Inc. AL ($1,698,227.57) ($1,698,227.57) $0.00 
69461 UnitedHealth Group, Inc. AL $737,981.76 $737,981.76 $0.00 
93018 Viva Health, Inc. AL ($702,740.49) ($702,740.49) $0.00 
13262 Arkansas Blue Cross and Blue Shield AR ($251,058.68) ($251,058.68) $0.00 
22732 UnitedHealth Group, Inc. AR ($815,079.73) ($815,079.73) $0.00 
37903 QualChoice Arkansas AR ($69,936.67) ($69,936.67) $0.00 
65817 UnitedHealth Group, Inc. AR ($102,649.81) ($102,649.81) $0.00 
70525 QualChoice Arkansas AR $86,895.32 $86,895.32 $0.00 
75293 Arkansas Blue Cross and Blue Shield AR $1,570,738.41 $1,570,738.41 $0.00 
81392 UnitedHealth Group, Inc. AR ($260,744.68) ($260,744.68) $0.00 
89365 Federated Mutual AR ($158,164.22) ($158,164.22) $0.00 
23307 Humana, Inc. AZ ($5,736,667.03) ($5,736,667.03) $0.00 
40702 UnitedHealth Group, Inc. AZ ($5,694,852.10) ($5,694,852.10) $0.00 
51485 Centene Corporation AZ ($1,365,785.00) ($1,365,785.00) $0.00 
53901 Blue Cross Blue Shield of Arizona, Inc. AZ ($3,329,219.82) ($3,329,219.82) $0.00 
66105 Humana, Inc. AZ ($302,647.69) ($302,647.69) $0.00 
70904 WMI Mutual Insurance Company AZ ($36,649.03) ($36,649.03) $0.00 

                                                           
38 Ibid.  
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
78611 Aetna, Inc. AZ ($33,786.35) ($33,786.35) $0.00 
82011 UnitedHealth Group, Inc. AZ $14,363,165.23 $14,363,165.23 $0.00 
84251 Aetna, Inc. AZ $2,467,840.53 $2,467,840.53 $0.00 
86830 Cigna AZ $52,403.83 $52,403.83 $0.00 
91450 Centene Corporation AZ ($558,508.96) ($558,508.96) $0.00 
97667 Cigna AZ ($66,654.76) ($66,654.76) $0.00 
98971 UnitedHealth Group, Inc. AZ $241,361.02 $241,361.02 $0.00 
20523 Aetna, Inc. CA $2,470,342.58 $2,470,342.58 $0.00 
27330 Kaiser Permanente CA ($522,993.35) ($522,993.35) $0.00 
27603 Anthem, Inc. CA $199,093,880.90 $199,093,880.90 $0.00 
40513 Kaiser Permanente CA ($312,634,716.40) ($312,634,716.40) $0.00 
40733 Aetna, Inc. CA $21,228,443.49 $21,228,443.49 $0.00 
47579 Chinese Community Health Plan CA ($1,735,919.63) ($1,735,919.63) $0.00 
49116 UnitedHealth Group, Inc. CA ($40,820,010.32) ($40,820,010.32) $0.00 
56887 Ventura County Health Care Plan CA $437,280.32 $437,280.32 $0.00 
64210 Sutter Health Plan CA ($19,235,294.27) ($19,235,294.27) $0.00 
64618 National Health Insurance Company CA $20,242.71 $20,242.71 $0.00 
67138 Centene Corporation CA ($10,309,372.85) ($10,309,372.85) $0.00 
70285 Blue Shield of California CA $136,636,289.30 $136,636,289.30 $0.00 
92499 Sharp Health Plan CA ($11,382,088.75) ($11,382,088.75) $0.00 
93689 Western Health Advantage CA $1,548,274.43 $1,548,274.43 $0.00 
95677 UnitedHealth Group, Inc. CA $11,181,620.54 $11,181,620.54 $0.00 
99110 Centene Corporation CA $24,024,021.19 $24,024,021.19 $0.00 
21032 Kaiser Permanente CO ($18,589,487.41) ($18,907,577.17) ($318,089.76) 
35944 Kaiser Permanente CO ($15,842.45) ($16,585.35) ($742.90) 
39041 Aetna, Inc. CO $652,076.33 $645,019.13 ($7,057.20) 
59036 UnitedHealth Group, Inc. CO ($10,897,579.97) ($10,970,271.31) ($72,691.34) 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
63312 Colorado Choice Health Plans CO ($88,342.46) ($112,928.09) ($24,585.63) 
67879 UnitedHealth Group, Inc. CO $27,848,932.06 $27,458,396.80 ($390,535.26) 
74320 Humana, Inc. CO $1,303,275.80 $1,233,339.10 ($69,936.70) 
76680 Anthem, Inc. CO ($9,609,395.96) ($9,644,013.55) ($34,617.59) 
79509 Humana, Inc. CO $628,256.15 $624,260.14 ($3,996.01) 
80208 Rocky Mountain Health Care Options CO $442,306.66 $1,747,213.54 $1,304,906.88 
87269 Anthem, Inc. CO $10,911,231.01 $10,590,167.37 ($321,063.64) 
97879 Rocky Mountain Health Care Options CO ($2,585,429.76) ($2,647,020.65) ($61,590.89) 
29462 UnitedHealth Group, Inc. CT $4,912,295.94 $4,912,295.94 $0.00 
39159 Aetna, Inc. CT $5,859,129.11 $5,859,129.11 $0.00 
49650 UnitedHealth Group, Inc. CT $423,792.00 $423,792.00 $0.00 
71179 UnitedHealth Group, Inc. CT ($144,694.33) ($144,694.33) $0.00 
75091 ConnectiCare, Inc. CT $14,877.22 $14,877.22 $0.00 
86545 Anthem, Inc. CT $3,667,865.78 $3,667,865.78 $0.00 
89130 HPHC Insurance Company, Inc CT ($8,968,585.94) ($8,968,585.94) $0.00 
94815 ConnectiCare, Inc. CT ($5,570,057.74) ($5,570,057.74) $0.00 
95882 HPHC Insurance Company, Inc CT ($194,622.18) ($194,622.18) $0.00 
21066 UnitedHealth Group, Inc. DC ($472,015.89) ($472,015.89) $0.00 
41842 UnitedHealth Group, Inc. DC $1,562,031.69 $1,562,031.69 $0.00 
73987 Aetna, Inc. DC $154,887.96 $154,887.96 $0.00 
75753 UnitedHealth Group, Inc. DC ($627,818.41) ($627,818.41) $0.00 
77422 Aetna, Inc. DC ($533,232.20) ($533,232.20) $0.00 
78079 CareFirst DC $10,874,396.62 $10,874,396.62 $0.00 
86052 CareFirst DC ($9,350,612.52) ($9,350,612.52) $0.00 
94506 Kaiser Permanente DC ($1,607,637.27) ($1,607,637.27) $0.00 
29497 Aetna, Inc. DE ($1,014,864.19) ($1,014,864.19) $0.00 
61021 UnitedHealth Group, Inc. DE ($444,816.07) ($444,816.07) $0.00 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
67190 Aetna, Inc. DE $923,437.73 $923,437.73 $0.00 
76168 Highmark DE $696,498.63 $696,498.63 $0.00 
97569 UnitedHealth Group, Inc. DE ($160,256.14) ($160,256.14) $0.00 
16842 Blue Cross and Blue Shield of Florida FL $19,195,173.11 $19,195,173.11 $0.00 
18628 Aetna, Inc. FL $11,932,273.20 $11,932,273.20 $0.00 
19898 AvMed, Inc. FL $801,626.31 $801,626.31 $0.00 
23841 Aetna, Inc. FL $2,358,859.29 $2,358,859.29 $0.00 
30252 Blue Cross and Blue Shield of Florida FL ($18,541,996.03) ($18,541,996.03) $0.00 
35783 Humana, Inc. FL ($11,862,572.41) ($11,862,572.41) $0.00 
36194 Health First, Inc. FL ($1,751,296.18) ($1,751,296.18) $0.00 
42204 UnitedHealth Group, Inc. FL ($114,840.94) ($114,840.94) $0.00 
43839 UnitedHealth Group, Inc. FL $5,273,063.15 $5,273,063.15 $0.00 
56503 Florida Health Care Plan, Inc. FL ($1,611,145.68) ($1,611,145.68) $0.00 
66966 Capital Health Plan FL ($237,935.62) ($237,935.62) $0.00 
68398 UnitedHealth Group, Inc. FL ($1,823,207.54) ($1,823,207.54) $0.00 
77150 Health First, Inc. FL $774,154.89 $774,154.89 $0.00 
80779 UnitedHealth Group, Inc. FL ($4,192,749.99) ($4,192,749.99) $0.00 
99308 Humana, Inc. FL ($199,405.64) ($199,405.64) $0.00 
12442 Nippon Life Benefits GA $224,509.54 $224,515.66 $6.12 
13535 UnitedHealth Group, Inc. GA $2,042,988.05 $2,043,278.92 $290.87 
30552 UnitedHealth Group, Inc. GA ($4,149,929.77) ($4,149,040.95) $888.82 
37001 Humana, Inc. GA $542,258.43 $542,326.08 $67.65 
38835 Federated Mutual GA ($111,539.18) ($111,377.35) $161.83 
43802 UnitedHealth Group, Inc. GA $991,363.39 $991,479.05 $115.66 
49046 Anthem, Inc. GA $8,334,877.82 $8,337,787.80 $2,909.98 
63411 Anthem, Inc. GA $707,351.80 $707,385.66 $33.86 
82302 Kaiser Permanente GA $12,306.97 $12,307.64 $0.67 
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ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
82824 Aetna, Inc. GA $426,428.16 $426,928.18 $500.02 
83761 Alliant Health Plans GA $710,630.46 $710,729.85 $99.39 
83978 Aetna, Inc. GA $10,449,185.82 $10,450,620.24 $1,434.42 
89942 Kaiser Permanente GA ($3,750,814.09) ($3,750,456.32) $357.77 
93332 Humana, Inc. GA ($16,404,683.09) ($16,399,665.61) $5,017.48 
95852 UnitedHealth Group, Inc. GA ($24,934.27) ($36,818.73) ($11,884.46) 
18350 Hawaii Medical Service Association HI $14,385,070.83 $14,385,070.83 $0.00 
54179 UnitedHealth Group, Inc. HI $2,818.12 $2,818.12 $0.00 
56682 Hawaii Medical Assurance Association HI ($110,321.26) ($110,321.26) $0.00 
60612 Kaiser Permanente HI ($11,982,455.73) ($11,982,455.73) $0.00 
95366 University Health Alliance (UHA) HI ($2,295,111.97) ($2,295,111.97) $0.00 
18973 Aetna, Inc. IA ($448,020.13) ($448,020.13) $0.00 
25896 Wellmark, Inc. IA ($874,643.55) ($874,643.55) $0.00 
27651 Quartz Health Solutions IA ($106,991.78) ($106,991.78) $0.00 
41397 Federated Mutual IA ($642,170.51) ($642,170.51) $0.00 
50735 Medical Associates Health Plans IA $237,745.57 $237,745.57 $0.00 
51474 Pekin Life Insurance Company IA ($73,617.11) ($73,617.11) $0.00 
56610 UnitedHealth Group, Inc. IA $414,993.95 $414,993.95 $0.00 
72160 Wellmark, Inc. IA $3,386,559.75 $3,386,559.75 $0.00 
74406 Wellmark, Inc. IA ($400,870.42) ($400,870.42) $0.00 
74980 Avera Health Plans, Inc. IA $111,050.48 $111,050.48 $0.00 
77638 Health Alliance Medical Plans, Inc. IA ($34,436.34) ($34,436.34) $0.00 
78252 Aetna, Inc. IA ($106,451.56) ($106,451.56) $0.00 
85930 Sanford Health Plan IA ($52,263.31) ($52,263.31) $0.00 
87928 Wellmark, Inc. IA ($237,880.07) ($237,880.07) $0.00 
88678 UnitedHealth Group, Inc. IA ($1,173,004.93) ($1,173,004.93) $0.00 
26002 SelectHealth ID ($238,815.95) ($238,815.95) $0.00 
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ID HIOS INSURANCE COMPANY NAME STATE 
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2021) 
38128 Montana Health Cooperative ID ($120,655.28) ($120,655.28) $0.00 
43541 National Health Insurance Company ID ($276,891.35) ($276,891.35) $0.00 
44648 Cambia Health Solutions ID $2,293,255.45 $2,293,255.45 $0.00 
45059 Aetna, Inc. ID ($10,101.50) ($10,101.50) $0.00 
50118 UnitedHealth Group, Inc. ID $1,625.12 $1,625.12 $0.00 
60597 PacificSource Health Plans ID ($1,864,614.35) ($1,864,614.35) $0.00 
61175 Aetna, Inc. ID $135,535.65 $135,535.65 $0.00 
61589 Blue Cross of Idaho Health Service, Inc. ID $80,662.21 $80,662.21 $0.00 
18389 Pekin Life Insurance Company IL ($137,667.78) ($137,640.84) $26.94 
20129 Health Alliance Medical Plans, Inc. IL ($1,292,207.35) ($1,290,598.61) $1,608.74 
24301 Medical Associates Health Plans IL $56,930.97 $57,060.68 $129.71 
34446 UnitedHealth Group, Inc. IL $711,640.34 $716,424.56 $4,784.22 
35670 Aetna, Inc. IL ($168,289.40) ($168,216.20) $73.20 
36096 Health Care Service Corporation IL $6,201,452.87 $6,327,299.14 $125,846.27 
42529 UnitedHealth Group, Inc. IL ($2,457,421.07) ($2,456,805.19) $615.88 
54322 MercyCare Insurance Company IL ($110,789.80) ($110,768.63) $21.17 
58239 UnitedHealth Group, Inc. IL ($1,315,014.25) ($1,314,380.53) $633.72 
58288 Humana, Inc. IL ($1,685,150.33) ($1,684,580.80) $569.53 
66143 Federated Mutual IL ($2,017,781.03) ($2,017,092.58) $688.45 
68303 Humana, Inc. IL $7,796.46 $9,922.09 $2,125.63 
72547 Aetna, Inc. IL $2,648,862.56 $2,650,143.46 $1,280.90 
78463 UnitedHealth Group, Inc. IL ($151,696.14) ($279,205.16) ($127,509.02) 
92476 UnitedHealth Group, Inc. IL $78,898.64 $93,021.52 $14,122.88 
96601 Aetna, Inc. IL $38,569.24 $13,492.02 ($25,077.22) 
99129 Aetna, Inc. IL ($408,133.93) ($408,074.99) $58.94 
11104 Federated Mutual IN $851,008.13 $851,008.13 $0.00 
17575 Anthem, Inc. IN $7,413,866.40 $7,413,866.40 $0.00 
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32378 Aetna, Inc. IN ($247,035.83) ($247,035.83) $0.00 
33380 Indiana University Health IN ($649,334.41) ($649,334.41) $0.00 
36373 UnitedHealth Group, Inc. IN $249,036.85 $249,036.85 $0.00 
43442 Humana, Inc. IN ($161,650.57) ($161,650.57) $0.00 
50816 Physicians Health Plan of Northern Indiana, Inc. IN ($1,565,817.43) ($1,565,817.43) $0.00 
72850 UnitedHealth Group, Inc. IN ($6,119,832.00) ($6,119,832.00) $0.00 
79828 Pekin Life Insurance Company IN ($61,075.00) ($61,075.00) $0.00 
96992 Aetna, Inc. IN ($15,458.23) ($15,458.23) $0.00 
99791 Humana, Inc. IN $306,292.27 $306,292.27 $0.00 
18558 Blue Cross and Blue Shield of Kansas, Inc. KS ($1,394,664.85) ($1,394,664.85) $0.00 
19968 Humana, Inc. KS $1,327,962.27 $1,327,962.27 $0.00 
27811 Blue Cross and Blue Shield of Kansas, Inc. KS ($1,970,523.23) ($1,970,523.23) $0.00 
49857 Humana, Inc. KS $367,312.94 $367,312.94 $0.00 
57850 Aetna, Inc. KS ($78,377.66) ($78,377.66) $0.00 
84600 Aetna, Inc. KS $198,720.74 $198,720.74 $0.00 
94248 Blue Cross and Blue Shield of Kansas City KS ($225,128.83) ($225,128.83) $0.00 
94968 UnitedHealth Group, Inc. KS $2,137,648.09 $2,137,648.09 $0.00 
96352 Federated Mutual KS ($362,949.52) ($362,949.52) $0.00 
15411 Humana, Inc. KY ($754,945.32) ($754,945.32) $0.00 
23671 UnitedHealth Group, Inc. KY ($2,775,937.89) ($2,775,937.89) $0.00 
28773 UnitedHealth Group, Inc. KY $55,109.62 $55,109.62 $0.00 
34822 Aetna, Inc. KY ($10,396.35) ($10,396.35) $0.00 
36239 Anthem, Inc. KY $5,247,388.21 $5,247,388.21 $0.00 
40586 Baptist Health Plan KY ($1,352,232.72) ($1,352,232.72) $0.00 
45920 UnitedHealth Group, Inc. KY ($408,985.74) ($408,985.74) $0.00 
14030 Aetna, Inc. LA $172,687.57 $172,687.57 $0.00 
19636 Blue Cross Blue Shield of Louisiana LA ($6,522,359.29) ($6,522,359.29) $0.00 
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22381 Aetna, Inc. LA ($4,874.45) ($4,874.45) $0.00 
38499 UnitedHealth Group, Inc. LA $324,017.56 $324,017.56 $0.00 
44965 Humana, Inc. LA ($4,426,481.25) ($4,426,481.25) $0.00 
53946 UnitedHealth Group, Inc. LA ($827,048.55) ($827,048.55) $0.00 
67243 Vantage Health Plan, Inc. LA ($38,945.89) ($38,945.89) $0.00 
69842 UnitedHealth Group, Inc. LA ($837,243.34) ($837,243.34) $0.00 
81941 Aetna, Inc. LA ($27,929.35) ($27,929.35) $0.00 
97176 Blue Cross Blue Shield of Louisiana LA $12,188,176.95 $12,188,176.95 $0.00 
23620 UnitedHealth Group, Inc. MD ($1,662,966.04) ($1,662,966.04) $0.00 
28137 CareFirst MD ($12,483,594.92) ($12,483,594.92) $0.00 
31112 UnitedHealth Group, Inc. MD ($3,588,788.99) ($3,588,788.99) $0.00 
45532 CareFirst MD $13,745,924.10 $13,745,924.10 $0.00 
65635 UnitedHealth Group, Inc. MD ($488,948.72) ($488,948.72) $0.00 
66516 Aetna, Inc. MD $2,377,136.80 $2,377,136.80 $0.00 
70767 Aetna, Inc. MD $1,211,146.12 $1,211,146.12 $0.00 
72375 UnitedHealth Group, Inc. MD ($6,571,521.73) ($6,571,521.73) $0.00 
72564 Evergreen Health Cooperative, Inc. MD ($12,551,664.04) ($12,551,664.04) $0.00 
90296 Kaiser Permanente MD $263,770.53 $263,770.53 $0.00 
94084 CareFirst MD $19,749,506.92 $19,749,506.92 $0.00 
11593 HPHC Insurance Company, Inc ME $1,241,361.85 $1,241,361.85 $0.00 
33653 Maine Community Health Options ME ($1,702,853.02) ($1,702,853.02) $0.00 
48396 Anthem, Inc. ME ($927,203.64) ($927,203.64) $0.00 
53357 Aetna, Inc. ME $3,984,269.79 $3,984,269.79 $0.00 
73250 Aetna, Inc. ME $395,130.30 $395,130.30 $0.00 
90214 UnitedHealth Group, Inc. ME $167,711.97 $167,711.97 $0.00 
96667 HPHC Insurance Company, Inc ME ($3,158,417.23) ($3,158,417.23) $0.00 
15560 Blue Cross Blue Shield of Michigan MI $16,230,778.52 $16,230,778.52 $0.00 
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20662 Physicians Health Plan MI $204,843.49 $204,843.49 $0.00 
29241 Priority Health MI $1,803,921.66 $1,803,921.66 $0.00 
29698 Priority Health MI ($5,987,520.32) ($5,987,520.32) $0.00 
37651 Health Alliance Plan (HAP) MI $1,944,439.11 $1,944,439.11 $0.00 
52670 UnitedHealth Group, Inc. MI ($47,492.44) ($47,492.44) $0.00 
60829 Physicians Health Plan MI ($382,929.45) ($382,929.45) $0.00 
62294 Humana, Inc. MI ($233,939.90) ($233,939.90) $0.00 
63631 UnitedHealth Group, Inc. MI $638,220.56 $638,220.56 $0.00 
67183 Total Health Care USA, Inc. MI $799,156.44 $799,156.44 $0.00 
67577 Health Alliance Plan (HAP) MI ($290,117.39) ($290,117.39) $0.00 
74917 McLaren Health Care MI ($2,230,256.84) ($2,230,256.84) $0.00 
82649 Federated Mutual MI ($4,225,646.90) ($4,225,646.90) $0.00 
95233 Paramount Insurance Company MI $514,863.12 $514,863.12 $0.00 
98185 Blue Cross Blue Shield of Michigan MI ($8,738,319.69) ($8,738,319.69) $0.00 
31616 Medica Insurance Company MN $4,249,844.27 $4,249,844.27 $0.00 
49316 Blue Cross Blue Shield of Minnesota MN $27,191,741.94 $27,191,741.94 $0.00 
52346 Sanford Health Plan MN ($35,741.68) ($35,741.68) $0.00 
57129 Blue Cross Blue Shield of Minnesota MN ($1,736,470.54) ($1,736,470.54) $0.00 
60769 Federated Mutual MN ($4,695,175.01) ($4,695,175.01) $0.00 
70373 Quartz Health Solutions MN ($140,404.30) ($140,404.30) $0.00 
79888 HealthPartners Insurance Company MN ($20,639,939.50) ($20,639,939.50) $0.00 
85654 HealthPartners Insurance Company MN ($243,046.42) ($243,046.42) $0.00 
88102 PreferredOne Insurance Company MN ($4,018,305.68) ($4,018,305.68) $0.00 
97624 PreferredOne Insurance Company MN $67,496.94 $67,496.94 $0.00 
30613 Humana, Inc. MO ($2,632,385.19) ($2,632,385.19) $0.00 
32753 Anthem, Inc. MO $2,252,545.70 $2,252,545.70 $0.00 
32898 Aetna, Inc. MO $7,690.31 $7,690.31 $0.00 
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34762 Blue Cross and Blue Shield of Kansas City MO ($193,169.87) ($193,169.87) $0.00 
44527 Aetna, Inc. MO ($283,399.25) ($283,399.25) $0.00 
48161 Aetna, Inc. MO ($165,381.25) ($165,381.25) $0.00 
64701 Federated Mutual MO ($86,018.29) ($86,018.29) $0.00 
95426 UnitedHealth Group, Inc. MO $3,411,247.92 $3,411,247.92 $0.00 
96384 Cox HealthPlans MO ($2,311,130.13) ($2,311,130.13) $0.00 
11721 Blue Cross Blue Shield of Mississippi MS $297,010.36 $297,010.36 $0.00 
26781 UnitedHealth Group, Inc. MS ($101,762.79) ($101,762.79) $0.00 
38420 Federated Mutual MS $388,021.97 $388,021.97 $0.00 
48963 Humana, Inc. MS ($121,751.15) ($121,751.15) $0.00 
61794 UnitedHealth Group, Inc. MS ($100,970.75) ($100,970.75) $0.00 
97560 UnitedHealth Group, Inc. MS ($245,314.69) ($245,314.69) $0.00 
98805 UnitedHealth Group, Inc. MS ($115,232.97) ($115,232.97) $0.00 
23603 PacificSource Health Plans MT ($5,022,612.65) ($5,022,612.65) $0.00 
30751 Health Care Service Corporation MT $5,135,778.09 $5,135,778.09 $0.00 
32225 Montana Health Cooperative MT ($195,493.29) ($195,493.29) $0.00 
46621 UnitedHealth Group, Inc. MT $82,327.89 $82,327.89 $0.00 
11512 Blue Cross Blue Shield of North Carolina NC $20,825,917.17 $20,825,917.17 $0.00 
24588 Federated Mutual NC ($874,338.96) ($874,338.96) $0.00 
43283 FirstCarolinaCare Insurance Company NC ($320,037.63) ($320,037.63) $0.00 
54332 UnitedHealth Group, Inc. NC ($6,813,683.01) ($6,813,683.01) $0.00 
56346 Aetna, Inc. NC ($496.55) ($496.55) $0.00 
58658 UnitedHealth Group, Inc. NC ($1,500,782.33) ($1,500,782.33) $0.00 
61644 Aetna, Inc. NC ($1,882,911.96) ($1,882,911.96) $0.00 
61671 Aetna, Inc. NC ($829,824.11) ($829,824.11) $0.00 
69347 UnitedHealth Group, Inc. NC ($8,505,943.13) ($8,505,943.13) $0.00 
72487 UnitedHealth Group, Inc. NC ($55,295.84) ($55,295.84) $0.00 
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94459 Aetna, Inc. NC ($42,603.88) ($42,603.88) $0.00 
37160 Blue Cross Blue Shield of North Dakota ND $2,043,714.04 $2,043,714.04 $0.00 
39364 Medica Insurance Company ND ($637,918.70) ($637,918.70) $0.00 
73751 Medica Insurance Company ND ($86,298.47) ($86,298.47) $0.00 
89364 Sanford Health Plan ND ($1,319,496.88) ($1,319,496.88) $0.00 
15438 Aetna, Inc. NE $14,624.59 $14,624.59 $0.00 
29678 Blue Cross and Blue Shield of Nebraska NE ($714,347.89) ($714,347.89) $0.00 
44751 UnitedHealth Group, Inc. NE ($43,093.51) ($43,093.51) $0.00 
44794 Aetna, Inc. NE $265,150.75 $265,150.75 $0.00 
47340 Federated Mutual NE ($1,319,469.39) ($1,319,469.39) $0.00 
59699 Aetna, Inc. NE ($456,978.76) ($456,978.76) $0.00 
73102 UnitedHealth Group, Inc. NE $1,925,330.62 $1,925,330.62 $0.00 
79636 Aetna, Inc. NE $328,783.58 $328,783.58 $0.00 
19304 Maine Community Health Options NH ($1,293,589.13) ($1,293,589.13) $0.00 
51889 UnitedHealth Group, Inc. NH $364,513.29 $364,513.29 $0.00 
57601 Anthem, Inc. NH $759,048.06 $759,048.06 $0.00 
59025 HPHC Insurance Company, Inc NH $118,817.56 $118,817.56 $0.00 
61163 Minuteman Health, Inc. NH ($293,882.39) ($293,882.39) $0.00 
71616 HPHC Insurance Company, Inc NH $5,080,495.90 $5,080,495.90 $0.00 

86365 Tufts Associated Health Maintenance Organization 
Inc. NH ($3,348,102.95) ($3,348,102.95) $0.00 

96751 Anthem, Inc. NH ($1,387,300.35) ($1,387,300.35) $0.00 
13953 Horizon Blue Cross Blue Shield of New Jersey NJ $1,115,236.51 $1,115,236.51 $0.00 
23458 Cigna NJ $217,002.69 $217,002.69 $0.00 
41014 Cigna NJ $3,366.75 $3,366.75 $0.00 
48834 UnitedHealth Group, Inc. NJ ($302,711.61) ($302,711.61) $0.00 
77263 UnitedHealth Group, Inc. NJ $1,457,595.19 $1,457,595.19 $0.00 
77606 Independence Blue Cross NJ ($9,703,381.35) ($9,703,381.35) $0.00 
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82884 Aetna, Inc. NJ ($815,321.12) ($815,321.12) $0.00 
89217 Aetna, Inc. NJ $17,195,074.72 $17,195,074.72 $0.00 
91661 Horizon Blue Cross Blue Shield of New Jersey NJ ($6,676,264.86) ($6,676,264.86) $0.00 
91762 Independence Blue Cross NJ ($2,490,596.93) ($2,490,596.93) $0.00 
52744 Presbyterian Healthcare Services NM $672,331.61 $672,331.61 $0.00 
57173 Presbyterian Healthcare Services NM ($4,442,995.57) ($4,442,995.57) $0.00 
75605 Health Care Service Corporation NM $7,701,312.01 $7,701,312.01 $0.00 
90762 UnitedHealth Group, Inc. NM $828,620.79 $828,620.79 $0.00 
93091 New Mexico Health Connections NM ($4,759,268.82) ($4,759,268.82) $0.00 
16698 Universal Health Services, Inc. NV ($555,120.90) ($531,731.96) $23,388.94 
19298 Aetna, Inc. NV ($69,808.57) ($69,423.02) $385.55 
20895 Humana, Inc. NV $2,000,275.66 $2,002,281.08 $2,005.42 
27990 Aetna, Inc. NV $781,825.42 $793,089.56 $11,264.14 
33670 Anthem, Inc. NV $4,092,200.53 $4,113,341.85 $21,141.32 
41094 Hometown Health Plan, Inc. NV ($776,624.92) ($774,257.34) $2,367.58 
42313 WMI Mutual Insurance Company NV ($21,536.82) ($21,532.73) $4.09 
60156 Anthem, Inc. NV ($439,987.99) ($439,457.99) $530.00 
68524 Universal Health Services, Inc. NV ($29,878.10) ($29,664.15) $213.95 
74222 UnitedHealth Group, Inc. NV $571,308.18 $588,492.00 $17,183.82 
83198 UnitedHealth Group, Inc. NV $4,088,798.50 $4,142,669.17 $53,870.67 
85266 Hometown Health Plan, Inc. NV ($3,351,456.33) ($3,334,983.16) $16,473.17 
93696 Humana, Inc. NV $24,841.71 ($156,532.50) ($181,374.21) 
95865 UnitedHealth Group, Inc. NV ($6,314,836.45) ($6,282,290.86) $32,545.59 
11177 Metro Plus Health Plan NY ($2,523,089.40) ($2,523,089.40) $0.00 
17210 Aetna, Inc. NY ($24,893,594.73) ($24,893,594.73) $0.00 
18029 Independent Health NY $2,789,569.19 $2,789,569.19 $0.00 
26420 UnitedHealth Group, Inc. NY ($15,650,018.65) ($15,650,018.65) $0.00 
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36346 HealthNow New York, Inc. NY ($3,910,003.77) ($3,910,003.77) $0.00 
43477 Crystal Run Health Plans NY ($3,430,021.04) ($3,430,021.04) $0.00 
44113 Anthem, Inc. NY ($8,047,316.48) ($8,047,316.48) $0.00 
49526 HealthNow New York, Inc. NY $12,255,694.66 $12,255,694.66 $0.00 
54297 UnitedHealth Group, Inc. NY ($685,924.84) ($685,924.84) $0.00 
56184 MVP Health Plan, Inc. NY ($2,573,281.38) ($2,573,281.38) $0.00 
61405 Healthfirst NY ($1,609,973.24) ($1,609,973.24) $0.00 
70552 Independent Health NY ($220,552.47) ($220,552.47) $0.00 
73886 Crystal Run Health Plans NY ($2,467,863.91) ($2,467,863.91) $0.00 
74289 Oscar Health NY ($2,693,856.05) ($2,693,856.05) $0.00 
78124 Excellus Health Plan, Inc. NY ($38,167,966.89) ($38,167,966.89) $0.00 
80519 Anthem, Inc. NY ($953,457.67) ($953,457.67) $0.00 
82483 North Shore-LIJ Health System NY ($115,673,281.80) ($115,673,281.80) $0.00 
85629 UnitedHealth Group, Inc. NY $216,646,628.90 $216,646,628.90 $0.00 
88582 EmblemHealth NY ($16,953,145.40) ($16,953,145.40) $0.00 
89846 MVP Health Plan, Inc. NY ($6,415,625.80) ($6,415,625.80) $0.00 
92551 CDPHP Universal Benefits, Inc. NY $18,455,306.91 $18,455,306.91 $0.00 
94788 CDPHP Universal Benefits, Inc. NY ($3,278,226.08) ($3,278,226.08) $0.00 
28162 AultCare Insurance Company OH ($3,118,584.55) ($3,121,390.59) ($2,806.04) 
29276 Anthem, Inc. OH $10,008,430.38 $10,022,808.85 $14,378.47 
33232 UnitedHealth Group, Inc. OH ($2,513,809.68) ($2,512,720.92) $1,088.76 
52664 Summa Insurance Company OH $2,334,600.30 $2,335,670.10 $1,069.80 
56073 Nippon Life Benefits OH ($153,447.55) ($191,078.61) ($37,631.06) 
56726 UnitedHealth Group, Inc. OH $269,433.07 $271,056.58 $1,623.51 
61724 UnitedHealth Group, Inc. OH ($8,829,403.93) ($8,821,589.52) $7,814.41 
66083 Humana, Inc. OH ($4,615,446.20) ($4,611,106.99) $4,339.21 
67129 Aetna, Inc. OH $2,799,635.03 $2,801,973.37 $2,338.34 
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74313 Paramount Insurance Company OH ($1,828,122.77) ($1,826,939.35) $1,183.42 
80627 Medical Mutual of Ohio OH $4,284,125.78 $4,286,998.77 $2,872.99 
83396 The Health Plan of the Upper Ohio Valley OH ($263,052.24) ($262,990.87) $61.37 
84867 Aetna, Inc. OH $1,146,032.43 $1,148,865.17 $2,832.74 
96800 Federated Mutual OH $867,188.44 $867,902.93 $714.49 
97596 Humana, Inc. OH ($259,546.93) ($259,477.77) $69.16 
98810 The Health Plan of the Upper Ohio Valley OH ($114,480.88) ($114,458.84) $22.04 
99969 Medical Mutual of Ohio OH ($13,550.70) ($13,522.31) $28.39 
27243 Federated Mutual OK ($698,392.63) ($698,392.63) $0.00 
45480 UnitedHealth Group, Inc. OK ($728,410.36) ($728,410.36) $0.00 
66946 Aetna, Inc. OK $648,062.09 $648,062.09 $0.00 
76275 Aetna, Inc. OK ($70,529.35) ($70,529.35) $0.00 
85757 UnitedHealth Group, Inc. OK ($1,601,671.72) ($1,601,671.72) $0.00 
87571 Health Care Service Corporation OK $13,223,428.85 $13,223,428.85 $0.00 
87698 CommunityCare OK ($584,470.82) ($584,470.82) $0.00 
98905 CommunityCare OK ($10,188,016.10) ($10,188,016.10) $0.00 
10091 PacificSource Health Plans OR ($590,613.51) ($590,613.51) $0.00 
10940 Centene Corporation OR $1,411,965.85 $1,411,965.85 $0.00 
30969 Zoom Health Plan, Inc. OR ($47,429.53) ($47,429.53) $0.00 
32536 ATRIO Health Plans OR ($114,168.93) ($114,168.93) $0.00 
33375 Samaritan Health Plans OR ($263,003.04) ($263,003.04) $0.00 
39424 Moda Health Plan, Inc. OR $2,003,095.16 $2,003,095.16 $0.00 
56707 Providence Health & Services OR ($5,056,044.70) ($5,056,044.70) $0.00 
71287 Kaiser Permanente OR ($2,666,857.84) ($2,666,857.84) $0.00 
77969 Cambia Health Solutions OR $4,319,033.74 $4,319,033.74 $0.00 
85804 Premera Blue Cross OR ($309,202.59) ($309,202.59) $0.00 
90175 UnitedHealth Group, Inc. OR $1,313,225.62 $1,313,225.62 $0.00 
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16322 UPMC Health Plan PA $14,426,473.48 $14,528,532.12 $102,058.64 
18939 Aetna, Inc. PA $2,311,667.27 $2,322,390.16 $10,722.89 
22444 Geisinger Health System PA ($3,011,309.33) ($3,003,711.16) $7,598.17 
23489 UnitedHealth Group, Inc. PA ($3,796,481.64) ($3,766,403.26) $30,078.38 
31609 Independence Blue Cross PA $23,633,710.00 $23,758,279.84 $124,569.84 
33709 Highmark PA $3,076,954.64 $3,092,857.02 $15,902.38 
33871 Independence Blue Cross PA ($26,864,029.70) ($26,685,747.00) $178,282.70 
33906 Aetna, Inc. PA ($690,056.70) ($689,393.26) $663.44 
38949 Highmark PA ($6,441.92) ($6,439.58) $2.34 
45127 Capital Blue Cross PA ($8,577,374.68) ($8,448,861.58) $128,513.10 
53789 Capital Blue Cross PA ($35,498.14) ($34,110.08) $1,388.06 
55957 Highmark PA $3,813,377.42 $3,826,179.03 $12,801.61 
62560 UPMC Health Plan PA ($787,776.06) ($783,207.12) $4,568.94 
64844 Aetna, Inc. PA ($572,086.93) ($568,182.40) $3,904.53 
70194 Highmark PA ($490,971.88) ($489,804.24) $1,167.64 
75729 Geisinger Health System PA ($1,756,898.95) ($1,742,866.27) $14,032.68 
79279 Highmark PA $810,774.18 $813,228.49 $2,454.31 
79962 Highmark PA $337,505.66 $345,772.33 $8,266.67 
80148 Federated Mutual PA ($1,134,407.04) ($1,694,689.45) ($560,282.41) 
82795 Capital Blue Cross PA ($244,449.07) ($244,328.38) $120.69 
93838 Aetna, Inc. PA ($442,680.89) ($529,495.13) ($86,814.24) 
15287 Blue Cross Blue Shield of Rhode Island RI $3,559,663.89 $3,559,663.89 $0.00 

26322 Tufts Associated Health Maintenance Organization 
Inc. RI $278,234.36 $278,234.36 $0.00 

77514 Neighborhood Health Plan of Rhode Island RI ($1,074,790.09) ($1,074,790.09) $0.00 
79881 UnitedHealth Group, Inc. RI ($1,468,832.70) ($1,468,832.70) $0.00 

90010 Tufts Associated Health Maintenance Organization 
Inc. RI ($1,502,319.69) ($1,502,319.69) $0.00 
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90117 UnitedHealth Group, Inc. RI $208,044.26 $208,044.26 $0.00 
22369 Aetna, Inc. SC ($46,085.53) ($46,085.53) $0.00 
26065 BlueChoice HealthPlan of South Carolina, Inc. SC $118,981.64 $118,981.64 $0.00 
33609 Federated Mutual SC $481,646.67 $481,646.67 $0.00 
38408 Aetna, Inc. SC $601,211.28 $601,211.28 $0.00 
49532 BlueChoice HealthPlan of South Carolina, Inc. SC ($2,819,874.07) ($2,819,874.07) $0.00 
56262 Aetna, Inc. SC ($8,127.82) ($8,127.82) $0.00 
57860 UnitedHealth Group, Inc. SC $1,559,813.53 $1,559,813.53 $0.00 
64146 UnitedHealth Group, Inc. SC $112,434.18 $112,434.18 $0.00 
31195 Sanford Health Plan SD $1,512,973.27 $1,506,496.78 ($6,476.49) 
50305 Wellmark, Inc. SD ($613,210.39) ($751,711.92) ($138,501.53) 
60536 Avera Health Plans, Inc. SD $612,558.50 $598,432.35 ($14,126.15) 
62210 DAKOTACARE SD ($2,184,194.55) ($2,192,432.00) ($8,237.45) 
64255 Federated Mutual SD $688,173.51 $855,654.12 $167,480.61 
96594 Medica Insurance Company SD ($16,300.37) ($16,439.30) ($138.93) 
10958 UnitedHealth Group, Inc. TN ($4,929,876.45) ($4,929,876.45) $0.00 
14002 BlueCross BlueShield of Tennessee TN $4,087,116.16 $4,087,116.16 $0.00 
31552 Aetna, Inc. TN $785,422.50 $785,422.50 $0.00 
69443 UnitedHealth Group, Inc. TN $1,516,088.98 $1,516,088.98 $0.00 
82120 Humana, Inc. TN ($981,121.25) ($981,121.25) $0.00 
83463 Federated Mutual TN ($477,630.04) ($477,630.04) $0.00 
19046 Federated Mutual TX ($744,994.75) ($744,994.75) $0.00 
26539 FirstCare Health Plans TX ($2,819,555.63) ($2,819,555.63) $0.00 
30609 Memorial Hermann Health Plan TX ($311,435.09) ($311,435.09) $0.00 
32673 Humana, Inc. TX ($15,674,526.26) ($15,674,526.26) $0.00 
33602 Health Care Service Corporation TX $33,259,053.53 $33,259,053.53 $0.00 
37392 Universal Health Services, Inc. TX ($72,628.80) ($72,628.80) $0.00 
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37755 Scott & White Health Plan TX ($1,430,111.18) ($1,430,111.18) $0.00 
40220 UnitedHealth Group, Inc. TX ($6,215,486.23) ($6,215,486.23) $0.00 
40788 Scott & White Health Plan TX ($5,042,519.55) ($5,042,519.55) $0.00 
41541 Memorial Hermann Health Plan TX ($4,715,315.48) ($4,715,315.48) $0.00 
41549 FirstCare Health Plans TX $605,495.00 $605,495.00 $0.00 
58840 Aetna, Inc. TX ($111,217.24) ($111,217.24) $0.00 
63141 Humana, Inc. TX $2,109,414.43 $2,109,414.43 $0.00 
81795 Arkansas Blue Cross and Blue Shield TX ($832,423.12) ($832,423.12) $0.00 
84479 Vista Health Plan, Inc. TX ($128,477.28) ($128,477.28) $0.00 
91716 Aetna, Inc. TX $5,071,449.95 $5,071,449.95 $0.00 
98809 UnitedHealth Group, Inc. TX ($2,946,722.44) ($2,946,722.44) $0.00 
22013 Cambia Health Solutions UT $3,870,922.81 $3,870,922.81 $0.00 
29031 National Health Insurance Company UT ($74,294.23) ($74,294.23) $0.00 
38927 Aetna, Inc. UT $217,841.39 $217,841.39 $0.00 
46958 Humana, Inc. UT $163,456.94 $163,456.94 $0.00 
48588 Aetna, Inc. UT ($83,041.19) ($83,041.19) $0.00 
66413 UnitedHealth Group, Inc. UT ($864,688.72) ($864,688.72) $0.00 
68781 SelectHealth UT ($2,356,545.20) ($2,356,545.20) $0.00 
80043 WMI Mutual Insurance Company UT $206,488.13 $206,488.13 $0.00 
97462 UnitedHealth Group, Inc. UT ($1,080,139.96) ($1,080,139.96) $0.00 
10207 CareFirst VA ($4,366,772.65) ($4,366,772.65) $0.00 
12028 Aetna, Inc. VA ($880,771.28) ($880,771.28) $0.00 
13433 Federated Mutual VA $1,095,131.58 $1,095,131.58 $0.00 
15668 Piedmont Community Health Plan VA ($278,384.93) ($278,384.93) $0.00 
16064 Anthem, Inc. VA $29,718,722.06 $29,718,722.06 $0.00 
20507 Optima Health VA $1,366,648.47 $1,366,648.47 $0.00 
24251 UnitedHealth Group, Inc. VA ($1,164,298.16) ($1,164,298.16) $0.00 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
25978 UnitedHealth Group, Inc. VA ($15,882,113.33) ($15,882,113.33) $0.00 
37204 Piedmont Community Health Plan VA $14,704.38 $14,704.38 $0.00 
38234 Aetna, Inc. VA ($4,630,850.39) ($4,630,850.39) $0.00 
38599 UnitedHealth Group, Inc. VA ($409,229.55) ($409,229.55) $0.00 
40308 CareFirst VA $6,845,846.25 $6,845,846.25 $0.00 
86443 Aetna, Inc. VA ($5,284,239.31) ($5,284,239.31) $0.00 
88380 Anthem, Inc. VA ($1,168,438.09) ($1,168,438.09) $0.00 
89242 Optima Health VA $2,231,078.26 $2,231,078.26 $0.00 
89498 UnitedHealth Group, Inc. VA ($681,832.69) ($681,832.69) $0.00 
93187 Aetna, Inc. VA ($319,335.77) ($319,335.77) $0.00 
95185 Kaiser Permanente VA ($6,205,864.80) ($6,205,864.80) $0.00 
18699 UnitedHealth Group, Inc. WA ($1,438,898.34) ($1,438,898.34) $0.00 
23371 Kaiser Permanente WA $275,729.11 $275,729.11 $0.00 
25768 Kaiser Permanente WA ($6,706,193.20) ($6,706,193.20) $0.00 
34673 Aetna, Inc. WA $1,131,688.41 $1,131,688.41 $0.00 
36026 Centene Corporation WA ($548,464.31) ($548,464.31) $0.00 
43861 UnitedHealth Group, Inc. WA ($220,209.58) ($220,209.58) $0.00 
49831 Premera Blue Cross WA ($644,749.68) ($644,749.68) $0.00 
69364 Cambia Health Solutions WA $1,720,636.06 $1,720,636.06 $0.00 
71281 Cambia Health Solutions WA $2,163,889.80 $2,163,889.80 $0.00 
80473 Kaiser Permanente WA ($8,754,028.28) ($8,754,028.28) $0.00 
87718 Cambia Health Solutions WA $13,020,600.03 $13,020,600.03 $0.00 
16245 Group Health Cooperative of Eau Claire WI ($1,239,388.66) ($1,249,519.16) ($10,130.50) 
20173 HealthPartners Insurance Company WI $227,450.53 $220,947.54 ($6,502.99) 
35334 MercyCare Insurance Company WI ($81,685.94) ($82,246.43) ($560.49) 
37833 Quartz Health Solutions WI $1,865,999.48 $1,806,757.98 ($59,241.50) 
38166 Security Health Plan of Wisconsin, Inc. WI ($2,511,457.29) ($2,560,024.36) ($48,567.07) 
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HIOS 
ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 

Amount) 

ADJUSTMENT 
AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
38345 Dean Health Plan, Inc. WI ($5,173,583.17) ($5,245,912.54) ($72,329.37) 
38752 Aetna, Inc. WI $107,001.11 $85,689.04 ($21,312.07) 
39924 UnitedHealth Group, Inc. WI $214,826.18 $213,907.88 ($918.30) 
47342 Mayo Clinic Health System WI ($2,118,411.54) ($2,147,074.70) ($28,663.16) 
55103 Humana, Inc. WI ($1,529,425.10) ($1,560,568.98) ($31,143.88) 
57637 Medica Insurance Company WI ($1,520,111.28) ($1,575,289.80) ($55,178.52) 
58326 MercyCare Insurance Company WI ($508,151.26) ($524,260.58) ($16,109.32) 
58564 Quartz Health Solutions WI ($459,204.39) ($474,396.24) ($15,191.85) 
59158 UnitedHealth Group, Inc. WI $13,431,753.56 $13,136,072.22 ($295,681.34) 
64772 Medical Associates Health Plans WI $36,879.48 $32,518.69 ($4,360.79) 
69424 Pekin Life Insurance Company WI ($9,309.07) ($9,367.01) ($57.94) 
79475 Anthem, Inc. WI $2,748,145.84 $2,624,732.37 ($123,413.47) 
80180 UnitedHealth Group, Inc. WI ($629,373.19) ($684,698.12) ($55,324.93) 
81413 Network Health Plan WI $92,947.34 $92,569.20 ($378.14) 
81974 Wisconsin Physicians Svc Insurance Corp WI $4,710,915.04 $4,664,842.44 ($46,072.60) 
84670 Wisconsin Physicians Svc Insurance Corp WI ($1,760,934.64) ($1,782,477.43) ($21,542.79) 
86584 Wisconsin Physicians Svc Insurance Corp WI ($760,833.45) ($767,990.59) ($7,157.14) 
87416 Common Ground Healthcare Cooperative WI ($1,227,873.58) ($1,240,704.84) ($12,831.26) 
90028 Anthem, Inc. WI ($271,658.90) ($276,121.83) ($4,462.93) 
91058 Quartz Health Solutions WI ($4,613,827.70) ($3,529,739.41) $1,084,088.29 
91604 Humana, Inc. WI ($127,138.18) ($253,755.58) ($126,617.40) 
92708 Federated Mutual WI $766,361.14 $760,591.23 ($5,769.91) 

94529 Group Health Cooperative of South Central 
Wisconsin WI $340,087.80 $325,519.13 ($14,568.67) 

14414 Federated Mutual WV ($52,357.99) ($52,357.99) $0.00 
31274 Highmark WV $1,295,933.51 $1,295,933.51 $0.00 
44434 Aetna, Inc. WV $68,744.42 $68,744.42 $0.00 
50318 Aetna, Inc. WV ($571,666.67) ($571,666.67) $0.00 
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ID HIOS INSURANCE COMPANY NAME STATE 

2017 HHS RISK 
ADJUSTMENT 

TRANSFER AMOUNT 
BEFORE RADV 

ADJUSTMENTS 38 

2017 HHS RISK 
ADJUSTMENT RADV 
ADJUSTED ISSUER 

TRANSFER AMOUNT  
(Total Issuer Transfer 
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AMOUNT 
(Charges 

Collected in 
Calendar Year 

2021) 
59772 The Health Plan of the Upper Ohio Valley WV ($614,364.72) ($614,364.72) $0.00 
72982 The Health Plan of the Upper Ohio Valley WV $165,210.86 $165,210.86 $0.00 
77060 UnitedHealth Group, Inc. WV ($50,782.51) ($50,782.51) $0.00 
95628 UnitedHealth Group, Inc. WV ($240,716.99) ($240,716.99) $0.00 
11269 Blue Cross Blue Shield of Wyoming WY ($623,916.29) ($623,916.29) $0.00 
44325 Aetna, Inc. WY $244,027.31 $244,027.31 $0.00 
49714 UnitedHealth Group, Inc. WY $308,081.87 $308,081.87 $0.00 
79022 Aetna, Inc. WY $71,807.08 $71,807.08 $0.00 

 

V. Default Data Validation Charge  
 

While there were no changes to the 2017 benefit year default data validation charges (DDVC) or DDVC payment allocations, 
we are repeating this information in this report. 
 
Pursuant to 45 C.F.R. § 153.630(b)(10), HHS will assess a default data validation charge if an issuer of a risk adjustment covered plan 
fails to engage an initial validation auditor or to submit the results of an initial validation audit to HHS. The default data validation 
charge generally utilizes the same calculation methodology as the risk adjustment default charge.39 As indicated in the 2020 Payment 
Notice, HHS will not collect and distribute the 2017 benefit year default data validation charges and payment allocations until the 
2021 calendar year.40   
 
The total default data validation charge for a risk adjustment covered plan equals a per-member per-month (PMPM) amount 
multiplied by the plan’s enrollment – either provided by the issuer or sought from other reliable sources when issuer-reported data was 
not available. HHS will use enrollment numbers from the benefit year being audited for purposes of calculating the default data 
                                                           
39 The default data validation charge is calculated in the same manner as the risk adjustment default charge under 45 CFR 153.740(b) except that the default data 
validation charge is based on enrollment for the benefit year being audited. See the 2020 Payment Notice, 84 FR at 17495 – 17497.  
40 See 84 FR at 17506 – 17507. 
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validation charge. The PMPM charge for a plan is equal to the product of the statewide average premium PMPM for a risk pool and 
the 90th percentile plan risk transfer amount for the benefit year of risk adjustment data validation, expressed as a percentage of the 
respective statewide average PMPM premiums for the risk pool. The nationwide percentile only reflects plans in states where HHS is 
operating the risk adjustment program and is calculated based on the absolute value of plan risk transfer amounts. The determined 
PMPM amount is then multiplied by the noncompliant plan’s enrollment to establish the plan’s total default data validation charge.  
 
All compliant risk adjustment covered plans in the state market risk pool of at least one noncompliant issuer will receive a portion of 
the default data validation charges collected from the noncompliant issuer(s). We allocate default data validation charges collected 
from noncompliant plans in the state market risk pool among the compliant plans in the state market risk pool in the applicable benefit 
year in a manner that is proportional to each compliant plan’s relative revenue requirement, as calculated under the transfer formula 
relative to the market average of these products.41 For the 2017 benefit year HHS-RADV, the default data validation charge uses 2017 
benefit year risk adjustment data. Below we set forth information on the 2017 benefit year default data validation charges which will 
apply to the 2017 benefit year of HHS-RADV. 
  
 
 
 
 
Table 5: HHS Default Data Validation Charge Summary Data 

SUMMARY DATA ELEMENT TOTALS 
Number of Issuers Receiving a Default Data Validation 

Charge 2 

Percent of All Issuers of Risk Adjustment Covered Plans 
Subject to 2017 Benefit Year HHS-RADV that Received a 

Default Data Validation Charge 
0.34%  

 

                                                           
41 For issuers owed a default data validation charge allocation payment amount (or any payment amount) that is less than $1.00, CMS will hold payment until 
after the release of sequestration funds after FY2021, so that issuers can receive the full amount (pending collections). 
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Table 6: HHS Default Data Validation Charge (Appendix D) 

HIOS ID 
HIOS INSURANCE COMPANY NAME 

RECEIVING DEFAULT DATA 
VALIDATION CHARGE 

STATE RISK POOL DEFAULT DATA VALIDATION 
CHARGE AMOUNT 

18389 Pekin Life Insurance Company IL Small Group ($133,528.26) 
79828 Pekin Life Insurance Company IN Small Group ($79,046.64) 

 
Table 7: HHS Default Data Validation Charge Allocation (Appendix E) 

HIOS ID 
HIOS INSURANCE COMPANY NAME 

RECEIVING PAYMENT FROM DEFAULT 
DATA VALIDATION CHARGE 

STATE RISK POOL 
DEFAULT DATA VALIDATION 

CHARGE ALLOCATION 
AMOUNT 

20129 Health Alliance Medical Plans, Inc. IL Small Group $1,407.14 
24301 Medical Associates Health Plans IL Small Group $ 113.47 
34446 UnitedHealth Group, Inc. IL Small Group $4,184.68 
35670 Aetna, Inc. IL Small Group $64.03 
36096 Health Care Service Corporation IL Small Group $110,075.26 
42529 UnitedHealth Group, Inc. IL Small Group $538.66 
54322 MercyCare Insurance Company IL Small Group $18.51 
58239 UnitedHealth Group, Inc. IL Small Group $554.31 
58288 Humana, Inc. IL Small Group $498.20 
66143 Federated Mutual IL Small Group $602.21 
68303 Humana, Inc. IL Small Group $1,859.22 
72547 Aetna, Inc. IL Small Group $1,120.28 
78463 UnitedHealth Group, Inc. IL Small Group $71.41 
92476 UnitedHealth Group, Inc. IL Small Group $12,353.01 
96601 Aetna, Inc. IL Small Group $16.28 
99129 Aetna, Inc. IL Small Group $51.56 
11104 Federated Mutual IN Small Group $2,728.21 
17575 Anthem, Inc. IN Small Group $29,298.78 
32378 Aetna, Inc. IN Small Group $238.53 
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HIOS ID 
HIOS INSURANCE COMPANY NAME 

RECEIVING PAYMENT FROM DEFAULT 
DATA VALIDATION CHARGE 

STATE RISK POOL 
DEFAULT DATA VALIDATION 

CHARGE ALLOCATION 
AMOUNT 

33380 Indiana University Health IN Small Group $327.11 

36373 UnitedHealth Group, Inc. IN Small Group $75.14 
43442 Humana, Inc. IN Small Group $34.14 
50816 Physicians Health Plan of Northern Indiana, Inc. IN Small Group $5,266.91 
72850 UnitedHealth Group, Inc. IN Small Group $36,354.34 
96992 Aetna, Inc. IN Small Group $2.10 
99791 Humana, Inc. IN Small Group $4,721.39 

VI. HHS-Operated Risk Adjustment Program State-Specific Data (Appendices F and G) 
 
In Appendices F and G, we set forth the risk adjustment state averages after application of the revised 2017 benefit year HHS-RADV 
error rates with billable member months for the 2018 and 2017 benefit years, respectively. Appendices F and G includes the state 
average monthly premiums by state market risk pool (catastrophic, individual non-catastrophic, small group, and merged), the state 
average plan liability risk score by state market risk pool, state average allowable rating factor by state market risk pool, state average 
actuarial value by state market risk pool, state average induced demand factor by state market risk pool, and billable member months. 
We note that some data elements in Appendices F and G may not match the state risk pool averages found in issuers’ system 
generated reports or final transfers in state risk pools that had a material discrepancy resulting in payment adjustments after the 
calculation of risk adjustment transfers. We also provide a description below of the calculations for state average premium, state 
average plan liability risk score, state average plan liability risk score after RADV, state average allowable rating factor, state average 
actuarial value, state average induced demand factor, and billable member months. 

DATA ELEMENT DESCRIPTION 

State Average Monthly Premium 
The state average premium for state market risk pool is the weighted average monthly premium for the state 
market risk pool, weighted by plan share of statewide enrollment in the state market risk pool. Beginning in the 
2018 benefit year, a 14 percent administrative cost adjustment is applied to the state average monthly premium. 
This value is used in the state payment transfer formula calculations for risk adjustment payments and charges. 

State Average Monthly Premium Before 
Adjustment 

The state average premium for state market risk pool is the weighted average monthly premium for the state 
market risk pool, weighted by plan share of statewide enrollment in the state market risk pool before the 14 
percent administrative cost adjustment is applied. This value is for informational purposes only and not used in 
the calculation of risk adjustment payments and charges. 
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DATA ELEMENT DESCRIPTION 

State Average Plan Liability Risk Score 
(PLRS) 

The state average PLRS is calculated as the summed products of PLRS and billable member months for all plans 
within the state market risk pool divided by total billable months for all plans within the state market risk pool.  

State Average Plan Liability Risk Score 
(PLRS) After RADV 

The state average PLRS is calculated as the summed products of PLRS after the application of RADV error 
rates and billable member months for all plans within the state market risk pool divided by total billable months 
for all plans within the state market risk pool. 

State Average Allowable Rating Factor 
(ARF) 

The state average ARF is calculated as the summed products of ARF and billable member months for the plans 
within the state market risk pool divided by total billable member months for all plans in the state market risk 
pool.  

State Average Actuarial Value (AV) 

The state average AV is calculated as the summed products of AV and billable member months for the plans 
within the state market risk pool divided by the total billable member months within the state market risk pool. 
AV corresponds with metal and catastrophic tiers as follows:  

* Catastrophic: 0.57 
* Bronze: 0.60 
* Silver: 0.70 
* Gold: 0.8 
*Platinum: 0.90 

 

State Average Induced Demand Factor 
(IDF)  

 

The state average IDF is calculated as the summed products of IDF and billable member months for the plans 
within the state market risk pool divided by the total billable member months within the state market risk pool. 
IDF corresponds with metal and catastrophic tiers as follows:  

*Catastrophic: 1.00  
*Bronze: 1.00  
*Silver: 1.03  
*Gold: 1.08  
*Platinum: 1.15 

Billable Member Months Billable member months are the member months of an individual or family policy that are included when setting 
the policy’s premium rate.  
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Press release  

CMS Continues Building Better, More
Affordable Insurance Marketplace with
Payment Notice for 2022 Coverage Year

Affordable Care Act

The Centers for Medicare & Medicaid Services (CMS) today issued a rule finalizing a number

of proposed provisions for the annual Notice of Benefit and Payment Parameters for 2022

(the 2022 payment notice), continuing the agency’s efforts to build a better and more

affordable insurance marketplace for Americans. CMS anticipates continuing to review

comments and finalizing other proposed policies in a second final rule to be published at a

later date. Working to address comments and feedback from the public after publishing the

proposed 2022 payment notice in November 2020, CMS is using this first final rule to tackle

a number of critical priorities. Today’s rule finalizes changes to reduce consumer costs,

empower states to develop their own unique plans, accelerate innovation, and clarify

program requirements.

“Since 2017, premiums are down, coverage options are up, and we have stabilized the

individual market with better care at lower costs,” said CMS Administrator Seema Verma.

“The actions we’re taking today ensure these improvements can continue tomorrow,

because we must never be satisfied when too many Americans still cannot afford coverage

in the individual market.”

The policies and parameters announced today give consumers, insurers, and other

stakeholders across the health care industry ample time to prepare for implementing top

priorities in 2022. Those priorities include:

Lower premiums. For 2022, CMS will reduce the user fee for qualified health plans (QHPs)

sold through a Federally-facilitated Exchange (FFE) from 3.0% to 2.25% of premium. This

is an additional reduction beyond the 0.5 percentage point reduction in the user fee rate

included in the 2020 payment notice. CMS also is finalizing a reduction in the user fee for

issuers offering plans through State-based Exchanges that use the federal platform

(SBE-FPs) from 2.25% to 1.75% of premium. In years past, including 2020 and 2021, this
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provision has been key to reducing insurance premiums to deliver an 8% average

premium reduction across states with exchanges using HealthCare.gov since the 2018

coverage year. These reductions reflect successful cost-saving measures CMS

implemented over the past several years to strengthen program integrity and improve

technological infrastructure.

Flexibility to help states develop their own health care programs that meet unique local

needs. Implemented through 1332 waivers, this update solidifies an important

opportunity for states to waive certain statutory requirements to create health programs

tailored to their own citizens, subject to federal approval. The final rule codifies in

regulatory text guidance published in 2018 to give states greater certainty over how the

federal government will evaluate and monitor section 1332 waivers moving forward.

New options for states to develop next generation Exchanges that leverage web-brokers

and insurance issuers for the direct purchase of QHPs. This approach would rely on web-

brokers and issuers to serve as the primary consumer-facing means to apply for and

enroll in individual market QHPs through the Exchange. Under these options, Exchanges

would retain responsibility for ensuring that participating web brokers and insurers meet

all applicable consumer protections, as well as remain responsible for making all eligibility

determinations, performing required verifications of consumer application information,

and meeting all statutory and regulatory requirements for operating an Exchange.

Protective provisions for consumers covered through certain health reimbursement

arrangements (HRAs). HRAs are an alternative to “traditional” group health plans that

allow employers to provide defined pre-tax reimbursements to employees for qualified

medical expenses, including monthly premiums. In response to questions and confusion

regarding policy, the 2022 payment notice clarifies that issuers of individual market QHPs

must accept premium payments made by or on behalf of an enrollee in connection with

an individual coverage health reimbursement arrangement (individual coverage HRA) or

qualified small employer health reimbursement arrangement (QSEHRA).

Greater clarity on building plans that lack a traditional provider network. Some insurance

plans do not use a provider network, meaning they do not vary benefits based on

whether enrollees receive services from an “in-network” or “out-of-network” provider. To

address lingering confusion regarding regulatory requirements that might limit plan

innovations, the 2022 payment notice clarifies that, to have such plans certified as QHPs,

issuers of these plans need not pursue compliance with network adequacy requirements

applicable to QHPs, since their benefits do not vary based on a provider’s network status.

To view the final rule, click

here: https://www.federalregister.gov/documents/2021/01/19/2021-01175/patient-

protection-and-affordable-care-act-hhs-notice-of-benefit-and-payment-parameters-for-

2022

For a fact sheet on this final rule please visit: https://www cms gov/newsroom/fact-

https://www.federalregister.gov/documents/2021/01/19/2021-01175/patient-protection-and-affordable-care-act-hhs-notice-of-benefit-and-payment-parameters-for-2022
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For a fact sheet on this final rule, please visit: https://www.cms.gov/newsroom/fact-

sheets/notice-benefit-and-payment-parameters-2022-final-rule-fact-sheet
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Notice of Benefit and Payment Parameters for 2022 Final Rule Fact Sheet 
 
The Notice of Benefit and Payment Parameters for 2022 final rule finalizes some of the 
standards included in the proposed rule for states, Exchanges, and issuers in the individual and 
small group markets. These changes further the Administration’s goals of lowering premiums, 
enhancing the consumer experience, and reducing regulatory burden. CMS anticipates issuing 
further rulemaking to address the Notice of Benefit and Payment Parameters for 2022 proposals 
that were included in the proposed Notice of Benefit and Payment Parameters for 2022 but were 
not included in this final rule.  
  
Lowering Premiums  
 
FFE and SBE-FP User Fees 
 
For the 2022 benefit year, HHS is finalizing a user fee rate of 2.25 percent of premiums for 
issuers offering plans through a Federally-facilitated Exchange (FFE), and a user fee rate of 1.75 
percent of premiums for issuers offering plans through State-based Exchanges on the Federal 
Platform (SBE-FP). These rates reflect a 0.75 percentage point decrease from the FFE and SBE-
FP user fee rates HHS finalized for the 2021 benefit year. These rate decreases reflect cost-
saving measures implemented over the last several years to reduce user fee burden on consumers 
and create downward pressure on premiums.  
 
Enhancing the Consumer Experience 
 
Establishment of the Exchange Direct Enrollment Option  
 
HHS is finalizing the proposal to establish in regulation a new option by which a State 
Exchange, SBE-FP or FFE state may facilitate enrollment of qualified individuals into individual 
market qualified health plans (QHPs) primarily through approved private-sector, direct 
enrollment (DE) entities (such as QHP issuers and web brokers). Under this new “Exchange 
Direct Enrollment option” (DE option), instead of a single, Exchange enrollment website, an 
SBE, SBE-FP or FFE state that is approved by HHS to implement the DE option will approve 
DE entities to operate private-sector websites through which consumers can apply for and enroll 
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in QHP coverage offered through the Exchange, as well as receive a determination of eligibility 
for QHP coverage, advance premium tax credit (APTC) and cost-sharing reductions (CSRs) 
from the Exchange (if otherwise eligible).  
 
Under the DE option, the Exchange will remain responsible for building and/or maintaining 
back-end eligibility and enrollment system functionality to which approved DE entities’ 
consumer-facing websites will connect, providing standardized comparative QHP information, 
making eligibility determinations, and meeting all other applicable Exchange statutory and 
regulatory requirements. For SBE-FP and FFE states that are approved to implement the DE 
option, HealthCare.gov will continue to provide the same standardized comparative QHP 
information available today to assist consumers shopping for coverage. State Exchanges 
approved to implement the DE option must have at least one DE partner that can display and 
allow for enrollment in all QHPs available in the state, as well as meet other critical federal 
requirements for HHS approval to participate in the FFE DE program. State Exchanges may 
elect this option beginning with the 2022 plan year, and FFE and SBE-FP states may elect this 
option beginning with the 2023 plan year. For an FFE or SBE-FP state that elects and is 
approved by HHS to implement the DE option for the 2023 plan year, HHS will collect FFE-DE 
or SBE-FP-DE user fees from issuers participating in the Exchange at the rate of 1.5 percent of 
premiums charged. Additional programmatic guardrails and operational parameters may be 
expanded upon and addressed in more detail in future rule making, particularly those related to 
the consumer experience and ongoing oversight. 
 
Individual Coverage Health Reimbursement Arrangements and Qualified Small Employer 
Health Reimbursement Arrangements  
 
HHS is finalizing a proposal that will require individual market QHP issuers to accept payments 
made on behalf of an enrollee from an individual coverage health reimbursement arrangement 
(individual coverage HRA) or qualified small employer health reimbursement arrangement 
(QSEHRA) when such payments are made using any of the payment methods that QHP issuers 
are required to accept under existing rules. The finalized rule includes changes to the regulatory 
text to specify that, in addition to accepting direct payments from an individual coverage HRA or 
QSEHRA, QHP issuers must also accept premium payments that are made directly by enrollees 
who are enrolled in an individual coverage HRA or QSEHRA, and clarify that QHP issuers are 
required to accept payments from individual coverage HRAs or QSEHRAs only when such 
payments are made using a method that the QHP issuer is already required to accept. 
 
Reducing Regulatory Burden 
 
Section 1332 Application, Monitoring and Compliance, and Periodic Evaluations 
 
HHS and the Department of the Treasury (collectively, the Departments) are finalizing a 
proposal, with modifications in response to comments, to codify many of the policies and 
interpretations outlined in the 2018 “State Relief and Empowerment Waivers” guidance (83 FR 
53575) into section 1332 regulations. 
 
These regulations govern section 1332 waiver application procedures, monitoring and 
compliance, and periodic evaluation requirements. The Departments believe this policy will give 



states greater certainty regarding how the Departments will apply section 1332’s statutory 
guardrails when determining whether a state’s waiver proposal can receive and maintain 
approval. It will also mitigate risk that substantial state taxpayer funds and other state resources 
will be spent preparing and submitting incomplete waiver applications or proposals that are not 
approvable. 
 
Network Adequacy 
 
HHS is finalizing a revision to the QHP network adequacy regulation clarifying that a QHP that 
does not vary benefits based on whether a covered service is furnished by a provider with whom 
the QHP has a network participation agreement is not required to comply with the network 
adequacy standards to be certified as a QHP. This clarification that QHP network adequacy 
requirements do not apply to indemnity plans makes explicit what issuers commonly understood 
already. Thus, finalization of this clarification will not have a substantive impact on QHP 
certification requirements for these plans. 
 

### 
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CCIIO DATA BRIEF SERIES
Impact of Enhanced Direct Enrollment During 
the Open Enrollment Period for 2021 Coverage

JANUARY 2021

The successful full-scale implementation of Enhanced Direct 
Enrollment (EDE) over the past two years has yielded outstanding 
results for the Federally-facilitated Marketplace.  When the first 
two partners went live in December 2018, EDE opened a new 
pathway for consumers to enroll in a qualified health plan (QHP) 
directly through an approved QHP issuer or web-broker website 
without the need to be redirected to HealthCare.gov. During the 
recently ended Open Enrollment Period (OEP) for 2021 coverage 
(2021 OEP), the EDE pathway more than doubled the number of 
consumers who selected a plan from the prior OEP—increasing 
from approximately 521,000 to 1,130,000 plan selections. In 
addition to this boost in plan selections, increased utilization 
of the EDE pathway led to a number of other positive trends. 
In particular, compared to non-DE enrollment channels (the HealthCare.gov website and call center), the EDE 
pathway attracted a higher proportion of new consumers and increased the percentage of returning consumers 
who made active plan selections during the 2021 OEP as compared to the 2020 OEP.

BACKGROUND
Direct Enrollment (DE) has been a consumer shopping option in the Federally-facilitated Marketplace (FFM) since 
the initial 2014 OEP. 1 Through DE, a consumer can use a third party site that belongs to a DE partner (either a QHP 
issuer or a web-broker) to shop for and select a QHP without using HealthCare.gov to facilitate that plan selection.  
Before enrolling, the FFM must determine the consumer’s eligibility for Exchange coverage. Upon request, the 
FFM will also determine the consumer’s eligibility for financial assistance.

The past few years have seen a transformation in the eligibility determination process for DE. Originally, a 
consumer would start on a DE partner’s site, be redirected to HealthCare.gov to complete an application and 
receive an eligibility determination, and then be redirected back to the partner’s site to select a QHP and enroll.  
The so-called “double redirect” process characteristic of the original version of DE, which we refer to as Classic 
DE, still exists. EDE offers a more streamlined pathway to enroll. EDE leverages information exchange standards 
known as application programming interfaces (APIs), which allow an EDE partner to create their own user-facing 
application that aligns with the FFM single streamlined application and accesses the FFM services created for 
that streamlined application. Through this connection to eligibility services, EDE partners obtain an eligibility 
determination from the FFM for the consumer without the cumbersome process of redirecting the consumer to 
and from HealthCare.gov. Using the EDE pathway, consumers and those assisting them can now enjoy a seamless 
user experience by avoiding the double redirect for a smoother enrollment process.

1 When we use the term Federally-facilitated Marketplace (FFM) in this briefing paper, we are including State-based Marketplaces on 
the Federal Platforms (SBE-FPs) which use the exact same technology and pathways.

This communication was printed, published, or produced and disseminated at U.S. taxpayer expense.
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Implementation of EDE came with stricter requirements than had previously existed for Classic DE, principally 
because the EDE process allowed qualified websites to obtain the eligibility determinations through direct access 
to FFM eligibility services. Prospective EDE entities need to demonstrate that their websites can ask the eligibility 
questions in a manner that achieves reliable responses, correctly display Federal eligibility determinations to 
consumers, and comply with applicable QHP plan display requirements. EDE entities also need to demonstrate 
compliance with stringent privacy and security standards. Moreover, their sites are subject to ongoing compliance 
reviews. CMS also began enforcing many of the same website review requirements for entities using Classic DE 
concurrent with EDE implementation, as well as requiring compliance with applicable privacy and security standards.

ENHANCED DIRECT ENROLLMENT PATHWAY SAW DRAMATICALLY INCREASED USE DURING 2021 OEP
DE (including both Classic DE and EDE) saw dramatically greater utilization during the 2021 OEP, increasing from 
29 percent of active 2020 plan selections to 37 percent for 2021 (Figure 1). The entire increase is attributable to 
the fact that use of the EDE pathway more than doubled, representing 17 percent of active 2021 plan selections, 
up from 8 percent in 2020. This increase in the percentage of enrollments through DE has occurred at the same 
time the number of EDE partners has grown. EDE more than quadrupled the number of participating private 
sector entities in the EDE program from 9 in 2019 (2 primary partners and 7 upstream issuers leveraging those 
platforms) to 43 in 2021 (10 primary partners and 33 upstream issuers leveraging those platforms).

FIGURE 1 
OEP Plan Selections by Channel / 2020 vs. 2021 OEPs

Enhanced Direct Enrollment is a Driving Force in New Consumer Plan Selections
As was the case during the 2020 OEP, the DE pathways continue to be the source of a high percentage of new 
consumer plan selections on the FFM. Since individual-market health insurance coverage provides transitory 
coverage for many consumers, each year the FFM needs to enroll nearly 2 million new consumers 2  in coverage to 
sustain its size, and the DE pathways are increasingly helping to achieve that threshold. Continuing the increase in 
new consumers using the DE pathways seen between the 2019 and 2020 OEPs, the number of new consumer plan 
selections using the DE pathways increased between the 2020 and 2021 OEPs by 9 percent 3  to 865,000, as

2 During the past three OEPs (2019-2021), the FFM has seen 8.4 million, 8.3 million, and 8.3 million plan selections, respectively, 
maintaining a relatively consistent level of plan selections. In those same years, the FFM reached those numbers with 2.0 million, 2.1 
million, and 1.9 million new consumers making those selections, respectively. See https://www.cms.gov/newsroom/fact-sheets/final-
weekly-enrollment-snapshot-2019-enrollment-period, https://www.cms.gov/newsroom/fact-sheets/2020-federal-health-insurance-
exchange-enrollment-period-final-weekly-enrollment-snapshot, and https://www.cms.gov/newsroom/fact-sheets/2021-federal-health-
insurance-exchange-weekly-enrollment-snapshot-final-snapshot.
3 All comparisons with 2020 plan selections include the states of New Jersey and Pennsylvania in the 2020 data. Those two states, 
representing 7% of total FFM enrollment, were no longer on the FFM platform in 2021, leading to an expectation of lower numbers of 
plan selections in 2021.

2020 OEP Plan Selections 2021 OEP Plan Selections
EDE
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17%
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21%

DE Classic
20%

Non-DE
Call Center
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Call Center
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Non-DE
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57%

Non-DE
Consumer
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https://www.cms.gov/newsroom/fact-sheets/final-weekly-enrollment-snapshot-2019-enrollment-period
https://www.cms.gov/newsroom/fact-sheets/final-weekly-enrollment-snapshot-2019-enrollment-period
https://www.cms.gov/newsroom/fact-sheets/final-weekly-enrollment-snapshot-2019-enrollment-period
https://www.cms.gov/newsroom/fact-sheets/2020-federal-health-insurance-exchange-enrollment-period-final-weekly-enrollment-snapshot
https://www.cms.gov/newsroom/fact-sheets/2020-federal-health-insurance-exchange-enrollment-period-final-weekly-enrollment-snapshot
https://www.cms.gov/newsroom/fact-sheets/2020-federal-health-insurance-exchange-enrollment-period-final-weekly-enrollment-snapshot
https://www.cms.gov/newsroom/fact-sheets/2021-federal-health-insurance-exchange-weekly-enrollment-snapshot-final-snapshot
https://www.cms.gov/newsroom/fact-sheets/2021-federal-health-insurance-exchange-weekly-enrollment-snapshot-final-snapshot
https://www.cms.gov/newsroom/fact-sheets/2021-federal-health-insurance-exchange-weekly-enrollment-snapshot-final-snapshot
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shown in Figure 2. EDE was the driving force behind this increase, with an 87 percent increase in the number 
of new consumer plan selections during the 2021 OEP as compared with last year. New consumer plan selections 
through non-DE channels dropped by about 21 percent during the 2021 OEP as compared with 2020. As a result, the 
DE pathways represented 46 percent of new consumer enrollments, up from 38 percent last year.

FIGURE 2 
New Consumer Plan Selections by Channel / 2020 vs. 2021 OEPs

Enhanced Direct Enrollment Increases Rate of Active Plan Selections among Returning Enrollees
The DE pathways are also driving more returning consumers to make active plan selections. An active plan 
selection ensures that the FFM has the consumer’s most current income information when calculating advance 
premium tax credit eligibility. Active plan selections also make it more likely that the consumer ends up selecting 
a plan that best meets their needs—taking into account the latest premiums, benefit structures, networks, and 
formularies—and ultimately remains enrolled.

In the 2021 OEP, DE experienced a 38 percent increase in the number of active plan selections by returning 
consumers as compared to last year, as shown in Figure 3. While Classic DE had a minor increase of 2 percent, 
most of the increase in the number of active plan selections by returning consumers was again driven by EDE, 
which jumped by over 140 percent. The overall number of returning consumers making active plan selections 
through both of the DE pathways increased by 425,000 during the 2021 OEP. This increase builds on last year’s 
OEP, in which the DE pathways brought in nearly 800,000 new consumers, mainly through agents and brokers. 
Those new consumers became part of the agents and brokers’ client base, increasing the number of consumers 
with whom they had a relationship and who they could directly contact to renew in coverage. 

Meanwhile, returning consumers making active plan selections through non-DE channels declined by 6 percent, or about 
192,000 consumers. The net effect of all of this activity was a slight increase in the percent of returning consumers 
making active plan selections, increasing from 71 percent during the 2020 OEP to 73 percent during the 2021 OEP.

Direct Enrollment Pathways Have More Consistency in Consumer Plan Selection Patterns
Through the years that CMS has operated 45-day OEPs (2018-2021), a distinct pattern has become apparent for 
consumers who come directly to HealthCare.gov to select a plan.  The first day of the OEP, and first week as a 
whole, have higher numbers of plan selections than average. The average daily plan selection activity wanes with 
each passing week in November, until Thanksgiving week when it predictably bottoms out. Plan selections recover 
the week following Thanksgiving and continue to increase up through the end of the OEP (December 15), with 
the final days seeing a tremendous increase in activity. As indicated in Figure 4, the 2021 OEP demonstrated the 
typical pattern of consumer traffic direct to the HealthCare.gov website.
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Using the first five weeks 4 to establish the average prior to the predictable surge of consumers in the last 10 days 
of the OEP, consumer activity dropped for three weeks (deviating around the average), dropped dramatically 
Thanksgiving week and rose the week thereafter. As compared to the first five-week average during the 2021 
OEP, the sixth week showed a 72 percent increase in daily plan selections and the final three days showed a 434 
percent jump, the annual “deadline surge.”

FIGURE 3 
Active Returning Consumer Plan Selections by Channel / 2020 vs. 2021 OEPs

The DE pathways show a much more consistent level of activity throughout the OEP as compared with consumers 
coming to HealthCare.gov, with daily plan selection levels remaining right around the average for the first five 
weeks. The DE pathways see a deadline surge towards the end of the OEP, but not nearly as pronounced as 
HealthCare.gov traffic. Compared to the first five-week average, the daily DE plan selection increased by 42 
percent in the sixth week and by 177 percent in the last three days of the OEP. The overall smoother pattern and 
more moderate deadline surge likely stems from the preponderance of agents and brokers using the DE pathways. 
Agents and brokers often schedule time with returning members to renew their coverage and need to work 
throughout the OEP to reach all of their returning consumers. In addition, since agents and brokers are a finite 
human resource, they need to spread the work out, as there is a limit to how many consumers they can serve in 
the closing days of open enrollment.

The increased use of the DE pathways and corresponding decrease in plan selections made using non-DE channels 
(e.g., Healthcare.gov and the FFM call center) appears to have incrementally shifted plan selections to earlier in the 
OEP. This year, the first five weeks of the OEP had 186,000 more plan selections than last year, while the final 10 days 
of the OEP had 155,000 fewer plan selections (Figure 5). The DE pathways also yielded 865,000 new consumers this 
year, leading to an expectation of even greater numbers of returning consumers through the DE pathways next year.

4The weeks shown in Figures 4 and 5 (and described in the text) represent seven-day periods, not the weeks as presented in the OEP 
Snapshots. Therefore, Week 1 is November 1-7, Week 2 November 8-14, etc. Use of full weeks allows more like-to-like comparison, since 
the Snapshots represent different time periods between 2020 and 2021. 
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FIGURE 4 
Average Daily Plan Selections by Channel / 2021 OEP

Therefore, we expect that this pattern could continue next year, further reducing the number of consumers in the 
deadline surge and improving the overall experience for consumers. This also means more consumers who receive 
help through an agent or broker may make their plan selection decisions well before the pressure to choose by the 
OEP deadline hits. Both of these have positive connotations for the health and growth of FFM enrollment. 

FIGURE 5 
Plan Selections by Week and Channel / 2020 vs. 2021 OEPs

You can read more about EDE and the third-party entities CMS has approved to use the EDE pathway at  
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/EDE-ApprovedPartners.

https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/EDE-ApprovedPartners
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Trade-offs in Public Health Insurance Design

Katherine Baicker, PhD

The importance of access to health
care and the financial protections
that insurance should provide have

never been more salient, and the potential
consequences of the costs and gaps within
the patchwork system in the US have
never been more dire. Would the US
population be better off with a simple,
single-payer, uniform Medicare-for-all type
of insurance plan?

Trade-offs abound in policy decisions
about health insurance. Although the ad-
vantages of moving to such a single-payer
plan might be appealing, there are large hid-
den costs that must be considered.

First, having a single health insurance
plan to cover the heterogeneous US popu-
lation can actually make people worse off
than tailoring the generosity of benefits to
different people’s needs and preferences.
In work I carried out with Mark Shepard,
PhD, now at the Kennedy School at Harvard
University, and Jonathan Skinner, PhD, at
Dartmouth College, we highlight that the
costs of having a uniform public insurance
benefit have increased dramatically since
Medicare’s advent in 1965.

One reason for the sharp increase in
the costs of having a uniform public insur-
ance benefit is the dramatic advances in
health care within the last half century,
with many more intensive—and costly—
treatments now available. Providing all
the care that might possibly be available
is a much more expensive proposition
now, necessitating forgoing many other
things. A second reason is the substantial
growth of income inequality. A person
with a high income might be willing to
devote resources to expensive care of only
minimal health benefit, whereas a person
with a lower income may need to devote
those same resources to housing or edu-
cation. A third reason is that, as tax rates
have risen, the economic cost of raising
funds to cover public insurance programs
has become much larger.

All of this means that providing the
same public insurance plan to everyone
would leave segments of the population
worse off. This could be higher-income

groups, if the public benefit is limited and
they are prohibited from going around it;
or lower-income groups, if the benefit is
comprehensive and too few resources are
left to be devoted elsewhere. An alterna-
tive that might be better for everyone
would be a basic public health plan avail-
able to all coupled with increased spend-
ing on other social insurance programs for
lower-income groups, with the option to
augment those benefits with privately
purchased wraparound plans—more like
the Medicaid-for-all who want it proposal.

A second factor in evaluating the costs
and benefits of having a single plan is the
trade-offs that are inherent to insurance
plan design. Different people value differ-
ent features in their health insurance, even
if the overall generosity of the plan is held
constant. Of course, most would prefer
lower costs and broader coverage, all else
being equal. Although most want the
same care but at a lower price, lower cost
sharing means higher premiums, whereas
narrower networks can lower premiums.

Amitabh Chandra, PhD, at the Kennedy
School and the Business School at Harvard
University and I explored the answers

given by a nationally representative survey
sample about what features in a health
insurance plan were most important to those
surveyed, focusing on the trade-offs
a m o n g e l e m e n t s s u c h a s l o w e r c o -
payments, more expansive networks,
lower premiums, and more comprehensive
coverage. People were remarkably divided
in their preferences about those dimen-
sions, and given the option, they would
make different choices about their insur-
ance coverage.

The impetus for a single-payer plan is
often not only the hope of reducing costs
but also the goal of expanding coverage.
The same survey suggests that altruistic
concern for other individuals’ access to
care, encouragingly, cuts across the politi-
cal aisle. Faith in whether the government
or the private sector is best able to effec-
tively provide that care is much more
sharply divided.

Another potential drawback of having
a single plan is that competition among plans
has the potential to drive down costs and
accelerate innovation. This requires true
competition within the insurer market, as
well as among clinicians, hospitals, and
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other health care facilities, which is not the
case in many parts of the country. There is
genuine debate to be had about the
potential for the introduction of a public
option to increase choice and competition
to promote higher value.

The costs of a single, expansive public
program point to the potential benefits of
giving enrollees a choice among insurance

options—free or heavily subsidized for
lower-income populations—to expand cov-
erage while allowing people to make
choices that reflect their priorities and drive
value. There is an example along these lines
in the Medicare Advantage system already
in place, and most patients enrolled in Med-
icaid receive their insurance through pri-
vately managed plans.

None of this is meant to say that the cur-
rent system is serving the US population well
now. Individuals are paying more and get-
ting less than they should—and this is par-
ticularly true for vulnerable populations. In-
stead, acknowledging the societal value of
expanding coverage and increasing afford-
ability, as well as the unavoidable trade-
offs involved in the design of public pro-
grams, would move the country toward
implementing a fiscally sustainable, high-
value public insurance safety net.
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House Bill Gives States Incentive to Quickly Expand 
Medicaid, Cover Millions of Uninsured 

By Jesse Cross-Call 

A provision in the House economic relief bill would give the 14 states that haven’t yet 
implemented Medicaid expansion under the Affordable Care Act (ACA) a strong new financial 
incentive to do so.1 The COVID-19 pandemic and recession have made access to health care — 
including Medicaid — even more critical, and more than 4 million uninsured people in the states 
that haven’t expanded could gain coverage if all remaining states acted. 

 
States that have expanded Medicaid have dramatically lowered their uninsured rates; the people 

gaining coverage are healthier and more financially secure as a result; and expansion has reduced 
long-standing racial disparities in health outcomes, coverage, and access to care. It also has produced 
net savings for many states. Not only does the federal government pay most of the cost of 
expansion coverage, but expansion produces offsetting state savings, such as reducing spending on 
uncompensated care and increasing revenue from the taxes that some states impose on health plans 
and providers.  

 
Despite the evidence of expansion’s benefit to people and state budgets, some state officials in 

non-expansion states still claim that their state can’t afford the modest amount of money a state 
must contribute.2 Under the provision in the House bill, states that newly expand Medicaid would 
receive a 5-pecentage-point increase in their federal medical assistance percentage (or FMAP) for 
two years. The additional federal dollars from this increase would exceed the full state cost of covering the 
expansion group in each of the holdout states.  

 
If enacted, the House provision should settle the argument about whether a state can afford 

expansion and push the remaining states to adopt expansion quickly.  

 
1 Tara Straw et al., “Health Provisions in House Relief Bill Would Improve Access to Health Coverage During COVID 
Crisis,” Center on Budget and Policy Priorities, updated February 19, 2021, 
https://www.cbpp.org/research/health/health-provisions-in-house-relief-bill-would-improve-access-to-health-coverage.  
2 See, for example, Emily Wagster Pettus, “Mississippi Senate rejects proposals to expand Medicaid. Here’s what 
lawmakers said,” Clarion Ledger, February 10, 2021, 
https://www.clarionledger.com/story/news/politics/2021/02/10/medicaid-expansion-mississippi-proposals-
rejected/4466402001/.  

1275 First Street NE, Suite 1200 
Washington, DC 20002 
 
Tel: 202-408-1080 
Fax: 202-408-1056 
 
center@cbpp.org 
www.cbpp.org 

 
 

 



2 
 

Provision Would Make Medicaid Expansion Even Better Deal for States 
Under the ACA, the federal government pays 90 percent of the cost of the people enrolled in 

expansion coverage. By comparison, the FMAP for other Medicaid enrollees varies between 50 and 
78 percent, depending on the state. 

 
State and independent analyses, including in states such as Arkansas, Kentucky, Louisiana, 

Michigan, Montana, and Virginia, have consistently showed expansion produced net savings for 
many states.3 That’s because, in addition to the generous FMAP, expansion allows states to spend 
less on programs related to the uninsured (such as uncompensated care) and collect more revenue 
from taxes on the managed care plans through which many Medicaid beneficiaries get their 
coverage. Indeed, expansion states saw “no significant changes in spending from state revenues 
associated with Medicaid expansion” compared to non-expansion states, according to a 
comprehensive analysis of state budget data in the New England Journal of Medicine. The analysis found 
“no evidence that Medicaid expansion forced states to cut back on spending on other priorities.”4 

 
The House provision would make this deal even better for states. Newly expanding states would 

receive a 5-percentage-point increase in their FMAP for all non-expansion enrollees, who account for 
most of a state’s Medicaid enrollees and costs. The increase would begin the first day of the quarter 
that expansion begins and last for two years. If, for example, a state decided to expand and began 
coverage on July 1, 2021, the state would get the higher FMAP through June 2023. (See Appendix 
Table 1 for estimates of additional federal funds by state.) 

 
This increase would come on top of the 6.2-percentage-point FMAP increase that all states will 

receive for the duration of the public health emergency under last year’s Families First Act, which 
will provide $86 billion in additional federal Medicaid dollars in 2020 and 2021.5 (The Biden 
Administration has indicated it will continue the public health emergency at least through 2021.) 

 
Adopting Medicaid Expansion Would Deliver Health Coverage to Millions, 
Reduce Racial Disparities in Health 

More than 4 million uninsured people could gain Medicaid coverage if the remaining states 
expanded.6 In addition to rapid gains in health coverage, taking up the expansion would help the 
states: 

 
3 Jesse Cross-Call, “Medicaid Expansion Continues to Benefit State Budgets, Contrary to Critics’ Claims,” Center on 
Budget and Policy Priorities, October 9, 2018, https://www.cbpp.org/research/health/medicaid-expansion-continues-
to-benefit-state-budgets-contrary-to-critics-claims.  
4 Jonathan Gruber and Benjamin D. Sommers, “Paying for Medicaid — State Budgets and the Case for Expansion in 
the Time of Coronavirus,” New England Journal of Medicine, June 11, 2020, 
https://www.nejm.org/doi/full/10.1056/NEJMp2007124.  
5 Jennifer Sullivan, “States to Get Enhanced Medicaid Funding Through 2021,” Center on Budget and Policy Priorities, 
February 1, 2021, https://www.cbpp.org/blog/states-to-get-enhanced-medicaid-funding-through-2021.  
6 Rachel Garfield, Kendal Orgera, and Anthony Damico, “The Coverage Gap: Uninsured Poor Adults in States that Do 
Not Expand Medicaid,” Kaiser Family Foundation, January 21, 2021, https://www.kff.org/medicaid/issue-brief/the-
coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/.  
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• Bring relief to front-line workers and others most at risk during the pandemic and 
recession. Hundreds of thousands of people in the holdout states who could gain Medicaid 
coverage are at elevated risk of contracting, being hospitalized for, or dying from COVID-19. 
They include 640,000 people working in essential and front-line jobs such as grocery store 
workers and home health aides, 500,000 people with disabilities, and 926,000 people aged 50-
64.7 People with low incomes have higher rates of asthma, heart disease, and other health 
conditions that raise their risk of becoming seriously ill or dying from COVID-19; expansion 
can connect them with coverage and help them access needed care. 

• Reduce long-standing racial disparities in coverage and access to care. Eleven of the 14 
non-expansion states are in the South, and 60 percent of those who would gain coverage are 
people of color,8 a group particularly harmed by COVID-19. (See Figure 1.) Black, Hispanic, 
and Indigenous people are being hospitalized and dying from the virus at the highest rates.9 
While expansion won’t eliminate these and other long-standing racial disparities, experience 
from other states shows that it narrows disparities in coverage and access to care and 
improves health outcomes among people of color.10 

• Bring a significant amount of new federal funding into their state. Even without the 
House provision, expansion would provide a financial windfall to states that newly expand: if 
all the holdout states adopted the expansion, they would bring an additional $30 billion into 
their economies each year, the Urban Institute projects.11 

As explained above, the House provision would provide an infusion of federal funding on top 
of what a state typically receives when it expands Medicaid. Those added federal dollars 
exceed what a state would receive if the temporary FMAP increase applied to the Medicaid 
expansion group; they also exceed the full cost of covering the expansion group over the first 
two years. This two-year window would take states through the period when demand for 
Medicaid will be highest due to the pandemic and recession. The added funds would free up 
state funds, allowing states to plug holes in other parts of their budgets caused by the 
economic crisis and avoid cuts to Medicaid, education, and other public services.  

 
7 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.  
8 “Who Could Get Covered Under Medicaid Expansion? State Fact Sheets,” Kaiser Family Foundation, February 10, 
2021, https://www.kff.org/medicaid/fact-sheet/uninsured-adults-in-states-that-did-not-expand-who-would-become-
eligible-for-medicaid-under-expansion/.  
9 “Risk for COVID-19 Infection, Hospitalization, and Death by Race/Ethnicity,” Centers for Disease Control and 
Prevention, updated February 18, 2021, https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-
discovery/hospitalization-death-by-race-ethnicity.html.  
10 Jesse Cross-Call, “Medicaid Expansion Has Helped Narrow Racial Disparities in Health Coverage and Access to 
Care,” Center on Budget and Policy Priorities, October 21, 2020, https://www.cbpp.org/research/health/medicaid-
expansion-has-helped-narrow-racial-disparities-in-health-coverage-and.  
11 Michael Simpson, “The Implications of Medicaid Expansion in the Remaining States: 2020 Update,” Urban Institute, 
June 9, 2020, https://www.urban.org/research/publication/implications-medicaid-expansion-remaining-states-2020-
update.  



4 
 

As existing expansion states have shown, a state that decides to adopt the expansion can 
implement it quickly and get people enrolled in coverage, especially if the state begins making system 
changes as soon as it announces its intention to expand. For example, Alaska’s expansion took effect 
just a month and a half after Governor Bill Walker announced the state’s intention to expand. In 
Maine, expansion enrollment began one week after Governor Janet Mills signed an executive order 
to start implementation. A new expansion state could also utilize some of the strategies that other 
states have used to enroll people quickly, such as automatically enrolling people from other federal 
programs like the Supplemental Nutrition Assistance Program (SNAP), enrolling parents based on 
their children’s Medicaid eligibility, and expanding presumptive eligibility.12  
 

FIGURE 1 

 

 
12 Presumptive eligibility allows hospitals, clinics, and other entities to screen individuals for Medicaid eligibility and 
temporarily enroll those who appear eligible; individuals can then submit a full Medicaid application for ongoing 
coverage. Jessica Schubel, “States Can Quickly Expand Medicaid to Provide Coverage and Financial Security to 
Millions,” Center on Budget and Policy Priorities, updated April 30, 2020, 
https://www.cbpp.org/research/health/states-can-quickly-expand-medicaid-to-provide-coverage-and-financial-security-
to.  
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Conclusion 
Given the pandemic and recession, it is more important than ever that the remaining states adopt 

the Medicaid expansion and extend health coverage to some of their most vulnerable residents. The 
House provision provides a powerful financial incentive for these states to move quickly. And while 
some expansion opponents might point to the two-year duration of the added federal funds as a 
reason not to expand, that concern would be unfounded. The House provision would give states 
that expand in the coming years a windfall of additional federal dollars in the near term, while the 
enhanced federal funds for Medicaid expansion itself ensure the program will be sustainable over the 
longer term.  
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Appendix 
 
APPENDIX TABLE 1 

State Estimates of Increase in Federal Funding From Higher FMAP Under House 
Proposal   

State 
Additional federal funding due to FMAP 

increase (in $millions) 
Alabama  940 
Florida  3,540 
Georgia  1,880 
Kansas  330 
Mississippi  890 
Missouri  1,730 
North Carolina  2,430 
Oklahoma  860 
South Carolina  960 
South Dakota  180 
Tennessee  1,660 
Texas  5,970 
Wisconsin*  1,000 
Wyoming  120 

*The Wisconsin estimate assumes that childless adults currently enrolled in BadgerCare are moved to the Medicaid 
expansion population, which means they are not included in the House proposal’s FMAP increase. Wisconsin would receive 
the higher, expansion population FMAP for covering this population rather than the base FMAP, but the additional funds 
Wisconsin would receive from that shift are not shown here. 

Note: FMAP = federal medical assistance percentage. Our estimates are based on baseline Medicaid spending figures that 
account for increased Medicaid expenditures during the COVID-19 pandemic. All estimates are rounded to the nearest $10 
million. The listed states have not implemented Medicaid expansion. 

Source: CBPP analysis using Urban Institute estimates of Medicaid spending (2020) and Congressional Budget Office 
(CBO) baseline data. 

For fiscal year 2021 through fiscal year 2023 expenditures, we inflate 2020 total traditional (non-expansion group and 
non-disproportionate-share-hospital) Medicaid spending from the Urban Institute using CBO’s baseline estimates. We 
assume the federal share of all traditional Medicaid spending is increased by 5 percentage points from July 1, 2021 
through July 1, 2023 for those states that have yet to implement the Medicaid expansion to low-income adults permitted 
under the Affordable Care Act. 
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Most people under age 65, even if they are ineligible for Medicaid or some other public 

program, are eligible for various tax subsidies such as exclusions, deductions, and 

credits that reduce the cost of purchasing private health insurance. One group excluded 

from receiving tax subsidies under current law is people without access to an offer of 

employer-sponsored insurance (ESI) and whose incomes exceed the eligibility threshold 

for premium tax credits in the Marketplace.1 In this brief, we analyze a policy that would 

expand Marketplace premium tax credits to some people in this group.  

Most people with family incomes from 400 to 600 percent of the federal poverty level (FPL) are 

covered by health insurance through an employer-sponsored plan.2 The small share of people in this 

group without access to coverage through an employer generally purchase a plan in the nongroup 

market, but some are uninsured. In the nongroup market, however, people must pay the full gross 

premium of any plan they choose because they are ineligible for the premium tax credits that reduce 

out-of-pocket premiums for people with lower incomes enrolling in coverage through the 

Marketplaces. Under current law, premium tax credits are available in the Marketplaces only for 

people with incomes from 100 to 400 percent of FPL who also meet other requirements. A policy that 

expands premium tax credits by raising the eligibility cutoff from 400 to 600 percent of FPL would 

lessen the financial burden of high premiums for such families and increase Marketplace enrollment 

for this group.  

A potential drawback of expanding premium tax credit eligibility to those with incomes up to 600 

percent of FPL is that some employers might stop offering ESI to their workers. Small employers, in 

particular, are potentially the most likely to stop offering insurance, because their workforces tend to 

be lower income than those of large employers, and they are exempt from the employer responsibility 

H EA L T H  P O L I C Y  C EN T ER   

Expanding Premium Tax Credits to Middle-
Income Families Would Reduce the Number of 
People Uninsured and Increase  
Marketplace Enrollment 
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requirements of the Affordable Care Act (ACA). Were employers to stop offering insurance because of 

an expansion of premium tax credits to higher-income workers, not all of their workers would 

necessarily enroll in alternative insurance options through the nongroup market or other public 

programs. If enough employers were to stop offering health insurance coverage to their workers, then 

the expansion policy might result in an increase in the number of uninsured, the opposite of its 

intended effect. However, as we detail below, we find such concerns unwarranted. 

 We find expanding premium tax credits to families with incomes up to 600 percent of FPL would 

reduce the number of people uninsured while substantially increasing Marketplace-based nongroup 

insurance coverage. Our results show very few employers currently offering insurance to their 

workers would find it advantageous to stop offering coverage if tax credits were expanded in this way. 

Our results are also consistent with evidence that employers have not responded to the ACA by 

dropping coverage: Ever since the ACA was first proposed, some policymakers have worried the 

subsidies available in the nongroup market would encourage employers to stop offering ESI to their 

employees. Contrary to that prediction, however, research shows most employers responded to the 

ACA by increasing the rates at which they offer insurance to their employees, and total ESI coverage 

has increased since 2014 (Gangopadhyaya and Garrett 2020; McMorrow, Blumberg, and Holahan 

2020).  

The policy examined here would make Marketplace coverage more affordable and eliminate the 

subsidy cliff (the abrupt elimination of premium tax credits) that occurs at the current cutoff threshold 

of 400 percent of FPL. Under current law, as a family’s income increases by $1 above 400 percent of 

FPL, their premium tax credit falls from as much as several thousand dollars (depending on family size 

and age of the family members) to $0. Such cliffs can create disincentives for families to take on more 

work or switch to higher-paying jobs, because the loss of federal subsidies would worsen their net 

finances. The policy proposed here would shift the subsidy cliff to higher income levels, reducing its 

size and affecting fewer people.  

A Reform to Expand Eligibility for Premium Tax Credits 

The policy we analyze would expand the population eligible for premium tax credits under the ACA 

from individuals and families with incomes from 100 to 400 percent of FPL to those with incomes 

from 400 to 600 percent of FPL. If the policy were implemented in 2020, premiums for the 

Marketplace benchmark plan for newly eligible households would have been limited to 9.78 percent of 

income, matching the percentage-of-income limit applied to enrollees with incomes from 300 to 400 

percent of FPL.3 The subsidy shrinks as incomes rise, so the new subsidies would be smaller than those 

available to lower-income families. Other eligibility exclusions under current law would still apply: 

immigrants without documentation, people with an ESI offer deemed affordable to them, and people 

eligible for Medicaid, the Children’s Health Insurance Program, or Medicare would be ineligible.  

The policy is intended to extend tax subsidies to one of the few groups of people without 

widespread access to subsidies under current law and improve affordability for those paying very high 
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premiums.4 We expect the policy would modestly increase overall insurance coverage. Though the 

uninsurance rate is already quite low in this income group, the policy would increase coverage by 

attracting some people into the Marketplace who have found ACA-compliant insurance unaffordable 

and chosen to either remain uninsured or purchase non-ACA-compliant insurance, such as short-term, 

limited-duration (STLD) policies.  

ACA-noncompliant plans have lower premiums than ACA-compliant plans, but they typically 

exclude coverage for preexisting conditions and limit or exclude coverage for certain services, such as 

prescription drugs, maternity care, mental health treatment, and substance use disorder treatment. 

Such plans can end up costing families more if they are unlucky enough to experience an illness that 

requires treatment not covered under the minimal benefits in the STLD plan.  

By specifying a cap on the percentage of income households are asked to spend on nongroup 

insurance premiums, premium tax credits under the ACA are structured so that as incomes rise, the 

amount of the subsidy falls and the amount paid directly by the enrollee increases. Under the policy 

analyzed here, Marketplace enrollees with incomes from 400 to 600 percent of FPL would pay more 

for the same coverage and receive smaller subsidies than similar families with lower incomes.5 For 

example, a family of two 45-year-olds with family income just below 400 percent of FPL ($68,960 in 

2020) would pay $6,744 annually for the average benchmark plan (table 1). A similar family with 

income just below 500 percent of FPL ($86,200 in 2020) would receive no subsidy today: under 

current law they would pay the full premium, or $11,600 annually, for the average benchmark plan. 

Under a policy of expanded eligibility for tax credits, the same family with income just below 500 

percent of FPL would pay $8,430 in premiums annually. A similar family with income just below 600 

percent of FPL ($103,440 in 2020) would pay $10,116 annually.  

As noted above, under current law, some families face a subsidy cliff at 400 percent of FPL. When 

their income falls at or just below that level, they are eligible for tax subsidies to purchase insurance, 

but if they earn just a few dollars more than that threshold, they are ineligible for any subsidy. If the 

example family above earned a few dollars more than $68,960, they would lose their premium tax 

credit of $6,744 and be faced with the full cost of coverage—in this case, about $11,600.  

By extending the cutoff on premium tax credit eligibility to 600 percent of FPL, the reform would 

reduce the size of the cliff and the number of people facing it. First, there are fewer families and 

individuals with incomes near 600 percent of FPL than with incomes near 400 percent of FPL, so 

fewer people would be potentially exposed to the cliff.6 Second, the size of the cliff, measured by the 

value of premium tax credits, shrinks as incomes rise. Fewer families with incomes above 400 percent 

of FPL would face a full premium exceeding 9.78 percent of their income.7 In the example above, for 

instance, a family with income slightly exceeding 400 percent of FPL would lose $4,856 in annual 

insurance subsidies under current law (table 1). Under the reform, a family with income slightly 

exceeding 600 percent of FPL would lose only about one-third that amount, $1,484 in annual 

insurance subsidies.8  
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TABLE 1 

Household Premium Contributions for an Illustrative Marketplace Benchmark Plan under Current 

Law versus under a Reform Extending Eligibility for Premium Tax Credits to 600 Percent of FPL for a 

Family of Two 45-Year-Olds, by Family Income Relative to FPL, 2020 

Income as a 
percentage of FPL 

 

Income  
Income cap under 

current law  

Household 
premium 

contribution under 
current law 

Premium 
assistance credit  

Under current law 
150% $25,860 4.12% $1,065 $10,535 
200% $34,480 6.49% $2,238 $9,362 
250% $43,100 8.29% $3,573 $8,027 
300% $51,720 9.78% $5,058 $6,542 
400% $68,960 9.78% $6,744 $4,856 
500% $86,200 NA $11,600 $0 
600% $103,440 NA $11,600 $0 

Under reform 
500% $86,200 9.78% $8,430 $3,170 
600% $103,440 9.78% $10,116 $1,484 

Source: Authors’ calculations using data from the Health Insurance Policy Simulation Model, 2020. 

Notes: FPL = federal poverty level. NA = not applicable. A full (pretax credit) premium is based on the national average of the 

second-lowest-priced silver plan premium in each rating region. Income dollar amounts are measured as modified adjusted gross 

income, consistent with Affordable Care Act eligibility determination rules.  

Methods 

For this analysis, we use the Health Insurance Policy Simulation Model (HIPSM), a detailed 

microsimulation model of the health care system designed to estimate the cost and coverage effects 

of proposed health care policy options (Buettgens and Banthin 2020). The model simulates household 

and employer decisions and models how changes in one insurance market sometimes cause changes in 

other markets. HIPSM is based on two years of the American Community Survey, which provides data 

on a large, representative sample of families. For this analysis, we also incorporate data from the Tax 

Policy Center to estimate (1) federal and state marginal tax rates and (2) the value of the tax exclusion 

for ESI.  

To model firms’ decisions to offer ESI to their workers, we group workers with the same 

employment characteristics, such as firm size and industry, into synthetic firms. The distribution of 

synthetic firms mimics the known distribution of employers by size, industry, region, and baseline ESI 

offer status. We simulate firm decisions about ESI offers in response to policy changes. Based on 

economic theory and evidence, HIPSM assumes firm decisions will reflect the combined preferences 

and characteristics of the workers in each firm and their dependents, who might also obtain coverage 

through the employer. Firm responses are benchmarked to estimates drawn from the literature that 

show smaller firms are much more elastic in response to changes in costs than are larger firms 

(Buettgens and Banthin 2020).  
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Employers’ Decisions about Offering Coverage  

to Employees 

Consistent with economic research and the approaches taken by other microsimulation modelers, such 

as the Congressional Budget Office and the Joint Committee on Taxation, we assume employers aim 

to attract the best available workers at the lowest possible cost by offering a mix of cash wages and 

noncash benefits such as vacation time, retirement benefits, and health insurance (CBO 2012). 

Because health insurance is a popular benefit and most eligible workers take up coverage when it is 

offered, many employers include health insurance in employee compensation. When employers offer 

insurance to their workers, they effectively lower their employees’ health insurance costs, because it is 

more costly for employees to purchase coverage independently. Medium and large employers can 

offer insurance to their workers for a much lower administrative cost than that for similar coverage in 

the nongroup market (McCue, Hall, and Liu 2013); the administrative cost for ESI is typically less than 

half the administrative cost of similar coverage in the nongroup market. In addition, when workers 

receive health insurance through their jobs, the value of this benefit is not counted as income for tax 

purposes. Employer and, often, employee contributions to health insurance premiums are excluded 

from income when calculating income and payroll taxes owed.9 The value of the tax exclusion 

increases with the income (and marginal tax rate) of the worker. For higher-income workers, this tax 

subsidy can add up to as much as 40 percent of the cost of premiums, when accounting for both 

federal and state taxes (CBO 2012; Maag et al. 2012).10  

In addition to attracting workers, employers have another incentive to offer health insurance to 

their employees. Under current law, employers with more than 50 workers may be subject to penalties 

if they do not offer health insurance to their employees that meets minimum standards. The penalties 

may be imposed if any worker enrolls in Marketplace coverage and receives a premium tax credit. 

However, the availability of premium tax credits in the Marketplace weighs against a firm’s decision to 

offer health insurance, because the subsidies are limited to families who lack an offer of affordable 

coverage from an employer and have incomes from 100 to 400 percent of FPL. An employer with a 

low-wage workforce may decide against offering health insurance so its employees would be eligible 

for Marketplace subsidies.  

Again using an example of a family of two 45-year-olds, table 2 shows ESI subsidies are typically 

larger than Marketplace subsidies for higher-wage workers, even under a policy that would extend 

Marketplace subsidy eligibility up to 600 percent of FPL. Table 2 compares the costs of a typical ESI 

plan with an actuarial value of 85 percent with an average benchmark plan in the Marketplace with an 

actuarial value of 70 percent. In our example, the ESI premium is $18,000 (including both employer 

and employee contributions), and expected out-of-pocket costs are about $3,100 for the example 

family. The Marketplace plan has a premium of $11,600, and expected out-of-pocket costs are 

$2,700.   
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TABLE 2 

Comparison of Costs of ESI and Marketplace Coverage for a Family of Two 45-Year-Olds under a 

Reform Extending Eligibility for Premium Tax Credits to 600 Percent of FPL,  

by Family Income Relative to FPL, 2020 

Income as a 
percentage of FPL Income  Marginal tax rate 

Subsidy for ESI Due 
to Tax Exclusion 

Marketplace 
Subsidy under 

Reform 

(85% AV ESI plan)a (70% AV silver plan)b 

300% $51,720  34% $6,100 $6,500 
400% $68,960  34% $6,100 $4,900 
500% $86,200  35% $6,300 $3,200 
600% $103,440  41% $7,300 $1,500 

Source: Authors’ calculations using data from the Health Insurance Policy Simulation Model and the Tax Policy Center, 2020. 

Notes: ESI = employer-sponsored insurance. FPL = federal poverty level. AV = actuarial value. Marginal tax rates include federal 

income and payroll taxes plus representative state income taxes. State income taxes are from an example state (New Jersey) 

with a marginal income tax rate slightly above the national average. Some states have no income tax, and others have marginal 

tax rates greater than those used in this example. The subsidy for ESI due to tax exclusion would be smaller in states with low 

rates and greater in states with high rates. 
a The example ESI plan has an $18,000 total annual premium (including both employer and employee contributions) before 

subsidies. 
b The example silver plan has an $11,600 annual premium before subsidies. 

The ESI plan has a higher premium because it has a higher actuarial value than the Marketplace 

plan, which translates into lower cost sharing in the form of deductibles and copayments. The typical 

ESI plan may also have a larger provider network and fewer utilization-management restrictions, and it 

may pay higher prices to providers than does the Marketplace benchmark plan. Despite the typical ESI 

plan’s higher actuarial value, its expected out-of-pocket costs are also higher than those for a 

Marketplace plan. These higher out-of-pocket costs reflect higher utilization levels, higher provider 

payments, and the preferences of workers enrolled in such coverage. Some workers, especially those 

who are older or in poor health, prefer the more expensive health plan if they can afford it because it 

provides more coverage and choices. In contrast, younger and healthier workers may not want to pay 

more for a generous health plan they are less likely to use. 

Table 2 also shows that the subsidy for ESI due to the tax exclusion grows from $6,100, if the 

example family’s income equals 300 percent of FPL, to $7,300, if the couple’s income equals 600 

percent of FPL. As noted above, the ESI tax subsidy grows with income and with the level of the 

benefit, creating an incentive for employers to offer generous health insurance to their employees. In 

the example, premium tax credits would decline from $6,500 for a family with income equaling 300 

percent of FPL to $1,500 for a family with income equaling 600 percent of FPL. Couples with incomes 

equaling 300 percent of FPL receive a larger subsidy in the Marketplace, whereas those with incomes 

equaling 500 and 600 percent of FPL receive substantially larger subsidies for ESI than for 

Marketplace coverage.  

Expanding Marketplace subsidies is unlikely to cause many employers to stop offering coverage to 

their employees because of (1) the substantial value of the ESI subsidy under the current tax structure 
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and (2) stable rates of employers offering coverage after ACA implementation. In 2013, the year 

before implementation of most of the ACA’s coverage reforms, about 85 percent of all employers 

offered health insurance to their employees; offer rates remained steady in the wake of the newly 

available Marketplace subsidies (Gangopadhyaya and Garrett 2020; McMorrow, Blumberg, and 

Holahan 2020; Miller, Keenan, and Vistnes 2019). Over 2014 and 2015, some small firms (50 or fewer 

workers) that had previously offered insurance dropped coverage, while others that had not offered 

insurance began offering it, resulting in stable patterns of coverage among small firms (Vistnes et al. 

2017). Among medium-size firms (51 to 100 workers), about 27 percent added and 3 percent dropped 

offers of coverage during this period. Ninety-eight percent of large firms (100 or more workers) 

offered insurance in 2013. Between 2014 and 2018, offer rates increased among both medium and 

large firms (Miller, Keenan, and Vistnes 2019).  

Results  

Under a reform that extends eligibility for ACA premium tax credits up to 600 percent of FPL, we find 

the number of people uninsured would fall by 116,000, a 0.4 percent decrease (table 3). In addition, 

48,000 people with noncompliant coverage, such as STLD plans, would gain ACA-compliant coverage 

by enrolling in Marketplace plans. Some enrollees in noncompliant coverage are attracted to such 

plans by their lower premiums. Under reform, when many of these enrollees would become newly 

eligible for premium tax credits that reduce premiums for Marketplace plans, many would therefore 

switch to the more comprehensive ACA-compliant plans. Together, these effects would move 

164,000 people into plans providing minimum essential coverage.  

The reform analyzed would also increase the number of people receiving tax credits to purchase 

nongroup insurance in the Marketplace by 1.0 million, or 11.0 percent. This number would include 

both those newly enrolling in Marketplace coverage and 720,000 people who were already buying 

nongroup insurance outside the Marketplace who do not qualify for a tax credit under current law. 

Total private nongroup coverage, including both subsidized and unsubsidized enrollment, would 

increase by 313,000 people, or 2.1 percent. We project no meaningful changes in coverage for those 

with Medicaid, Children’s Health Insurance Program, or other public coverage. 

Under reform, we estimate 153,000 fewer people would have ESI, a 0.1 percent decrease (table 

3). This group includes both those who would newly choose to enroll in nongroup coverage and those 

who would become uninsured once their firms stop offering health insurance coverage in response to 

the expanded eligibility for subsidies.11 More than two-thirds of the people switching out of ESI (about 

110,000 people) would become newly eligible for Marketplace subsidies, even though the so-called 

“firewall,” or prohibition against workers with offers of affordable employer coverage from receiving 

Marketplace subsidies, would remain in place under this policy. People leaving ESI include those 

whose firms stop offering health coverage and those whose firms still sponsor health insurance, but 

whose offers are not deemed affordable. Given the new subsidy, these workers and their dependents 

would find Marketplace insurance more attractive even as their employers continue offering 
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insurance. The workers who leave ESI because their employers stop offering health insurance are 

examined more closely in table 4.  

TABLE 3 

Health Insurance Coverage for the Nonelderly under Current Law and a Reform Extending Eligibility 

for Premium Tax Credits to 600 Percent of FPL, 2020 

  
Prepandemic 

Baseline 

Extend ACA Premium 
Tax Credit Eligibility to 

600% of FPL Change 

 
1,000s of 

people % 
1,000s of 

people % 
1,000s of 

people 
Percentage 

point % 

Insured (MEC) 244,346 88.7 244,510 88.8 164 0.1 0.1 
Employer 151,117 54.9 150,964 54.8 -153 -0.1 -0.1 
Private nongroup 15,131 5.5 15,444 5.6 313 0.1 2.1 

Subsidized 9,435 3.4 10,469 3.8 1,033 0.4 11.0 

Unsubsidized 5,696 2.1 4,976 1.8 -720 -0.3 
-

12.6 
Medicaid/CHIP 69,478 25.2 69,482 25.2 3 0.0 0.0 
Other public 8,619 3.1 8,619 3.1 0 0.0 0.0 

Uninsured (no MEC) 31,128 11.3 30,964 11.2 -164 -0.1 -0.5 
Uninsured 28,596 10.4 28,480 10.3 -116 0.0 -0.4 
Noncompliant 
nongroup 2,532 0.9 2,485 0.9 -48 0.0 -1.9 

Total 275,474 100.0 275,474 100.0 0 0.0 0.0 

Source: Authors’ calculations using data from the Health Insurance Policy Simulation Model, 2020. 

Notes: ACA = Affordable Care Act. FPL = federal poverty level. MEC = minimum essential coverage. CHIP = Children’s Health 

Insurance Program. Results simulated for 2020 on prepandemic baseline.  

TABLE 4 

Health Insurance Coverage for People in Families Affected by an Employer Dropping  

Health Insurance, 2020 

  
Prepandemic 

Baseline 

Extend ACA Premium 
Tax Credit Eligibility  

to 600% of FPL Change 

 1,000s of people 1,000s of people 
1,000s of 

people % 

Insured (MEC) 106 91 -15 0.1 
Employer 57 17 -41 -0.1 
Private nongroup 13 37 23 2.1 
Medicaid/CHIP 32 34 3 0.0 
Other public 4 4 0  0.0 
Uninsured (no MEC) 17 31 15 -0.5 
Uninsured 15 30 15 -0.4 
Noncompliant nongroup 1 1 0 -1.9 

Total 123 123 0 0.0 

Source: Authors’ calculations using data from the Health Insurance Policy Simulation Model, 2020. 

Notes: FPL = federal poverty level. MEC = minimum essential coverage. CHIP = Children’s Health Insurance Program. Results 

simulated for 2020 on prepandemic baseline. 
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We estimate firms employing about 50,000 workers would stop offering insurance because of this 

policy.12 However, not all of those workers and their dependents are enrolled in an employer plan 

under current law. In table 4, we provide a closer look at the resulting changes in coverage among 

those workers and their family members, a group totaling 123,000 people. We estimate less than half 

of this group (57,000 workers and dependents) are enrolled in ESI under current law. Others are 

enrolled in nongroup coverage (13,000) and Medicaid (32,000), whereas 15,000 are uninsured (table 

4). Also, some families that would lose coverage under the policy would have access to another offer 

of ESI through a spouse, which we estimate most would take up. Under the policy, we estimate 

41,000 people would ultimately lose ESI coverage. Of those losing ESI, 23,000 would move to 

nongroup coverage and 3,000 would enroll in Medicaid. We expect 15,000 people would become 

uninsured. 

These changes in coverage would increase federal spending by $4.0 billion. Premium tax credit 

spending would increase by $4.5 billion, or 8 percent, but would be offset somewhat by a $0.5 billion 

drop in spending on uncompensated care as the number of people uninsured falls. The increase in the 

federal deficit from the additional spending would also be offset by $0.3 billion in increased federal 

revenues, because people who lose ESI are expected to receive higher taxable wages in lieu of 

employer-paid premiums. 

Discussion  

We find a policy that extends premium tax credits to people with incomes up to 600 percent of FPL 

would reduce the number of people uninsured by 116,000 and newly provide minimum essential 

coverage to almost another 50,000 people currently buying lower-value STLD plans. It would also 

improve affordability of coverage among targeted families without access to affordable employer-

sponsored coverage and reduce the subsidy cliff by shifting it to 600 percent FPL and decreasing its 

size. Expanding eligibility for premium tax credits as described here is a relatively small reform that 

would cost $4.0 billion in federal spending.  

We estimate about 15,000 people would become newly uninsured under this reform, about 6,000 

of whom have incomes below 400 percent of FPL. Most of these 15,000 people would be eligible for 

subsidized coverage in the Marketplace. If this premium tax credit expansion were combined with 

other reforms, however, that number might be reduced. For example, a reform that increases outreach 

and enrollment assistance to people eligible for subsidized coverage but uninsured could reduce the 

number of people becoming uninsured. Also, firms that do not offer ESI might assist employees in 

signing up for Marketplace coverage or Medicaid, further increasing coverage.  

In addition to immediate effects on affordability and coverage, the policy may have longer-term 

effects that would promote competitiveness and stability in nongroup insurance markets. The number 

of people receiving premium tax credits through the Marketplace would increase notably by 1.0 

million, or more than 10 percent. The larger market size might encourage insurers to newly enter the 

market, expand their existing participation to new rating areas, or increase plan offerings.  
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Notes 
1  Self-employed people in this group may benefit from the self-employment tax deduction of health insurance 

premiums. 

2  For a family of two adults, this FPL represents income between $67,640 and $101,460. 

3  These caps change slightly from year to year. In 2021, the cap is 9.83 percent of income. 

4  A small number of self-employed people take advantage of the deduction for health insurance allowed under 
current law. 

5  Families are referred to here as being similar if they have the same number of members of the same age and 

live in the same premium rating region. 

6  According to the Health Insurance Policy Simulation Model, 2.6 million people under age 65 have incomes 

between 395 and 405 percent of FPL, including 143,000 uninsured people and 131,000 people with nongroup 

coverage. About 1.3 million people in this age range have incomes between 595 and 605 percent of FPL, 

including 44,000 uninsured people and 43,000 people with nongroup coverage. 

7  People who might face premiums exceeding 9.78 percent of their income include those who are older, have 

large families, or live in geographic areas with higher premiums. 

8  Elimination or reduction of the premium tax credit subsidy cliff would reduce disincentives to work for  

people with incomes near the cliff, but other incentives could offset this change for people in the new subsidy 

income range. People leaving ESI to take up the nongroup subsidy would see an increase in their effective 

marginal tax rate as they lose the tax preference for their health premiums.  

9  Employee contributions to Flexible Spending Accounts, Health Savings Accounts, and Health Reimbursement 

Arrangements are also excluded from income and payroll taxes. See “Reduce Tax Subsidies for Employment-

Based Health Insurance,” Congressional Budget Office, December 13, 2018, https://www.cbo.gov/budget-

options/54798. 

10 This estimate reflects savings after accounting for federal and state income and payroll taxes and uses New 

Jersey to represent the median state tax rate.  

11 This group also includes a very small number of people who would enroll in Medicaid. 

12 About 95 percent of those firms are estimated to have fewer than 25 employees.  
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House Relief Package Would Help Millions and 
Bolster the Economy 

By CBPP Staff 

 
The House’s emerging economic relief package would provide needed help to tens of millions of 

people, reduce high levels of hardship, help school districts address student learning loss, and bolster 
the economy. While some modifications will likely be made as the legislation is finalized, Congress 
should move quickly to enact a relief package that reflects the priorities in this package, which is 
modeled on President Biden’s American Rescue Plan.  

 
The economy remains weak, the jobs recovery has lost momentum, and there are nearly 10 

million fewer jobs than in February of 2020.1 Black and Latino unemployment is 9.2 percent and 8.6 
percent, respectively, well above the white unemployment rate of 5.7 percent — which itself is too 
high. The economy won’t return to its full potential until 2025, the Congressional Budget Office 
projects; the number of people employed won’t return to pre-pandemic levels until 2024; and 
unemployment won’t fall below 4 percent until 2026.2  

 
Hardship remains extraordinary; it’s particularly acute among Black, Latino, and Indigenous 

people and immigrants; and households with children also have been particularly hard hit.3 Nearly 83 
million adults (35 percent of all adults) reported between January 20 and February 1 that their 
household found it somewhat or very difficult to cover usual expenses in the past seven days, and 
that figure rises to 42 percent for adults living with children. Some 24 million adults (11 percent) said 
their household sometimes or often didn’t have enough to eat, rising to 15 percent among adults in 
households with children. An estimated 13.2 million adults in rental housing (nearly 20 percent of 
adult renters) said they were not caught up on rent, rising to 26 percent among adult renters with 
children. The extent and severity of hunger, eviction, homelessness, and other hardship in the days 

 
1 Chad Stone, “Jobs Recovery Still Long Way Off, Especially for Low-Wage Workers and Workers of Color,” Center on 
Budget and Policy Priorities, February 5, 2021, https://www.cbpp.org/blog/jobs-recovery-still-long-way-off-especially-
for-low-wage-workers-and-workers-of-color.  
2 Joel Friedman, “Budget Resolution Marks Important Step Toward Urgently Needed COVID Relief,” Center on 
Budget and Policy Priorities, February 3, 2021, https://www.cbpp.org/blog/budget-resolution-marks-important-step-
toward-urgently-needed-covid-relief.  
3 Center on Budget and Policy Priorities, “Tracking the COVID-19 Recession’s Effects on Food, Housing, and 
Employment Hardships,” updated February 11, 2021, https://www.cbpp.org/research/poverty-and-inequality/tracking-
the-covid-19-recessions-effects-on-food-housing-and.  
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ahead will depend on whether policymakers provide robust relief that reaches those in need (and on 
the pandemic’s trajectory and the economy’s pace of recovery). 

 
It is critical that policymakers act to reduce high levels of hardship, take the public health steps 

needed to end the pandemic, and put the nation on the best possible path for a strong and equitable 
recovery. 

 
The House package includes key provisions to meet these goals, including: 
 
• Expanded and extended unemployment benefits; 

• Expansions in the Child Tax Credit and Earned Income Tax Credit; 

• Continuation of key food assistance provisions now in place and new investments in WIC; 

• Expansions in health coverage; 

• Increased housing assistance; 

• Fiscal aid for states, territories, tribes, and localities; 

• Funding for K-12 schools; and 

• Emergency funds to help families facing hardship. 

 
The package includes other provisions as well, including a new round of stimulus payments, 

public health investments, a minimum wage increase, paid leave provisions, additional child care 
funding, and aid to businesses. These are not covered in this paper. 
 
Unemployment Benefits  

The House package would extend critical unemployment benefits that are helping jobless workers 
pay their bills and care for their families.4 

 
Not only are there now 9.9 million fewer jobs than in February of 2020, but a disproportionate 

number of job losses over the past year are in industries that pay low wages. (See Figure 1.) Since the 
steep job losses of last spring, workers of color and those without a bachelor’s degree have endured 
a far slower jobs recovery than white workers and college graduates. The lowest-paying industries 
accounted for 31 percent of all jobs in February of 2020, but 57 percent of jobs lost since then. 

 
The December relief package reinstated a federal unemployment benefit increase, provided more 

weeks of benefits so that jobless workers wouldn’t lose them while the nation struggled with 
COVID-19 and its economic fallout, and continued the Pandemic Unemployment Assistance (PUA) 
program, which expands benefit eligibility to more jobless workers. These provisions are slated to 
expire in mid-March, and the House package would extend them to the end of August (and increase 
the federal benefit supplement, from $300 per week to $400). The August cutoff, however, is 

 
4 Chad Stone, “COVID Relief Package Includes Important Unemployment Benefit Extensions, But Duration Should Be 
Extended,” Center on Budget and Policy Priorities, February 9, 2021, https://www.cbpp.org/blog/covid-relief-package-
includes-important-unemployment-benefit-extensions-but-duration-should-be. 
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problematic compared to the end-of-September date in President Biden’s plan. Unemployment, 
particularly among workers of color and workers without a college degree, will likely remain elevated 
in the fall; extending benefits through September better aligns with a time when — unlike August — 
Congress will be in session and focused on budget matters (with the fiscal year ending on September 
30) and thus well positioned to extend benefits if necessary. The August timing makes a benefit 
lapse, which would hurt families and disrupt states’ ability to administer jobless programs, likelier. 

 
FIGURE 1 

 
 

Tax Credits  
The House package would make the full Child Tax Credit available to 27 million children in 

families with low or no income, increase the size of the Child Tax Credit, and provide an expanded 
Earned Income Tax Credit (EITC) for far more low-paid adults without minor children at home — 
driving a historic reduction in child poverty and providing timely income support for millions of 
people.5 (See Appendix Tables 1 and 2 for state-by-state data.) 

 
Together, the Child Tax Credit and EITC now lift more children above the poverty line (5.5 

million) than any other program. The House package would make the full Child Tax Credit available 
to children in families with low or no earnings, raise the maximum credit from $2,000 to $3,000 per 
child and $3,600 for children under age 6, and extend the credit to 17-year-olds.  The increase in the 
maximum amount would begin to phase out for heads of households making $112,500 and married 
couples making $150,000. The proposal would lift 4.1 million additional children above the poverty 
line — cutting the number of children in poverty by more than 40 percent — and lift 1.1 million 
children above half the poverty line (referred to as “deep poverty”). Among the children that the 

 
5 Chuck Marr et al., “House Ways and Means COVID Relief Bill Includes Critical Expansions of Child Tax Credit and 
EITC,” Center on Budget and Policy Priorities, February 9, 2021, https://www.cbpp.org/research/federal-tax/house-
ways-and-means-covid-relief-bill-includes-critical-expansions-of-child.  
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Child Tax Credit expansion would lift above the poverty line, some 1.2 million are Black, 1.7 million 
are Latino, 148,000 are Asian American, and 887,000 are white.6 

 
The House package also would raise the EITC for low-paid working adults who are not raising 

children at home and now get only a tiny credit. It would raise the maximum EITC for these 
“childless adults” from about $530 to about $1,500, raise the income cap for them to qualify from 
about $16,000 to at least $21,000, and expand eligible childless workers to include younger adults 
aged 19-24 who aren’t full-time students and those 65 and over. That would provide timely income 
support to over 17 million people who work for low pay, including the 5.8 million childless workers 
aged 19-65 (excluding full-time students aged 19-23) who are now the lone group that the federal tax 
code taxes into, or deeper into, poverty. 

 
These expansions would help push against racial disparities. Currently about half of all Black and 

Latino children get only a partial Child Tax Credit or no credit at all because their families’ incomes 
are too low to qualify for the full credit. This design flaw in the current Child Tax Credit comes on 
top of longstanding employment discrimination, unequal opportunity in education and housing, and 
other factors that leave more Black and Latino households struggling to make ends meet. Similarly, 
the current EITC for adults without minor children at home is tiny, leaving low-paid workers, who 
because of these inequities are disproportionately workers of color, with inadequate wage 
supplements. 

 
Food Assistance  

The House package would extend and expand nutrition assistance to help address today’s 
extraordinarily high levels of hunger and hardship.7 

 
The number of households struggling to put enough food on the table spiked last spring due to 

COVID-19, remained nearly three times its pre-pandemic levels over the summer, and rose even 
higher in late 2020. Food hardship has disproportionately affected households with children, 
especially Black and Latino households. Between 7 and 11 million children live in a household in 
which the children didn’t eat enough in the last seven days because they couldn’t afford enough 
food, compared to 1.1 million children in December of 2019. The current figure includes 28 percent 
of children in Black and Latino households, compared to 10 percent in white households. 

 

 
6 Racial and ethnic categories do not overlap. Figures for each racial group such as Black or Asian American do not 
include individuals who identify as people of Latino ethnicity. Latino includes all people of Hispanic, Latino, or Spanish 
origin regardless of race. Figures for children who identify as American Indian or Alaska Native (AIAN) alone are not 
shown because of concerns about sample size and data reliability and because limiting the figures to a single race and 
ethnicity has particularly strong implications for the estimated size of the AIAN population. About 180,000 children 
who identify as AIAN alone or in combination, regardless of Latino ethnicity, would be lifted above the poverty line by 
the House’s Child Tax Credit expansion. Following the mutually exclusive approach used for other racial and ethnic 
groups, about 70,000 children who identify as AIAN alone, not Latino, would be lifted above the poverty line by the 
House’s Child Tax Credit expansion.  
7 Joseph Llobrera, “COVID Relief Bills Respond to Extraordinarily High Food Hardship,” Center on Budget and Policy 
Priorities, February 9, 2021, https://www.cbpp.org/blog/covid-relief-bills-respond-to-extraordinarily-high-food-
hardship; Dottie Rosenbaum et al., “Food Assistance in COVID Relief Bills Would Reduce Hardship, Provide 
Economic Stimulus,” Center on Budget and Policy Priorities, February 10, 2021,  
https://www.cbpp.org/research/food-assistance/food-assistance-in-covid-relief-bills-would-reduce-hardship-provide.  
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The House package would extend, through September, a 15 percent increase in SNAP benefits 
from December’s relief package that is slated to expire in June — likely before the economy has 
recovered and while food insecurity remains high. (See Appendix Table 3 for state-by-state impacts.) 
It would allow states to continue, through the summer, the Pandemic EBT (P-EBT) program, which 
provides grocery benefits to replace meals that children miss when they do not attend school or 
child care in person. Extending this benefit through the summer is important, providing a bridge to 
help families until school reopens, hopefully fully in-person, in September. 

 
The package also would provide funds to modernize the WIC nutrition program for low-income 

women, infants, and children, support innovative service delivery, and temporarily raise the amount 
of fruit and vegetables that participants can get. These steps would improve a critical program that 
has been proven to boost health and cognitive outcomes for children but served fewer individuals in 
fiscal year 2020 than the prior year despite the surge in food hardship during the pandemic. And it 
would add $1 billion to the capped block grants for food assistance that Puerto Rico, American 
Samoa, and the Northern Mariana Islands receive instead of SNAP, enabling them to better meet 
their residents’ food assistance needs over the next several years. 

 
Health  

The House package would make comprehensive health coverage more affordable and accessible 
for millions of people during the current crisis.8 

 
Comprehensive health coverage is important under any circumstances because it improves 

people’s access to care, financial security, and health outcomes. But preserving and extending 
coverage is even more important now, during COVID-19 and its economic fallout, because it would 
shield families from financial hardship and support public health efforts, easing people’s access to 
testing, treatment, and vaccines. Those who have low incomes or are uninsured, in particular, have 
faced unprecedented challenges. The relief measures that policymakers enacted over the last year in 
response to COVID-19 and its fallout did not extend health coverage or make it more affordable. 

 
To make marketplace coverage more affordable, the House package would eliminate or vastly 

reduce premiums for many people with low or moderate incomes who enroll in plans through the 
Affordable Care Act (ACA) marketplaces and would provide new help to people with somewhat 
higher incomes who face high premiums. (See Figure 2.) This provision would lower premiums for 
most current marketplace enrollees and expand coverage to 1.3 million people who would otherwise 
be uninsured.9 In addition, the bill would improve affordability and decrease the number of 
uninsured people by:  

 

 
8 Sarah Lueck, “Bigger Tax Credits, More Medicaid Expansion Would Make Health Coverage More Accessible and 
Affordable,” Center on Budget and Policy Priorities, February 10, 2021, https://www.cbpp.org/blog/bigger-tax-credits-
more-medicaid-expansion-would-make-health-coverage-more-accessible-and; Tara Straw et al., “Health Provisions in 
House Relief Bill Would Improve Access to Health Coverage During COVID Crisis,” Center on Budget and Policy 
Priorities, February 10, 2021, https://www.cbpp.org/research/health/health-provisions-in-house-relief-bill-would-
improve-access-to-health-coverage.  
9 Congressional Budget Office, “Reconciliation Instructions of the House Committee on Ways and Means,” Cost 
Estimate, February 15, 2021, https://www.cbo.gov/system/files/2021-02/hwaysandmeansreconciliation.pdf. 
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• protecting marketplace enrollees, especially those whose income fluctuated last year, from 
having to repay large portions of their federal premium tax credits; 

• making it easier for those getting unemployment benefits to afford coverage; and 

• assisting people who recently lost their job and want to continue their current coverage to 
afford so-called “COBRA” coverage through September. 

 
In addition, the package would increase financial incentives for the 14 states that have not 

implemented the ACA’s Medicaid expansion to do so, which would provide critical coverage to 
nearly 4 million uninsured people (if all states adopted the expansion). And it would strengthen 
Medicaid coverage in other ways — for instance, with higher federal matching funds to help more 
people with disabilities get services in the community instead of nursing homes, with a new state 
option to extend Medicaid or Children’s Health Insurance Program coverage to 12 months after 
childbirth for postpartum people, and with letting Medicaid cover health services for the 30 days 
before people leave jail or prison to improve the coordination of their health services as they prepare 
to return home. 

 
FIGURE 2 
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Housing  
The House package includes critical housing assistance for millions who are struggling to pay rent 

and avoid eviction, and badly needed funds for communities to address homelessness during the 
pandemic.10 

 
As noted, some 13.2 million adults — nearly 1 in 5 adult renters — report that they are not caught 

up on their rent, and renters likely already owe tens of billions in back rent and will need more help 
paying rent in the coming months. (See Figure 3.) Nearly 5 million renters say they have lost 
employment income and expect to be evicted soon. Struggling renters are disproportionately 
households with children and people of color, particularly people who are Black or Latino. 
Communities are struggling to provide safe, non-congregate shelter and housing options to the more 
than half-million people experiencing homelessness. Evictions and homelessness may exacerbate the 
spread of COVID-19 and cause severe hardship. 

 
FIGURE 3 

 
 
The House package provides critical relief to reduce evictions and other housing-related hardship. 

This relief will supplement $25 billion in rental assistance aid in December’s relief package (which 
will likely help only a fraction of those behind on rent) as well as the Biden Administration’s action 
to extend a Centers for Disease Control and Prevention order prohibiting most evictions through 

 
10 Douglas Rice and Ann Oliva, “Housing Assistance in House COVID Bill Would Prevent Millions of Evictions, Help 
People Experiencing Homelessness,” Center on Budget and Policy Priorities, February 8, 2021, 
https://www.cbpp.org/research/housing/housing-assistance-in-house-covid-bill-would-prevent-millions-of-evictions-
help. 
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the end of March. The House package builds upon these efforts by providing $19 billion in 
emergency rental assistance for low-income renters who have lost income or are experiencing other 
hardship and risk losing their housing; $5 billion for Housing Choice Vouchers for people 
recovering from homelessness and for renters at greatest risk of homelessness; $5 billion for 
homelessness assistance through the HOME Investment Partnerships Program; $750 million in 
housing aid for tribal nations and Native Hawaiians; $139 million for rural housing assistance; and 
$100 million for housing counseling services for renters and homeowners. It also provides $10 
billion to help homeowners who are experiencing financial hardship due to COVID-19 maintain 
their mortgage, tax, and utility payments and avoid foreclosure and displacement. 

 
State Fiscal Aid  

The House package would provide $350 billion to help states, localities, tribal governments, and 
territories address their sizable revenue shortfalls and added costs.11 

 
State revenue for 2021 is down an estimated 6 percent below pre-pandemic projections, and 

municipal revenue fell 13 percent (and county revenue by a similar percentage) since COVID-19 hit. 
States, localities, tribal nations, and territories face $300 billion in total revenue shortfalls through 
fiscal 2022 (or $225 billion if they spend their $75 billion in reserves), but these estimates don’t 
include a host of pandemic-related state and local costs — fighting COVID-19 (e.g., with more 
protective equipment, testing, and tracing); providing services during the pandemic (e.g., by training 
and equipping public employees); and helping people and businesses facing extreme hardship (e.g., 
through emergency mental health programs and food assistance for families that need it). 

 
Of the $350 billion in aid, states would get $195.3 billion. Each state would receive $500 million 

plus its share of the remainder based on its share of the nation’s jobless workers. Municipalities and 
counties would get $130.2 billion ($65.1 billion each) — with a municipality’s allocations based 
largely on its population and poverty, and county allocations based on each county’s share of the 
nation’s population. Tribal nations would get $20 billion, and territories would get $4.5 billion. 

 
Schools 

The House package includes President Biden’s proposal for $130 billion in new, flexible funds for 
school districts over the next three-and-a-half school years — the largest-ever one-time federal 
investment in K-12 education, but entirely appropriate in light of school funding needs and the 
impact the pandemic has had on student learning.12 

 
Historically, K-12 schooling has been funded overwhelmingly by states and localities; they 

currently provide 92 percent of funding, with the federal government providing the rest. COVID-
19, however, forced states to cut funding and created enormous financial and educational challenges 
that states and localities will be hard pressed to meet over the next several years without federal 

 
11 Michael Leachman, “House Budget Bill Provides Needed Fiscal Aid for States, Localities, Tribal Nations, and 
Territories,” Center on Budget and Policy Priorities, February 10, 2021, https://www.cbpp.org/research/state-budget-
and-tax/house-budget-bill-provides-needed-fiscal-aid-for-states-localities.  
12 Nicholas Johnson and Victoria Jackson, “House Bill to Implement Biden COVID-Relief Plan Includes Much-Needed 
K-12 Funding,” Center on Budget and Policy Priorities, February 9, 2021, https://www.cbpp.org/research/state-
budget-and-tax/house-bill-to-implement-biden-covid-relief-plan-includes-much-needed.  
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assistance. As noted, states, localities, tribal nations, and territories face a $300 billion revenue 
shortfall through fiscal 2022 that, if not offset with more federal funding, will mean more school 
funding cuts. K-12 funding comprises about 26 percent of state budgets and states will find it very 
hard to fully shield that funding while meeting their balanced-budget requirements. Even before 
COVID-19, schools endured years of inadequate and inequitable funding. Some 15-20 states were 
still providing less funding for K-12 schools when the pandemic hit than before the Great Recession 
of a decade ago in per-pupil, inflation-adjusted terms. When COVID-19 hit, schools were employing 
77,000 fewer teachers and other workers while educating 1.5 million more children. 

 
The CARES Act of March provided $13.2 billion for K-12 education and December’s package 

provided another $54 billion, but schools will need far more to pay for distance learning, safe in-
person instruction, caring for students’ physical and mental health, and, most significantly, making 
up for learning loss. Schools need to close the “digital divide,” so all students and teachers have 
access to devices and connectivity. They need to safely operate in-person schools, which will require 
plexiglass shields, hand sanitizer, more custodial staff, and more buses and drivers to maintain social 
distancing. A quarter of schools have no full- or part-time nurse, and most schools lack counselling 
support to help students navigate the mental-health challenges of returning to school. Many schools 
will need to add staff and/or portable classrooms to reduce class size to meet social distancing 
guidelines.  

 
But beyond the costs of operating remotely and in person, the House bill’s funds would enable 

school districts to make critical investments to address the widespread learning loss that the 
pandemic and remote learning have caused. Students on average will likely lose nine months of 
learning by the end of the 2020-21 school year, McKinsey & Company estimates, and students of 
color may well lose a full year on average. With resources, schools can lengthen school days and the 
school year and invest in high-quality tutoring to help students — over the course of the next couple 
of years — recover what they have lost. The costs of addressing all these needs could easily top $100 
billion over the next few years, based on estimates from the Learning Policy Institute and 
McKinsey.13 Along with the $130 billion, the House package includes “maintenance of equity” 
provisions that require states to avert funding cuts to schools and school districts with high numbers 
of poor children. 

 
Emergency Funds  

The House package includes a new $1 billion TANF Pandemic Emergency Fund to enable states, 
tribes, and territories to help families with the lowest incomes cover their additional pandemic-
driven expenses and avert eviction and other real hardships.14 

 

 
13 Emma Dorn et al., “COVID-19 and Learning Loss — Disparities Grow and Students Need Help,” McKinsey & 
Company, December 8, 2020, https://www.mckinsey.com/industries/public-and-social-sector/our-insights/covid-19-
and-learning-loss-disparities-grow-and-students-need-help; Michael Griffith, “What Will It Take to Stabilize Schools in 
the Time of COVID-19?” Learning Policy Institute, May 7, 2020, https://learningpolicyinstitute.org/blog/what-will-it-
take-stabilize-schools-time-covid-19. 
14 LaDonna Pavetti, “Pandemic Emergency Fund Would Help Families With Lowest Incomes,” Center on Budget and 
Policy Priorities, February 10, 2021, https://www.cbpp.org/blog/pandemic-emergency-fund-would-help-families-with-
lowest-incomes.  
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Hardship is particularly high among families with children, raising serious concerns about the 
long-term consequences for children’s health and academic outcomes. Nearly half of all children live 
in households that are having trouble covering usual expenses, and more than 4 in 10 children in 
rental housing live in a household that either isn’t getting enough to eat or isn’t caught up on rent. 

 
States (along with tribes and territories) could use the new fund to provide households with non-

recurrent, short-term benefits — that is, benefits that: (1) address a specific crisis or episode of need; 
(2) don’t meet recurring or ongoing needs; and (3) don’t extend beyond four months. States could 
direct funds to the families that most need them, and states need not limit payments to families 
receiving TANF cash assistance. Indeed, in states in which few families get TANF, states could 
reach more needy families by targeting a broader set of them (such as SNAP families with children). 
States also could use the funds, for instance, to help families that don’t get emergency housing 
assistance pay their back rent and avoid eviction, or help families fleeing domestic violence cover 
their moving costs and initial rental payments. 
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Appendix 
 
APPENDIX TABLE 1 

Estimated Number of Children Who Would Benefit From House Ways and Means 
Child Tax Credit Expansion, by State  

State 

Children under 
17 left out of 

the full $2,000 
Child Tax 

Credit who 
would benefit 

from 
expansion 

Children under 
18 lifted above 

the poverty 
line by 

expansion 

Children under 
18 lifted above 
or closer to the 
poverty line by 

expansion 

Children under 
18 who would 
benefit from 
expansion 

Share of 
children under 
18 who would 
benefit from 
expansion 

Total U.S. 27,000,000 4,140,000 9,894,000 65,694,000 90% 
Alabama 479,000 80,000 162,000 1,021,000 94% 
Alaska 52,000 12,000 21,000 167,000 91% 
Arizona 690,000 112,000 238,000 1,508,000 93% 
Arkansas 324,000 48,000 94,000 661,000 94% 
California 3,527,000 553,000 1,689,000 7,865,000 88% 
Colorado 345,000 57,000 132,000 1,109,000 89% 
Connecticut 199,000 29,000 79,000 608,000 83% 
Delaware 67,000 10,000 24,000 183,000 90% 
District of 
Columbia 

52,000 8,000 25,000 94,000 76% 

Florida 1,733,000 272,000 698,000 3,837,000 92% 
Georgia 1,042,000 171,000 354,000 2,274,000 91% 
Hawai’i 92,000 14,000 43,000 278,000 92% 
Idaho 154,000 17,000 37,000 410,000 94% 
Illinois 986,000 153,000 338,000 2,543,000 89% 
Indiana 556,000 80,000 175,000 1,453,000 93% 
Iowa 198,000 25,000 48,000 669,000 93% 
Kansas 219,000 29,000 57,000 652,000 93% 
Kentucky 421,000 69,000 143,000 931,000 93% 
Louisiana 529,000 94,000 188,000 1,028,000 94% 
Maine 75,000 10,000 21,000 229,000 91% 
Maryland 353,000 52,000 158,000 1,125,000 85% 
Massachusetts 355,000 55,000 161,000 1,105,000 81% 
Michigan 810,000 117,000 249,000 1,970,000 92% 
Minnesota 321,000 44,000 85,000 1,126,000 88% 
Mississippi 350,000 57,000 116,000 677,000 96% 
Missouri 505,000 73,000 153,000 1,262,000 92% 
Montana 78,000 10,000 21,000 210,000 93% 
Nebraska 141,000 18,000 36,000 434,000 93% 
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APPENDIX TABLE 1 

Estimated Number of Children Who Would Benefit From House Ways and Means 
Child Tax Credit Expansion, by State  

State 

Children under 
17 left out of 

the full $2,000 
Child Tax 

Credit who 
would benefit 

from 
expansion 

Children under 
18 lifted above 

the poverty 
line by 

expansion 

Children under 
18 lifted above 
or closer to the 
poverty line by 

expansion 

Children under 
18 who would 
benefit from 
expansion 

Share of 
children under 
18 who would 
benefit from 
expansion 

Nevada 272,000 40,000 86,000 634,000 94% 
New 
Hampshire 

52,000 8,000 20,000 222,000 87% 

New Jersey 560,000 89,000 257,000 1,608,000 82% 
New Mexico 244,000 32,000 71,000 454,000 95% 
New York 1,546,000 242,000 680,000 3,564,000 87% 
North Carolina 924,000 137,000 307,000 2,088,000 92% 
North Dakota 40,000 4,000 10,000 157,000 92% 
Ohio 948,000 132,000 278,000 2,372,000 92% 
Oklahoma 398,000 63,000 113,000 895,000 94% 
Oregon 292,000 40,000 92,000 779,000 90% 
Pennsylvania 892,000 140,000 311,000 2,368,000 90% 
Rhode Island 67,000 8,000 23,000 185,000 91% 
South Carolina 475,000 68,000 151,000 1,025,000 94% 
South Dakota 67,000 10,000 19,000 197,000 93% 
Tennessee 633,000 95,000 212,000 1,394,000 93% 
Texas 3,091,000 503,000 1,079,000 6,696,000 92% 
Utah 235,000 32,000 69,000 860,000 94% 
Vermont 30,000 4,000 8,000 105,000 91% 
Virginia 530,000 85,000 249,000 1,591,000 86% 
Washington 478,000 66,000 159,000 1,437,000 88% 
West Virginia 169,000 23,000 50,000 346,000 94% 
Wisconsin 368,000 46,000 94,000 1,159,000 92% 
Wyoming 35,000 3,000 11,000 128,000 95% 

Notes: Based on economy as of 2016-2018 using tax year 2020 tax rules and incomes adjusted to 2020 dollars. Children 
left out receive less than full $2,000 per child because their parents lack earnings or have earnings that are too low. 
Source: For children left out of the full $2,000 Child Tax Credit, Tax Policy Center national estimate allocated by state based 
on CBPP analysis of American Community Survey (ACS) data for 2016-2018. For remaining columns, CBPP analysis of the 
March 2019 Current Population Survey (national estimate) allocated by state based on CBPP analysis of ACS data for 
2016-2018. Poverty calculations also use U.S. Census Bureau Supplemental Poverty Measure research files for the ACS. 
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APPENDIX TABLE 2 

Childless Workers Who Would Benefit From House Ways and Means EITC 
Expansion, by State 

State Estimated Number of Childless Workers Benefiting From EITC Expansion 

Total U.S. 17,354,000 
Alabama 288,000 
Alaska 41,000 
Arizona 381,000 
Arkansas 184,000 
California 1,847,000 
Colorado 299,000 
Connecticut 154,000 
Delaware 49,000 
District of 
Columbia 

33,000 

Florida 1,310,000 
Georgia 572,000 
Hawai’i 69,000 
Idaho 109,000 
Illinois 620,000 
Indiana 383,000 
Iowa 181,000 
Kansas 169,000 
Kentucky 272,000 
Louisiana 298,000 
Maine 93,000 
Maryland 257,000 
Massachusetts 294,000 
Michigan 603,000 
Minnesota 289,000 
Mississippi 177,000 
Missouri 361,000 
Montana 84,000 
Nebraska 104,000 
Nevada 169,000 
New Hampshire 71,000 
New Jersey 356,000 
New Mexico 135,000 
New York 915,000 
North Carolina 603,000 
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APPENDIX TABLE 2 

Childless Workers Who Would Benefit From House Ways and Means EITC 
Expansion, by State 

State Estimated Number of Childless Workers Benefiting From EITC Expansion 

North Dakota 41,000 
Ohio 695,000 
Oklahoma 237,000 
Oregon 264,000 
Pennsylvania 700,000 
Rhode Island 49,000 
South Carolina 317,000 
South Dakota 53,000 
Tennessee 396,000 
Texas 1,404,000 
Utah 139,000 
Vermont 40,000 
Virginia 419,000 
Washington 360,000 
West Virginia 111,000 
Wisconsin 321,000 
Wyoming 38,000 

Note: Childless workers who would benefit from the House EITC expansion are those aged 19 and over (excluding full-time 
students 19-24). 
Source: CBPP estimates based on the U.S. Census Bureau’s 2016-2018 American Community Survey and March 2019 
Current Population Survey, using 2020 tax parameters and incomes adjusted to 2020 dollars. 

 
 

APPENDIX TABLE 3 

Estimated Increase in SNAP Benefits, by State, From 15 Percent Increase in Maximum 
Benefit  

   Under a 15% Increase in SNAP 
Maximum Benefits 

State 

Number of SNAP 
Participants in 
Latest Month 

With Available 
Dataa 

(thousands) 

Average Monthly 
Benefit Increase 

Per Person 

Estimated Total 
Monthly Benefit 

Increase 
Statewide 
(millions) 

Estimated Total 
3-month Benefit 

Increase 
Statewide 
(millions) 

Share of Increase 
Going to 

Households With 
Income Below 50 
Percent of Federal 

Poverty Level 

Alabama 794 $27 $21 $64 43% 

Alaska 74 $37 $3 $8 50% 

Arizona 909 $27 $24 $73 45% 
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APPENDIX TABLE 3 

Estimated Increase in SNAP Benefits, by State, From 15 Percent Increase in Maximum 
Benefit  

   Under a 15% Increase in SNAP 
Maximum Benefits 

State 

Number of SNAP 
Participants in 
Latest Month 

With Available 
Dataa 

(thousands) 

Average Monthly 
Benefit Increase 

Per Person 

Estimated Total 
Monthly Benefit 

Increase 
Statewide 
(millions) 

Estimated Total 
3-month Benefit 

Increase 
Statewide 
(millions) 

Share of Increase 
Going to 

Households With 
Income Below 50 
Percent of Federal 

Poverty Level 

Arkansas 392 $27 $11 $32 40% 

California 4,305 $27 $117 $351 53% 

Colorado 498 $27 $14 $41 40% 

Connecticut 365 $28 $10 $30 34% 

Delaware 126 $27 $3 $10 37% 

District of 
Columbia 

132 $28 $4 $11 60% 

Florida 3,505 $27 $96 $289 31% 

Georgia 1,875 $27 $51 $152 47% 

Hawaii 179 $50 $9 $27 38% 

Idaho 138 $27 $4 $11 34% 

Illinois 1,905 $27 $52 $155 41% 

Indiana 664 $27 $18 $53 38% 

Iowa 377 $27 $10 $31 34% 

Kansas 202 $27 $5 $16 36% 

Kentucky 628 $27 $17 $51 45% 

Louisiana 1,013 $27 $27 $82 50% 

Maine 157 $27 $4 $13 20% 

Maryland 798 $27 $22 $66 36% 

Massachuset
ts 

890 $28 $25 $74 33% 

Michigan 1,264 $27 $35 $104 33% 

Minnesota 442 $27 $12 $36 35% 

Mississippi 423 $27 $11 $34 44% 

Missouri 702 $27 $19 $57 41% 

Montana 96 $27 $3 $8 34% 

Nebraska 154 $27 $4 $12 37% 

Nevada 484 $27 $13 $39 42% 

New 
Hampshire 

70 $27 $2 $6 18% 

New Jersey 788 $27 $21 $64 27% 
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APPENDIX TABLE 3 

Estimated Increase in SNAP Benefits, by State, From 15 Percent Increase in Maximum 
Benefit  

   Under a 15% Increase in SNAP 
Maximum Benefits 

State 

Number of SNAP 
Participants in 
Latest Month 

With Available 
Dataa 

(thousands) 

Average Monthly 
Benefit Increase 

Per Person 

Estimated Total 
Monthly Benefit 

Increase 
Statewide 
(millions) 

Estimated Total 
3-month Benefit 

Increase 
Statewide 
(millions) 

Share of Increase 
Going to 

Households With 
Income Below 50 
Percent of Federal 

Poverty Level 

New Mexico 448 $27 $12 $36 40% 

New York 2,743 $28 $76 $227 28% 

North 
Carolina 

1,463 $27 $40 $119 39% 

North Dakota 47 $27 $1 $4 40% 

Ohio 1,401 $27 $38 $114 36% 

Oklahoma 626 $27 $17 $50 46% 

Oregon 671 $28 $19 $56 38% 

Pennsylvania 1,834 $27 $50 $151 29% 

Rhode Island 138 $28 $4 $12 37% 

South 
Carolina 

604 $27 $16 $49 45% 

South Dakota 76 $27 $2 $6 43% 

Tennessee 912 $27 $25 $74 48% 

Texas 3,703 $27 $99 $296 43% 

Utah 171 $26 $5 $14 39% 

Vermont 68 $28 $2 $6 18% 

Virginia 753 $27 $20 $61 43% 

Washington 951 $28 $26 $79 34% 

West Virginia 305 $27 $8 $25 44% 

Wisconsin 738 $27 $20 $60 30% 

Wyoming 28 $27 $1 $2 39% 

Guam 46 $38 $2 $5 44% 

Virgin Islands 25 $35 $1 $3 65% 

Notes:  
a The latest month for which USDA has published data on the number of SNAP participants in every state is September 2020. For many 
states, however, we have compiled more recent data from publicly available information. The figures in this table are the most recent 
available for each state as of early February, except that we use the USDA September 2020 figure if the state-reported data differ 
substantially from the USDA data.  
Sources: CBPP analysis of fiscal year 2018 SNAP USDA Household Characteristics data and recent administrative data that states post 
publicly or report to USDA, https://www.fns.usda.gov/pd/supplemental-nutrition-assistance-program-snap.  
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Congressional Proposals Could Improve Coverage Affordability
and Access for Millions 

Last week, Congress released a series of legislative proposals designed to respond

to COVID-19’s ongoing public health and economic crises. The proposed legislation,

expected to be voted on in early March, is a direct response to the Biden

Administration’s American Rescue Plan [https://www.whitehouse.gov/briefing-

room/legislation/2021/01/20/president-biden-announces-american-rescue-plan/]

and includes several provisions that could significantly impact eligibility and

coverage sold through the health insurance marketplaces.

Tax Credit Increases for Purchasing Coverage through Marketplaces

The legislative proposals would institute a significant  increase in tax credits

available to consumers to help them pay for coverage sold through the health

insurance marketplaces. Currently, premium tax credits (PTCs) are available to

individuals and households who earn between 100 to 400 percent of the federal

poverty level (FPL) and who purchase coverage through the health insurance

marketplaces. (During 2021, individuals earning $12,880 to $51,520 or a family of

four earning $26,500 to $106,000 a year would qualify for tax credits.)

Tax credits are allocated on a sliding, income-based scale so individuals and families

are only required to pay 2 to 9.5 percent of their income for insurance (based on the

cost of a second-lowest cost silver-level health plan available to that household).

The proposed changes increase the amount of PTCs available by both reducing the

required contribution percentages to zero to 8.5 percent and by eliminating the 400

percent of FPL income cap, so that no household would be required to pay more

than 8.5 percent of its income for coverage sold through a marketplace.

February 12, 2021 / by Christina Cousart

NASHP
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A recent report [https://www.urban.org/sites/default/files/publication/103604/cost-

and-coverage-implications-of-five-options-for-increasing-marketplace-subsidy-

generosity.pdf] estimated similar changes could increase marketplace enrollment

by more than 4 million individuals. The change would be retroactively applied,

meaning individuals would be eligible for the additional subsidy amount retroactive

to Jan. 1, 2021. These changes would be temporary, only applying to tax years 2021

and 2022. In addition, the proposal would create a new eligibility category whereby

any individual receiving unemployment benefits in 2021 would be eligible for the

maximum amount of PTC available. Specifically, the change would require that any

income above 133 percernt of FPL be disregarded for the purposes of PTC

calculation.

In a recent letter to Congressional leaders [https://www.nashp.org/nineteen-state-

based-marketplaces-agree-with-proposal-to-expand-federal-help-to-lower-health-

coverage-costs-for-millions/] , 19 state-based marketplace (SBM) leaders agreed that

policies that enhanced subsidies and removed the income cap would be some of

the most effective tools to improve coverage affordability and access. However,

significant work to make these changes will be required. Marketplaces must rapidly

update eligibility and enrollment systems, modify consumer shopping tools such as

cost calculators and websites, and conduct the education and outreach necessary

to make consumers aware of the changes. The proposed legislation

[https://docs.house.gov/meetings/IF/IF00/20210211/111190/BILLS-

117SubtitleArth.pdf] includes $20 million in grants to the SBMs to make the

necessary IT changes.

Protections for Individuals who Misestimated 2020 Income

The Congressional proposals include a provision that would protect consumers

from tax penalties related to receipt of an inaccurate amount of PTCs. PTCs are

calculated based on an estimate of an individual’s expected income for the

upcoming tax year. Typically, consumers who underestimate their incomes and

receive more PTCs than they should have are subject to a financial penalty of up to

$2,700 for incomes up to 400 percent of FPL. There is no penalty cap for individuals

earning above 400 percent FPL.
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https://docs.house.gov/meetings/IF/IF00/20210211/111190/BILLS-117SubtitleArth.pdf
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The proposal recognizes the unprecedented unpredictability of many individuals’

income in during the pandemic and waives penalties for the 2020 tax year. Concerns

about excessive penalties and income miscalculations in 2020 were raised by SBM

leaders in a letter sent to the Treasury Department and Internal Revenue Services

(read their letter [https://www.nashp.org/wp-content/uploads/2020/06/SBM-

Treasury-COVID-Letter_FINAL.pdf] here [https://www.nashp.org/wp-

content/uploads/2020/06/SBM-Treasury-COVID-Letter_FINAL.pdf] ).

Congressional committees are currently finalizing legislative language and could

vote as soon as early March. If passed, the federal government and the SBMs will

need to work at a rapid pace to make the policy and system changes necessary for

implementation. SBM officials are also making plans to adopt changes that will

enable access to more affordable coverage for the populations they serve.

The National Academy for State Health Policy will continue to monitor and report on

the proposed legislation as it moves through Congress and the SBMs as they begin

the groundwork necessary to implement the proposals.
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Health Care and Employer Groups Announce
Principles to Protect Patients and Achieve Universal
Coverage

Affordable Coverage Coalition Lays out Path to Expand Coverage

WASHINGTON – Today, a broad coalition of health care and employer groups called for

achieving universal health coverage by expanding financial assistance to consumers, bolstering

enrollment and outreach efforts, and taking additional steps to protect those who have lost or are

at risk of losing employer-based coverage because of the economic downturn caused by the

COVID-19 pandemic. 

The Affordable Coverage Coalition encompasses groups representing the nation’s doctors,

hospitals, employers and health insurance providers that collectively serve hundreds of millions of

American patients, consumers and employers. The joint commitment by such a broad array of

interests is a significant milestone on the path toward universal coverage, which has remained an

elusive goal within the U.S. healthcare system. 

“While we sometimes disagree on important issues in health care, we are in total agreement that

Americans deserve a stable health care market that provides access to high-quality care and

affordable coverage for all,” the organizations said in a joint statement of principles. “Achieving

universal coverage is particularly critical as we strive to contain the COVID-19 pandemic and work

to address long-standing inequities in health care access and outcomes.” 

Kim Keck, president and CEO of the Blue Cross Blue Shield Association said, “While the country

has made enormous strides in expanding coverage over the past decade, we must close the

remaining gaps. Having health coverage means people can get the care they need, when they

need it, so they can live healthier, more secure lives.”   
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The groups included in the coalition are: America’s Health Insurance Plans, American Academy of

Family Physicians, American Benefits Council, American Hospital Association, American Medical

Association, Blue Cross Blue Shield Association, Federation of American Hospitals, and U.S.

Chamber of Commerce.  

 

The organizations support the following steps to make health coverage more accessible and

affordable: 

Protect Americans who have lost or are at risk of losing employer-provided health coverage

from becoming uninsured. 

Make Affordable Care Act (ACA) premium tax credits and cost-sharing reductions more

generous, and expand eligibility for them. 

Establish an insurance affordability fund to support any unexpected high costs for caring for

those with serious health conditions or to otherwise lower premiums or cost-sharing for ACA

marketplace enrollees. 

Restore federal funding for outreach and enrollment programs. 

Automatically enroll and renew individuals eligible for Medicaid and premium-free ACA

marketplace plans. 

Provide incentives for additional states to expand Medicaid, in order to close the low-income

coverage gap. 

Read the full statement of principles. 

### 
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America’s Health Insurance Plans: Kristine Grow, kgrow@ahip.org   

American Academy of Family Physicians: Megan Moriarty, mmoriarty@aafp.org  

American Benefits Council: Jason Hammersla, jhammersla@abcstaff.org  

American Hospital Association: Sean Barry, sbarry@aha.org  

American Medical Association: Joshua Zembik, Joshua.Zembik@ama-assn.org  

Blue Cross Blue Shield Association: Tess Thomson, tess.thomson@bcbsa.com  

Federation of American Hospitals: Sean Brown, sbrown@fah.org  

U.S. Chamber of Commerce: Kathleen Ward, kward@uschamber.com 
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About America’s Health Insurance Plans 

AHIP is the national association whose members provide coverage for health care and related

services to hundreds of millions of Americans every day. Through these offerings, we improve and

protect the health and financial security of consumers, families, businesses, communities and the

nation. We are committed to market-based solutions and public-private partnerships that improve

affordability, value, access, and well-being for consumers. Visit www.ahip.org for more

information.

About American Academy of Family Physicians 

Founded in 1947, the AAFP represents 136,700 physicians and medical students nationwide. It is

the largest medical society devoted solely to primary care. Family physicians conduct

approximately one in five office visits -- that’s 192 million visits annually or 48 percent more than

the next most visited medical specialty. Today, family physicians provide more care for America’s

underserved and rural populations than any other medical specialty. Family medicine’s

cornerstone is an ongoing, personal patient-physician relationship focused on integrated care. To

learn more about the specialty of family medicine, the AAFP's positions on issues and clinical

care, and for downloadable multi-media highlighting family medicine, visit www.aafp.org/media.

For information about health care, health conditions and wellness, please visit the AAFP’s award-

winning consumer website, www.familydoctor.org.

About American Benefits Council 

The American Benefits Council is a public policy organization whose members include over 220 of

the world’s largest corporations, as ranked by Fortune and Forbes. Collectively, the Council’s

members either directly sponsor or administer health and retirement benefits for virtually all

Americans covered by employer-sponsored plans. 

About American Hospital Association 

The American Hospital Association (AHA) is a not-for-profit association of health care provider

organizations and individuals that are committed to the health improvement of their communities.

The AHA advocates on behalf of our nearly 5,000 member hospitals, health systems and other

health care organizations, our clinician partners – including more than 270,000 affiliated

physicians, 2 million nurses and other caregivers – and the 43,000 health care leaders who belong

to our professional membership groups. Founded in 1898, the AHA provides insight and

https://urldefense.proofpoint.com/v2/url?u=http-3A__www.ahip.org&d=DwMF3g&c=aIUDzRSH0GV4AQi9KEcOBQ&r=OMwM0YYugG0cOk--EQgFb2kMHZJTBOmFSvX75BPVM0Y&m=YlVQajHPylZvpiQT-ks6sKk9qaU148NUomng78suv8Y&s=JNiiB8YHlT6z8ZPy0cat7dvrhSaV0bj-2RTH1x178nU&e=
http://www.aafp.org/media
http://www.familydoctor.org/
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education for health care leaders and is a source of information on health care issues and trends.

For more information, visit the AHA website at www.aha.org. 

About American Medical Association  

The American Medical Association is the physicians’ powerful ally in patient care. As the only

medical association that convenes 190+ state and specialty medical societies and other critical

stakeholders, the AMA represents physicians with a unified voice to all key players in health care.

The AMA leverages its strength by removing the obstacles that interfere with patient care, leading

the charge to prevent chronic disease and confront public health crises, and, driving the future of

medicine to tackle the biggest challenges in health care.

About Federation of American Hospitals 

The Federation of American Hospitals (FAH) is the national representative of more than 1,000 tax-

paying community hospitals and health systems throughout the United States. Our members

include hospitals in urban and rural America, as well as inpatient rehabilitation, psychiatric, long-

term acute care and cancer hospitals. These tax-paying hospitals account for nearly 20% of U.S.

hospitals and serve their communities proudly while providing high-quality health care to their

patients. For more information visit – FAH.org

About U.S. Chamber of Commerce 

The U.S. Chamber of Commerce is the world’s largest business organization representing

companies of all sizes across every sector of the economy. Our members range from the small

businesses and local chambers of commerce that line the Main Streets of America to leading

industry associations and large corporations. They all share one thing: They count on the U.S.

Chamber to be their voice in Washington, across the country, and around the world. For more

than 100 years, we have advocated for pro-business policies that help businesses create jobs and

grow our economy.

ABOUT BLUE CROSS BLUE SHIELD ASSOCIATION

The Blue Cross and Blue Shield Association is a national federation of 35 independent, community-based

and locally operated Blue Cross and Blue Shield companies that collectively provide health care

coverage for one in three Americans. BCBSA provides health care insights through The Health of

America Report series and the national BCBS Health Index . For more information on BCBSA and itssm

https://www.bcbs.com/the-health-of-america/reports
https://www.bcbs.com/the-health-of-america/health-index
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member companies, please visit BCBS.com. We also encourage you to connect with us on Facebook,

check out our videos on YouTube and follow us on Twitter.

Blue Cross Blue Shield Association

February 10, 2021

MEDIA CONTACTS

press@bcbsa.com

For general press inquiries, please email us or reach out to our media relations team. For all other

inquiries, visit our general Contact Us page.
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Linda J. Blumberg, Matthew Buettgens, Clare Wang Pan, and Robin Wang 

February 2021 

An estimated 21 million people have gained health insurance coverage under the 

Affordable Care Act (Blumberg et al. 2020). Since 2014, the law’s expansion of Medicaid 

eligibility (taken up by 37 states and pending in 2 more as of February 2021) and 

provision of subsidies for modest-income people purchasing private nongroup 

insurance coverage have been the two largest sources of coverage increases. And 

though national surveys show affordability of coverage has improved and households’ 

concerns with health care financial burdens have decreased significantly,1 nonetheless, 

affordability remains the greatest barrier to further gains in coverage (Haley and 

Wengle 2021; Pollitz et al. 2020).  

Some uninsured people are likely unaware of the availability of subsidized insurance and their 

eligibility for it, but cost remains a barrier for many (Haley and Wengle 2021). Evidence indicates 

program participation among those eligible for free or almost free public insurance through Medicaid 

and the Children’s Health Insurance Program (CHIP) is high (Simpson 2020), as is enrollment among 

those eligible for the most generous Marketplace subsidies. However, the value of these subsidies 

declines with income, and subsidies are unavailable for those with incomes above 400 percent of the 

federal poverty level (FPL). Thus, enrollment in subsidized coverage is lower among people with higher 

incomes. For example, consistent with public Marketplace data on enrollment by income group, the 

Urban Institute estimates more than 60 percent of otherwise uninsured people with incomes below 

200 percent of FPL and eligible for Marketplace subsidies enroll in such coverage, compared with only 

24 percent of their counterparts with incomes between 200 and 400 percent of FPL (data not shown). 

H EA L T H  P O L I C Y  C EN T ER   

Cost and Coverage Implications of Five 

Options for Increasing Marketplace 

Subsidy Generosity 
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But, even among some enrolled in subsidized Marketplace coverage, out-of-pocket cost requirements 

(i.e., deductibles, coinsurance, copayments) can pose significant barriers to accessing care (KFF 2020).  

Consequently, policy experts and policymakers have proposed enhancing the generosity of 

Marketplace subsidies and extending them to more people, such as those with incomes above 400 

percent of FPL.2 The trade-offs of enhancing Marketplace subsidies are clear: More generous 

subsidies and expanded eligibility will reduce both the number of uninsured people and the financial 

burdens on enrollees. However, the greater the generosity of the subsidies and the more people 

eligible, the higher the cost to the government.  

Research and real-world experience are also clear: Universal coverage cannot be reached through 

generous subsidies alone. Some people will remain uninsured even if coverage is offered at no cost to 

enrollees. Still, increased assistance, coupled with substantial education and outreach efforts and 

qualified enrollment assistance, will increase insurance coverage. And, lower out-of-pocket cost 

requirements will provide greater access to care for people with modest incomes.  

Here, we explore the implications of five alternative Marketplace subsidy schedules, all providing 

more generous premium tax credit and cost-sharing assistance than that available under current law. 

All options would extend financial assistance to those with incomes above 400 percent of FPL, but 

how much they increase assistance for people in different income groups varies. We show the 

implications of each alternative subsidy schedule for overall insurance coverage, coverage by income 

group, and federal government costs. Each approach would also provide additional financial assistance 

to those enrolled in nongroup insurance coverage, and we provide findings for that population as well.  

This brief does not address one of the most significant health insurance gaps under current law: 

that facing many adults with incomes below the federal poverty level who live in states that have not 

expanded Medicaid eligibility under the ACA. Adults in these states who are not categorically eligible 

for Medicaid under pre-ACA rules and have incomes too low to qualify for Marketplace assistance are 

denied eligibility for Medicaid because their states have chosen not to expand eligibility to them. 

Other Urban Institute analyses provide estimates of the implications of these states expanding or 

extending subsidized coverage to this population through the Marketplaces (Blumberg et al. 2019; 

Buettgens 2021).  

Methods 

The estimates presented here are produced using the Urban Institute’s Health Insurance Policy 

Simulation Model (HIPSM). HIPSM is a detailed microsimulation model of the health care system 

designed to estimate the cost and coverage effects of proposed health care policy options. The model 

simulates household and employer decisions and models the way changes in one insurance market 

interact with changes in other markets. HIPSM is designed for quick-turnaround analyses of policy 

proposals. It can be rapidly adapted to analyze various new scenarios—from novel health insurance 

offerings and strategies for increasing affordability to state-specific proposals—and can describe the 

effects of a policy option over several years.  
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HIPSM is based on two years of the American Community Survey, which provides a 

representative sample of families large enough for us to produce estimates for individual states and 

smaller regions, such as cities. The model is designed to incorporate timely, real-world data to the 

extent they are available. In particular, we regularly update the model to reflect published Medicaid 

and Marketplace enrollment and costs in each state. Results from HIPSM simulations have been 

favorably compared with actual policy outcomes and other respected microsimulation models, as 

assessed by outside experts (Glied, Arora, and Solís-Román 2015). A detailed description of HIPSM 

can be found on the Urban Institute website (Buettgens and Banthin 2020). 

All estimates are for US residents under age 65, and reforms are presented as if fully implemented 

in 2022. 

For this analysis, we assume the Medicaid enhanced federal medical assistance percentage and 

maintenance-of-effort provisions in the Families First Coronavirus Response Act would have expired 

before 2022. However, in a letter to governors sent in late January 2021, the acting secretary of the 

US Department of Health and Human Services indicated the public health emergency declaration will 

be extended through calendar year 2021.3 This means the maintenance-of-effort requirement, which 

prohibits states from disenrolling Medicaid enrollees unless they request it, will last through January 

2022, and the enhanced federal medical assistance percentage will be available through March 2022. 

Consequently, Medicaid enrollment will be notably higher in early 2022 than indicated in our 

estimates. However, it will decline to the levels we show later in the year. Also, the federal 

government will pay a higher share of Medicaid costs in the first quarter of 2022 than we indicate.  

Policies Simulated  

Consistent with current law, the alternative subsidy schedules we analyze are structured as premium 

tax credits and cost-sharing reductions. The premium tax credits limit the share of income a single 

person or family must pay to enroll in benchmark insurance coverage. Under current law, the 

benchmark plan is the silver plan (70 percent actuarial value) with the second-lowest premium offered 

in an enrollee’s area of residence. Under each alternative option, the benchmark plan would be the 

second-lowest-premium gold plan (80 percent actuarial value) offered in an area of residence. People 

choosing to enroll in a lower-priced plan would pay less, and those choosing a more expensive plan 

would pay the full difference between their plan’s premium and that for benchmark coverage. 

Cost-sharing subsidies are available to income-eligible people enrolling in benchmark level 

coverage (i.e., silver today, but gold under the alternatives estimated). These subsidies increase the 

actuarial value of the insurance enrollees receive for the premiums they pay for benchmark-level 

coverage, thereby lowering household out-of-pocket costs associated with the coverage.  

Table 1 shows premium tax credit and cost-sharing schedules under current law and the five 

alternative options modeled. 
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TABLE 1 

Current-Law and Alternative Marketplace Subsidy Schedules Modeled  

Premium Tax Credit Percentage-of-Income Limits for Benchmark Coverage  
Current law Option 1 Option 2 Option 3 Option 4 Option 5 

Benchmark 
plan 

Silver Gold Gold Gold Gold Gold 

Income (% of 
FPL) 

            

< 138 2.07 0.0–1.0 0.0 0.0 0.0 0.0 
138–150 3.10–4.14 1.0–2.0 0.0 0.0 0.0 0.0 
150–200 4.14–6.52 2.0–4.0 0-3.0 0-3.0 0.0–3.0 0.0–3.0 
200–250 6.52–8.33 4.0–6.0 3.0-4.0 3.0–4.0 3.0–4.0 3.0-4.0 
250–300 8.33–9.83 6.0–7.0 4.0–6.0 4.0–6.0 4.0–6.0 4.0–6.0 
300–400 9.83 7.0-8.5 6.0–8.5 6.0–8.5 6.0–8.5 6.0–8.5 
400–500 — 8.5 8.5–10.0 8.5 8.5–10.0 8.5–10.0 
500–600 — 8.5 10.0–12.0 8.5 10.0–12.0 10.0 
600+ — 8.5 12.0 8.5 12.0 10.0  

Cost-Sharing Reductions: Actuarial Value of Plan Provided to Eligible Enrollees in 
Benchmark-Level Plans (%)  

Current Law Option 1 Option 2 Option 3 Option 4 Option 5 

Income (% of 
FPL) 

            

< 138 94 95 94 94 95 94 
138–150 94 95 94 94 95 94 
150–200 87 95 87 87 95 87 
200–250 73 90 87 87 90 87 
250–300 70 90 87 87 90 87 
300–400 70 85 80 80 85 80 
400–500 70 80 80 80 80 80 
500–600 70 80 80 80 80 80 
600+ 70 80 80 80 80 80 

Source: Current-law premium tax credit percentage-of-income limits are data provided by the Internal Revenue Service and 

available at https://www.irs.gov/pub/irs-drop/rp-20-36.pdf.  

Notes: FPL = federal poverty level. Dashes are used for the income ranges ineligible for premium tax credits under current law. 

All reform options simulated maintain current-law prohibitions on providing Marketplace subsidies 

to people not legally residing in the US, people with offers of employer-sponsored insurance deemed 

affordable in the family, and people eligible for public insurance coverage. The only people with 

incomes below the federal poverty level eligible for Marketplace subsides are those who have legally 

immigrated to the US within the prior five years and would be eligible for Medicaid if they had been in 

the US longer. 

  

https://www.irs.gov/pub/irs-drop/rp-20-36.pdf
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Results 

Coverage 

Under current law, we estimate 30.8 million people will be uninsured in 2022, approximately 11 

percent of the nonelderly population (table 2). An additional 2.6 million people are estimated to have 

short-term, limited-duration plans, which do not comply with ACA regulatory rules, such as coverage 

of essential health benefits, guaranteed issue to all applicants, and modified community rating.4 Thus, 

an estimated 33.3 million nonelderly people will go without minimum essential coverage in 2022.  

All of the alternative premium tax credit schedules and cost-sharing subsidy schedules simulated 

are more generous than those offered under current law. However, their generosity varies at different 

points in the income distribution. Options 2 through 5 are more generous than option 1 for those with 

incomes up to 400 percent of FPL, and options 1 and 3 are more generous for those with incomes 

above 400 percent of FPL. Options 1 and 4 include more generous cost-sharing subsidies for people 

with incomes up to 400 percent of FPL than do options 2, 3, and 5. 

Though the generosity of the alternative schedules differs by income, each option would 

significantly increase the number of people with insurance coverage. Across the five options, the 

number of people uninsured would fall by 4.2 to 4.4 million. The largest decrease would result from 

option 1, under which approximately 4.4 million fewer people would be uninsured and another 

160,000 people would move from short-term, limited-duration plans to minimum essential coverage. 

Consequently, the uninsurance rate would fall to about 9.5 percent of the nonelderly population. 

TABLE 2 

Coverage among the Nonelderly Population under Current Law and Alternative Subsidy Schedules, 

2022 

Coverage under current law and reforms (thousands of people) 
  Current 

law Option 1 Option 2 Option 3 Option 4 Option 5 

Insured (minimum essential 
coverage) 244,113 248,629 248,368 248,413 248,638 248,385 

Employer 149,325 148,272 148,588 148,563 148,238 148,580 

Private nongroup 14,960 20,198 19,637 19,703 20,240 19,660 
Basic Health Program 864 866 866 866 866 866 
Marketplace with PTC 8,483 14,034 13,119 13,616 13,698 13,304 
Marketplace without PTC 1,268 1,015 1,086 1,024 1,058 1,062 
Non-Marketplace 4,346 4,283 4,567 4,197 4,619 4,428 

Medicaid/CHIP 71,162 71,494 71,479 71,482 71,494 71,480 

Other public 8,665 8,665 8,665 8,665 8,665 8,665 

Uninsured (no minimum 
essential coverage) 33,333 28,817 29,078 29,033 28,808 29,061 
Uninsured 30,766 26,413 26,598 26,560 26,433 26,583 
Short-term, limited-duration 
plans 2,567 2,405 2,480 2,473 2,375 2,478 

Total 277,446 277,446 277,446 277,446 277,446 277,446 
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Change from current law (thousands of people) 

 

Current 
law Option 1 Option 2 Option 3 Option 4 Option 5 

Insured (minimum essential 
coverage) — 4,516 4,256 4,300 4,525 4,272 

Employer — -1,053 -738 -763 -1,087 -745 

Private nongroup — 5,237 4,677 4,743 5,280 4,700 
Basic Health Program — 2 2 2 2 2 
Marketplace with PTC — 5,551 4,635 5,133 5,215 4,821 
Marketplace without PTC — -253 -181 -244 -210 -206 
Non-Marketplace — -63 221 -148 273 83 

Medicaid/CHIP — 332 317 320 332 318 

Other public — 0 0 0 0 0 

Uninsured (no minimum 
essential coverage) — -4,516 -4,256 -4,300 -4,525 -4,272 
Uninsured — -4,353 -4,168 -4,206 -4,333 -4,183 
Short-term, limited-duration 
plans — -163 -87 -94 -192 -89 

Total — 0 0 0 0 0 

Change from current law (%)  

 

Current 
law Option 1 Option 2 Option 3 Option 4 Option 5 

Insured (minimum essential 
coverage) — 1.8 1.7 1.8 1.9 1.8 

Employer — -0.7 -0.5 -0.5 -0.7 -0.5 

Private nongroup — 35.0 31.3 31.7 35.3 31.4 
Basic Health Program — 0.2 0.2 0.2 0.2 0.2 
Marketplace with PTC — 65.4 54.6 60.5 61.5 56.8 
Marketplace without PTC — -19.9 -14.3 -19.2 -16.6 -16.3 
Non-Marketplace — -1.5 5.1 -3.4 6.3 1.9 

Medicaid/CHIP — 0.5 0.4 0.5 0.5 0.4 

Other public — 0.0 0.0 0.0 0.0 0.0 

Uninsured (no minimum 
essential coverage) — -13.5 -12.8 -12.9 -13.6 -12.8 
Uninsured — -14.2 -13.5 -13.7 -14.1 -13.6 
Short-term, limited-duration 
plans — -6.3 -3.4 -3.7 -7.5 -3.5 

Total — 0.0 0.0 0.0 0.0 0.0 

Source: Health Insurance Policy Simulation Model, 2021.  

Notes: PTC = premium tax credit. CHIP = Children’s Health Insurance Program. A dash indicates the column heading does not 

apply. Reforms simulated in 2022. 

The Uninsured by Income Group  

Table 3 shows the number of uninsured in four income groups under current law and each alternative 

subsidy schedule analyzed. Under any option, the largest reductions in the number of uninsured 

people would occur within the 200 to 400 percent of FPL income group; roughly 2.5 million additional 

people in that group would have insurance coverage, about a 30 percent increase. This increase is 
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largest because all of the alternative schedules would provide significantly more financial assistance 

for this income group, which has a large number of uninsured people (8.1 million) under current law.  

TABLE 3 

The Uninsured Nonelderly Population under Current Law and Alternative Subsidy Schedules, 2022 

  Income Group   

 < 138% of FPL 
138–200% 

of FPL 
200–400% 

of FPL 
> 400% of 

FPL 
All 

incomes 

Current law      
Thousands of people 13,523 5,057 8,062 4,124 30,766 
Percentage of income group 16.5 16.4 11.0 4.5 11.1 

Option 1      
Thousands of people 13,251 4,395 5,523 3,244 26,413 
Percentage of income group 16.1 14.2 7.6 3.6 9.5 

Change from current law      
Thousands of people -272 -663 -2,539 -880 -4,353 
Percent  -2.0 -13.1 -31.5 -21.3 -14.2 

Option 2      
Thousands of people 13,252 4,469 5,592 3,285 26,598 
Percentage of income group 16.1 14.5 7.6 3.6 9.6 

Change from current law      
Thousands of people -271 -589 -2,470 -839 -4,168 
Percent  -2.0 -11.6 -30.6 -20.4 -13.5 

Option 3      
Thousands of people 13,252 4,469 5,592 3,246 26,560 
Percentage of income group 16.1 14.5% 7.7 3.6 9.6 

Change from current law      
Thousands of people -271 -589 -2,470 -877 -4,206 
Percent  -2.0 -11.6% -30.6 -21.3 -13.7 

Option 4      
Thousands of people 13,252 4,378 5,521 3,283 26,433 
Percentage of income group 16.1 14.2% 7.6 3.6 9.5 

Change from current law      
Thousands of people -271 -680 -2,542 -841 -4,333 
Percent  -2.0% -13.4 -31.5 -20.4 -14.1 

Option 5      
Number 13,252 4,469 5,592 3,270 26,583 
Percent of income group 16.1 14.5 7.7 3.6 9.6 

Change from current law      
Thousands of people -271 -589 -2,470 -854 -4,183 
Percent  -2.0 -11.6 -30.6 -20.7 -13.6 

Source: Health Insurance Policy Simulation Model, 2021.  

Notes: FPL = federal poverty level. Reforms simulated in 2022. 

The next largest reduction in uninsurance would occur among people in families with incomes 

over 400 percent of FPL. Each alternative schedule would make people in this income group eligible 

for Marketplace subsidies for the first time, but the number of uninsured people in this income group 

under current law is about half that in the 200 to 400 percent of FPL group. Uninsurance would fall by 
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840,000 to 880,000 people in this higher-income group, a roughly 20 percent reduction relative to 

current law. 

The number of uninsured people with incomes below 138 percent of FPL would change little for 

several reasons. First, the approach analyzed here does not fill in the Medicaid eligibility gap in the 14 

states that have not expanded Medicaid eligibility under the ACA. People with incomes from 138 to 

200 percent of FPL would also make modest gains in coverage under these alternative schedules. 

Marketplace enrollment is already high among those with incomes below 200 percent of FPL, who are 

eligible for subsidies under current law. Thus, potential gains in health coverage from increasing 

subsidies for this group are limited.5 

Spending  

Table 4 shows the implications of each option for health care spending by households, federal and 

state governments, employers, and providers (in the form of uncompensated care) in 2022.  

Households. Premium spending would fall under each option, leading to household premium savings 

ranging from $6.4 billion under option 1 to $9.1 billion under option 3, the most generous of the 

premium tax credit schedules. Out-of-pocket spending would increase under each option, as more 

people are insured and more nongroup insurance enrollees face lower cost-sharing requirements, 

leading both groups to use more medical care than they do under current law. The five options 

simulated use only two different cost-sharing schedules, and either would increase household 

spending by less than 1 percent overall. National household health care spending would fall by $5.0 to 

$8.1 billion, depending on the option. Option 4 offers households the greatest savings and option 2 

offers the least, yet all alternatives would lead to significant savings for nongroup insurance enrollees 

relative to current law. 

Federal government. Additional federal government spending would be $23.0 billion (under option 1) 

to $25.7 billion (under option 4) higher than under current law, depending on the option. The more 

generous premium tax credits, which are more costly to provide than the more generous cost-sharing 

subsidies, account for most of increased spending under each option. Federal spending on 

Medicaid/CHIP would increase very modestly, mostly from more adult Marketplace applicants 

discovering that their children are eligible for Medicaid or CHIP. As coverage increases under any 

option, the demand for uncompensated care decreases, leading to some federal savings that offset the 

cost increases of publicly subsidized programs. We estimate the full potential federal savings on 

uncompensated care, but decreased demand does not translate directly to decreased spending on 

uncompensated care. Explicit policy action is required to fully realize these savings.  
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TABLE 4 

Health Care Spending for the Nonelderly Population under Current Law and Alternative Subsidy 

Schedules, 2022 

Spending under current law and reforms (millions of dollars) 

 
Current 

law Option 1 Option 2 Option 3 Option 4 Option 5 

Household       
Premiums 300,270 293,821 292,511 291,175 292,029 292,052 
Other health care 
spending 287,587 287,858 290,392 290,453 287,720 290,411 

Subtotal 587,856 581,680 582,903 581,629 579,749 582,463 

Federal government       
Medicaid/CHIP 376,113 377,907 377,831 377,849 377,903 377,838 
Marketplace PTC 
and reinsurance 59,591 78,877 81,879 83,725 81,406 82,464 
Marketplace CSR 0 7,756 4,798 4,798 7,796 4,798 
Uncompensated 
care 31,400 25,597 25,856 25,745 25,691 25,827 

Subtotal 467,105 490,137 490,364 492,118 492,796 490,928 

State government       
Medicaid/CHIP 199,944 200,714 200,684 200,693 200,711 200,689 
Marketplace PTC 398 0 0 0 0 0 
Marketplace CSR 46 0 0 0 0 0 
Reinsurance 357 0 0 0 0 0 
Uncompensated 
care 19,625 15,998 16,160 16,091 16,057 16,142 

Subtotal 220,370 216,713 216,844 216,783 216,768 216,830 

Employers        
Premium 
contributions 800,116 794,048 795,866 795,713 793,865 795,819 

Providers       
Uncompensated 
care 27,475 22,397 22,624 22,527 22,480 22,598 

Total, all payers 2,102,923 2,104,975 2,108,602 2,108,769 2,105,658 2,108,639 

Change from current law (millions of dollars) 

 
Current 

law Option 1 Option 2 Option 3 Option 4 Option 5 

Household       
Premiums — -6,448 -7,759 -9,094 -8,240 -8,218 
Other health care 
spending — 272 2,805 2,867 133 2,825 

Subtotal — -6,177 -4,954 -6,228 -8,107 -5,393 

Federal government       
Medicaid/CHIP — 1,794 1,717 1,736 1,789 1,725 
Marketplace PTC 
and reinsurance  19,286 22,288 24,134 21,815 22,873 
Marketplace CSR — 7,756 4,798 4,798 7,796 4,798 
Uncompensated 
care — -5,803 -5,545 -5,656 -5,709 -5,574 

Subtotal — 23,032 23,259 25,013 25,691 23,823 
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Current 

law Option 1 Option 2 Option 3 Option 4 Option 5 

State government       

Medicaid/CHIP — 771 741 749 768 745 
Marketplace PTC — -398 -398 -398 -398 -398 
Marketplace CSR — -46 -46 -46 -46 -46 
Reinsurance — -357 -357 -357 -357 -357 
Uncompensated 
care — -3,627 -3,465 -3,535 -3,568 -3,484 

Subtotal — -3,658 -3,526 -3,587 -3,602 -3,540 

Employers        
Premium 
contributions — -6,068 -4,250 -4,403 -6,251 -4,296 

Providers       
Uncompensated 
care — -5,078 -4,852 -4,949 -4,996 -4,877 

Total, all payers — 2,052 5,679 5,847 2,735 5,716 

Change from current law (%) 

 Current 
law Option 1 Option 2 Option 3 Option 4 Option 5 

Household       
Premiums — -2 -3 -3 -3 -3 
Other health care 
spending — 0 1 1 0 1 

Subtotal — -1 -1 -1 -1 -1 

Federal government       
Medicaid/CHIP — 0 0 0 0 0 
Marketplace PTC 
and reinsurance  32 37 40 37 38 
Marketplace CSR — — — — — — 
Uncompensated 
care — -18 -18 -18 -18 -18 

Subtotal — 5 5 5 6 5 

State government       
Medicaid/CHIP — 0 0 0 0 0 
Marketplace PTC — -100 -100 -100 -100 -100 
Marketplace CSR — -100 -100 -100 -100 -100 
Reinsurance — -100 -100 -100 -100 -100 
Uncompensated 
care — -18 -18 -18 -18 -18 

Subtotal — -2 -2 -2 -2 -2 

Employers        
Premium 
contributions — -1 -1 -1 -1 -1 

Providers       
Uncompensated 
care — -18 -18 -18 -18 -18 

Total, all payers — 0 0 0 0 0 

Source: Health Insurance Policy Simulation Model, 2021.  

Notes: CHIP = Children’s Health Insurance Program. PTC = premium tax credit. CSR = cost-sharing reduction. A dash in the 

current law column indicates the column is irrelevant to measuring change. A dash in the percent change row for Marketplace 

CSRs indicates a percent change cannot be calculated because the current-law value is zero. Reforms simulated in 2022.  
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We also assume state-specific reinsurance programs, to which the federal government currently 

contributes some pass-through funds to account for premium tax credit savings, would be eliminated 

under each option. We assume this because reinsurance programs currently subsidize premiums for 

people paying the full costs associated with nongroup insurance coverage. Because the reform options 

considered here would provide premium subsidies for people with incomes above 400 percent of FPL 

spending more than a specified percentage of income, the reinsurance programs would no longer be 

needed. 

State government. A few state governments provide supplemental Marketplace subsidies to some 

residents, and the reforms considered here would allow them to save those state funds. Though state 

Medicaid/CHIP spending would increase slightly, as explained above, state savings resulting from the 

decrease in demand for uncompensated care could more than offset it. Consequently, state 

government spending on health care is estimated to decrease by roughly $3.5 billion under each 

option. However, state spending on uncompensated care does not automatically fall commensurate 

with decreased demand for it; to fully realize such savings, state policymakers must act to decrease 

spending on uncompensated care.  

Employers. We estimate modest declines in employer-sponsored insurance coverage as the generosity 

of nongroup subsidies increases under the reform options. Consequently, we estimate employer 

spending on health insurance premiums would fall by about 1 percent under each option. 

Providers. Provider in-kind spending on uncompensated care is estimated to be directly related to the 

number of uninsured people in the US. As coverage increases with greater subsidy generosity, demand 

for uncompensated care will fall. We estimate provider spending on uncompensated care would fall by 

approximately $5.0 billion nationally under each reform approach.  

Average household spending by nongroup enrollees. Table 5 shows average household spending on 

premiums and out-of-pocket costs for people enrolled in nongroup insurance coverage under current 

law and each alternative subsidy schedule. Spending is computed as the per person average within 

each household for people with nongroup insurance coverage under current law and each reform 

option. 

In 2022, average per person household premium spending for nongroup coverage under current 

law is estimated to be $2,768 and average out-of-pocket spending on health care is estimated to be 

$2,157, totaling just under $5,000. Each alternative subsidy schedule analyzed would lower average 

total household health care spending for nongroup insurance enrollees by more than $1,100 annually, 

with most of those savings attributable to lower household premium contributions. Option 4, which 

heavily subsidizes costs for the lowest-income enrollees and uses the more generous cost-sharing 

subsidy schedule of the two analyzed, would lead to the largest average savings, almost $1,400 per 

year. Option 2, the approach that would use the same premium tax credit schedule as option 4 but 

with a less generous cost-sharing subsidy, would lead to the smallest average savings, $1,182.  
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TABLE 5 

Average per Person Household Spending on Premiums and Out-of-Pocket Health Care Costs for 

Nonelderly People with Nongroup Coverage under Current Law and Alternative Subsidy Schedules, 

2022  

 Premiums Out-of-Pocket Costs Total 

Current Law    
Dollars 2,768 2,157 4,926 

Option 1    
Dollars 1,850 1,813 3,663 

Change from current law    
Dollars -919 -344 -1,263 
Percent -33.2 -15.9 -25.6 

Option 2    
Dollars 1,799 1,945 3,744 

Change from current law    
Dollars -970 -212 -1,182 
Percent -35.0 -9.8 -24.0 

Option 3    
Dollars 1,728 1,949 3,677 

Change from current law    
Dollars -1,040 -208 -1,249 
Percent -37.6 -9.7 -25.3 

Option 4    
Dollars 1,761 1,802 3,563 

Change from current law    
Dollars -1,008 -355 -1,363 
Percent -36.4 -16.5 -27.7 

Option 5    
Dollars 1,774 1,946 3,721 

Change from current law    
Dollars -994 -211 -1,205 
Percent -35.9 -9.8 -24.5 

Source: Urban Institute Health Insurance Policy Simulation Model, 2021. 

Note: Reforms simulated in 2022. 

Table 6 shows the same measure, average total household health care spending for nongroup 

enrollees, but the averages are computed separately for three income groups. We find different 

subsidy schedules would lead to different distributions of savings across nongroup enrollees with 

different incomes. For example, options 1 and 3 would provide the largest premium subsidies to 

enrollees with higher incomes, resulting in the group with incomes above 400 percent of FPL saving 

the most, on average, under these approaches. Option 4 provides the most generous premium and 

cost-sharing subsidies to enrollees with lower incomes and would therefore lead to the highest 

average savings for people with incomes below 400 percent of FPL. On average, option 1’s higher 

cost-sharing subsidies offset its somewhat lower premium subsidies for enrollees with lower incomes 

relative to other reform options.  
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Enrollment in gold plans would be expected to increase substantially, whereas enrollment in silver 

plans could fall, because the premium tax credits and cost-sharing assistance would be tied to the 

higher-value coverage under all approaches. Bronze-plan enrollment could also be expected to fall, 

because the more generous assistance would make this coverage less attractive for many current 

enrollees. However, the number of people able to enroll in bronze plans for no premium contribution 

would increase significantly under these approaches. Increased education and enrollment assistance 

would be necessary to ensure prospective and current enrollees (1) understand the trade-offs in 

premiums and out-of-pocket liabilities of choosing different actuarial-value plans and (2) can make 

enrollment decisions best suited to their needs.  

TABLE 6 

Average per Person Household Spending on Premiums and Out-of-Pocket Health Care Costs for 

Nonelderly People with Nongroup Coverage under Current Law and Alternative Subsidy Schedules, 

by Income Group, 2022 

 Income Group  

 < 200% FPL 200–400% FPL > 400% FPL All incomes 

Current Law     
Average household spending 2,482 5,339 8,919 4,926 

Option 1     
Average household spending 1,837 3,503 6,799 3,663 

Change from current law     
Dollars  -645 -1836 -2121 -1263 
Percent -26.0 -34.4 -23.8 -14.2 

Option 2     
Average household spending 1,833 3,503 7,142 3,744 

Change from current law     
Dollars  -649 -1836 -1777 -1182 
Percent -26.2 -34.4 -20.4 -24.0 

Option 3     
Average household spending 1,833 3,504 6,814 3,677 

Change from current law     
Dollars  -649 -1836 -2105 -1249 
Percent -26.1 -34.4 -23.6 -25.3 

Option 4     
Average household spending 1,655 3,271 7,113 3,563 

Change from current law     
Dollars  -827 -2068 -1807 -1363 
Percent -33.3 -38.7 -20.3 -27.7 

Option 5     
Average household spending 1,833 3,503 7,028 3,721 

Change from current law     
Dollars  -650 -1836 -1891 -1205 
Percent -26.2 -34.4 -21.2 -24.5 

Source: Urban Institute Health Insurance Policy Simulation Model, 2021. 

Notes: FPL = federal poverty level. Reforms simulated in 2022. 
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Conclusion 

Evidence shows many uninsured people find the insurance coverage available to them too expensive 

to purchase, even though the ACA has lowered those costs for many and reduced other barriers to 

accessing coverage (Haley and Wengle 2021; Pollitz et al. 2020). Some uninsured people may find 

premiums affordable but opt to remain uninsured because out-of-pocket costs are unaffordable. In 

other words, the premiums do not purchase coverage they can use.  

Here we have delineated the coverage and health care spending implications of five premium tax 

credit and cost-sharing subsidy options for enhancing Marketplace financial assistance. Enhancing the 

generosity of these subsidies alone would not address all of the coverage gaps identified under current 

law, such as those related to states that have not expanded Medicaid, high premiums in 

noncompetitive insurer and provider markets, and high premiums facing some with employer-based 

insurance offers. However, any of these approaches could reduce the number of uninsured Americans 

by more than 4 million people. The largest number of newly insured people would be those with 

modest incomes, 200 to 400 percent of FPL, who are eligible for Marketplace financial assistance 

today but for whom that assistance is limited. Still, under any of these approaches, almost 1 million of 

the newly insured would be people with middle incomes (over 400 percent of FPL), who are currently 

ineligible for any assistance at all.  

Accounting for potential offsets due to reduced demand for uncompensated care, we estimate 

$23 to $26 billion in additional spending in 2022 would be necessary to implement one of these 

options. This roughly equals $289 to $322 billion over 10 years, depending on the approach chosen. 

As noted, however, federal uncompensated care spending would not fall automatically with the 

decrease in demand for such care when coverage expands; fully realizing these federal savings 

requires policy action.  

The value of the increase in federal spending would be increased numbers of people insured and 

significantly reduced financial burdens for those already enrolled in nongroup insurance coverage, 

with savings averaging more than $1,000 per year per nongroup enrollee.  

These reforms can be implemented quickly (i.e., the 2022 plan year), because they would 

constitute only a change in computation of subsidies and eligibility; the structure in which they would 

be used is already in place. Marketplace insurers would need to develop new cost-sharing reduction 

plans to correspond to the new subsidy schedule chosen. Enrollment would be expected to shift away 

from bronze and silver plans to gold plans.  
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Notes 
1  See, for example, Glied, Ma, and Borja (2017) and Long and colleagues (2017).  

2  See, for example, Blumberg and Holahan (2015) and Jost and Pollack (2015). See also the Patient Protection 
and Affordable Care Enhancement Act, H.R. 1425, 116th Cong. (2020), and the Consumer Health Insurance 
Protection Act of 2019, S. 1213, 116th Cong. (2019). 

3  Norris Cochran (acting secretary, US Department of Health and Human Services), letter to governors regarding 
the public health emergency, January 22, 2021, https://ccf.georgetown.edu/wp-
content/uploads/2021/01/Public-Health-Emergency-Message-to-Governors.pdf.  

4  Such noncompliant coverage is ineligible for premium tax credits or cost-sharing reductions. 

5  We estimate the participation rate for those eligible for Marketplace subsidies with incomes below 200 
percent of FPL is around 62 percent. This is high, considering participation rates for adults eligible for free or 
nearly free Medicaid coverage under the ACA’s Medicaid expansion are around 73 percent (Buettgens 2021).  
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Policy Alert 

Affordable Care Act: Executive Actions and 
Legislative Outlook 
February 3, 2021 

On January 28, 2021, President Biden issued an Executive Order on Strengthening 

Medicaid and the Affordable Care Act, responsive to Democrats’ longstanding 

commitment to “roll back Trump’s health care sabotage [of the Affordable care Act 

(ACA)] and expand coverage.” The Executive Order (EO) is simply the first step; the 

Biden-Harris administration will now turn to implementing the EO while pursuing its 

immediate priority of responding to the COVID-19 pandemic. Stakeholders may see 

delays with implementation. The Department of Health and Human Services (HHS) 

and its operating division, the Centers for Medicare & Medicaid Services (CMS), are, 

at the date of publishing, significantly understaffed with few political appointees who 

typically play critical roles in policy development and implementation. When they are 

appointed, they will be working to implement a sweeping range of executive actions, 

including ongoing initiatives in response to the COVID-19 pandemic. 

Congress, by contrast, may move more swiftly. With opportunities to utilize the budget 

reconciliation process, the annual appropriations process and other pending health 

care measures as potential vehicles, it is likely Democrats will seek to pass legislative 

provisions bolstering the ACA. Navigating slim majorities in both chambers, Democrats 

will turn to enhancing the ACA after working to advance a shared legislative agenda 

for economic and COVID-19 relief. This alert provides an overview of both the ACA 

EO and its implications, as well the legislative outlook for ACA-related legislation in 

Congress. 

Special Enrollment Period and ACA Marketing 

The ACA EO requires the Secretary of HHS to “consider establishing a Special 

Enrollment Period…through the Federally Facilitated Marketplace….” On the day the 

EO was signed, HHS announced a Special Enrollment Period (SEP) in response to 

the COVID-19 emergency, to begin February 15, 2021, and end May 15, 2021. 

Currently, 30 states have Federally Facilitated Marketplaces where HHS performs all 

marketplace functions. Six states (AK, KY, ME, NM, OR and VA) have State-Based 

Marketplaces that rely on federal platforms. It is not clear whether these states are 

covered by the EO, though some have indicated they will comply. The remaining 14 

states (CA, CO, CT, DC, ID, MD, MA, MN, NV, NJ, NY, PA, RI, VT and WA) and the 

District of Columbia are responsible for all marketplace functions and therefore are not 

https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/28/executive-order-on-strengthening-medicaid-and-the-affordable-care-act/
https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/28/executive-order-on-strengthening-medicaid-and-the-affordable-care-act/
https://democrats.org/news/after-four-years-of-trump-health-care-sabotage-biden-delivers-in-first-full-week-on-promise-to-expand-access/
https://democrats.org/news/after-four-years-of-trump-health-care-sabotage-biden-delivers-in-first-full-week-on-promise-to-expand-access/
https://www.hhs.gov/about/news/2021/01/28/hhs-announces-marketplace-special-enrollment-period-for-covid-19-public-health-emergency.html
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covered by the EO. At least two states, California and Washington, have announced 

they will conduct SEPs, and other states are expected to follow suit. 

The Biden-Harris administration is seeking to bolster ACA-related marketing efforts 

that had been significantly curtailed in recent years, and it will have additional 

monetary resources to do so. A recent estimate from the Kaiser Family Foundation 

indicated the Trump administration refrained from spending the full amount of available 

funding from marketplace user fee revenue on the order of approximately $400 million 

annually between Fiscal Years 2018 to 2020. Because this funding carries over, the 

current administration reportedly has at its disposal $1.2 billion to “support 

marketplace enrollment, including navigator consumer assistance, marketing and 

outreach, the HealthCare.gov marketplace website, and the federal marketplace call 

center.” 

ACA Executive Order Implementation: Review of Regulations and Potential 
Rulemaking 

The ACA EO directs the Secretaries of HHS, the Treasury and Labor and “all other 

executive departments and agencies with authorities and responsibilities related to 

Medicaid and the ACA” to conduct an “immediate review” of agency actions to 

determine whether they are inconsistent with the administration’s stated policy of 

support for the ACA. The EO directs agencies to examine policies or practices that 

might undermine protections for people with preexisting conditions, including COVID-

19 complications; demonstrations and waivers that may reduce coverage or 

undermine ACA or Medicaid; policies or practices that could undermine health 

insurance markets; policies or practices that could present unnecessary barriers to 

access for Medicaid or ACA coverage; and policies or practices that may make 

coverage more expensive. 

The EO further directs that, upon identifying these policies, the agencies shall consider 

whether to suspend, revise or rescind them and consider whether to take further action 

to “more fully” enforce the Administration’s policy of support for the ACA. 

However, while the Biden-Harris administration has self-styled its flurry of executive 

actions as reminiscent of President Franklin Delano Roosevelt, it faces significant 

challenges in the execution of the orders. The first obstacle is prioritization. Some of 

President Biden’s earliest executive actions were focused on fighting the COVID-19 

pandemic, emphasizing the importance of the pandemic response to the 

administration. While the President’s pandemic orders have redesigned the response’s 

decision-making structure, the operational details will likely still fall to HHS and its 

operating divisions, consuming limited staff time and potentially leading to bottlenecks 

with key decision-makers. 

The administration’s ACA agenda also may be delayed as a result of a “skeleton” staff. 

Compliance with the ACA EO will require a thorough analysis of existing rules and 

extensive policy and technical decision-making. It falls to political appointees within 

HHS to make those decisions. These staff members are not Senate-confirmed, yet 

they are critical in monitoring the rulemaking process on a daily basis and driving the 

policy-level decisions to guide the agency’s career technical experts as they draft 

regulatory language. To date, few political appointees have taken positions in HHS, 

including CMS, where the bulk of the ACA EO’s implementation will occur. 

https://www.coveredca.com/newsroom/news-releases/2021/01/28/california-joins-president-biden-in-responding-to-covid-19-pandemic-by-announcing-special-enrollment-to-help-people-get-insurance/
https://www.wahbexchange.org/washington-health-benefit-exchange-joins-biden-administration-in-opening-special-enrollment-period-for-washingtonians/
https://www.kff.org/health-reform/issue-brief/opportunities-and-resources-to-expand-enrollment-during-the-pandemic-and-beyond/
https://www.nytimes.com/2021/01/30/us/politics/biden-administration-early-goals.html
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While the lack of lower- and mid-level political staff presents an obstacle to the quick 

implementation of the Biden-Harris administration’s health care agenda, the total lack 

of Senate-confirmed leadership may increase the risk of delay. The Senate is not 

expected to begin formal confirmation hearings for HHS Secretary-designate Xavier 

Becerra until after the impeachment trial of former President Donald Trump. President 

Biden’s nominee for Deputy Secretary, Andrea Palm, has yet to receive a Senate 

hearing. 

President Biden also has not nominated a CMS Administrator, nor has he announced 

the leadership of any of the agency’s centers and offices—in particular, the Director of 

the Center for Consumer Information and Insurance Oversight (CCIIO), which 

manages many aspects of the ACA. With positions in the Immediate Office of the HHS 

Secretary, the Office of the CMS Administrator and the Office of the CCIIO Director all 

empty, and given policy-makers’ immediate focus on the broader pandemic response, 

it seems likely that the administration will be hard-pressed to deliver quickly on its ACA 

policy goals. 

Legislative Outlook 

With two opportunities to utilize the budget reconciliation process (for Fiscal Years 

2021 and 2022)—allowing them to bypass Republican opposition—congressional 

Democrats are likely to act both to shore up the existing ACA and to enhance the 

health law.1 On February 1, 2021, House Budget Committee Chairman John Yarmuth 

(D-KY) released the text of the House budget resolution, the first step in the budget 

reconciliation process. The budget resolution contains instructions to committees, 

allowing the committees to consider legislation pursuant to those instructions. Among 

the goals of the resolution, according to Chairman Yarmuth is to “expand access to … 

affordable health care….” Likewise, on February 2, 2021, Senate Budget Committee 

Chairman Bernard Sanders (D-VT) released the text of the Senate budget resolution 

for Fiscal Year 2021. According to Chairman Sanders, the resolution will “enable the 

Senate to expand Medicaid.” 

Details remain sketchy regarding the nature and extent of the ACA-related policies that 

will be included in the first round of budget reconciliation. To help understand the 

universe of policies that could be considered, and are likely to be considered in the 

future, stakeholders might look to the House-passed Patient Protection and Affordable 

Care Act Enhancement Act (H.R. 1425, 116th Congress), sponsored by Rep. Angie 

Craig (D-MN). The bill is the latest iteration of congressional Democrats’ years-long 

effort to bolster the ACA. Similar legislation has been introduced in the Senate in the 

117th Congress by Sen. Mark Warner (D-VA). 

The bill is comprehensive and builds upon the ACA in several ways. It rescinds Trump 

administration rules viewed as inconsistent with the ACA, including the expansion of 

short-term, limited-duration health insurance plans and changes to the premium 

adjustment percentage. Importantly, it expands premium tax credits beyond 400 

percent of the federal poverty level (FPL) and reduces the amount of income required 

to be paid toward health insurance premiums, effectively increasing the subsidy 

amount. 

The bill addresses the so-called “family glitch” by providing that an offer of employer-

sponsored coverage does not preclude eligibility for premium subsidies. The bill 

https://budget.house.gov/2021-Budget-Resolution
https://budget.house.gov/publications/report/budget-resolution-and-reconciliation-alternative-path-american-rescue-plan
https://www.budget.senate.gov/ranking-member/newsroom/press/incoming-chairman-sanders-introduces-budget-resolution
https://www.budget.senate.gov/imo/media/doc/Budget%20Resolution%20Report.pdf
https://www.congress.gov/bill/116th-congress/house-bill/1425
https://energycommerce.house.gov/newsroom/press-releases/democratic-health-leaders-introduce-bill-to-increase-affordability-undo-the
https://energycommerce.house.gov/newsroom/press-releases/democratic-health-leaders-introduce-bill-to-increase-affordability-undo-the
https://www.warner.senate.gov/public/_cache/files/c/b/cbeb6e69-e77c-4933-a273-adb8513a6c89/143517E929275A1F8C56C35D0DB45A5C.health-care-improvement-act-of-2021-bill-text.pdf
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establishes a $10 billion annual Health Insurance Affordability Fund, beginning in 

2022, which states may use to lower costs through reinsurance and other means. The 

legislation defers to CMS to develop an application process and allocation 

methodology for the fund. It provides $200 million to state-based marketplaces in the 

form of two-year grants; $200 million to promote innovation among states to increase 

coverage; $100 million annually for ACA-related marketing; and $100 million for ACA 

navigators (drawn from health insurance user fees). 

The bill further promotes Medicaid expansion through a carrot-and-stick approach. 

Like the original ACA, the bill provides for the federal government to offset 100 percent 

of the cost of Medicaid expansion, reduced to 90 percent after three years (beginning 

the year the state began the expansion). The bill also would penalize non-expansion 

states by reducing their federal medical assistance percentage (FMAP) by one-half 

percent each quarter, up to ten percent, and requiring reporting to the federal 

government related to the number of uninsured individuals in those states. 

Finally, the legislation contains several provisions unrelated to the ACA. It permanently 

authorizes the Children’s Health Insurance Program, increases postpartum Medicaid 

eligibility, increases Medicaid reimbursement for primary care physicians who treat 

Medicaid patients, and extends Medicaid to U.S. territories. The final title of the bill is 

taken from Title I of the Elijah E. Cummings Lower Drug Costs Now Act (H.R. 3, 116th 

Congress), which the Democratic-led House passed in 2019. Specifically, these 

provisions would eliminate the Medicare Part D noninterference clause, allowing the 

federal government to negotiate drug prices and set an average international market 

price for some drugs. 

1 Under the Congressional Budget Act of 1974, the budget reconciliation process may only be used to consider 
policies with a direct effect on federal spending, and the determination as to whether a policy can be considered 
under the process is made by the President of the Senate, in consultation with the Senate Parliamentarian. 

akingump.com 

https://www.akingump.com/a/web/109235/aokDZ/battle-lines-drawn-with-release-of-speakers-drug-pricing-plan.pdf
https://www.congress.gov/bill/116th-congress/house-bill/3991/all-info
https://www.congress.gov/bill/116th-congress/house-bill/3991/all-info
http://www.akingump.com/
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Federal and State Special Enrollment Periods Increase
Access to Insurance Coverage
March 12, 2021 
by Christina Cousart

Last week, the Biden Administration launched a special enrollment period (SEP) for uninsured

individuals to sign up for health insurance coverage in the 36 states that use the federal marketplace

(healthcare.gov). This move follows earlier actions by the 13 state-operated marketplaces that have

already extended enrollment periods to give individuals and families more time to shop for and enroll

in coverage.

Both actions are designed to address COVID-19 pandemic’s impact on rising unemployment and loss

of employer-provided insurance. Typically, the annual enrollment season for health insurance

coverage sold through the marketplaces runs from Nov. 1 to Dec. 15. Starting last year, state-based

marketplaces (SBMs) took the lead to extend their enrollment capacity to help consumers

economically impacted by the pandemic.

To date, thirteen have extended their 2021 open enrollment periods to give consumers more time to

enroll, and seven recently announced they are opening new SEPs for uninsured individuals to enroll in

coverage, most in alignment with the new federal SEP ordered by President Biden to ensure

consistency of messaging and mitigate confusion among consumers seeking coverage. The federal

SEP will run from Feb. 15 to May 15. (For more information about SBM enrollment period changes view

this NASHP chart).

Without the SEPs, individuals could only enroll in coverage if they qualified for a special enrollment

period  triggered by a major life event (e.g., birth, death, marriage) or exceptional circumstance. States

with SBMs have the flexibility and authority to set their own health insurance marketplace enrollment

periods tailored to the needs of their populations and capacities of their insurers and insurance

markets.

Opening enrollment eases the process for individuals to procure needed coverage, especially for the

millions of individuals who have found themselves recently uninsured and navigating the unfamiliar

landscape of buying coverage through the individual market. The 13 SBMs (12 states and Washington,

DC) leveraged this authority last year to open SEPs in response to the pandemic, enabling over

NASHP

https://www.google.com/intl/en/policies/privacy/
https://www.google.com/intl/en/policies/terms/
https://www.nashp.org/2021-individual-market-health-insurance-enrollment-periods/
https://www.nashp.org/how-states-are-increasing-coverage-through-special-enrollment-periods/
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300,000 individuals to enroll in health insurance at a time when economic and public health

uncertainties were driving an acute need for coverage. (For more on SBM actions to open SEPs read

the NASHP blog, Thousands Flock to Health Insurance Marketplaces as Coverage Shifts due to COVID-

19.)

Exchanges Become Trusted Sources of COVID-19 Information

Beyond simply opening SEPs, SBMs are evolving as trusted sources of information and are using their

platforms to amplify messaging related to COVID-19 testing, treatment, and vaccinations. At minimum,

most SBMs have created new resource pages dedicated to sharing local and national updates related

to the virus (read NASHP’s blog, State-Based Marketplaces Lead in Increasing Access to Coverage

during COVID-19). In other examples:

MNsure’s Twitter page hosts state-branded reminders of the importance of masking;

Your Health Idaho has used its Instagram page to promote information from Idaho’s vaccine

advisory committee; and

Maryland Health Connect interlaces messaging related to COVID-19 testing, treatment, and

wellness with information detailing how to shop for coverage.

Most have also partnered closely with their departments of insurance to ensure coordinated

messaging describing what is covered under an individual’s insurance plan, especially in relation to

COVID-19 testing, treatment, and vaccination, such as Pennie’s (Pennsylvania’s marketplace’s)

comprehensive COVID-19 FAQs, which make clear that customers should not pay any out-of-pocket

costs for the COVID-19 vaccine.

SBMs are also looking for additional opportunities to leverage their community partnerships to help

spread important messages, recognizing the importance of working with trusted community leaders

especially at a time when face-to-face communication is limited.

For example, Washington, DC’s marketplace partnered with local agencies and community groups to

host a virtual town hall addressing communities of color, COVID-19 vaccine mistrust, and insurance

enrollment. The program was designed to help dispel misinformation and mistrust in the health care

system, note the disproportionate impact of COVID-19 on communities of color, and stress the

importance of enrolling in quality, affordable coverage.

As more information is available about COVID-19 vaccination and services in their states, SBMs are

poised to help spread critical messages.  Similarly, the National Academy for State Health Policy

(NASHP) will continue to monitor and provide updated information as the SBMs wrap up their open

https://www.google.com/intl/en/policies/privacy/
https://www.google.com/intl/en/policies/terms/
https://www.nashp.org/thousands-flock-to-health-insurance-marketplaces-as-coverage-shifts-due-to-covid-19/
https://www.nashp.org/state-based-marketplaces-lead-in-increasing-access-to-coverage-during-covid-19/
https://twitter.com/MNsure
https://www.instagram.com/p/CKP86WmoDRP/?utm_source=ig_web_copy_link
https://www.facebook.com/MarylandConnect
https://pennie.com/learn/covid19/
https://dchealthlink.com/node/3527
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enrollment periods, open new special enrollment periods, and increase their efforts to help address

evolving COVID-19 needs.

This chart describes the regular and special enrollment periods when individuals may sign up for health

insurance coverage through either the federal marketplace (healthcare.gov, which 36 states use) or state-

operated marketplaces (used by 14 states and Washington, DC). 

Marketplace Original 2021 Open

Enrollment Period

2021 COVID-19 Special Enrollment

Period (SEP)

Federally facilitated marketplace

(36 states)

Nov. 1 – Dec. 15, 2020 Feb. 15 – May 15, 2021*

State-Operated Marketplaces

California Nov. 1, 2020 – Jan. 31, 2021 Feb. 1 – May 15, 2021

Colorado Nov. 1, 2020 – Jan. 15, 2021 Feb.8 – May 15, 2021 

Connecticut Nov. 1, 2020 – Jan. 15, 2021 Feb. 15 – April 15, 2021

DC Nov. 1, 2020 – Jan. 31, 2021 Jan. 1 – March 31, 2021**

Idaho Nov. 1 – Dec. 31, 2020 March 1 – 31, 2021

Maryland Nov. 1 – Dec. 15, 2020 Jan. 1 – May 15, 2021

Massachusetts Nov. 1, 2020 – May 23, 2021

Minnesota Nov. 1 – Dec.  22, 2020  Feb. 16 – May 17, 2021

Nevada Nov. 1, 2020 – Jan. 15, 2021 Feb. 15 – May 15, 2021

New Jersey Nov. 1, 2020 – Jan. 31, 2021 Feb. 1 – May 15, 2021 

New York Nov. 1, 2020 – May 15, 2021 

Pennsylvania Nov. 1, 2020 – Jan. 15, 2021  Feb. 15 – May 15, 2021

https://www.google.com/intl/en/policies/privacy/
https://www.google.com/intl/en/policies/terms/
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Rhode Island Nov. 1, 2020 – Jan. 23, 2021 Feb. 1 – May 15, 2021

Vermont Nov. 1, 2020 – Dec. 15, 2020  Feb. 16 – May 14, 2021

Washington State Nov. 1, 2020 – Jan. 15, 2021 Feb. 15 – May 15, 2021 

*Heathcare.gov opened a special enrollment period as a result of President Biden’s Jan. 28, 2021 executive

order designed to strengthen Medicaid and the Affordable Care Act enrollment.  

**Washington, DC will extend its COVID-19 SEP for the duration of its Public Health Emergency.
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JANUARY 2021

The Consolidated Appropriations Act, 2021 (the CAA) contains nu-

merous provisions that impact group health plans. At a high level, 

these CAA provisions can be broken into three main categories: (1) 

reducing Out-of-Network (OON) costs for enrollees, (2) providing 

transparency regarding costs, and (3) permissive changes that al-

low participants enhanced access to amounts salary reduced to a 

Health Care Flexible Spending Account (HCFSA) and a Dependent 

Care Flexible Spending Account (DCFSA). This article will provide 

an overview of the first two categories. For information regarding the CAA’s provisions related to 

HCFSAs and DCFSAs please see our January 6 Special Alert. In addition, in keeping with the theme 

of transparency, near the end of 2020 the Departments of Labor, Treasury, and Health and Hu-

man Services (HHS) issued the final “Transparency in Coverage” regulations, which include their 

own set of new disclosure requirements for group health plans — and this article will also provide 

an overview of these new rules.

Many of the provisions in the CAA are effective in 2022 (although some are effective in 2021). It is 

critical that plan sponsors have a basic understanding of these CAA provisions (as well as the 

Transparency in Coverage regulations) because they will necessitate amending vendor con-

tracts and are likely to increase plan expenses in the next several years. We have included certain 

“action items” for plan sponsors throughout this article, to highlight the steps we recommend that 

plan sponsors take now to ensure plans will be compliant with these new requirements when 

they do go into effect. 
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The No Surprises Act 

The No Surprises Act is intended to protect consumers from certain surprise medical bills, and it 

sets up an independent dispute resolution process between the plan and the out-of-network 

(OON) provider to resolve payment disputes. It also contains other provisions impacting group 

health plans, as explained below.

The No Surprises Act applies to both fully insured and self-funded group health plans, including 

grandfathered plans (referred to below as “Plan” or “Plans”). It does not appear to apply to ex-

cepted benefits (such as Employee Assis tance Programs). The provisions in the No Surprises Act 

are very complex, and more guidance will be needed from the Departments of Labor, Treasury 

and HHS with regard to its implementation. Below is a high-level over view of its key provisions. 

Preventing Surprise Medical Billing (Applies to plan years beginning on and after 
January 1, 2022)

Participants will be protected from surprise medical bills that could arise from OON emergency 

care, certain ancillary services provided by OON providers at an in-network facility (e.g., an an-

esthesiologist), and OON care provided at in-network facilities without the patient’s informed 

consent.1  For these services, a participant will be required to pay only the in-network cost-shar-

ing amount, which must be applied to the participant’s deductible and out-of-pocket maximums 

(OOPM) under the Plan. Providers will not be able to “balance bill” participants for the remaining 

amounts.2 

Air Ambulance Claims. If a Plan covers in-network air ambulance services, then participants can 

only be re quired to pay the in-network cost-sharing amount for an air ambulance, and those 

amounts paid will be applied to the participant’s deductible and OOPM under the Plan. Air ambu-

lance providers will not be able to balance bill participants for the remaining amounts. Plans will 

be required to provide detailed reports on air ambulance claims to the federal government. Note: 

This provision does not apply to ground ambulance claims.

Independent Dispute Resolution. For the OON claims described above, the Plan must make initial 

payment or issue a denial to the provider within 30 days of receiving the provider’s bill. If there is 

no agreement on the amount owed, the OON claim may be submitted to arbitration initiated by 

the Plan or the provider (referred to as “Independent Dispute Resolution”).3 The party who loses at 

arbitration must pay the entire cost of arbitration.

TH COMMENT: While in most cases the participant will only be paying the in-network costs, the 

Plan will be paying the OON costs. This will increase Plan costs. The idea behind this, beyond 

protecting individual con sumers, may be that the Plan is in a better position to negotiate these 

large OON bills; so over time, these OON costs may come down.

ACTION ITEMS:

• For self-funded plans with third-party administrators (TPAs), agreements must be revised to 

include the quick payment/denial provisions, payment of arbitration costs, and the 

reporting requirements for air ambulance services.

• For both insured and self-funded plans, begin discussion with insurers/TPAs to determine 

the expected increase in cost due to these new requirements.
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• Plan documents and Summary Plan Descriptions (SPDs) will need to be revised to include 

these new provisions. 

Other Provisions in the No Surprises Act

Transparency Regarding In-Network and OON De ductibles and Out-of-Pocket Limits (Effec-

tive for plan years beginning on or after January 1, 2022). A physical or electronic identification 

card for Plan coverage must disclose:

• In-network and out-of-network deductibles;

• Any OOPM for the Plan coverage; and

• A telephone number and website address through which an enrollee may seek assistance 

(e.g., information related to in-network hospitals and urgent care facilities).

ACTION ITEM: Plan sponsors will need to ensure that agreements with an insurance carrier and/

or TPA require compliance with this new rule.

Protections Against Provider Discrimination (Effective Date Not Known). The Patient Protection 

and Affordable Care Act (ACA) contained a provision that prohibited discrimination against “any 

willing provider.” The applicable agencies never issued regulations implementing this provision, 

and instead stated that the statutory language was sufficiently clear. Congress apparently did not 

agree, as the CAA requires that the agencies propose regulations no later than January 1, 2022, 

and issue final regulations no later than six months after comments are received. It is unclear 

what this will mean for Plans. 

Advanced Explanation of Benefits, if Requested, for Scheduled Services (Effective for plan years 

beginning on or after January 1, 2022). Upon request, Plans must send participants an advanced 

explanation of benefits (EOB) before scheduled care. In most cases, this ad vanced EOB is due 

at least 3 business days before such service is to be furnished, but not later than 1 business day 

after the date of such scheduling.4  This EOB must include a list of information including, 

• whether or not the provider or facility is in-network;

n	 if in-network, the contracted rate under the Plan for such services (based on billing 
and diagnostic codes);

n	 if out-of-network, a description of how the individual can obtain information on 
in-network providers of those services;

• a good faith estimate of the cost received by the provider or facility based on the billing 

and diagnostic codes;

• the amount the Plan is responsible for paying;

• a good faith estimate of the amount of any cost-sharing the enrollee must pay;

• a good faith estimate of the amount the enrollee has incurred toward meeting the limit of 

financial responsibility under the Plan (i.e., the deductible and OOPM);
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• in the case of a service subject to medical management techniques (e.g., step therapy, 

prior authorization), a disclaimer that the service is subject to medical management; and

• a disclaimer that the information is only an estimate and subject to change.

TH COMMENT: This advanced EOB will provide participants with insight on the additional costs 

that come with using an OON provider. 

ACTION ITEMS: 

• Plan sponsors will need to ensure that their TPA and/or insurance carrier will comply with 

these requirements. Agreements for self-funded plans must be updated to include 

advanced EOBs, and should specify which entity is responsible for penalties and costs 

associated with not providing this advanced EOB (or providing incorrect information).

• The TPA or plan sponsor should also consider how the method for requesting these 

advanced EOBs will be communicated to participants, including a statement that the 

information is only an estimate and could change.

Continuity of Care (Effective for plan years beginning on or after January 1, 2022). For a “con-

tinuing care patient” who is receiving certain types of in-network care, the Plan must provide 90 

days of continued in-network coverage  to the participant if his/her treating in-network provider 

leaves the network (or 90 days from the date that the participant is no longer a continuing care 

patient, whichever is earlier). A continuing care patient is a person who is: (1) undergoing a course 

of treatment for a serious and complex condition from the provider or facility; (2) undergoing a 

course of institutional or inpatient care from the provider or facility; (3) scheduled to undergo 

nonelective surgery from the provider; (4) pregnant and undergoing a course of treatment for 

pregnancy from the provider; or (5) determined to be terminally ill and is receiving treatment for 

such illness from the provider or facility. This requirement does not apply to for-cause termina-

tions of a provider. 

TH COMMENT: This will have a cost impact on the Plan. While the participant is only paying the 

in-network costs, the provider will be OON — and the Plan must pay the additional OON costs.

ACTION ITEMS: 

• Understand how the TPA or carrier will communicate this to impacted enrollees;

• Update the SPD to explain this rule; and

• Understand the cost impact of this rule.

Price Comparison Tool (Effective for plan years beginning on or after January 1, 2022). A Plan 

must offer price comparison guidance by phone and also make available on the Plan website a 

price comparison tool that allows a Plan enrollee to compare the amount of cost-sharing that 

an individual would be responsible for paying with respect to a specific item or service — factor-

ing in Plan year, geographic region and participating providers.
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TH COMMENT: Plan sponsors may believe that the TPA or insurance carrier already has this kind 

of tool. However, we do not believe that most of the current price comparison tools includes 

information for all services.

ACTION ITEMS:

• Determine how any comparison tool currently offered by a TPA or carrier must be 

updated to comply with this requirement, and the costs associated with that update; and

• Update TPA agreements to address who is responsible for major errors contained in the 

tool, and specify what kind of disclaimer language should be included with the price 

comparison tool. 

Provider Directories (Effective for plan years beginning on or after January 1, 2022). Plans must 

ensure that their in-network directories are up-to-date (and can be relied upon) and that partici-

pants can access the directory online or by phone. The Plan must include a process for verifying 

the accuracy of the provider information in-cluded in the directory at least every 90 days, and 

have a procedure in place for removing a provider or facility if the Plan has been unable to verify 

the provider or facility’s information. If a participant requests information via phone regarding 

whether a provider is in-network, the Plan must respond in writing (or electronically — as pre-

ferred by the participant) within one business day (and this communication must be maintained 

in the individual’s file for at least 2 years). 

The Plan must also establish a database on the public website of the Plan (or issuer) that contains 

a list of each provider and facility that has a direct or indirect contractual relationship with the 

plan; and directory information (name, address, specialty, phone number and digital contact in-

formation for the provider). A participant who relies on any inaccurate provider directory infor-

mation will be responsible for only the in-network cost-sharing amount. 

TH COMMENT: Again, this can create increased costs for the Plan. An error relied on by the par-

ticipant means that he/she will only be paying the in-network cost sharing, but the Plan will be 

paying an OON bill.

ACTION ITEMS: 

• TPA agreements will need to be revised to include this service, as well as a provision 

indemnifying the Plan against any additional costs due to an error in the directory.

• The TPA agreement should specify that the TPA will maintain the response communica-

tion for the required period, and that any such documentation will be provided to the 

next TPA.

Additional Transparency Requirements in the CAA

As noted above, in addition to the No Surprises Act, the CAA contained a number of separate 

provisions that are also intended to increase transparency regarding costs and coverage. These 

requirements are explained below. 



TRUCKER  HUSS    6

Copyright © 2021 Trucker Huss. All rights reserved. This newsletter is published as an information source for our clients and 
colleagues. The articles appearing in it are current as of the date which appears at the end of each article, are general in nature 
and are not the substitute for legal advice or opinion in a particular case.

Removal of Gag Clauses (appears to be effective now)

Plans cannot enter into any agreement with healthcare providers, network of providers, TPAs or 

others who offer access to a network of providers, if that contract would, directly or indirectly, 

preclude the Plan from:

• disclosing provider-specific cost or quality-of-care information or data, through a con-

sumer engagement tool or other means, to referring providers, the plan sponsor, enroll-

ees, or individuals eligible to become enrollees;

• electronically accessing de-identified claims information (in accordance with HIPAA, 

GINA and the ADEA); and 

• sharing the above information with a business associate. 

The agreement can allow the provider or network to include reasonable restrictions on public 

disclosure of the information. The Plan must submit an annual attestation to HHS that the plan is 

in compliance with these requirements.

TH COMMENT: Gag clauses are in many TPA agreements. For example, the TPA agreement may 

state that the Plan will pay at the “PPO Rates” but those rates and how they are determined are 

categorized as “proprietary infor mation” or “confidential information.”

ACTION ITEM: Closely review TPA agreements for gag clauses, which must be removed.

Information about Direct and Indirect Compensation (Applies to contracts that are 
executed or renewed on and after December 27, 2021)

The ERISA prohibited transaction rules limit the types of transactions that an ERISA plan can enter 

into with a “party in interest” (which includes service providers). There is an exemption under 

ERISA Section 408(b)(2) that allows a plan to pay “reasonable compensation” to a party in interest. 

There are specific regulations implementing ERISA Section 408(b)(2) for retirement plans, but not 

for health and welfare plans. The CAA has now added specific disclosure requirements for group 

health plans so that a contract for brokerage services5 or consulting6 will only be considered 

“reasonable” if certain disclosures are made by the service provider to the plan. This requirement 

only applies to contracts where the service provider reasonably expects to receive $1,000 or 

more in com pensation (direct or indirect) in connection with providing the services. Specifically, 

these rules will require the disclosure of, among other things, whether the service provider will 

provide fiduciary services, the direct and indirect compensation received by brokers and consul-

tants related to the health plan, such as for steering plans to certain vendors. For example, a 

consultant may receive a commission or production bonus from a TPA for the placement of busi-

ness with that TPA. This type of com pensation must now be disclosed to the plan sponsor. It is 

notable that this new rule does not apply to insurance carriers or pharmaceutical benefits man-

agers (PBMs). 

This information must be disclosed to the responsible plan fiduciary before the contract is en-

tered into, extended or renewed. The plan fiduciary must be notified of any change to the re-

quired disclosures no later than 60 days from the date that the service provider is informed of the 

change. There is a good faith reliance standard in the rule for the responsible plan fiduciary, but 

it must take reasonable steps to obtain missing information and correct any incorrect information 
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upon discovery. If that fails, the plan fiduciary must provide notice to the DOL (containing spe-

cific information) and consider terminating the contract.

It appears that this rule applies only if ERISA plan assets are used. If the plan is funded by a trust, 

then in most cases ERISA plan assets will be used. What if there is no trust? Note that participant 

contributions are plan assets. Generally, plan assets must be held in trust. However, if the sole 

reason that a plan would be considered funded (and need a trust) is the presence of participant 

contri butions under a cafeteria plan, the plan will be deemed to be unfunded for trust purposes 

(DOL Technical Release 92-01). This does not mean that there are no plan assets. Rather, the DOL 

Technical Release says that the DOL will not enforce the trust requirement solely because there 

are participant contributions.

Example: Assume that there is no trust, the health plan is fully-insured and part of the premiums 

are paid by parti cipants. Also assume that the broker is paid com missions from the insurance car-

rier for the placement of that plan. Are plan assets involved because the commission is likely paid 

based on the insurance premium payments — which are in part paid by participant contri butions 

(plan assets)? We believe the answer is yes. For a self-funded plan that does not have a trust, what 

if certain administrative costs are used in determining the premium — are plan assets involved? 

Again, we believe that the answer is yes.

We expect that the DOL will issue detailed regulations about this rule. 

TH COMMENT: Guidance from the DOL will be critical because we are concerned that brokers 

and consultants may try to claim that all costs are paid by the employer and no plan assets are 

involved. When similar rules were issued for retirement plans, it was the basis for many class ac-

tion lawsuits regarding unreasonable costs and fees paid by plan assets, so it will be important for 

plan spon sors to understand the amount of indirect compensation paid to these providers.

ACTION ITEMS: 

• Locate and review all broker and consultant agreements with the group health plan and 

determine when they renew; and

• Begin discussions with brokers and consultants regarding these provisions and the 

necessary changes that will need to be made to the agreements. 

Mental Health Parity and Addiction Equity Act —Transparency (Effective February 
10, 2021) 

Health plans that provide both medical/surgical benefits and mental health/substance abuse 

benefits, and which impose nonquantitative treatment limitations (NQTLs) on mental health/

substance abuse benefits, must perform and document a detailed comparative analysis. This 

analysis must be made available to a state authority, DOL or HHS beginning 45 days after the 

enactment of the CAA (February 10, 2021), but only upon request from one of those agencies. We 

believe that a request by a government agency for this documentation will likely be triggered by 

a participant complaint.

The CAA contains detailed and specific rules about what must be contained in the comparative 

analysis. If the applicable agency reviews the comparative analysis and determines that the plan 
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is not in compliance, the plan must specify the actions it will take to be in compliance and, with-

in 45 days, provide the agency with a new comparative analysis that demonstrates compliance. 

Following the 45-day corrective action period, if the applicable agency makes a final determina-

tion that the plan is not in compliance, then not later than 7 days after such determination, the 

agency shall notify all individuals enrolled in the plan that the plan is not in compliance.

TH COMMENT: The comparative analysis requirements in the CAA are long and complicated. The 

plan sponsor must ensure that it has entered into a contract with a vendor that can complete this 

analysis in the timeframes required. A failure to meet these rules will cause the agency to inform 

all participants of the plan’s non-compliance — which we believe will likely lead to class action 

lawsuits against the plan.

ACTION ITEMS:

• Ensure that the plan has a vendor that will provide this comparative analysis.

• Be prepared to respond to a request for documentation.

Reporting on Drug Prices (effective December 27, 2021, and each June 1 thereafter). 

Group health plans must provide to the Departments of Labor, Treasury and HHS certain informa-

tion regarding costs associated with the plan’s prescription drug benefit. The first report will be 

due by December 27, 2021, and subsequent reports will be due no later than June 1 of every 

subsequent year. The information that must be included in this report includes: 

1. the beginning and end dates of the plan year; 

2. the number of participants and beneficiaries, 

3. each state in which the plan is offered 

4. the 50 brand prescription drugs most frequently dis pensed (including number of paid 

claims for those drugs), 

5. the 50 most costly prescription drugs by annual spend (including the annual spend 

amount for those drugs), 

6. the 50 prescription drugs with the greatest increase in plan expenditures, 

7. information about the total spending on health care services, 

8. the average monthly premium paid by employers and em ployees, 

9. the impact on premiums of rebates, coupons, other similar renu meration paid by drug 

manu facturers to the plan; and 

 10. any reduction in premiums and out-of-pocket costs associated with rebates, fees or other 

remuneration described in #9. 

The CAA requires that HHS make available on its website a report on prescription drug reimburse-

ments under health plans, prescription drug pricing trends, and the contribution of prescription 

drug costs to premium increases or decreases under such plans. This information is to be aggre-

gated in a way that no plan-specific information will be made public.
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TH COMMENT: This is a game changer. A plan sponsor should use this information in any future 

request for proposal (RFP). It should also use this information to revise what it pays for current 

prescription drugs — and even which prescription drugs are included on the formulary. We ex-

pect that plaintiffs’ lawyers will also be looking carefully at this data as a basis for class action 

lawsuits. Many plans have a high deductible which must be paid before most plan coverage be-

gins. Plaintiffs’ lawyers may be looking for information to determine if participants are grossly 

overpaying for prescription drugs prior to reaching the deductible. 

ACTION ITEM: Agreements with TPAs and PBMs will need to be revised to include this reporting 

service.

Transparency in Coverage Regulations — Separate from the CAA

Prior to the passage of the CAA, the Departments of Labor, Treasury and HHS issued final regula-

tions regarding transparency of health plan costs. For group health plans there are two main as-

pects of the regulations that are explained below. Note that these rules do not apply to excepted 

benefits (such as vision or dental), retiree-only plans or grandfathered plans.

These new rules include a safe harbor for sponsors of fully insured plans if there is a written 

agreement with the health insurer to provide this information. There is not any similar relief for 

self-funded health plans.

Negotiated In-Network and Out-of-Network Allowed Amounts (Effective for plan years begin-

ning on and after January 1, 2022). Plans must publicly post three machine-readable files:

#1 In-Network File — All applicable rates (negotiated rates and fee schedules) with  

in-network providers 

#2 Out-of-Network Allowed Amount File  — Data outlining the historical allowed amounts for 

covered items and services provided by OON providers

#3 Prescription Drug File — Negotiated rates and historical net prices for prescription drugs 

furnished by in-network providers

This information must be updated monthly and made publicly available on the plan’s website free 

of charge. Individuals should be able to access the files without having to log-in. The rule includes 

specific requirements for each file. 

TH COMMENT: First, this obligation is a huge burden on plans. Plan sponsors should be looking for 

vendors that can fulfill this obligation. Second, this is a game changer. This will be the first time 

that a plan sponsor will be able to obtain data on what other plan sponsors are paying for these 

services. This should, in the long run, bring down health plan costs. Plan sponsors are currently 

flying blind in RFPs, not knowing what the price should be for services. Plan sponsors are cur-

rently in a cycle in which  the TPA or insurance carrier proposes highly marked-up prices and the 

plan sponsor tries to negotiate those down. The amount of the price decrease that can be nego-

tiated is usually based primarily on the size and sophistication of that plan sponsor. Hopefully, 

access to this kind of data base will break that cycle and provide plan sponsors with an advantage 

in future negotiations with service providers.
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ACTION ITEM: TPA, insurance carrier and PBM contracts will need to be amended to comply with 

these new rules, and the negotiation process should begin early in 2021.

Disclosure of Cost Information (phased in over time, starting with plan years beginning on and 

after January 1, 2023). Upon request by an enrollee, health plans must disclose estimates of cost-

sharing for covered healthcare items and services from a particular provider. The goal is to enable 

enrollees to obtain an estimate of out-of-pocket expenses in advance of the services. This will be 

phased in over time. This information must be first available for a specific list of 500 items and 

services as of January 1, 2023, with information for all items and services as of January 1, 2024.

Plans must disclose the cost-sharing estimates through a user-friendly online service tool and 

also paper. This infor mation is only available to current enrollees. The tool should provide in-

formation for a specific in-network pro vider or all in-network providers. The tool should take into 

account different cost-sharing based on multi-tier networks and place-based settings (such as 

outpatient versus a hospital). The tool must also include the ability to search for OON services 

and providers.

An enrollee may request that this be in paper form, limited to information for up to 20 providers 

per request, and the information must be mailed or emailed within 2 business days of the request.

There are seven content elements that must be disclosed on request:

• Estimated cost-sharing liability based on actual rates, allowed amounts, and individual-

specific cost-sharing limits (can provide a range)

n Does not include premiums or balance billing for OON

• Accumulated amounts

n The amount that the individual has already paid towards the plan’s deductible and 
OOPM

n Reflect any progress towards reaching a treatment limit (such as number of therapy 
visits)

• In-network rates for covered items and services

n This is required even if that rate does not impact the individual’s cost-sharing liability

n For prescription drugs, it is the negotiated rate (not required to disclose the rebates, 
discounts, or price concessions)

• Out-of-Network Allowed Amounts

• Items and services content list for a bundled payment

n This is a list of all of the items and services reflected in the cost-sharing estimate for a 
bundled payment

• A notice of prerequisites to coverage

n Such as prior authorization or step-therapy

• Disclosure notice
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ACTION ITEMS: 

• Understand the requirements of these rules;

• Determine who within the organization will be responsible for ensuring that the plan 

sponsor has engaged the vendors needed for it to comply with these rules; and

• Create a budget for compliance with these rules.

Conclusion 

These rules have gone a bit under the radar. All of the above rules were issued in 2020 (prior to 

Joe Biden becoming President), but it was late in the year when the nation was focused on CO-

VID-19, the holidays and the Presidential election. We believe that these rules will have a signifi-

cant impact on health plan coverage — more than anything else we have seen since the passing 

of the ACA. It is a heavy lift for plans for the next few years. Plan spon sors should be sure that they 

have a basic understanding of the rules so that they can create workstreams and budgets as soon 

as possible in 2021.

--------------

1   There is an exception for nonemergency services provided by OON providers at in-network facilities if 
the patient knowingly and voluntarily agrees to use the OON provider. In that circumstance, the provider 
is obligated to notify the patient prior to the scheduled services regarding estimated cost and identifying 
available in-network options. The “knowing and voluntary consent exception” will not apply if: (1) there is 
no in-network provider available in the facility; (2) the care is for unforeseen or urgent services; or (3) the 
provider is an ancillary provider that a patient typically does not select (e.g., a radiologist or anesthesiolo-
gist). 

2   Currently, OON providers often “balance bill” participants the difference between the amount paid by 
the participant’s group health plan and the amount charged by the provider. These balance-billed 
amounts can be very substantial. 

3   Insured group health plans may be subject to state laws that regulate the way certain OON claims are 
resolved. If a state does not have such a law, then the provisions in the CAA will apply. The provisions in 
the CAA will apply to self-funded group health plans.

4   In the case of a service scheduled at least 10 business days before the service is performed, the EOB 
must be furnished not later than 3 business days after the date of the scheduling or request.

5   The new rule applies to brokerage services provided to an ERISA group health plan with respect to the 
selection of, among other things, insurance (including vision and dental), recordkeeping services, medical 
management vendors, benefits administration, stop-loss insurance, and pharmacy benefits management 
services.

6   The new rule applies to consulting services provided to an ERISA group health plan related to, among 
other things, the development or implementation of plan design, insurance selection, and recordkeeping. 
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The size of the uninsured population declined significantly following implementation of 

the coverage provisions of the Affordable Care Act (ACA) in 2014 but has grown in 

recent years. In 2019, an estimated 28.9 million nonelderly adults and children were 

uninsured, an increase of 2.2 million since 2016 (Tolbert and Orgera 2020). The 

economic downturn caused by the COVID-19 pandemic has resulted in steep increases 

in unemployment and related losses of employer-sponsored insurance (ESI; Fronstin 

and Woodbury 2020).1 Though some losing ESI during the pandemic have enrolled in 

coverage through Medicaid and the ACA Marketplaces to avoid becoming uninsured, 

eroding ESI rates mean increases in uninsurance are unlikely to reverse, and could 

accelerate, during the current recession (Banthin and Holahan 2020; Banthin et al. 

2020; Corallo and Rudowitz 2020; Gangopadhyaya, Karpman, and Aarons 2020; 

Garfield et al. 2020; Karpman and Zuckerman 2020).  

Lack of awareness or understanding of publicly subsidized coverage options among the uninsured 

may result in people not enrolling in programs for which they qualify. This may be especially true for 

those newly losing ESI, who may have little prior experience with subsidized coverage. After large 

investments in outreach and enrollment assistance when the ACA was enacted, the Trump 

administration dramatically cut public education and enrollment support. Erosion of ESI and declining 

incomes during the pandemic will likely make millions of people eligible for publicly subsidized 

coverage, but they will need to understand their options and may need help enrolling to avoid 

becoming uninsured.  

H EA L T H  P O L I C Y  C EN T ER   

Many Uninsured Adults Have Not Tried to 
Enroll in Medicaid or Marketplace Coverage 
Findings from the September 2020 Coronavirus Tracking Survey  

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



 2  M A NY  U N I NS UR E D  A D U L T S H A V E  N O T  T R I E D  T O  E N R OL L  I N  S U BS I D I Z E D  C O V E R AG E  
 

In this brief, we assess awareness of and experiences with publicly subsidized coverage options 

among adults who were uninsured in September 2020. To do so, we analyze data from the second 

wave of the Urban Institute’s Coronavirus Tracking Survey, fielded September 11 through 28, 2020. 

We find that though some uninsured adults were aware of publicly subsidized coverage options, 

critical knowledge gaps remained, and many uninsured people had not attempted to enroll in coverage 

for which they may be eligible. We also find perceptions of Marketplace affordability and eligibility for 

Medicaid and the Children’s Health Insurance Program (CHIP) may keep some people from enrolling. 

Our main findings are as follows: 

◼ Some uninsured adults are unfamiliar with the Marketplaces and available financial assistance 

to subsidize purchasing such coverage. In September 2020, only about half of uninsured 

adults (53.9 percent) had heard a lot or some about the Marketplaces. Just under two-thirds 

of uninsured adults (64.9 percent) had heard nothing or only a little about financial assistance 

for Marketplace coverage.  

◼ Almost half of uninsured adults familiar with Marketplace health plans had not looked for 

information on them, most commonly because of cost concerns. 

◼ Just 29.3 percent of uninsured adults had tried to obtain Medicaid/CHIP coverage. Most 

commonly, those who did not try to obtain Medicaid/CHIP did not think they would qualify. 

◼ Nearly half of all uninsured adults (47.0 percent) had neither looked for information on 

Marketplace coverage nor tried to obtain Medicaid/CHIP.  

◼ Of all uninsured adults, only about 2 in 10 had both sought information about Marketplace 

coverage and tried to obtain Medicaid/CHIP; about 3 in 10 uninsured adults had done one or 

the other.  

To avoid large increases in uninsurance as the pandemic continues, federal and state governments 

will need to boost awareness and understanding of Marketplace and Medicaid/CHIP coverage and 

provide more enrollment assistance, particularly for those who may be qualifying for the first time. 

Raising awareness of available financial assistance and simplifying enrollment processes may also help. 

Policymakers have indicated interest in increasing opportunities to enroll; for instance, the Biden 

administration has just announced a proposal to extend the federal Marketplace open enrollment 

period to ensure more people needing coverage during the public health crisis can obtain it.2 If 

combined with substantial government outreach efforts and the administration’s proposal to enhance 

the generosity of and expand eligibility for premium tax credits during the pandemic, these proposals 

could make inroads with the largest segment of uninsured adults, those who may qualify for 

Marketplace subsidies but have been dissuaded from seeking information about or enrolling in 

Marketplace coverage over cost concerns (Gunja and Collins 2019). 
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Background 

Families with an uninsured person have several coverage options. For uninsured people previously 

covered by ESI before a job loss, COBRA coverage can extend ESI for up to 18 months. But, it requires 

former employees to pay the full cost of coverage, which can be prohibitively expensive, especially 

given income losses (Garfield et al. 2020).3 Medicaid and CHIP allow enrollment on the basis of income 

for those who meet citizenship and immigration status requirements, including children, whose median 

Medicaid/CHIP threshold is 255 percent of the federal poverty level (FPL); adults with incomes below 

138 percent of FPL in the 37 states (including the District of Columbia) that had adopted the ACA’s 

Medicaid expansion option by 2020; and some parents with very low incomes in the remaining states 

that have not expanded Medicaid, hereafter called “nonexpansion states” (Brooks et al. 2020). 

Beneficiaries can also enroll on the basis of disability or pregnancy. Additionally, Marketplaces allow 

enrollment during defined open enrollment periods and temporary special enrollment periods for 

those with a qualifying event, such as job or insurance loss. And people with incomes between 100 

and 400 percent of FPL who do not qualify for Medicaid/CHIP can receive tax credits to make 

Marketplace coverage more affordable; additional cost-sharing subsidies are available for those with 

incomes below 250 percent of FPL.4 So, depending on a person’s state of residence, income, and 

immigration status, one may either be eligible for Medicaid/CHIP, eligible for advanced premium tax 

credits through the Marketplaces, or ineligible for subsidized coverage (Gunja and Collins 2019; Pollitz 

and Claxton 2020).5  

However, even those eligible for subsidized coverage may face multiple barriers to enrollment. 

Research shows few uninsured people report not needing or wanting insurance; rather, they face 

other obstacles to obtaining and affording coverage (Tolbert and Orgera 2020). According to focus 

groups with uninsured people conducted during the pandemic, many uninsured adults desire coverage 

and see its benefits, but seeking coverage is a lower priority than more immediate needs, such as 

replacing lost income.6 Moreover, to enroll in such coverage, people must know about and understand 

the available options. Many adults have low health insurance literacy, meaning they lack familiarity 

with health insurance concepts and terms.7 Though awareness of financial assistance for coverage 

under the ACA has grown in recent years, recent survey data show fewer people are aware of the 

Marketplaces than are aware of Medicaid (Collins et al. 2015; Pollitz et al. 2020; Saloner et al. 2020). 

And barriers extend beyond awareness: in one recent study, most uninsured adults who tried to obtain 

coverage reported finding at least one of the enrollment steps somewhat or very difficult (Pollitz et al. 

2020). Moreover, some people report not knowing if they will qualify for or be able to afford Medicaid 

or Marketplace coverage, concerns that may be even more relevant during the pandemic and 

recession, with incomes in flux and worries about adding new monthly expenses, such as premiums for 

coverage (Collins et al. 2015).8 

In this brief, we use data from the Urban Institute’s Coronavirus Tracking Survey, conducted in 

September 2020, to assess awareness of publicly subsidized coverage options and experiences 

seeking to obtain these forms of coverage among uninsured adults. Our findings indicate that as the 
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pandemic continues in 2021, further efforts will be needed to inform uninsured people about 

coverage options, available financial assistance, eligibility requirements, and how to enroll in coverage.  

  

Results 

Many uninsured adults are unfamiliar with the health insurance Marketplaces and available financial 

assistance for purchasing such coverage.  

Though the ACA’s Marketplaces have existed since 2014, only about half of adults who were 

uninsured in September 2020 reported having heard a lot (21.2 percent) or some (32.7 percent) about 

them; the remainder knew only a little (25.5 percent) or nothing at all (20.5 percent), as shown in 

figure 1.9 

An even greater share of uninsured adults was unaware of subsidies to make Marketplace 

premiums and out-of-pocket costs more affordable. Only about one in three uninsured adults reported 

hearing a lot (11.4 percent) or some (23.7 percent) about this financial assistance, whereas the 

majority heard only a little (23.4 percent) or nothing at all (41.5 percent).  

FIGURE 1 

Awareness of Marketplace Health Plans and Financial Assistance among Uninsured Adults Ages 18 

to 64, September 2020 

URBAN INSTITUTE 

Source: Urban Institute Coronavirus Tracking Survey, wave 2.  

Notes: X-axis labels are responses to two questions: “How much have you heard about the health insurance Marketplaces, 

which can be used to shop for health insurance and compare prices and benefits?” And, “Some people are able to get subsidies 

for premiums and out-of-pocket health care costs in the health insurance Marketplaces. How much, if anything, have you heard 

about these subsidies?” The survey was conducted September 11 through 28, 2020, and 91 percent of respondents completed 

21.2%

32.7%

25.5%

20.5%

11.4%

23.7% 23.4%

41.5%

A lot Some Only a little Nothing at all A lot Some Only a little Nothing at all

Awareness of Marketplace coverage options Awareness of Marketplace financial assistance
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the survey by September 17. Respondents for whom Marketplace knowledge and experiences were not assessed or who did 

not respond to the questions (16.3 percent) are excluded. 

Many uninsured adults who are familiar with the Marketplaces have not looked for information on 

Marketplace health plans, most commonly because of cost concerns. 

Just over half of uninsured adults familiar with Marketplace health plans had sought information about 

them; an estimated 55.1 percent reported they had looked for information on Marketplace plans, 

whereas 44.9 percent had not. 

Moreover, uninsured adults most commonly reported cost as their reason for not seeking 

information on or enrolling in Marketplace coverage. Among the 55.1 percent who had looked for 

information on Marketplace plans, more than 7 in 10 (42.2 percent of all uninsured adults familiar with 

Marketplace plans) reported they did not enroll because of cost, or because they could not afford a 

plan or qualify for subsidies. And among the 44.9 percent who had not looked for information about 

enrolling, more than half (28.4 percent of all uninsured adults familiar with Marketplace plans) did not 

look for information because they believed the cost would be too high or they would be unable to 

afford the coverage.  

For some, low awareness of financial assistance for purchasing Marketplace coverage may 

correspond with perceiving such coverage as unaffordable. This suggests public education about 

subsidies could expand interest in enrolling. For others, coverage may be unaffordable even with 

financial assistance. Though subsidies make coverage more affordable for those who qualify, 

Marketplace premiums can be as high as nearly 10 percent of family income (for those with incomes 

between 300 and 400 percent of FPL). In addition, subsidies are not provided to those with incomes at 

or above 400 percent of FPL, meaning Marketplace coverage can be costly even for those with 

moderate incomes.10  

TABLE 1 

Experiences Looking for Marketplace Coverage among Uninsured Adults Ages 18 to 64 Familiar with 

Such Coverage, September 2020 

 Percent 

Looked for information on Marketplace health plans  55.1 
Did not enroll because cost was too high, they cannot 
afford the insurance, or they did not qualify for 
subsidized coverage 42.2 

Did not look for information on Marketplace health 
plans 44.9 

Did not look because cost was too high or they cannot 
afford the insurance 28.4 

Source: Urban Institute Coronavirus Tracking Survey, wave 2.  

Notes: Reasons for not enrolling in or seeking information on Marketplace health plans are responses to the following 

questions: “What is the main reason why you have not enrolled in a health insurance plan in the Marketplace?” And, “Which of 

the following is the main reason that you have not looked for information on health insurance plans in the Marketplace?” The 

survey was conducted September 11 through 28, 2020, and 91 percent of respondents completed the survey by September 17. 
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People familiar with Marketplace plans have at least a little awareness of the Marketplaces. Respondents for whom Marketplace 

knowledge and experiences were not assessed or who did not respond to the questions (16.3 percent) are excluded. 

Just 29.3 percent of uninsured adults had tried to obtain Medicaid/CHIP coverage. Most commonly, those 

who did not apply did not think they would qualify. 

Only about 3 in 10 adults who were uninsured in September 2020 had tried to obtain Medicaid/CHIP. 

The most commonly reported barrier to enrolling was not qualifying for coverage; 19.9 percent of all 

uninsured adults did not enroll for this reason. Similarly, those who had not tried to obtain coverage 

most commonly believed they would not qualify (39.8 percent of all uninsured adults). 

Some adults may indeed not qualify for Medicaid, especially those in nonexpansion states, where 

nonpregnant, nondisabled adults without children cannot qualify for Medicaid at any income level, and 

the median parental Medicaid eligibility threshold is just 41 percent of FPL (Brooks et al. 2020). In 

addition, federal regulations prohibit undocumented noncitizens and many legally present noncitizens 

from enrolling. Of the adults identified as uninsured in the Coronavirus Tracking Survey, 44.6 percent 

reported incomes at or below 138 percent of FPL, just 12.0 percent reported incomes above 400 

percent of FPL, and 77.8 percent were citizens (data not shown). Thus, though some uninsured adults 

are, in fact, ineligible for Medicaid, many uninsured adults may qualify (Collins, Gunja, and Doty 2017). 

TABLE 2 

Experiences Trying to Obtain Medicaid/CHIP among Uninsured Adults Ages 18 to 64,  

September 2020 

 Percent 

Tried to obtain coverage through Medicaid/CHIP 29.3 
Did not enroll because they were told they were 
ineligible 19.9 

Did not try to obtain coverage through Medicaid/CHIP 70.7 
Did not think they were eligible or told they were told 
ineligible 39.8 

Source: Urban Institute Coronavirus Tracking Survey, wave 2.  

Notes: CHIP = Children’s Health Insurance Program. The table shows responses to the question, “Have you tried to obtain 

coverage through Medicaid, Medical Assistance (MA), the Children’s Health Insurance Program (CHIP), or any kind of state or 

government-sponsored assistance plan based on income or a disability?” Reasons for not enrolling in or trying to obtain 

coverage are responses to the following questions: “What is the main reason you are not currently enrolled in Medicaid, MA, 

CHIP, or another state or government-sponsored assistance plan?” And, “What is the main reason you did not try to obtain 

coverage through Medicaid, MA, CHIP, or another state or government-sponsored assistance plan?” The survey was conducted 

September 11 through 28, 2020, and 91 percent of respondents completed the survey by September 17. Respondents for 

whom Medicaid/CHIP knowledge was not assessed or who did not respond to the questions (16.2 percent) are excluded.  
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Overall, nearly half of uninsured adults had not tried to obtain either Marketplace or Medicaid/CHIP 

coverage. Only about 2 in 10 uninsured adults had sought information about Marketplace coverage and 

tried to obtain Medicaid/CHIP, and about 3 in 10 had only looked for information about one or the other.  

Table 3 combines reported experiences seeking both Marketplace and Medicaid/CHIP coverage 

among adults who were uninsured in September 2020. Nearly half of uninsured adults who reported 

their experiences said they had not sought Marketplace or Medicaid/CHIP coverage (47.0 percent).11 

That nearly half of uninsured adults had not attempted to enroll in these plans suggests major 

coverage gains could be achieved with additional program awareness and enrollment assistance. 

About one in five uninsured adults (21.1 percent) reported having sought information on both 

Marketplace and Medicaid/CHIP coverage. We find 23.4 percent of uninsured adults had tried to 

obtain information about Marketplace coverage but not Medicaid/CHIP, and a smaller share (8.4 

percent) had tried to obtain Medicaid/CHIP but had not looked for information on Marketplace 

coverage. 

TABLE 3 

Experiences Seeking Marketplace and Medicaid/CHIP Coverage among Uninsured Adults Ages 18 to 

64, September 2020 

 Percent 

Has not looked for information on Marketplace coverage or 
tried to obtain Medicaid/CHIP 47.0 

Has looked for information on Marketplace coverage and has 
tried to obtain Medicaid/CHIP 21.1 

Has looked for information on Marketplace coverage but has 
not tried to obtain Medicaid/CHIP 23.4 

Has tried to obtain Medicaid/CHIP but has not looked for 
information on Marketplace coverage 8.4 

Source: Urban Institute Coronavirus Tracking Survey, wave 2.  

Notes: CHIP = Children’s Health Insurance Program. See the endnotes for how we constructed this hierarchy. Not seeking 

Marketplace coverage includes not having heard of Marketplace coverage. The survey was conducted September 11 through 

28, 2020, and 91 percent of respondents completed the survey by September 17. Respondents for whom either Medicaid/CHIP 

or Marketplace knowledge was not assessed or who did not respond to the questions (16.7 percent) are excluded. 

Discussion 

Findings from the Coronavirus Tracking Survey indicate nearly half of adults who were uninsured in 

September 2020 had not sought Marketplace or Medicaid/CHIP coverage. Many were unfamiliar with 

the health insurance Marketplaces—especially with the availability of financial assistance for such 

coverage—or did not believe they would qualify for Medicaid/CHIP. As policymakers craft policies to 

minimize coverage losses during the pandemic and recession and to reverse the coverage declines 

since 2016, these findings show the importance of raising awareness about available coverage options 
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among uninsured people, informing them about eligibility rules and affordability, and helping them 

enroll in coverage. 

Various recent policy choices could be contributing to difficulties navigating the health insurance 

coverage landscape, including for people recently losing ESI, who may have less knowledge of 

available subsidized coverage options. The Trump administration cut outreach and enrollment funding, 

such as that for advertising the availability of coverage through federal Marketplaces and for health 

insurance navigators, who are often instrumental to Medicaid and Marketplace enrollment (Pollitz et 

al. 2020).12 Several recent federal and state-level policy discussions and decisions may be further 

confusing consumers about coverage options or deterring them from seeking coverage, including 

consideration of ACA repeal, proposals for restrictions on Medicaid (e.g., work requirements and other 

administrative hurdles), elimination of federal coverage mandate penalties, easing of restrictions on 

less comprehensive plans, and expansion of the “public charge” rule to consider public benefits use 

among some immigrant families (Artiga and Pham 2019; Bernstein et al. 2019; Haley et al. 2020; 

Pollitz et al. 2020).  

As the pandemic continues, the new administration, Congress, and states officials could enact 

several policies to improve awareness and accessibility of Marketplace and Medicaid/CHIP coverage. 

Expanding outreach and enrollment assistance. The Biden administration could boost awareness of 

coverage options and increase enrollment assistance through policies such as restoring navigator and 

outreach funding to at least prior levels, or increasing them further, and advertising the extended 

federal Marketplace open enrollment period that they have recently proposed to increase 

opportunities to enroll in coverage during the continuing pandemic.13  

Targeted messaging and assistance emphasizing the benefits of coverage and how to enroll could 

also help; research indicates messages promoting the peace of mind gained through enrollment and 

protections for preexisting conditions can encourage enrollment during the public health crisis, and 

state-specific consumer guidance may also be needed bolster enrollment, given policy differences 

across states.14 It will also be important to notify consumers about the comprehensiveness of 

Medicaid/CHIP and Marketplace plans relative to short-term plans, which lack the ACA’s consumer 

protections (Corlette et al. 2019; Pollitz et al. 2020).  

State-based Marketplaces have helped bridge federal marketing gaps by advertising extended 

special enrollment periods following the onset of the pandemic, establishing new marketing 

campaigns, and conducting targeted outreach, such as through unemployment assistance 

departments.15 Additionally, the federal government did not advertise Healthcare.gov to those who 

have lost coverage during the pandemic, leaving such advertising to states. However, with state 

budgets strained by the pandemic-related recession, such efforts may not be sustainable, possibly 

necessitating federal funding.  

Expanding awareness and understanding of available coverage options may also help reduce 

health disparities; research shows lack of awareness of Marketplace coverage and confusion about 

health insurance terminology are high among Hispanic/Latinx and Black adults, groups also 
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experiencing worse effects of the current recession on their families’ finances (Collins, Gunja, and 

Doty 2017; Karpman, Zuckerman, and Kenney 2020; Villagra et al. 2019).  

Improving affordability of coverage and knowledge of financial assistance. Consistent with other research 

(Collins, Gunja, and Doty 2017), we find low awareness of financial assistance for purchasing 

Marketplace coverage in September 2020. Cost was the most commonly reported reason for not 

seeking information or enrolling in such coverage. Cost concerns may be particularly high during the 

pandemic and recession; about half of Marketplace enrollees in March/April 2020 reported worrying 

about their inabilities to afford premiums because of the pandemic (Pollitz et al. 2020). 

Efforts to better inform potential Marketplace enrollees about the income ranges for which 

subsidies are available could help reduce knowledge gaps, especially for those whose incomes are 

fluctuating after a recent job loss.16 Policymakers could also act to increase affordability of coverage 

(Cox et al. 2020): As part of an additional $1.9 trillion pandemic stimulus plan, President Biden has 

proposed increasing financial assistance to make Marketplace premiums more affordable. States could 

also consider offering additional financial assistance, as in Massachusetts and California, which could 

increase take-up among people with moderate incomes (Aron-Dine and Broaddus 2019). Removing 

restrictions on Marketplace financial assistance for families whose access to employer coverage is 

deemed affordable by the ACA could also make more people eligible for financial assistance. In 

addition, President Biden has proposed subsidization of COBRA as part of his broader relief package, 

which could improve COBRA affordability but would be limited to those who recently lost employer-

sponsored coverage. 

Expanding and communicating Medicaid/CHIP eligibility levels. The most commonly reported barrier to 

seeking or enrolling in Medicaid/CHIP coverage was ineligibility or perceived ineligibility. Many 

uninsured adults, especially those in nonexpansion states and noncitizens, are ineligible for Medicaid 

because of income- and immigration-related restrictions. To remove this barrier, adoption of the 

expansion in additional states and loosening of rules prohibiting some noncitizens from enrolling in 

Medicaid are necessary. Still, others could also benefit from better knowledge of Medicaid eligibility 

requirements. 

Over decades, research has shown that though awareness of and interest in Medicaid/CHIP are 

high and perceptions of the programs are generally positive, confusion about eligibility requirements 

may deter families from seeking coverage (Kenney, Haley, and Tebay 2004; Pollitz et al. 2020). 

Communication during the pandemic about the immediate availability of Medicaid/CHIP after job loss 

through trusted information sources, such as health care providers, employers, schools, and other 

public programs, and specific outreach and enrollment efforts to reach underserved communities 

could also help (Artiga, Rudowitz, and Tolbert 2016).  

In addition, the new administration has expressed willingness to reverse the public charge rule.17 

But even if it is reversed, communication about immigration requirements and clarification that 

Medicaid/CHIP enrollment among eligible individuals would not risk their or their family members’ 

immigration statuses will be essential to reaching and enrolling immigrant families. Further, 
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Medicaid/CHIP enrollment increases are already straining states’ budgets (NCSL 2020). Thus, 

additional state fiscal relief will be needed to support increased enrollment, in addition to the 

temporary increase in the federal Medicaid/CHIP matching rate enacted in the Families First 

Coronavirus Response Act for states meeting certain conditions (e.g., not disenrolling beneficiaries 

from Medicaid during the public health emergency).18  

Simplifying enrollment systems and improving perceptions of enrollment processes. Maintaining simplified 

Marketplace and Medicaid/CHIP enrollment processes and adapting to changing circumstances during 

the pandemic are critical. Research shows nearly 4 in 10 adults who applied for or renewed Medicaid 

during the pandemic had difficulties navigating enrollment procedures (Pollitz et al. 2020). And 

perceptions about complex application processes are a barrier to seeking Medicaid, especially for 

those who have recently faced challenges applying for unemployment insurance and do not want to 

navigate another bureaucratic system.19  

States can take advantage of flexibilities allowed in Medicaid to simplify enrollment, such as 

increasing usage of online and phone application processes, allowing self-attestation of eligibility 

criteria, and extending presumptive eligibility to allow more entities to screen for temporary eligibility 

while full applications are processed (Dolan and Artiga 2020).20 Simplifications could also benefit (1) 

those already enrolled in Medicaid who have not recently faced renewal but will need to recertify 

eligibility when the public health emergency ends and (2) people whose fluctuating incomes may mean 

they shift in and out of Medicaid and Marketplace eligibility (Manatt 2020). Some states are also 

improving procedures that will expand access to Marketplace coverage, such as through extending 

special enrollment periods and reducing administrative burdens.21  

The large reductions in uninsurance resulting from efforts before and under the ACA to increase 

awareness of subsidized coverage and simplify enrollment, including streamlined enrollment and 

renewal processes, outreach campaigns, funding for health insurance navigators and community-based 

organizations, and elimination of administrative hurdles, suggest efforts to make enrollment easier 

could contribute to coverage gains (KFF 2013). 

Data and Methods  
This brief uses data from the second wave of the Urban Institute’s Coronavirus Tracking Survey, a 

nationally representative internet-based survey of nonelderly adults designed to assess how the 

COVID-19 pandemic is affecting adults and their families and how those effects change over time. A 

total of 4,007 adults ages 18 to 64 participated in the second wave, fielded September 11 through 28, 

2020; 91 percent of respondents completed the survey by September 17. This analysis is based on the 

437 respondents who were uninsured and responded to questions about awareness of and 

experiences with Marketplace and Medicaid/CHIP coverage. Respondents for both waves were 

sampled from the 9,032 adults who participated in the most recent round of the Health Reform 

Monitoring Survey (HRMS), which was fielded March 25 through April 10, 2020. The HRMS sample is 

drawn from Ipsos’s KnowledgePanel, the nation’s largest probability-based online panel. The panel is 
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recruited from an address-based sampling frame covering 97 percent of US households and includes 

households with and without internet access. Participants can take the survey in English or Spanish.  

The Coronavirus Tracking Survey includes an oversample of Black and Hispanic/Latinx HRMS 

participants. Survey weights adjust for unequal selection probabilities and are poststratified to the 

characteristics of the national nonelderly adult population based on benchmarks from the Current 

Population Survey and American Community Survey. We also adjust the September tracking survey 

weights to address differential nonresponse among participants in the March/April HRMS. Because 

nonresponse in the September survey is greater among HRMS participants experiencing negative 

employment effects and material hardship during the pandemic and these effects differ based on 

demographic characteristics, we adjust the weights so work status and employment and hardship 

outcomes reported in March/April among the September sample are consistent with outcomes 

reported among the full March/April HRMS sample both overall and within key demographic 

subgroups. These adjustments make the September tracking survey sample better represent the 

sample initially drawn in March/April and mitigate nonresponse bias in estimated changes over time in 

the pandemic’s effects.  

The margin of sampling error, including the design effect, for the full sample of adults in the 

second wave of the tracking survey is plus or minus 2.0 percentage points for a 50 percent statistic at 

the 95 percent confidence level. Additional information about the March/April 2020 HRMS and the 

questionnaires for the HRMS and first and second waves of the Coronavirus Tracking Survey can be 

found at hrms.urban.org.22  
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By Elena Fuentes-Afflick, James M. Perrin, Kelle H. Moley, Ángela Díaz, Marie C. McCormick, and
Michael C. Lu

Commentary

Optimizing Health And Well-Being
For Women And Children

ABSTRACT The health and well-being of childbearing women and children
in the US should set a world standard. However, women and children in
the US experience higher rates of morbidity and mortality than women
and children in almost all other industrialized countries, with marked
racial and ethnic disparities. The unfolding effects of the coronavirus
disease 2019 (COVID-19) pandemic have highlighted such disparities. In
this article, which is part of the National Academy of Medicine’s Vital
Directions for Health and Health Care: Priorities for 2021 initiative, we
draw on a life-course framework to highlight promising interventions
and recommend key improvements in programs and policies to optimize
health and well-being among women and children in the US. The
recommendations address ensuring access, transforming health care, and
addressing social and environmental determinants.

T
he high rate of maternal mortality
in the US, which is twice as high as
in the United Kingdom or Canada,
is a national disgrace.1 From 2000
to 2014 maternal mortality in the

US more than doubled, while most other coun-
tries reported significant declines.2 Each year,
more than 700women in theUS die during preg-
nancy and childbirth, and more than 50,000
pregnant women experience a life-threatening
complication. Maternal mortality is associated
with racial, ethnic, socioeconomic, and geo-
graphic disparities. For example, African Ameri-
can women are more than three times as likely
to die during pregnancy and childbirth as White
women—a gap that has not narrowed in de-
cades.3

Because of socioeconomic disparities, disad-
vantaged women enter pregnancy with fewer
resources. For instance, disadvantaged women
may have lower educational attainment and low-
er income and lack the emotional and financial
support of a partner. They also have higher rates
of preexisting morbidity such as cardiovascular
conditions, obesity, and diabetes. The impact of

such maternal factors varies by race and ethnici-
ty; cardiovascular conditions account for the
majority of deaths among non-Hispanic Black
women.4

Preconception morbidity leads to higher rates
of pregnancy complications including hemor-
rhage, infection, hypertensive disease, and pre-
mature delivery.5 One in ten newborns in the US
are born preterm—the highest proportion of any
developed nation—with major differences by
race and ethnicity.6 Prematurity is the leading
cause of infant mortality and a contributor to
lifelong morbidity. Thus, maternal health and
well-being, reflecting experiences throughout
the life course, may determine the health of
the next generation and, ultimately, the health
of the nation.
Another challenge to maternal health is the

fact that nearly 70 percent of pregnant women
takeprescriptionmedications for acuteorchron-
ic conditions during pregnancy, yet very few
medicationshaveFoodandDrugAdministration
approval for use during pregnancy.7 The lack of
robust human safety data regarding the use of
medications during pregnancy complicates the
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management of preexisting conditions as well as
illnesses diagnosed during pregnancy, which
may harm pregnant women and fetuses alike.
Children and youth in the US experience

higher rates of poor health and developmental
outcomes, including developmental disorders,
mental health conditions, severe asthma, and
obesity, aswell as other correlates ofpoorhealth,
including poverty, hunger, poor educational
outcomes, and adolescent incarceration, than
their counterparts in other countries.8 Low-
income children in the US have higher rates of
developmental, mental, and behavioral health
conditions—and greater severity of these
conditions—than non-low-income children.9

The impact of adverse health extends into adult-
hood, as young adults (ages 15–24) in the US
have higher mortality rates than their counter-
parts in other Organization for Economic
Cooperation and Development countries.10 The
pattern of increased mortality continues
throughout adulthood; this underscores the im-
portance of addressing the health needs of in-
fants, children, adolescents, and young adults to
improve long-term health outcomes.
Stresses in early life, including adverse child-

hood experiences (ACEs) such as child maltreat-
ment, poverty, and parental loss, affect health
outcomes and are associated with morbidity and
mortality during adulthood.11 The prevalence of
adverse experiences varies by ethnicity and so-
cioeconomic status; Black, Hispanic, and low-
income children have much higher rates of
ACEs.12 This finding has particular importance
in the context of a country with an increasingly
ethnically diverse population. In 2018 the US
population of young children (younger than
age five) was already “majority minority,” with
a distribution of 50 percent non-HispanicWhite,
26 percent Latinx, 14 percent non-Hispanic
Black, 5percentnon-HispanicAsian, 0.8percent
non-Hispanic American Indian and Alaska Na-
tive, 0.2 percent non-Hispanic Hawaiian and
other Pacific Islander, and 4 percent two ormore
races.13

Thecoronavirusdisease2019 (COVID-19)pan-
demic puts further stress on children’s health.
Recent studies have reported major increases in
children’s mental health issues,14 and the pan-
demic has highlighted racial and ethnic dispar-
ities indisease burdenandmortality.Health care
has transformed rapidly, withwidespread imple-
mentation of telehealth, but an unintended con-
sequence is lower rates of critical childhood im-
munizations, which require in-person visits.15

The educational disruption experienced by chil-
dren and youth also will likely have long-term
consequences. Furthermore, young families, es-
pecially among communities of color, are partic-

ularly vulnerable to economic losses from the
pandemic and the associated effects on housing,
nutrition, and parental well-being.
The importance of accumulated life-course ex-

periences on long-term health and well-being is
supported by a large, growing body of literature.
The life-course framework uses a longitudinal
perspective to assess the role of hereditary, phys-
iologic, psychologic, and environmental influ-
encesonhealth.As individuals growandmature,
they experiencepositive andnegative impacts on
health, development, and social-emotional func-
tioning. Furthermore, children experience criti-
cal periods during which positive and negative
experiences have particularly strong and lasting
effects. Poorer outcomes occur in the context of
exposure to negative events with insufficient
resources to buffer their effects. Familial support
is critical during early childhood, but other fac-
tors can ameliorate adverse events, such as
neighborhood characteristics (schools, recrea-
tion, and well-stocked stores) and specific poli-
cies andprograms (access to health care through
public insurance, educational policies, financial
support, and adequate housing).
In this fashion, social determinants affect

health over the course of a person’s life. Child-
hood trauma has been linked to chronic health
problems into adulthood, with time-specific ef-
fects of toxic social or interpersonal experienc-
es.16 Many women enter childbearing age with
lengthyhistories of ill health andadversity, often
beginning during childhood. During pregnancy,
the accumulation of poor health and adverse
experiences affects intrauterine growth, emo-
tional health, and nutrition status.17 For women
of color, the experience of racism contributes to
accelerated aging or “weathering,”18 which in
turn contributes to the development of chronic
health conditions.Weathering may help explain
the elevated risk for maternal and infant mortal-
ity among African American women, even col-
lege-educated women—a risk that socioeconom-
ic status does not explain.19

In this article, part of the National Academy of
Medicine’s Vital Directions for Health and
Health Care: Priorities for 2021 initiative, which
aims to provide expert guidance on several focus
areas for US health policy, we use a life-course
perspective to highlight promising interven-
tions and recommend key improvements in pro-
grams and policies to optimize health and well-
being among women and children in the US.20

We provide targeted recommendations that are
eminently achievable, as well as “moonshot” rec-
ommendations that are more sweeping and
transformative. All of our recommendations are
intended to optimize the health of women and
children so that the US sets a global standard.
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Initiatives To Improve Maternal
Health
Data from the Centers for Disease Control and
Prevention (CDC) indicate that nearly two-thirds
of maternal mortality is preventable.21,22 In gen-
eral, the underlying factors contributing to pre-
ventable maternal mortality relate to errors at
the level of the clinician, health care facility,
and health system, such as inadequate training,
missed or delayed diagnoses, delayed or ineffec-
tive responses to complications, poor communi-
cation, and ineffective coordination of care.22

Quality improvement strategies can improve
maternity care and outcomes. In 2006 the Cal-
ifornia Maternal Quality Care Collaborative, in
collaboration with the state’s Department of
Public Health and others, launched an initiative
to improve the quality and safety of maternity
care. The statewide effort focused on the imple-
mentation of “maternal safety bundles,” a curat-
ed set of best practices, protocols, checklists, and
other resources focused on improving the 4Rs:
readiness, recognition, response, and reporting.
The Postpartum Hemorrhage Bundle required
the creation of well-stocked hemorrhage carts
(readiness), tools to measure blood loss (recog-
nition), early use of uterotonic medications (re-
sponse), and mandatory reporting to a central-
ized data center (reporting). In a controlled trial
involving 147 hospitals, implementation of the
Postpartum Hemorrhage Bundle resulted in a
20.8 percent reduction in severe maternal mor-
bidities compared with a 1.2 percent reduction
among control hospitals.23 From 2006 to 2013
maternal mortality in California decreased by
57 percent, andmaternal mortality among Black
women decreased by nearly 50 percent.24

In 2015 the federal Maternal and Child Health
Bureau established the Alliance for Innovation
on Maternal Health to disseminate and scale
California’s success to other states. Championed
by the American College of Obstetricians and
Gynecologists and implemented in collaboration
with twenty-five national organizations, the alli-
ance has engaged 33 states and more than 1,400
hospitals in implementing maternal safety bun-
dles, with the goal of engaging every birthing
hospital in the US and achieving a 50 percent
reduction in maternal mortality by 2025.25

Reducing and eradicating maternal deaths in
the US will require improving the quality and
safety of maternity care as well as women’s
health across the life course. A first step is pro-
viding women with access to comprehensive
health services, including primary and preven-
tive care, preconception and interconception
care, and family planning. Healthy Start is a
promising federal program that takes a compre-
hensive, community-based approach to improv-

ing perinatal outcomes in 100 at-risk commu-
nities by promoting women’s health before,
during, and beyond pregnancies; strengthening
families and communities; and addressing social
determinants of health.25 Recognizing thatmany
maternal health disparities are rooted in institu-
tionalized racism, advocates have recently called
for a redesign of intervention programs from a
reproductive justice framework, which main-
tains that “reproductive safety and dignity [de-
pend] on having the resources to get goodmedi-
cal care and decent housing, to have a job that
[pays] a living wage, to live without police ha-
rassment, to live free of racism in a physically
healthy environment.”26

Interventions To Improve Child
Health
Improving child health, development, and well-
being involves providing services across sectors,
including the health, education, child welfare,
and justice sectors. A succession of National
Academies reports, beginningwithFromNeurons
to Neighborhoods27 to, most recently, Vibrant and
Healthy Kids,28 have summarized the substantial
literature that documents the positive effects of
early childhood education and family support on
cognitive abilities and educational success,
which translates into long-term economic well-
being, including reduction in justice system in-
volvement and incarceration.29,30 Home visiting
services for families contribute to improved cog-
nitive development and, in some cases, im-
proved trajectories for parents.31 Paid family
leave also improves birth outcomes.32

The Vibrant and Healthy Kids report reviewed
an array of programs, including economic, fami-
ly support, health care, and early education pro-
grams, to assess their effectiveness.28 Multiple
programs, including nutrition support through
the Supplemental Nutrition Assistance Program
(SNAP) and the Special Supplemental Nutrition
Program for Women, Infants, and Children
(WIC); income support such as the Child and
Dependent Care Credit and the Earned Income
Tax Credit; and adequate health insurance, have
demonstrated improvements in the health of
parents and health and developmental outcomes
for children. Despite this success, most pro-
grams other than health insurance have reached
only half of eligible households.33 Bringing these
programs to scalewill have substantial impact on
the health and well-being of children and youth.

Issues In Access To Care
For women and children, access to medical care
is one buffer against poor health. However, dis-
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advantaged women experience limited access to
care and are more likely to have an unplanned
pregnancy, partly reflecting inadequate precon-
ception care and family planning. They are also
more likely to start prenatal care later thanmore
advantaged peers and to deliver in hospitals with
lower quality-of-care indicators.34

Despite the gains in coverage provided by the
Affordable Care Act (ACA), in 2018 there were
10.8 million women ages 19–64 who lacked in-
surance, including more than a million poor
women who lived in states that did not expand
Medicaid.35 Furthermore, many childbearing
women who reside in nonexpansion states lose
Medicaid coverage at sixty days postpartum. In
addition, recent changes in Medicaid eligibility,
such as work requirements, have reduced wom-
en’s enrollment in the program.36

Changes affecting the ACA include the expan-
sion of short-term health plans that are not re-
quired to comply with coverage and benefit re-
quirements and the exemption of employers
from providing contraceptive coverage on the
basis of a company’s religious or moral objec-
tions. Efforts to defund Planned Parenthood
could further restrict women’s access to preven-
tive services, preconceptionand interconception
care, and family planning.
Medicaid and its partner program, the Chil-

dren’s Health Insurance Program (CHIP), are
essential for children. Approximately one-third
of US children and youth have public insur-
ance.37Medicaid differs substantially fromMedi-
care because states are required to provide some
funding and because states control many pro-
gram elements, including eligibility and bene-
fits. Medicaid pays providers at rates typically
one-third lower than Medicare payments, mak-
ing many providers unwilling to accept Medic-
aid-insured patients.38

In addition, access to oral health services is
important for children because dental caries is
the most common chronic disease of child-
hood.39 DespiteMedicaid coverage of oral health
services under the Early and Periodic Screening,

Diagnostic, and Treatment benefit, fewer than
half of all children on Medicaid receive dental
services in a given year.40

Policy Recommendations
Webelieve that thehealth andwell-beingofwom-
en and children in the US should set the world’s
standard. Specifically, no woman in the US
should die from a preventable complication of
pregnancyorchildbirth, andchildren should live
in a society that allows them to thrive and maxi-
mize their full potential.
To achieve these goals, we recommend apply-

ing a life-course perspective from preconception
to pregnancy and at all life stages including
fetal development, childhood, adolescence, and
adulthood. This perspective promotes family-
centered design and equity by acknowledging
and addressing adversity and disparities across
the life course.We recommend improving access
to care, transforming health care delivery and
financing, and addressing social and environ-
mental drivers of health. Achieving these goals
requires fundamental components such as the
collection of robust data to inform research and
policy, attention to safety and accountability,
and sustained research into effective programs
and implementation. Building broad programs
to achieve equity and diminish disparities, inte-
grate health care with other sectors, and trans-
form health care to population health models
will require corresponding changes in the work-
force.
We categorize our recommendations as tar-

geted andmoonshot. The targeted recommenda-
tions focus on existing programs and policies
andareeminently achievable. Themoonshot rec-
ommendations are transformative and broadly
impactful, and they and require support and
resources from multiple sectors.
Targeted Recommendations
▸ DATA: The CDC should expand support of

maternal mortality review committees to all fifty
states and the District of Columbia. The Enhanc-
ing Reviews and Surveillance to Eliminate Ma-
ternal Mortality program should be expanded
throughout the country.
Federal data sets should harmonize the defi-

nitions used to delineate subpopulations of chil-
dren, resulting in more consistent groupings
based on race and ethnicity, age, and clinical
characteristics. Data sets should be integrated
across data sources, and longitudinal studies
are needed to assess the determinants of child
and adult health outcomes.
▸ SAFETY: TheMaternal and Child Health Bu-

reau should expand its support of the Alliance
for Innovation on Maternal Health program to

We believe that the
health and well-being
of women and children
in the US should set
the world’s standard.
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achieve the goals of applying maternal safety
bundles to every birthing hospital and a 50 per-
cent reduction in maternal mortality by 2025.
For children, the Department of Health and

Human Services and the Agency for Healthcare
Research and Quality should ensure the nation-
wide adoption of safety interventions in all sec-
tors of the health care system and conduct re-
search to address gaps related to quality and
safety.
▸ RESEARCH: Congress should support the

Task Force on Research Specific to Pregnant
and Lactating Women, which was established
through the 21st Century Cures Act of 2016.
The task force’s goal is to remove regulatory bar-
riers that prohibit pregnant women from partic-
ipating in research and to require the drug de-
velopment industry to include pregnant women
in clinical trials.
The National Institutes of Health and other

funders should enhance support for studies to
identify themechanisms that link adverse events
during early childhood to health outcomes
across the life course and assess the relative ef-
fectiveness of prevention versus intervention
strategies.
Moonshot Recommendations
▸ ENSURE ACCESS: Society must ensure that

women, their partners, and children have access
to high-quality comprehensive health services
across the life course. Care should be patient
and family centered and emphasize preventive
services, with culturally and linguistically appro-
priate outreach and services. Access strategies
should address racial and ethnic disparities. Spe-
cific strategies includeMedicaid expansion; pro-
viding a public option in the ACA Marketplace;
enforcing the ACA’s coverage and benefits re-
quirements, which require insurance plans to
providematernity care,mental health, andwom-
en’s preventive services; limiting restrictions on
employers’ exemptions for contraceptive cover-
age; and repealing the Hyde Amendment, which
prohibits the use of federal funds to pay for abor-
tion except in certain instances.
All children should have access to health care

services that emphasize the prevention of adver-
sity and ill health. Coverage should ensure access
to behavioral and mental health and oral health
services. Children with special health care needs
require integrated, coordinated care and habil-
itative services.
We recommend strengthening public insur-

ance (Medicaid/CHIP) for children through
structural change. First,Medicaid should ensure
universal coverage for all children from birth
through age twenty-one years. Second,Medicaid
for children and youth should transform to a
fully federally financed program to reduce the

burden on states and facilitate the development
of national standards with physician payment
rates comparable to those of Medicare. States
often struggle to balance their budgets, which
is related, in part, to the fact that Medicaid con-
sumes a sizable proportion of the budget (15 per-
cent, on average) and because demand for ser-
vices increases when revenues plummet, such as
during the COVID-19 pandemic.41 Federalizing
the Medicaid program for children and youth
would generate some additional costs. However,
at this time, only about 10 percent of the total
federal spending on health care is allocated to
children and youth, and a new program could be
gradually implemented. Under this construct,
families could maintain employer-based insur-
ancewith the understanding that the federalized
program could support them if needed. Third,
Medicaid should expand its focus on population
health, including focusing on upstream preven-
tion of poor health, incentivizing transforma-
tion of health care, and promoting cross-sector
collaboration.
▸ TRANSFORM HEALTH CARE DELIVERY AND

FINANCING: Thehealth care sector haswitnessed
much experimentation with value-based pay-
ment arrangements and population health. De-
fining value in child and adolescent health care
requires different metrics from those applied to
adults. For example, cost savingswill accrue over
the long term and may return to nonhealth sec-
tors such as education and juvenile justice.42 In-
novative multidisciplinary models of team care,
often supported by Medicaid programs, may in-
clude staff members who connect enrollees
with community resources, expand the use of
technology—including telemedicine—and pro-
activelymonitorhealth anddisease. Teams could
expand capacity in behavioral and mental
health, improve coordination and management
of chronic conditions, and focus attention on the

All children should
have access to health
care services that
emphasize the
prevention of
adversity and ill
health.
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social drivers of health. The Department of
Health and Human Services, including the Cen-
ters for Medicare and Medicaid Services, should
support new programs to improve and trans-
form the content, delivery, organization, and
financing of health services for women and chil-
dren, including preconception, prenatal, post-
partum, and pediatric care.

▸ ADDRESS SOCIAL AND ENVIRONMENTAL

FACTORS: Improving women’s and children’s
health requires systematic, coordinated efforts
across several sectors, including health, educa-
tion, justice, and social services. For example,
efforts to reduce poverty should strengthen
household income through expansion of the
Earned Income Tax Credit and the Child and
Dependent Care Tax Credit and conversion of
the Child Tax Credit, which lowers the tax that
families pay, into a child allowance,whichwould
apply to all families whether or not they pay
taxes.43 Efforts to enhance family resiliency re-
quire new paid family leave policies, expanded
programs for child care, and enhanced access to
early childhood education. Programs to enhance

family stability should explicitly address the
need for stable housing. Successful nutrition
programs such as SNAP,WIC, and school-based
meals, which currently reach only a fraction of
eligible households, should be brought to
scale.28 Recent events, including the COVID-19
pandemic,havehighlighted inequities inmostof
the programs noted here, and we call for ac-
knowledging and addressing disparities to
achieve equity.

Conclusion
Women and children in theUS face challenges to
optimal health and well-being. In this article we
have outlined a set of policies and programs fo-
cused on access to health care, health care trans-
formation, and attention to social drivers of
health for women and children. Our recommen-
dations are highly relevant for an administration
and Congress that are prepared to address in-
equities and make meaningful, lasting improve-
ments for women, children, families, and the
entire country. ▪
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On January 14, 2021, the Department of Health 

and Human Services (HHS) released the final 

Notice of Benefit and Payment Parameters for 

2022 in the Federal Register.1 The notice 

includes important rules and parameters for the 

operation of the individual and small group 

health insurance markets in 2022 and beyond. 

This paper summarizes key provisions of the 

final notice and other related information recently 

released by HHS. Not all of the topics raised in 

the proposed 2022 Payment Notice were 

included in the final Payment Notice released in 

January. Forthcoming regulations are expected 

to address the remaining topics that were not 

addressed in this rule. The Appendix includes a 

table that lists which topics were finalized in the 

current Final Rule and which are expected to be 

finalized by the new Administration. Additionally, 

with the change in Administrations happening, 

some of the provisions finalized could be altered 

in future regulations before they go into effect. 

                                                

1 Department of Health and Human Services, “The Final Patient Protection and Affordable Care Act; HHS Notice of Benefit and 
Payment Parameters for 2022”, https://www.federalregister.gov/public-inspection/2021-01175/patient-protection-and-
affordable-care-act-benefit-and-payment-parameters-for-2022-updates-to-state 

Overview 

The following highlights the key changes 

included in the 2022 final Payment Notice. More 

information on these and other changes follow.  

1. Direct-Enrollment Flexibilities: HHS 

finalized allowing states to end state-

sponsored online enrollment portals (e.g., 

opt out of Healthcare.gov) and allow for 

enrollees to only have the ability to enroll into 

an on-Exchange plan through direct 

enrollment (DE) entities. HHS will also allow 

DE entities more flexibility as to what 

information they share with potential 

enrollees.  

2. User Fees: HHS lowered user fees to 

issuers to 2.25% for issuers in the Federally-

facilitated Exchanges (FFE) and 1.75% in 

State-based Exchanged that utilize the 

Federal Platform (SBE-FPs). 

mailto:michael.cohen@wakely.com
mailto:adam.rudin@wakely.com
https://www.federalregister.gov/public-inspection/2021-01175/patient-protection-and-affordable-care-act-benefit-and-payment-parameters-for-2022-updates-to-state
https://www.federalregister.gov/public-inspection/2021-01175/patient-protection-and-affordable-care-act-benefit-and-payment-parameters-for-2022-updates-to-state
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3. 1332 Waiver Regulation: HHS incorporated 

its 2018 guidance on 1332 Waiver into 

regulation.  

Exchange Establishment Standards (Direct 

Enrollment) 

HHS finalized two major changes to increase the 

importance of direct enrollment for the 

Exchanges. First, HHS will allow states to elect 

not to have a state-sponsored online portal (i.e., 

Healthcare.gov or a state exchange portal) for 

enrollment and instead only have enrollment via 

DE. If a state selects this type of Exchange 

model individuals could only enroll in Exchange 

coverage through a DE entity (for example a 

web-broker or an issuer).  This option will be 

available for State-Based Exchanges (SBE) in 

2022 and for Healthcare.gov states in 2023. 

These new exchange types will have “-DE” 

appended to the end of their current acronym 

(SBE-DE, FFE-DE, and SBE-FP-DE). 

The other major change would allow for greater 

flexibility in how DE entities display information 

on QHPs. The regulation would allow DE entities 

to exclude some information on QHPs that it 

cannot sell. For example, if a web-broker does 

not have a relationship with a particular issuer, it 

would not have to display certain information 

about that issuer’s plans.  

The prior regulations required that product 

choices be separated across three different web 

pages by product type as follows: 

 QHPs On-Exchange 

 Off Exchange QHPs and non-QHPs other 

than excepted benefits (such as vision plans 

or specific disease plans) 

 All other products, including excepted 

benefits 

HHS relaxed this requirement under certain 

circumstances. In particular, On and Off 

Exchange plans (other than excepted benefits) 

can be on the same page to accommodate HRA 

arrangements where an employee would need to 

compare On and Off Exchange options. This is 

because a prior an employee may not know if 

they a better net premium will be found Off 

Exchange (where the employee may be eligible 

to have premium subsidies via HRA) or On 

Exchange (where the employee may be eligible 

for Federal Premium Tax Credits). Despite being 

the policy being finalized, comments were 

generally negative from the public on this topic.  

User Fees 

HHS reduced user fees for issuers in states that 

utilize Healthcare.Gov. In particular, HHS will 

charge issuers in FFE 2.25% (down from 3.0%) 

and 1.75% in SBE-FP states (down from 2.5%). 

If a state selects the Exchange-DE option, HHS 

will only charge a user fee of 1.50%.  

1332 Regulations 

HHS codified the existing guidance issued in 

October 2018 regarding 1332 waiver 

applications into regulation (no modifications 

from current guidance). In particular, this would 

codify the current Administration’s interpretation 

of the 1332 guardrails (for example loosening the 

coverage and affordability requirements). It 

would also would require notice and comment for 

the new Biden Administration to change the 

1332 waiver rules.   
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If you have any questions or to follow up on any 

of the concepts presented here, please contact 

any of the following authors:  

Michael Cohen at michael.cohen@wakely.com 

Adam Rudin at adam.rudin@wakely.com 

mailto:michael.cohen@wakely.com
mailto:adam.rudin@wakely.com
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Appendix: Breakdown of Policies Included in Final Rule 

Policy Issue 
Included in Final 
Payment Notice 

In Proposed Rule but 
Excluded in Final 
Payment Notice 

Direct-Enrollment Flexibilities X  

Risk Adjustment  X 

User Fees X  

PBM Reporting  X 

MLR  X 

1332 Waivers X  

Cost-Sharing Requirements (e.g., MOOP)  X 

Eligibility Requirements  X 

 

 



By Victor J. Dzau, Mark B. McClellan, J. Michael McGinnis, Jessica C. Marx, Rebecca D. Sullenger, and
William ElLaissi

Commentary

Vital Directions For Health And
Health Care: Priorities For 2021

ABSTRACT In 2016, in anticipation of the US presidential election and
forthcoming new administration, the National Academy of Medicine
launched a strategic initiative to marshal expert guidance on pressing
health and health care priorities. Published as Vital Directions for Health
and Health Care, the products of the initiative provide trusted,
nonpartisan, evidence-based analysis of critical issues in health, health
care, and biomedical science. The current collection of articles published
in Health Affairs builds on the initial Vital Directions series by addressing
a set of issues that have a particularly compelling need for attention from
the next administration: health costs and financing, early childhood and
maternal health, mental health and addiction, better health and health
care for older adults, and infectious disease threats. The articles also
reflect the current experience with both the coronavirus disease 2019
(COVID-19) pandemic and the health inequities that have been drawn out
sharply by COVID-19, as well as the implications going forward for action.

W
ith its congressional charter
as advisor to the nation and
in anticipation of the 2016
US presidential election and
forthcomingnewadministra-

tion, in 2016 the National Academy of Medicine
launched a strategic initiative to marshal expert
insights on health and health care priorities.
Published as Vital Directions for Health and
Health Care, the products of the initiative pro-
vided trusted, nonpartisan, evidence-based anal-
ysis of critical issues in health, health care, and
biomedical science.
In its initial series, the project engaged more

than 150 experts, who undertook analysis of
compelling policy opportunities across nineteen
key areas important to progress in three do-
mains: better health and well-being, high-value
health care, and strong science and technology.1

The resulting framework from this initiative is
organized into eight crosscutting policy direc-
tions for all levels of leadership, including four

actionpriorities (pay for value, empower people,
activate communities, and connect care) and
four essential infrastructure needs (measure
what matters most, modernize skills, accelerate
real-world evidence, and advance science). To-
gether, these policy directions serve as a founda-
tion for the US to achieve its vision for a health
system that performs optimally in improving the
health of the population; promoting, protecting,
and restoring thehealth of individuals; andhelp-
ing each person reach their full potential for
health and well-being.2

Since the 2016 publication of Vital Directions,
much has happened in health and health care,
underscoring concerns about the nation’s per-
sistent challenges related to maternal mortality,
child health and development, behavioral
health, the opioid crisis, and pervasive health
inequities, among others. These developments,
coupled with the emergence of severe acute re-
spiratory syndrome coronavirus-2 (SARS-CoV-
2) and the coronavirus disease 2019 (COVID-
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19) pandemic, in the context of another US pres-
idential election, prompt the need for renewed
assessment of health care priorities and guid-
ance. In addressing these challenges, the next
administration must combat the health dispar-
ities that have negatively affected Black people,
Indigenous people, and other people of color for
decades and prioritize the pursuit of health eq-
uity for all Americans.3 The COVID-19 pandemic
has further exacerbated racial health inequities
across public health and health care systems in
the US.
This collection of articles published in Health

Affairsbuilds on the initial Vital Directions series
by selecting a set of issues with a particularly
compelling need for leadership and decision
making at multiple levels. Accordingly, the ar-
ticles highlight five topical areas: health costs
and financing, early childhood and maternal
health, mental health and addiction, better
health and health care for older adults, and in-
fectiousdisease threats. All of these articleshigh-
light the crosscutting theme of the dispropor-
tionate negative impact of health inequities on
vulnerable and underserved populations and the
importance of giving thehighest priority to elim-
inating these inequities. The articles also reflect
the current experience with the COVID-19 pan-
demic at the time of writing and the implications
for action going forward.

An Unprecedented Juncture
During the past four years the US health system
has confronted unprecedented challenges and
uncertainties. The period began with heated de-
bate about the repeal of the Affordable Care Act
of 2010, and the law’s implementation and revi-
sion remain active topics of discussion and
debate. Then 2019–20 saw the emergence of
COVID-19 and the dramatic escalation of public
attention to long-standing racial and ethnic dis-
parities in society as a whole, with health care
being an arena where those disparities are par-
ticularly pronounced.
A persistent and serious challenge has been

health care expenditures,4 withUShealth expen-
ditures as a proportion of gross domestic prod-
uct continuing to far outstrip comparable expen-
ditures in other Organization for Economic
Cooperation and Development countries. To
compound the problem, Americans continue
to have worse health outcomes even in the face
of such high expenditures, including lower life
expectancy, higher suicide rates, and a higher
chronic disease burden, with people of color suf-
fering disproportionately.5 Partly as a result of
high costs, access to care is often limited and
unequal. Of the estimated 20.3 million Ameri-

cans with substance use disorder, 89.8 percent
did not receive treatment in 2018.6 Disparities
between racial groups inmaternal mortality per-
sist, with mortality rates for non-Hispanic Black
women remaining more than double those of
their non-Hispanic White counterparts.7

The tragedy of these disproportionate burdens
has been underscored in the experience of the
COVID-19 pandemic. As of January 5, 2021, the
Centers for Disease Control and Prevention
(CDC) reported 20,732,404 cumulative COVID-
19 cases and 352,464 total deaths due to SARS-
CoV-2 in the US.8 In addition to pandemic-relat-
ed morbidity and mortality, US unemployment
rates reached apeakof 14.7 percent inApril 2020
and continued to persist at a higher-than-aver-
age rate of 6.7 percent as of November 2020.9

Furthermore, the associated school closures
have disrupted the education of millions of
American children.10 COVID-19 also has exacer-
bated health disparities in the US. Black, Indige-
nous, Pacific Islander, and Latino Americans are
proportionately more likely than White Ameri-
cans to die from COVID-19,11 accentuating the
urgency of the need for action to address health
inequities. An effective approach will require
multisector collaboration that considers the so-
cial determinants of health, confronts economic
inequities, and rejects policies that perpetuate
structural racism.

High-Priority Challenges
Each of the five topical articles published in Vital
Directions: Priorities for 2021 reviews the status
and trends for the problem, the priorities in-
volved, an analysis of approaches, and reflec-
tions on strategies to address the problem. Of
particular importance, as reflected throughout
all of the articles, is the clear and urgent obliga-
tion for the US to turn its full attention to the
growing problem of health inequities and to
the structural racism that perpetuates such dis-
parities.
Health Costs And Financing: Challenges

And Strategies Despite high health care expen-
ditures,12 Americans generally experience
poorer health outcomes compared with their
counterparts in other high-income countries.5

Not surprisingly, many Americans are con-
cerned about US health care costs, making
health reformoneof themost prominent current
political issues.13 The COVID-19 pandemic has
highlighted the weaknesses of the US health sys-
tem and exacerbated already prevalent health
disparities across the nation.14,15 Rising numbers
of uninsured people16 that haveworsened during
the pandemic,17 high costs of novel therapeu-
tics,12 and access barriers underscore the need
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for health reform. The article “Health Costs and
Financing: Challenges and Strategies for a New
Administration,” by William Shrank and col-
leagues, takes a deeper look into these issues
and provides recommendations to improve the
efficacy and efficiency of the US health care sys-
tem in the context of the COVID-19 pandemic
and beyond, with explicit consideration of how
to address disparities in outcomes to improve
equity in doing so.18

Given the high costs and substandard health
outcomes of the US health system, ensuring ef-
fective and high-value health care for all Amer-
icans must be a top priority for the next admin-
istration. There is an urgent need to provide
more equitable access to affordable health care
in the interest of national public health. To
achieve these goals, the US will need to develop
innovativeways of improving access to coverage,
address health provider workforce shortages in
areas such as primary care,17 and reform health
care payment methods. Recent shifts to value-
based payment have sometimes resulted in sig-
nificant savings, especially models that move
farther away from fee-for-service payment.19 A
continued shift to alternative payment methods,
including population-based payment with an
emphasis on accountability for addressing
health disparities, may decrease future costs
while improving care.20

As part of these reforms, there are clear oppor-
tunities for telehealth services, therapeutic inno-
vations, and health care data sharing. Although
telehealth visits have significantly increased
since the beginning of the COVID-19 pandemic21

and multiple payers have expanded reimburse-
ment for these services,22 future telehealth reg-
ulations and reimbursement remain uncertain.
The federal government will also need to re-
examine the regulatory and reimbursement
frameworks for medical therapeutics and health
care data with a focus on supporting value and
encouraging innovative models of care. The cost

of therapeutics is not always aligned with the
benefits they provide, and high prices limit ac-
cess to pharmaceuticals for many Americans.23

Patients also experience difficultly in gaining
access to their own health information because
of a lack of robust data systems accessible to both
public and private providers.24 To address these
challenges, Shrank and colleagues present near-
term opportunities to improve access, afford-
ability, and equity, as well a list of recommenda-
tions for key elected officials and political
appointees.
Optimizing Health And Well-Being For

Women And ChildrenWomenand children con-
tinue to experience high rates of morbidity and
mortality in theUS,which are further intensified
by racial inequities.25 More than 700 women die
each year in the US during pregnancy and child-
birth, and non-Hispanic Black women are more
than twice as likely to die during pregnancy and
childbirth as White women.26 The US also has
high rates of prematurity—at a rate of one in
ten newborns—which is a leading cause of infant
mortality and lifelongmorbidity. Comparedwith
their peers in other countries, US children expe-
rience higher rates of poor health outcomes,
such as developmental problems, mental health
conditions, and severe asthma, coupledwith and
worsened by social and environmental stressors
such as poverty and hunger. Notably, the preva-
lence of adverse childhood outcomes is higher
for Black, Hispanic, and low-income children
regardless of race or ethnicity.27

To address these issues, the article by Elena
Fuentes-Afflick and colleagues, titled “Optimiz-
ing Health and Well-Being for Women and Chil-
dren,” adopts a life-course perspective to assess
both causes for and solutions to issues in child
and maternal health.28 This framework under-
scores the impacts of both positive and negative
cumulative health outcomes through multiple
phases of life from preconception to adulthood
and highlights the interrelatedness of each de-
velopmental phase. As the authors of this article
express, “Maternal health andwell-being . . .may
determine the health of the next generation
and, ultimately, the health of the nation.” The
cumulative impacts of poor health outcomes in
early childhood reverberate throughout the life
course.
The authors note that prevention is key to im-

proving maternity care and health outcomes for
childbearing women. Several state-level and na-
tional strategies, such as the CaliforniaMaternal
Quality Care Collaborative and theMaternal and
Child Health Bureau’s Alliance for Innovation in
Maternal Health, use a quality improvement ap-
proach to improve health outcomes. Addressing
coverage gaps in health care can also reduce ma-

There is an urgent
need to provide more
equitable access to
affordable health care
in the interest of
national public health.
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ternal mortality; in 2018 there were 10.8 million
uninsured adult women, andmore than onemil-
lion women in poverty fell into the ACA’s “cov-
erage gap” between Medicaid and subsidized
Marketplace eligibility.29 The authors note that
the US should set the world’s standard for pro-
moting the health and well-being of women and
children, and they provide recommendations for
ahealth system that leads to successful outcomes
by focusing on targeted and moonshot recom-
mendations. The targeted recommendations fo-
cus on existing policies or programs that are
eminently achievable, which include the follow-
ing elements: data, safety, and research. The
moonshot recommendations, which are trans-
formative and require endorsement, support,
and resources from multiple sectors, include
the following elements: ensuring access, trans-
forming health care delivery and financing, and
addressing social and environmental factors.
Transforming Mental Health And Addic-

tion Services Behavioral health,mental health,
and addiction significantly affect society in the
US and around the world. As of 2018, 20.3 mil-
lion Americans (ages twelve and older) had a
substance use disorder, and 47.6 million Ameri-
can adults suffered from at least one mental ill-
ness.6 Although the US hasmade some strides in
improving access to treatment for behavioral
health conditions, significant gaps in care re-
main. Barriers to quality care are particularly
high for people of color and people with socio-
economic disadvantage, emphasizing the need
for special consideration of vulnerable popula-
tions in policies relevant to behavioral health.30

Improving mental health and addiction treat-
ment for all Americans requires combating stig-
ma and promoting evidence-based, comprehen-
sive care. In their article, “Transforming Mental
Health and Addiction Services,” Margarita
Alegría and colleagues discuss themost pressing
needs in behavioral health care and offer policy
solutions that call for a reconceptualization of
the behavioral health care system to prioritize
the social needs of patients and to foster greater
support of the behavioral health workforce.31

Current behavioral health interventions often
focus on volume of services and symptom reduc-
tion as a benchmark for success. However, given
scientific advancements and improvements in
patient-centered care, peoplewithmental illness
are increasingly in recovery and able to live full
lives despite their symptoms. Thus, it is possible
to move beyond symptom reduction and to em-
phasize everyday functioning and societal in-
volvement in behavioral health care.32 A shift
toward prioritizing social context and address-
ing the social needs of patients with behavioral
health conditions will be a vital part of behav-

ioral health caregoing forward. Further, improv-
ing functional outcomes requires transforming
the behavioral health system to meet patients
“where they are” in terms of physical location
and their current acceptance of their illness. Pro-
motion of community-based organization out-
reach,33 telehealth services,34 and home visiting
programs35 to augment behavioral health care
presents an opportunity to expand patient en-
rollment in care and diagnose disease sooner.
Another pressing need in the advancement of

mental health and addiction care is decriminal-
ization of people who have behavioral health
conditions, based on the recognition that addic-
tion is a brain disease.36 Such change is urgently
needed both to improve health outcomes and
because people of color are disproportionately
negatively affected by the criminal justice sys-
tem.37 Efforts to improve behavioral health
outcomes should include a reconfiguration of
the crisis response system with a workforce
trained in deescalation tactics instead of crimi-
nalization.38

Actualizing Better Health And Health
Care For Older Adults By 2040, people ages
sixty-five and older are predicted to account for
21.6 percent of theUS population, and resources
will need to be appropriately allocated to ensure
that they receive person-centered, high-quality
care.39 The COVID-19 pandemic has further ex-
posed the consequences of fragmented and un-
equal care for older adults, as well as the endur-
ing impacts of structural racism. To address
systemic inequities and to address many of the
challenges facing older adults, it is imperative to
take a population health approach. By actualiz-
ing this vision of population health for older
adults, the nation can address many of the out-
standing challenges and issues faced by older
Americans.
In their article, “Actualizing Better Health

and Health Care for Older Adults,” Terry Fulmer
and colleagues address core challenges facing

US leaders must
address the
preventable health
disparities that
negatively affect
millions of Americans.
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health and health care for older adults, ranging
from recruitment in the geriatrics workforce a
nd digital health barriers to the importance of
age-friendly public health systems and address-
ing social isolation.40 As the population of older
adults continues to riseduring thenextdecade, it
will be important that the geriatrics workforce—
ranging from specialists to caregivers—expands
to meet the increase in demand for care. As of
2018 the older adult population in the US was
49.2 million; however, there were only 3,590
full-time practicing geriatricians.41 Equally im-
portant are the issues faced by the geriatrics
workforce—especially issues worsened or
brought on by the COVID-19 pandemic, which
range from burnout42 to specific hardships faced
by nursing home staff and paid caregivers. A
disproportionate number of all deaths from
COVID-19 in the US are tied to nursing facilities,
and working in these facilities increases the risk
for transmission to exposure among patients
and staff.
Telehealth is an important innovation, espe-

cially within the context of the pandemic, to in-
crease access to care. However, barriers remain
for engagement via virtual platforms, including
limited digital health literacy, unequal access to
technology, design barriers, and integration of
telehealth with other services needed for effec-
tive care. An additional concern for care delivery
for older adults is that public health funding is
often disease or condition specific rather than
population focused, yet the development of age-
friendly health systems is integral to promoting
healthy aging. Redesigning long-term services
and supports is also a critical challenge thatmust
be addressed, especially given that twelvemillion
adults are living with serious illness. Innovative
long-term care should provide more support for
older adults remaining at home and aging in
place. The disproportionate mortality rates re-
sulting from COVID-19, particularly in nursing
homes, also highlight the importance of improv-
ing care quality in long-term care facilities and
other community living arrangements.
To address these challenges, the authors iden-

tify six vital directions to improve the care and
quality of life for older Americans: create an ad-
equately prepared workforce for the health care
of older people; strengthen the role of public
health; promote equity and address the social
determinants of health; develop, evaluate, and
implement new approaches to the delivery of
health care for older adults that incorporate evi-
dence-based telehealth and technology; allocate
resources to support person-centered care in-
cluding palliative and end-of-life care; and re-
design the structure and financing of long-term
services and supports, including nursing home

and community care.
Infectious Disease Threats: A Rebound To

Resilience During the past five years there have
been increasingly serious infectious disease
threats in the US and globally, ranging from
new foodborne and drug-resistant pathogens
to antimicrobial resistance and vectorborne dis-
eases such as Zika. However, COVID-19 in par-
ticular has tested the US response and resilience
to global threats, revealing the importance of
national and international coordinated re-
sponses to pandemics. The economic, political,
and social impacts of COVID-19 will continue to
demand ongoing attention in 2021, remaining
significant challenges. Further responses should
aim to improve resilience against future infec-
tious disease threats.
In “Infectious Disease Threats: A Rebound to

Resilience,” Peter Daszak and colleagues outline
key lessons learned frommore than a century of
pandemics and those yet to be learned from the
COVID-19 experience.43 Infectious disease epi-
demics and pandemics result in dire health,
social, and economic consequences, with signif-
icant impacts on underserved and disenfran-
chised communities. In particular, the COVID-
19 pandemic has disproportionally affected hos-
pitalization andmortality rates for communities
of color, people with disabilities, people in de-
tention, and elderly populations.
Daszak and colleagues propose six critical

steps to build resilience to address the current
pandemic and also to prepare for future infec-
tious disease threats. These recommendations
call for launching an expert Pandemic Prepared-
ness and Response Commission, reinforcing a
science-based approach to public health policy,
and increasing federal funding to agencies in-
volved in pandemic preparedness and control.
Across all of these recommendations, and espe-
cially for an effective response to COVID-19,
structural changes to the US public health sys-
tem and infrastructure are essential to address-
ing infectious disease threats, as is collaboration
among federal agencies and state governments.
The authors maintain that evidence-based na-
tional leadership, in coordination with public
health guidance, is critical to preventing and
containing pandemics. The role of the US as
global leader in pandemic response and recovery
not only protects Americans in the short and
long term but also promotes global health secu-
rity in the face of potential future threats.

Health Equity: The Most Vital
Direction For 2021
The unacceptable health inequities that persist
in the US today, compounded by the enormous
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and uneven impact of the COVID-19 pandemic,
emphasize the need and the opportunity for the
next administration to address the fundamental
challenges that the nation faces in health and
health care.US leadersmust address theprevent-
able health disparities that negatively affect mil-
lions of Americans and regain the public’s trust
inhealth science.Across thearticles contained in
the 2021 Vital Directions series is the clear mes-
sage to the nation—and those stewarding health
policy—that the most fundamental obligation is
to view health system reform through a health
equity lens. It is incumbent on all involved to
advance an evidence-based and population-
engaged assessment of the equity implications
of every policy, program, and activity in the
health sector, including those related topayment
reform; reach and operation of the digital health
infrastructure; links among health care, public

health, and social services; the adequacy and
nature of the workforce; and the focus and con-
duct of health and biomedical research. With
myriad interacting public and private players
and policies shaping health and health out-
comes, the health sector cannot in isolation cor-
rect health, social, and racial inequities. But
those of us in the health field—clinicians, pa-
tients, health organizations, public health and
social service agencies, payers, manufacturers,
and policy makers—constitute a powerful force
for leadership. Testament to the importance of
that leadership is the core message of Vital Di-
rections 2021, and it is a message that will be
prominent as the National Academy ofMedicine
works with partners throughout the nation to
ensure that every American reaches their full
potential for health and well-being. ▪
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In this report, we analyze transparency data released or updated in 2020 by the Centers for Medicare
and Medicaid Services (CMS) to examine claims denials and appeals among issuers o�ering individual
market coverage on HealthCare.gov; data are from plan years 2018 and 2019.  The A�ordable Care
Act (ACA) requires transparency data reporting by non-grandfathered group health plans and by
individual market plans o�ered on and o� of the Marketplace.  We �nd that, across HealthCare.gov
issuers with complete data, about 17% of in-network claims were denied in 2019, and about 14% of
in-network claims were denied by issuers in 2018, with rates for speci�c issuers varying signi�cantly
around these averages.

In 2019, issuer denial rates ranged from less than 1% to more than 50%.  Average denial rates also
varied based on plan metal levels – 15% for bronze, 14% for gold, 18% for silver, and 20% for
catastrophic plans in 2019.

The federal government now requires HealthCare.gov issuers to report reasons for claims denials at
the plan level.  Of all denials with reasons reported for 2019, about 18% were denied because the
claim was for an excluded service; about 9% were denied due to prior authorization or lack of
referral, and less than 1% were denied based on medical necessity.  The remaining plan-reported
denials (72%) were denied for other reasons.

We also �nd that consumers rarely appeal claims denials to their issuers, and when they do, issuers
usually uphold their original decision. In 2019, HealthCare.gov consumers appealed just over one-
tenth of one percent of denied in-network claims, and issuers upheld 60% of those appeals.

ACA transparency data has the potential to reveal information about health plan coverage and
operations that might not otherwise be readily apparent from plan documents. For example, data
could reveal the incidence of “surprise medical bills” and patient cost liability for such claims from
one plan to another. Data could also be used to develop tools to help consumers evaluate
marketplace plan options, comparing claims payment practices in addition to price.  Transparency
data could also inform oversight activities by regulators.  To date, however, ACA transparency data
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requirements have not been fully implemented.  Data that are collected are not audited and appear
to contain some reporting inconsistencies.  And, federal regulators have not used transparency data
for oversight or for the development of any consumer information tools.

ACA Transparency Data

The A�ordable Care Act (ACA) requires periodic data reporting by non-grandfathered group health
plans and health insurance issuers in the individual and group markets.  (https://www.k�.org/private-

insurance/issue-brief/claims-denials-and-appeals-in-aca-marketplace-plans/view/footnotes/#footnote-508628-1) Data
on the following is required in the statute:

Claims payment policies and practices

Periodic �nancial disclosures

Data on enrollment

Data on disenrollment

Data on the number of claims that are denied

Data on rating practices

Information on cost-sharing and payments with respect to any out-of-network coverage

Information on enrollee and participant rights under this title

Other information as determined appropriate by the Secretary

The law requires these data to be available to state insurance regulators and to the public.

Partial implementation of ACA transparency data reporting began several years ago.  To date,
reporting is required only by issuers for quali�ed health plans they o�er on HealthCare.gov.  Issuers
report only on the number of in-network claims denied, the number of denied claims that are
appealed, and the outcome of appeals.  (https://www.k�.org/private-insurance/issue-brief/claims-denials-and-

appeals-in-aca-marketplace-plans/view/footnotes/#footnote-508628-2) Data are reported in aggregate at the
issuer level.  In addition, starting in 2018, data are reported at the health plan level, and certain
reasons for claims denials are also now reported at the plan level. CMS does not collect data on all of
the �elds enumerated in the ACA, including out-of-network claims submitted or enrollee cost sharing
and payments for out-of-network claims. Nor has it required any further detailed reporting (e.g., on
claims or appeals by type of service or diagnosis.)  To date, ACA transparency data are not reported
by other non-group plans or employer-sponsored plans.

Recently, the Trump Administration issued a �nal regulation
(https://www.federalregister.gov/documents/2020/11/12/2020-24591/transparency-in-coverage) requiring all non-
grandfathered plans – including those sponsored by employers or o�ered by issuers outside of
HealthCare.gov – to report billed charges and negotiated allowed amounts for covered items and
services beginning in 2023. The regulation invokes ACA transparency data reporting authority, but
does not require plans to report prices to CMS; instead, price data must be posted online by each
plan sponsor and issuer, making it unlikely that the price data across plans and issuers will be
compiled into a single public use �le provided by the federal government.

Analysis of Transparency Data

1

2

https://www.kff.org/private-insurance/issue-brief/claims-denials-and-appeals-in-aca-marketplace-plans/view/footnotes/#footnote-508628-1
https://www.kff.org/private-insurance/issue-brief/claims-denials-and-appeals-in-aca-marketplace-plans/view/footnotes/#footnote-508628-2
https://www.federalregister.gov/documents/2020/11/12/2020-24591/transparency-in-coverage


This brief focuses primarily on transparency data for the 2019 calendar year submitted by major
medical plans o�ered to individuals on HealthCare.gov. Our analysis excludes stand-alone dental
plans and issuers with incomplete data or very low enrollment, as well issuers for SHOP marketplace
plans. The methods section details our rules for inclusion. Public use �les with reported transparency
data for calendar years 2019 (https://download.cms.gov/marketplace-puf/2021/transparency-in-coverage-puf.zip)

and 2018 (https://download.cms.gov/marketplace-puf/2020/transparency-in-coverage-puf.zip) were posted online
by CMS.  (https://www.k�.org/private-insurance/issue-brief/claims-denials-and-appeals-in-aca-marketplace-

plans/view/footnotes/#footnote-508628-3) From the public use �les, we have developed working �les that
are posted with this report. A previous KFF report (https://www.k�.org/private-insurance/issue-brief/claims-

denials-and-appeals-in-aca-marketplace-plans/) summarized transparency data reported for the 2015-2017
plan years.

Claims submitted and denied

Of the 181 major medical issuers in healthcare.gov states included in the transparency data, 122
show complete data on in-network claims received and denied for the 2019 plan year. Together these
issuers reported 232.8 million in-network claims received, of which 40.4 million were denied, for an
average in-network claims denial rate of 17.4% (Figure 1).

SOURCE: CMS Transparency in coverage data for 2019 plan year • PNG

Figure 1

On average, healthcare.gov issuers deny 17% of in-network claims
Share of 232.8 million in-network claims denied in 2019
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.Denial rates by issuers varied widely, ranging from 1% to 57% of in-network claims. Overall for 2019,
34 of the 122 reporting Healthcare.gov major medical issuers had a denial rate for in-network claims
of less than 10%. Another 45 reporting issuers denied 10%-20% of in-network claims that year, 32
issuers denied 20%-30%, and 11 issuers denied more than 30% of in-network claims (Figure 2).
Issuers that report denying one-third or more of all in-network claims were Blue Cross Blue Shield
(BCBS) of Tennessee (57%), Anthem BCBS of Georgia (40.5%), Anthem BCBS of Maine (40.4%), Anthem
BCBS of Ohio, (39.5%), Anthem BCBS of Virginia, (36.2%), Anthem BCBS of New Hampshire, (35.2%),
and Anthem BCBS of Kentucky (33.3%).

On average, claims denial rates are similar to those reported in earlier years, although for some
issuers, reported denial rates have varied over time. For example, Blue Cross Blue Shield of Florida
reported an in-network claims denial rate of less than 5% in 2017, 2018, and 2019, while Blue Cross
Blue Shield of Tennessee reported a claims denial rate of 15% in 2017, 17% in 2018, and 57% in 2019.

Denial rates also vary from state to state (Figure 3). In states where multiple issuers participate in the
marketplace, the average denial rate sometimes obscures variation among issuers. For example, in
Florida, where the average denial rate for in-network claims was 11%, rates for the seven issuers
ranged from less than 5% to nearly 24%.

SOURCE: CMS Transparency in coverage data for 2019 plan year. • PNG

Figure 2

Denial rate for in-network claims by healthcare.gov issuers, 2019
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A variety of factors could explain the variation in denial rates across issuers and markets, including
but not limited to di�erences in:

Issuer reporting methods, for example, in how to count partial approvals

Provider knowledge about which claims will be covered and how to properly submit claims

Limits (e.g. day or visit limits) on covered services

Degree to which issuers’ automated claims processing systems routinely deny certain claims

Determination of medical necessity

Depending on the nature of the denial, consumers may or may not be held harmless. If the consumer
is not held harmless, she could face signi�cant �nancial liability.

Plan Level Data on Claims Denials

SOURCE: CMS Transparency in coverage data for 2019 plan year. • PNG

Figure 3

Average denial rate for in-network claims by healthcare.gov issuers, by
state, 2019
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Issuers were required to begin reporting data on claims payment practices at the plan level for the
2018 plan year.  By 2019, there are signs that issuers are not reporting plan level data consistently.

Of the 131 issuers reporting aggregate data on in-network claims received and denied for 2019, 121
also reported data at the plan level for the 2019 plan year.  Of those, for 82 issuers, the aggregated
number of claims received at the issuer level is the same as or similar to the sum of claims received
reported at the plan level. Ten issuers report data on claims received at the issuer level, but report no
plan level data.  Finally, issuers are now required to report plan level data on the reasons for denied
claims.

We reviewed plan level claims data for 1,714 plans o�ered on HealthCare.gov in 2019.  Plan denial
rates averaged 17%, and ranged from 0% to more than 60%.  Average denial rates were somewhat
di�erent based on the plan metal level.  On average, silver plans show a denial rate of about 18%,
compared to 20% for catastrophic plans, 14% for gold plans, and nearly 15% for bronze plans.
(https://www.k�.org/private-insurance/issue-brief/claims-denials-and-appeals-in-aca-marketplace-

plans/view/footnotes/#footnote-508628-4)

HealthCare.gov plans are also required to report on certain categories of reasons for in-network
claims denials:

denied due to prior authorization or referral

denied due to an out-of-network provider

denied due to an exclusion of a service

denied based on medical necessity (claims for other-than behavioral health services)

denied based on medical necessity (claims for behavioral health service)

denied for other reasons

Transparency data reporting instructions
(https://www.qhpcerti�cation.cms.gov/s/Transparency%20in%20Coverage) require that the total number of plan-
level claims denied in a year “should also be accounted for in the six denial reason categories…
however, the totals [from the six denial reason categories] will not add up to the total number of plan
level claims denied.”  That is because “denied out-of-network claims” is included in one of the reason
categories.  Keeping out-of-network claims denials separate, we added the number of in-network
claims denials reported by plans for the other �ve reason categories.  Then we calculated the share
of total in-network denials attributable to each of the �ve reason categories for in-network claims
denials.  (Table 1)

4

Table 1: Plan-Reported In-network Claims Denied, Total and by Reason Category, 2019

Total Denied
In-Network

Claims

Sum of In-network
Denials for 5

Reasons

Denied for
Referral, Pre-
Authorization

Denied as
Excluded Service

Denied for
Medical

Necessity (non-
behavioral

health)

Denied for
Medical

Necessity
(behavioral

health)

All Other
Reasons

36 million 35.6 million
3.3 million 

(9%)
6.5 million 

(18%)
0.25 million 

(0.7%)
0.04 million 

(0.1%)
25.5 million 

(72%)

https://www.kff.org/private-insurance/issue-brief/claims-denials-and-appeals-in-aca-marketplace-plans/view/footnotes/#footnote-508628-4
https://www.qhpcertification.cms.gov/s/Transparency%20in%20Coverage


• 
• 
• 
• 

We observe the following from transparency data on reasons for claims denials:

18% of plan-reported denied claims were denied because the service was not a covered service

9% of plan-reported denials were because the claim lacked a required referral or preauthorization

Fewer than 1% of plan-reported denied claims were denied on the basis of medical necessity

72% of denied in-network claims were denied for some other reason

Plans denied in-network claims for these �ve reasons at di�erent rates, suggesting that more
detailed reporting or investigations could yield meaningful information to regulators as well as
consumers.  For example, while medical necessity denials appear to be rare, in some plans that is not
the case.  Seventeen plans reported that medical necessity denials of non-behavioral health service
account for 10 percent or more of all reported denials (compared to an average rate of seven-tenths
of one percent across all reporting plans).  And 4 plans (o�ered by a single insurer) report that
denials of behavioral health claims for medical necessity reasons accounted for more than 5% of all
reported in-network claims denials, compared to an average rate of one-tenth of one percent across
all reporting plans.

That nearly three-quarters of in-network claims (more than 25 million in 2019) were denied for “some
other” reason indicates there is more to learn about why plans deny in-network claims.  The state of
Connecticut, for example, has long required transparency data reporting of state-licensed insurers
and includes results in an annual report card on health insurers.  Denial reasons reported by
Connecticut insurers account for nearly half of all denied claims reported in the 2019 report card.
(Table 2)

Federal transparency reporting on denial of out-of-network claims does not provide meaningful
information at this point.  Plans are not required to report on the total number of out-of-network
claims submitted, so a denial rate for out-of-network claims cannot be calculated from the data.

Finally, there appear to be inconsistencies in the reporting of reasons for claims denials by
HealthCare.gov plans.  Though CMS instructions require that the total denied in-network claims be
re�ected in the denials reported by reason, totals don’t always match denials reported in the reason
categories: — 123 plans report substantially fewer total denied in-network claims than they report in
the �ve in-network reason categories; 457 plans report substantially more total in-network denials
than they report in the reason categories. Auditing of transparency data by CMS could possibly
improve the quality and consistency of reporting.

Table 2:  Claims Denials and Reasons, Connecticut Report Card, 2019

Total Denied
Claims

Reported by 14
Issuers

Denied Because
Service Not

Covered

Denied Based on
Medical

Necessity

Denied Because
Claimant Not

Enrolled

Denied Based on
Incomplete
Information

Denied for
Duplicate Claim

All Other
Reasons

2.2 million
0.18 million 

(8%)
0.04 million 

(1.7%)
0.29 million 

(13%)
0.27 million 

(12%)
0.28 million 

(13%)
1.1 million 

(52%)

SOURCE: Consumer Report Card on Health Insurance Carriers in Connecticut, October 2020. 
Available at https://portal.ct.gov/-/media/CID/1_Reports/2020-ConsumerReportCard.pdf
(https://portal.ct.gov/-/media/CID/1_Reports/2020-ConsumerReportCard.pdf)

https://portal.ct.gov/-/media/CID/1_Reports/2020-ConsumerReportCard.pdf


Appeals

The ACA transparency data show the number of denied claims that were appealed to the plan
(internal appeals), the number of internally appealed denials that were overturned by the issuer, the
number of external appeals made by consumers, and the number of externally appealed denials that
were overturned. The CMS public use �les suppress values lower than 10.

Consumers rarely appeal denied claims. In 2019, 119 major medical issuers show data values on
submitted, denied, and appealed in-network claims. Together they denied more than 40 million
claims, of which consumers appealed fewer than 64,000 – an appeal rate of less than two-tenths of
one percent (Figure 4). Transparency data from earlier years show similarly low appeal rates.

Issuers uphold most denials that are appealed. In 2019, about 40% of denials that enrollees appealed
internally to their health plans were overturned. The overturn rate of appealed claims denials varied
by issuer. Among 119 issuers whose appeals outcomes data were not suppressed, the overturn rate
ranged from less than 15 percent to over 90 percent.

The ACA guarantees external appeal rights to enrollees in all non-grandfathered private health plans.
When issuers uphold denials at the internal appeal level, consumers have the option of requesting an
independent review by an outside entity, whose decision is binding.

SOURCE: CMS Transparency in coverage data for 2019 plan year. • PNG

Figure 4

Consumers rarely appeal denied health insurance claims
Share of 40.4 million denied claims appealed by consumers in 2019 through internal isser appeals process

Denied claims that were
appealed (first-level
appeals to the issuer) 
(63,318) (0.2%)

Denied claims not
appealed 

(40,326,465) (99.8%)

NOTE: This figure only includes denied claims for issuers that show data on appealed claims.

https://img.datawrapper.de/dHm4M/full.png


METHODS (HTTPS://WWW.KFF.ORG/REPORT-SECTION/CLAIMS-DENIALS-AND-APPEALS-IN-ACA-MARKETPLACE-

PLANS-METHODS/)

However, consumers seldom avail themselves of external review. Of 55 issuers that reported data on
external appeals requested in 2019, just 31 reported more than 10 external appeals; 24 issuers
reported zero external appeals, 67 additional issuers had data suppressed because the number of
external appeals �led was less than 10. Even if a value of 9 were assumed for each of the suppressed
data �elds, fewer than 1 in 20,000 denied claims made it to external review.  Under federal
regulations, consumers are only eligible for external review if their claim was denied based on
medical necessity or related, clinical reasons.  As noted above, insurers rarely deny claims based on
medical necessity. Under some state laws, all denied claims are eligible for external appeal.

Discussion

Transparency data o�ers insights into how health plans work in practice.  However, �ve years into
implementation, ACA transparency data reporting remains limited in its content and its uses.  CMS
does not require reporting by HealthCare.gov issuers on all of the transparency data required under
the ACA.  The agency does not audit transparency data reported by issuers, even though reporting
inconsistencies seem apparent.  Transparency data are posted online, but not made available by the
federal government in a format useable for consumers or used to develop tools consumers could use
to recognize and evaluate material di�erences in plan choices.  In addition, the federal government
does not collect ACA transparency data from employer plans or other issuers subject to the ACA
requirements.

An Inspector General report (https://oig.hhs.gov/oei/reports/oei-09-16-00410.pdf) found Medicare Advantage
plans deny 8% of claims, on average.  By contrast, HealthCare.gov plans, on average, report denying
about 17% of in-network claims; with some issuers fewer than 10% of in-network claims while others
deny one-third or more.   While these di�erences in denial rates might re�ect inconsistencies in data
reporting, at least in part, they also could signal di�erences in the reliability of coverage that health
plans o�er.  Such di�erences could materially a�ect consumers, and regulators could investigate and
address them more than they do currently.

Data also show that consumers rarely appeal claims denied by their health plans.  The A�ordable
Care Act established statewide ombudsman, or consumer assistance programs
(https://www.cms.gov/CCIIO/Resources/Files/Downloads/csg-cap-summary-white-paper.pdf), to help consumers �le
appeals for denied claims. These programs were established in most states and territories in 2010
and 36 remain in e�ect, but they have not received federal funding since 2012.

Recently federal policymakers have taken other steps to promote price transparency within private
health plans, to protect patients and require annual reporting on surprise medical bills, and to
promote the transparency and accuracy of health plan provider networks and directories.  For each
of these policy priorities, ACA transparency data reporting could be implemented more completely to
yield information helpful to regulators and to consumers.

https://www.kff.org/report-section/claims-denials-and-appeals-in-aca-marketplace-plans-methods/
https://oig.hhs.gov/oei/reports/oei-09-16-00410.pdf
https://www.cms.gov/CCIIO/Resources/Files/Downloads/csg-cap-summary-white-paper.pdf
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By Matthew Buettgens, Fredric Blavin, and Clare Pan

The Affordable Care Act Reduced
Income Inequality In The US

ABSTRACT Income inequality estimates based on traditional poverty
measures do not capture the effects of health care spending and health
insurance. To explore the distributional effects of the Affordable Care
Act’s (ACA’s) expansion of health benefits and the resulting income
inequality, this study used alternative income measures that incorporate
the value of the ACA’s health insurance changes under the law. The study
simulated the impact of the ACA on income inequality in 2019 compared
with a scenario without the ACA. We found that the ACA reduced income
inequality and that the decrease was much larger in states that expanded
Medicaid than in states that did not. We also decomposed the effect of
the ACA on inequality by race/ethnicity, age, and family educational
attainment. The ACA reduced inequality both across groups and within
these groups. With efforts to repeal the ACA—specifically, California v.
Texas—having shifted from Congress to the courts, it remains important
to consider the consequences of fully repealing the ACA, which would
likely reverse reduced inequality observed under the law.

I
ncome inequality is growing in the
United States and is a cause for concern.
Wealth concentration was high in the
beginning of the twentieth century be-
fore falling from 1929 to 1978, but it has

continuously increased since then.1 For example,
the share of national income among the poorest
half of the US population steadily declined from
more than 20 percent in 1980 to 13 percent in
2016, and the income share among the top 1 per-
cent doubled from around 10 percent in 1980 to
20 percent in 2016.2 In addition to the political,
economic, and social concerns related to rising
economic inequality, there is also a growing lit-
erature linking income inequality to health dis-
parities.3,4

The Affordable Care Act (ACA) ushered in the
biggest health insurance coverage expansion in
the US health care system since the creation of
Medicare and Medicaid in 1965 and may have
redistributed income between different popula-

tions.After implementationof theACA, thenum-
ber of people without health insurance in the US
declined by 13.3 million from late 2013 through
2017.5 However, the uninsured population rose
by 1.9 million between 2017 and 2018, to
27.5 million people.6 Enrollment in Medicaid
and the Children’s Health Insurance Program
(CHIP) increasedbyabout 16.6million(29.2per-
cent) between2013 andDecember2017,7,8 andas
of the 2018 plan year, 11.8 million people were
enrolled in health plans through federal or state-
based Marketplaces.9 Coverage gains mirrored
states’ decisions to expand Medicaid eligibility,
as the decline in uninsurance was significantly
larger in states that expanded than in states that
did not.10–14 Given the large and growing cost of
health care—the overall level of health care
spending in the United States was $3.6 trillion
in 2018, or 17.7 percent of the economy15—it is
important to understand how the changes in
health insurance programsunder theACAaffect-
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ed income inequality.
We investigated the impact the ACA has had

on income inequality, considering the new
health coverage benefits and government reve-
nue needed to finance them. Although most an-
alyses on inequality focus on earnings or other
forms of income,16 this study incorporated a
broader measure of income that shows how gov-
ernment taxes and transfers affect real resourc-
es. This measure is based on the health-inclusive
poverty measure, developed by Sanders
Korenman and Dahlia Remler,17 and includes
the value of Medicaid and CHIP benefits, finan-
cial assistance for health insurance premiums
provided by the government or employers, and
the value of health insurance in reducing fami-
lies’ risk for high out-of-pocket health care
spending.We also accounted for the tax revenue
needed to pay for the ACA’s health benefits.
To demonstrate the impact of ACA on income

inequality at a point in time, we used the Urban
Institute’s Health Insurance Policy Simulation
Model to replicate health coverage and costs
under theACAbasedon themost recent available
enrollment data and compared these estimates
to a simulated baseline scenario without the
ACA.Simulatinghealth coverage in2019without
the ACA is not the same as simply going back to
health coverage in 2013; the simulation model
allowed us to incorporate changes in demo-
graphic, economic, and other contextual factors
during the period and tomeasure these elements
consistently in the presence and absence of
the ACA.
Other analyses have assessed how the ACA

would reduce income inequality by providing
benefits to and increasing household incomes
for the lower half of the income distribution.18,19

However, the estimates in this study provide a
more comprehensive picture of the impact of the
ACA on inequality. First, prior studies assessed
only the potential effects of the ACA on resource
inequality, whereas this study allows us to com-
pare two scenarios at the same point in time.
Second, our resource measure accounts for
the value of key health coverage components—
consistent with the health-inclusive poverty
measure—that other studies do not account
for. Third, we show how inequality changes both
within and between various subpopulations,
such as racial and ethnic groups.

Study Data And Methods
Simulation Of Scenarios The Health Insur-
ancePolicySimulationModel is adetailedmicro-
simulation model of the health care system de-
signed to estimate the cost and coverage effects
of proposed policy options. The model has been

used extensively to estimate the cost and cover-
age implications of health reforms at the nation-
al and state levels and has been widely cited,
including in the Supreme Court’s majority opin-
ion inKing v. Burwell.20 Unlike survey data, which
arepublishedafter a time lagof at least a year, the
simulation model allows us to incorporate 2019
data fromMedicaid andMarketplace enrollment
in each state. Survey data also generally under-
reportMedicaid enrollmentand lackdetails such
as whether a family received premium tax cred-
its. Additional information on the Health Insur-
ance Policy Simulation Model is in the online
appendix.21

Although individual records in the Health In-
surance Policy Simulation Model are based on
two years of data from the American Community
Survey, we regularly update the model to reflect
published Medicaid and Marketplace enroll-
ment and costs in each state. The enrollment
experience in each state under current law af-
fects how the model simulates policy alterna-
tives. The current version of the model is cali-
brated to state-specific targets for Marketplace
enrollment after the 2019 open enrollment peri-
od, 2019 Marketplace premiums, and late 2018
Medicaid enrollment from the Centers forMedi-
care and Medicaid Services (CMS) monthly en-
rollment snapshots.22,23 Because no data are
currently available on off-Marketplace or non-
ACA-compliant nongroup coverage, these were
simulated by the model.
We used the Health Insurance Policy Simula-

tionModel to simulate health coverage and costs
among nonelderly adults both under the ACA as
implemented and under a scenario in which the
ACA had not been implemented. We simulated
the impact of the coverage provisions of theACA,
comparing itwith insurance coverage andhealth
care spending without the ACA at the national
and state levels. The current-law estimates ac-
count for the federal individual mandate penal-
ties being set to $0 beginning in plan year 2019,
as well asMassachusetts, New Jersey, andWash-
ington, D.C., having their own individual man-
date penalties. The current-law estimates also
incorporate other recent policy changes, includ-
ing the expanded availability of short-term, lim-
ited-duration policies; a shortened annual open
enrollment period; and reduced funds for out-
reach and enrollment assistance.
We treated states (Idaho, Nebraska, and Utah)

in which the ACA Medicaid expansion had been
approved by ballot initiative in November 2018
but not yet implemented by the beginning of
2019 as nonexpansion states.
To develop estimates of the impact of the ACA

on income inequality, we compared estimates
from the current-law scenario with estimates
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from a simulated baseline scenario without the
ACA. This baseline scenario was drawn from the
approach used in a recent Health Insurance
Policy Simulation Model analysis that estimated
the impact of ACA repeal on health insurance
coverage and costs.24 We assumed that the
seven states with substantial Medicaid coverage
expansions for adults before the ACA (Arizona,
Delaware, Hawaii, Massachusetts, New York,
Vermont, and Wisconsin) could return to pre-
ACA eligibility levels. For this to happen, CMS
would have to approve new Medicaid Section
1115 waivers. If such waivers are not approved,
ACA repeal would result in substantially greater
losses of coverage in these states.

Income MeasuresNo commonly used income
measure considers the full monetary value of
health coverage under the ACA. Both the Census
Bureau’s official poverty measure and family
modified adjusted gross income as a percentage
of the Department of Health and Human Ser-
vices Poverty Guidelines (the income measure
on which program eligibility is based) omit non-
cash benefits, such ashealth insurance coverage,
which can reduce out-of-pocket health spending
or lower the risk of having to pay very high med-
ical expenses.
For this analysis we created two alternative

incomemeasures.The firstmeasure is consistent
with the Census Bureau’s Supplemental Poverty
Measure, which reduces income by deducting
out-of-pocket health care spending.25 As a more
comprehensive alternative, we created a mea-
sure consistent with the health-inclusive poverty
measure,17 which includes the value of Medicaid
and CHIP benefits, financial assistance for
health insurance premiums provided by the gov-
ernment or employers, and the value of health
insurance in reducing families’ risk for high
out-of-pocket health care expenses. We also ac-
counted for the tax revenue needed to pay for the
ACA’s health benefits.
We first explored the ACA’s impact on income

inequality using the Supplemental Poverty
Measure concept. The Supplemental Poverty
Measure extends the Census Bureau’s official
poverty measure by taking into account many
government programs (but not Medicare, Med-
icaid, or subsidized health care programs) de-
signed to assist low-income individuals and fam-
ilies that are not included in the official poverty
measure. The Supplemental PovertyMeasure in-
cludes the sum of cash income, plus noncash
benefits that families canuse tomeet theirneeds,
minus taxes (or plus tax credits), work expenses,
medical expenses (out-of-pocket medical ex-
penses and premiums), and child support paid.25

To construct a measure similar to the Supple-
mental PovertyMeasure that deducts these same

medical expenses, we constructed the family’s
modified adjusted gross income from pretax in-
come components reported on the American
Community Survey and deducted the out-of-
pocket expenses for health insurance premiums
and health care costs (net cost-sharing subsidies
received in the Marketplace).
However, the major limitation of the Supple-

mental PovertyMeasure is that it does not incor-
porate the value of Medicaid benefits and the
receipt of financial assistance to pay for health
insurance premiums.We used the concept of the
health-inclusive poverty measure to fill this gap
by adding family health insurance benefits to
family resources. To create our health-inclusive
poverty measure, we started with the Supple-
mental PovertyMeasure andmade the following
modifications. First, we added the receipt of fi-
nancial assistance to pay for health insurance
premiums. This includes the part of the family’s
health insurance premiums paid for by the gov-
ernment through premium tax credits or by em-
ployer contributions to employer-sponsored in-
surance premiums.
Second, we added the fungible Medicaid

benefit, where the amount of the Medicaid ben-
efit cannot exceed income. The fungible value
approach adds the dollar value of the Medicaid
benefit to income to the extent that having the
insurance would free up resources that would
have been spent on medical care.26 Unlike the
Census Bureau, we did not include food and
housing cost requirements in our definition of
fungible valuebecause theyarenot available in the
American Community Survey data.
Third, we added a valuation of the financial

risk associated with high medical expenses.
Finally, we subtracted the family’s share of
new federal and state spending under the ACA,
allocated by federal and state income tax inci-
dence.Newgovernment spendingunder theACA
includes the federal and state sharesof the cost of
new Medicaid enrollment because of the ACA
and federal premium tax credits forMarketplace
coverage. This modification to income is not in-
corporated in the original health-inclusive pov-
erty measure.
Additional details on these income compo-

nents and on how we created a measure consis-
tent with the health-inclusive poverty measure
are in the appendix.21 Details on how the original
health-inclusive poverty measure was con-
structedand its context canbe foundelsewhere.17

Measures Of InequalityWebegan by assess-
ing differences in inequality between scenarios
with and without the ACA by computing our
modified measure of modified adjusted gross
income within income percentiles, a common
statistic used in analyzing inequality. However,
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inequality can be presentedmore concisely as an
index. The most widely used index, the Gini in-
dex, ranges from 0 (perfect equality) to 1 (maxi-
mum inequality) and is derived from the Lorenz
curve, which measures the difference between
the cumulative income distribution and a per-
fectly equal income distribution.27 For this anal-
ysis we used the Theil index because it has an
important decomposition property that the Gini
index lacks.28 Similar to the Gini index, the Theil
index measures the difference between the cu-
mulative income distribution and a perfectly
equal distribution. The Theil index also ranges
from0 to 1, with higher values indicating greater
inequality, but it allows researchers to decom-
pose inequality that occurs within demographic
groups and across groups (for example, the
White-Black income gap).29 This allowed us to
examine changes in inequality by race/ethnicity,
age, and family educational attainment. More
information on the Theil index is in the ap-
pendix.21

Study Results
We first compared the overall results using the
Supplemental Poverty Measure and health-
inclusive poverty measure definitions. Next, us-
ing the health-inclusive poverty measure, we an-
alyzed the overall impact of the ACA separately
for states that expanded Medicaid under the
ACA and states that did not. Finally, using the
health-inclusive poverty measure, we decom-
posed inequality in both expansion and nonex-
pansion states by race/ethnicity, age, and family
educational attainment.
Alternative Measures Appendix table 1

compares the impact of the ACA on inequality
across the Supplemental Poverty Measure and
health-inclusive poverty measure definitions.21

Under the Supplemental Poverty Measure–like
income measure, those with the lowest incomes
as a percentage of the federal poverty level see
their incomes increase under the ACA, whereas
those at middle and higher incomes see little
change. Those in the lowest-income group—
many of whom gained Medicaid coverage under
the ACA—are better off because their out-of-
pocket health spending is reduced and they do
notpayprivatehealth insurancepremiums.Mid-
dle-incomegroups gainno incomebenefit under
the ACA. For theMarketplace enrollees with pre-
miumtax credits in this group, theSupplemental
Poverty Measure deducts insurance premiums
from income and incorporates reductions in
out-of-pocket spending, but the premium tax
credits are not counted as income. Those with
high incomes do not qualify for ACA programs,
so the Supplemental Poverty Measure registers

virtually no change for them.
Theeffects of theACAon income inequality are

clearer using the modified health-inclusive pov-
erty measure. Income gains for those in the low-
est-income groups are even larger because this
measure adds the fungible value of Medicaid to
income. In addition, those in the middle-income
groups see gains in income under the ACA be-
cause premium tax credits for Marketplace
coverage are counted. Those with the highest
incomes are less well off under the ACA because
their taxes help pay for the ACA’s benefits, but
their incomes are too high to qualify for those
benefits.
For the rest of this analysis, we use the more

comprehensive health-inclusive poverty mea-
sure–based definition to analyze the impact of
the ACA on inequality.
Income Inequality And Medicaid Expan-

sion In exhibit 1 we show the impact of the
ACA on income inequality, nationwide and by
Medicaid expansion status. For those in these
lowest-income percentiles, gaining Medicaid
coverage virtually eliminated out-of-pocket
health care spending; thus, the ACA increased
average income as a percentage of the federal
poverty level by 18.8 percent, 13.0 percent,
8.4 percent, and 8.4 percent among those in
the tenth, twentieth, thirtieth, and fortieth in-
come percentiles, respectively. Our model re-
sults are consistent with recent studies of the
ACA’s impact on affordability and access to
health care.30,31

Average income increased by smaller margins
under the ACA among those at the fiftieth
(2.2 percent) and sixtieth (0.5 percent) income
percentiles and slightly decreased among those
in the top three percentiles. Overall, the ACA,
relative to a scenario without the ACA, reduced
income inequality by 10.6 percent as measured
by the Theil index.
The bottom two panels of exhibit 1 show the

impact of the ACA separately for states that have
expanded Medicaid eligibility and those that
have not. The ACA had a far larger impact on
health coverage in expansion states than nonex-
pansion states. Thus, the gains in health bene-
fits, declines in out-of-pocket spending, and
changes in risk premiums—key components of
ourmodified health-inclusive povertymeasure—
were also much larger in expansion states. In
contrast, the funding of those benefits is allocat-
edby income tax,whichwas farmoreevenacross
expansion and nonexpansion states. Funding of
benefits varied between the two groups only as
much as they differed in incomedistribution and
state tax rates.
These factors explain the major differences in

changes in income inequality under the ACA be-
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tweenexpansionandnonexpansion states. First,
using the Theil index, the decline in income in-
equality under the ACA was much higher in ex-
pansion states than in nonexpansion states: The
Theil index decreased by 11.9 percent for expan-
sion states compared with 8.3 percent for non-
expansion states. Second, looking at incomeper-
centiles, the increases in income under the ACA
were much larger at the bottom two percentiles
in expansion states compared with nonexpan-
sion states. This is due to greater gains in bene-
fits and declines in out-of-pocket spending for
Medicaid enrollees in expansion states. Third, in
the fortieth and fiftieth income percentiles, the
ACA had comparable impacts on income in ex-
pansion and nonexpansion states. This is largely
because many households in these percentiles
receive tax credits for Marketplace health cover-
age in both groups of states. Finally, in the high-
est-income percentiles, the ACA was associated
with reductions in income inboth expansionand
nonexpansion states because federal Medicaid
expansion costs are funded by households in
these income groups across all states.

Income Inequality And Race/Ethnicity Us-
ing the health-inclusive poverty measure–based
income definition, in exhibits 2, 3, and 4 we
decompose the total change in inequality under
the ACA by race/ethnicity, age, and family edu-
cational attainment, respectively. More detailed
estimates of the levels of inequality with and
without the ACA and the distribution of be-

tween-group inequality versus within-group in-
equality are in the appendix.21

Overall, estimates in exhibit 2 show that the
ACA reduced between-group inequality by
8.5 percent, with larger reductions seen in ex-
pansion states (10.2 percent) than in nonexpan-
sion states (6.1 percent). Inequality under the
ACA also significantly declined within each ra-
cial/ethnic group, with larger declines seen
in Medicaid expansion states. American Indi-
ans/Alaska Natives, Hispanics, and Black non-
Hispanics generally saw the largest decreases in
within-group inequality. Between-group income
inequality (for example, differences in income
between the five racial/ethnic groups) made up
only about 6 percent of total inequality, whereas
within-group inequalitymade up roughly 94 per-
cent of total inequality, as shown in appendix
table 2.21

Indian Health Service funding was not includ-
ed in our analysis. However, this program has a
fixed annual budget that generally does not
change with the availability of other funding
for health coverage. Thus, the greater availability
of Medicaid coverage, and to a lesser extent
Marketplace coverage, to American Indians/
Alaska Natives under the ACA represents a true
increase in health benefits.
Income Inequality And Age Similar to the

estimates by race and ethnicity, most of the total
age-related income inequality fell within age
groups (94 percent), rather than between them

Exhibit 1

Income distribution among nonelderly adults with and without the Affordable Care Act (ACA), by income percentile and
state Medicaid expansion status, 2019

Income distribution (percentile) Theil
index10th 20th 30th 40th 50th 60th 70th 80th 90th

Nationwide

Without ACA (% FPL) 70 125 177 233 294 368 457 576 797 0.384
With ACA (% FPL) 87 143 194 244 301 370 455 572 790 0.347
Difference
Percentage points 16.3 18.6 16.2 11.5 6.7 1.9 −1.3 −3.5 −7.0 −0.037
Percent 18.8 13.0 8.4 8.4 2.2 0.5 −0.3 −0.6 −0.9 −10.6

Medicaid expansion states

Without ACA (% FPL) 72 129 184 242 307 384 476 600 830 0.386
With ACA (% FPL) 93 149 201 254 314 386 474 596 822 0.345
Difference
Percentage points 20.8 20.2 16.3 11.6 6.8 1.9 −1.3 −3.4 −7.5 −0.041
Percent 22.4 13.5 8.1 4.6 2.2 0.5 −0.3 −0.6 −0.9 −11.9

Nonexpansion states

Without ACA (% FPL) 68 117 167 218 274 341 424 533 735 0.376
With ACA (% FPL) 78 133 182 229 281 343 422 530 728 0.347
Difference
Percentage points 9.1 15.4 14.7 11.3 6.5 1.7 −1.9 −3.7 −7.0 −0.029
Percent 11.7 11.6 8.1 4.9 2.3 0.5 −0.4 −0.7 −1.0 −8.3

SOURCE Authors’ analysis of the Health Insurance Policy Simulation Model, 2019. NOTES Income is defined to be consistent with the
health-inclusive poverty measure. FPL is federal poverty level.
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(6 percent). However, that is largely because of
our choice to use only five age groups to simplify
the presentation (appendix table 3).21 Overall,

between-group inequality declined by 5.3 per-
cent under the ACA, with large reductions in
expansion states (8.1 percent) and no change

Exhibit 3

Percent changes in income inequality among nonelderly adults under current law versus Affordable Care Act (ACA) repeal,
by age, 2019

SOURCE Authors’ analysis of the Health Insurance Policy Simulation Model, 2019. NOTES Income is defined to be consistent with the
health-inclusive poverty measure. We use the Theil index to measure income inequality, as explained in the text.

Exhibit 2

Percent changes in income inequality among nonelderly adults under current law versus Affordable Care Act (ACA) repeal,
by race/ethnicity, 2019

SOURCE Authors’ analysis of the Health Insurance Policy Simulation Model, 2019. NOTES Income is defined to be consistent with the
health-inclusive poverty measure. We use the Theil index to measure income inequality, as explained in the text.
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in nonexpansion states (exhibit 3).
Within-group inequality nationwide also de-

clined by at least 10 percent for each age catego-
ry, with larger reductions seen in expansion
states across most categories. In expansion
states, the youngest age group experienced the
largest decline (23.5 percent) in within-group
inequality under the ACA. In contrast, in nonex-
pansion states, adults ages 55–64 experienced
the largest decline (15.8 percent) in within-
group inequality,whereas youngadultswere less
affected. This largely reflects the age distribution
of Marketplace enrollees, who are older, and
Medicaid enrollees,who are younger (exhibit 3).

Income Inequality And Educational At-
tainment Looking at family educational attain-
ment, we found that between-group inequality
made up more than a fifth of total inequality,
which is a much higher share than for race/eth-
nicity and age (appendix table 4).21 Exhibit 4
shows that under the ACA, between-group edu-
cational attainment inequality declined by
9.3 percent. Within-group inequality declined
for each educational attainment group, with
larger reductions seen in expansion states. For
both expansion and nonexpansion states, the
largest decrease in within-group inequality was
among those with a high school education, with
large declines among those with some college
education and those with less than a high school
education as well. The smallest declines in in-

equality were among thosewith a college degree.
We also computed Gini indices for each char-

acteristic value (appendix tables 2–4).21. In every
case, changes in the Gini index showed a decline
in inequality under the ACA.

Discussion
This analysis focused on how changes in health
insurance coverage and spending under the ACA
affected thedistributionof incomeandresources
in theUS, considering variousmonetary benefits
associated with health insurance. Overall, we
found that that the ACA significantly reduced
income inequality. Inequality decreased both
in states that have expanded Medicaid and in
those that have not, although the impact was
larger among expansion states. We also found
that the ACA reduced income inequality within
and between groups defined by race/ethnicity,
age, and family educational attainment, with
larger declines in inequality occurring inMedic-
aid expansion states.
These findings provide additional insight into

the effect of potential repeal of the ACA. Despite
the reluctance of Congress to take up repeal-and-
replace legislation since the failure of several
proposals in 2017, it remains important to con-
sider the consequences of repealing the law.
Efforts to repeal and replace the ACA have
shifted to the courts, specifically with California

Exhibit 4

Percent changes in income inequality among nonelderly adults under current law versus Affordable Care Act (ACA) repeal,
by family educational attainment, 2019

SOURCE Authors’ analysis of the Health Insurance Policy Simulation Model, 2019. NOTES Income is defined to be consistent with the
health-inclusive poverty measure. We use the Theil index to measure income inequality, as explained in the text.
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v. Texas.32 The plaintiffs in this case argued
that because the Tax Cuts and Jobs Act of 2017
set the ACA’s individual mandate penalty to zero
dollars, the entire ACA cannot operate or be
sustained. Therefore, they argued that the ACA
should be invalidated or effectively repealed
in its entirety. The US Supreme Court held oral
arguments on this caseNovember 10, 2020,with
a decision expected by summer 2021.
Eliminating the ACA would significantly

change the distribution of health insurance cov-
erage and allocation of health care spending in
the US. Based on a newly developed projection
that accounts for the coronavirus disease 2019
(COVID-19)pandemic,more than twentymillion
people would lose health insurance, primarily
through decreases in Medicaid and nongroup
coverage, if the ACA were to be repealed.33 Al-
though eliminating the ACA would decrease fed-
eral and state spending, it would also significant-
ly increase uncompensated care costs and the
medical financial burden for families, particular-
ly those with low andmiddle incomes, who were
the chief beneficiaries of the ACA. This would
primarily occur through the repeal of Medicaid
expansion,whichhasbeenshownto increase the
financial security of the newly insured34,35 and
improve hospital finances through lowered un-
compensated care costs.36,37

Eliminating the ACA could also worsen other
outcomes, such as access to primary care and
prescription drugs and self-reported health. Pri-
or studies found that through 2015, the ACA
substantially increased the share of nonelderly
peoplewhoreportedhavingapersonalphysician
(3.5 percentage points) and easy access to medi-
cine (2.4 percentage points) and decreased the
share who reported being in fair or poor health
(3.4 percentage points) and who reported that
they could not afford care (5.5 percentage
points) relative to the pre-ACA trend.31,38,39

In addition, between the third quarter of 2013
and the first quarter of 2017, there were signifi-
cant increases in the shares of adults with a usual
source of care and with a routine checkup in the
past year, whereas the shares of adults reporting
an unmet need for medical care because of cost
and problems paying family medical bills both
declined.40

Without the valuable components of health
insurance coverage provided by the ACA, income
inequality as measured inclusive of various
health coverage benefits would revert to pre-
ACA levels. The ACA reduced income inequality
between racial/ethnic groups, age groups, and
people of higher and lower educational attain-
ment.Overturning the lawwould put these gains
in serious jeopardy. ▪
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