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Executive Summary
In this report, we analyze recent trends in the employer health insurance market and the anticipated
effects of the Affordable Care Act on employers, with a particular focus on small firms with fewer than
50 workers. We first present a detailed picture of the employer market by identifying preexisting
trends in key outcomes that could be incorrectly attributed to the Affordable Care Act. We also analyze
the literature to identify economic factors that are important in current employer and employee
decisions regarding health coverage. Overall, we find the following:


Employers have a strong economic incentive to offer health insurance, primarily since
employer-sponsored health insurance is not subject to federal or state income taxes or
Medicare or the Social Security payroll tax.



Before the Affordable Care Act, most of the nonelderly population had health coverage
through an employer, but rates of employer-sponsored insurance (ESI) decreased nearly every
year since 2000. The decline in ESI was even more drastic among small-firm workers. The share
of full-time workers in the smallest firms and their dependents with employer-based coverage
fell from 43 percent in 2000 to 33 percent in 2010. In contrast, coverage for full-time workers
in firms with 1,000 or more employees and their dependents fell from 87 to 82 percent over the
same period.



ESI premiums have increased over time at a rate that exceeds National Health Expenditure
Accounts growth. Among small firms with fewer than 50 workers, average single premiums
grew from $3,375 in 2002 to $5,460 in 2012 (62 percent or an average annual rate of nearly 7
percent), and average family premiums increased at a slightly faster rate (71 percent). During
this same period, the share of enrollees enrolled in a plan with a deductible and the average
single deductible amount substantially increased.



While nearly all larger firms offered ESI in 2012—99.5 percent of employers with 1,000 or more
employees and 94.1 percent of those with 100–999 employees—only 35 percent of small firms
with fewer than 50 workers offered coverage to their employees. Small firms have lower offer
rates than larger firms because of the additional costs and challenges they face. ESI offer rates
declined from 2002 to 2012, with larger declines occurring among small employers. The ESI
offer rate among the two larger firm categories changed by only 1 to 2 percentage points since
2002. However, the offer rate among firms with fewer than 50 employees dropped by 9.3
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percentage points, from 44.5 in 2002 to 35.2 percent in 2012. Rates of employee take-up of
coverage modestly declined during this same period as well.


Increases in health insurance premiums can partially explain the declines in offer rates and,
subsequently, the long-term decline in the availability of ESI. Similarly, most economic studies
find that higher out-of-pocket premiums have a significant negative effect on take-up.

In the next section of this report, we describe the key components of the Affordable Care Act that
affect employers and summarize studies that analyze the anticipated or early effects of the law on
employers. These components include, but are not limited to, insurance market reforms, a requirement
for large firms with 50 or more workers to provide affordable coverage to their workers or pay a
penalty, smaller employer tax credits and benefit requirements, and the establishment of Small
Business Health Options Program (SHOP) Marketplaces for purchase of small-group coverage. Overall,
we find the following:


Much of the literature on the effects of the Affordable Care Act on employers has focused on
the question of whether employers that offered health insurance before the Affordable Care
Act would stop offering coverage after its major provisions take effect.



Most microsimulation models find that the Affordable Care Act will have modest effects on ESI
coverage, with estimates ranging from a loss of 6 million to a gain of 13.6 million covered lives.
Although microsimulation models find modest impacts on overall ESI coverage, they
consistently find larger gains in overall coverage among small firms than among large firms.



Most employers will continue to have an economic incentive to offer coverage under the
Affordable Care Act, although firms with many low-wage workers may have a disincentive to
offer. The largest firms will continue to have a strong positive economic incentive to offer
coverage under the reform, while small firms with fewer than 50 employees might face
significantly lower, but still positive, economic incentives to offer coverage.



Among seven surveys from five organizations, with one exception, the percentage of firms
reporting that they expect to stop offering employee health benefits because of the Affordable
Care Act is in the single digits.



The Affordable Care Act could increase incentives for small firms to self-insure in states that do
not regulate stop-loss coverage, particularly those with employees at low risk of high medical
expenses.
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The Affordable Care Act increases incentives to convert full-time workers to part-time status
to avoid the employer mandate penalty. However, early evidence indicates that there has not
been a shift toward part-time work because of the Affordable Care Act, and the ultimate impact
of these incentives is likely to be small.



Taken together, these results do not suggest a massive upheaval in employer-sponsored
coverage under the Affordable Care Act as some have speculated. However, there are several
gaps in the literature—particularly on how the Affordable Care Act will affect health care
costs—where researchers and policy analysts need additional information to better understand
the potential effects of the law on employers. Monitoring the effects of the Affordable Care Act
on small firms should focus on areas where the expected impacts would be largest.
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Monitoring the Impact of the
Affordable Care Act on Employers
The Affordable Care Act has the potential to expand the availability of health insurance options and the
responsibilities of employers and their workers, particularly small firms. In 2010, small and low-wage
1

employers became eligible for tax credits to assist them in purchasing health insurance. Starting in
November 2014, all firms with fewer than 50 employees (fewer than 100 in 2016) will be able to
purchase coverage online in newly established Small Business Health Options Program (SHOP)
2

Marketplaces. All plans offered in the Marketplaces have to conform to new rating restrictions, benefit
standards, and actuarial value tiers established in the law; the same is true for new policies issued
outside the Marketplaces in the small-group and individually purchased markets as of January 2014.
Premiums are allowed to vary in these markets based on age, tobacco use, geography, and policy type
(e.g., single, family). No premium rating based on gender, health status, claims history, industry, group
size, duration of coverage, or other factors is permitted.
The Affordable Care Act also establishes new requirements for some employers to contribute to
the cost of their employees’ health insurance coverage. The requirements are intended to encourage
employers to provide affordable coverage and thereby limit the cost of federal subsidies to assist
individuals in purchasing insurance coverage independently. Small businesses with fewer than 50
workers are exempt from the new requirements, but those with 50 or more employees will need to
comply or pay a fee. These requirements have been delayed until January 1, 2015, for employers with
more than 100 workers and until January 1, 2016, for employers with 50 to 99 employees.
In addition to the elements of the law that are directly aimed at employers, the establishment of
individual insurance exchanges (or Marketplaces), the availability of federal subsidies for low- to
moderate-income individuals, the individual coverage requirement, and the Medicaid expansion will
also affect firms and their workers. For example, by expanding coverage options for individuals, the law
enables workers to work at smaller firms more readily, even if those businesses are not able to provide
health insurance.
Our literature review covers recent trends in the employer-sponsored group health insurance
market and the anticipated effects of the Affordable Care Act on employers, with a particular focus on
the small-group market. This literature review aims to answer three main questions and is divided into
the following sections:



What are the trends in the employer health insurance market leading up to the Affordable Care
Act? The purpose of this section is to provide a comprehensive picture of the employer market,
to identify preexisting trends that could be incorrectly attributed to the ACA, and to review the
applied economic literature to identify important factors in current employer and employee
decisions regarding health coverage.



What are the likely effects of the Affordable Care Act’s provisions on various aspects of the
employer market?



What are the gaps in the literature?

In this paper, we first discuss our findings on each of these questions, including common themes and
lessons learned. We conclude by summarizing key results and highlighting topics that are not
sufficiently covered in the existing literature, as these gaps indicate where further research is needed.

Methods
In the trends section, we rely heavily on 2002–12 data from the Medical Expenditure Panel Survey–
Insurance Component (MEPS-IC), an annual survey of nearly 40,000 establishments that includes
information on employer-sponsored insurance (ESI) offerings in the United States (Agency for
3

Healthcare Research and Quality [AHRQ] 2002–12). In the exhibits below, health insurance plans are
defined by AHRQ as insurance contracts that provide hospital and/or physician coverage to an
employee or retiree for an agreed-upon fee for a defined benefit period, usually a year. Given this
study’s focus on small firms, particularly those eligible for the SHOP Marketplaces, we emphasize
estimates for establishments with fewer than 50 workers. The figures in this paper also include
estimates for establishments with 100–999 employees and those with 1,000 or more employees. We
are unable to provide estimates for establishments with 50–99 workers because of a data gap in the
4

MEPS-IC tables. The figures we feature in this study are drawn from a literature review conducted by
Buettgens and colleagues (2013) on ESI at midsize firms before the Affordable Care Act.
We searched the most relevant peer-reviewed and gray literature. We included articles that
represent a range of study designs, publication types, and settings. To find the most recent white papers
and gray literature, we searched websites for the National Association of Insurance Commissioners,
private-sector organizations such as consulting firms, state and federal agencies, foundations, advocacy
groups, and academic and research organizations (e.g., the Robert Wood Johnson Foundation, the
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Kaiser Family Foundation, and The Commonwealth Fund). Staff at the Urban Institute have also
published several related literature reviews, such as Buettgens and colleagues (2013) and Garrett and
Chernew (2008), which provide a core of key studies on the drivers of employer behavior. We also
searched online databases (e.g., Google Scholar) to update the reference list to include more recent
publications.

Trends
Employer-Sponsored Insurance
Before the Affordable Care Act, most adults and children had health coverage through an employer,
even though employers were not required to provide health insurance: In 2011–12, 56 percent of the
nonelderly population were covered by ESI, 6 percent were covered by other private insurance, 18
percent were covered by Medicaid or the Children’s Health Insurance Program (CHIP), 3 percent were
5

covered by other public coverage, and 18 percent were uninsured. There are three major economic
explanations as to why employers provide coverage to their workers (Buchmueller, Carey, and Levy
2013):


Employers have a comparative advantage in providing health insurance. ESI premiums are not
subject to federal or state income taxes or the Medicare or Social Security payroll tax. This
subsidy reduces the cost of insurance by roughly one-third for workers in the 15 percent tax
6

bracket, and the discount is even larger for higher-income workers. In addition, employers can
mitigate adverse selection by serving as an effective risk pool of healthy and sick workers.
Employers, particularly large firms, can also achieve economies of scale since large portions of
administrative and marketing costs are fixed.


Workers ultimately pay for health insurance through lower wages. Because these benefits are
exempt from taxation, workers will find this tradeoff to be advantageous, especially if their
marginal tax rate is high.



Employers’ offerings of health insurance reflect worker preferences. Benefit offerings can arise
through the collective choices and preferences of the existing set of workers in a firm or
through the choices of employers seeking to balance these preferences.
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Consistent with economic theory, there are various cross-sectional differences between the
nonelderly populations with and without ESI. For example, in 2010, nonelderly individuals with family
incomes above 400 percent of the federal poverty level (FPL) were more likely to have ESI (87.2
percent) than lower-income individuals in the 200–399 percent (70.7 percent) and under 200 percent
of FPL (26.5 percent) income groups. Not surprisingly, the number of full-time workers in the health
7

insurance unit (HIU) is positively associated with having ESI: 83.8 percent of individuals with two fulltime workers in the HIU have ESI, compared with 64 percent of individuals with one full-time worker in
the HIU, 29.5 percent of those with only part-time workers in the HIU, and 17.5 percent of those with
only nonworkers in the HIU. In addition, nonelderly white non-Hispanics are more likely to have ESI
(67.1 percent) than blacks (45.4 percent) and Hispanics (39.2 percent), and workers in large firms are
more likely to have ESI than workers in small firms. There are also differences in ESI rates across
regions, as individuals in the Northeast and Midwest are more likely to have ESI than those in the South
and West (Holahan and Chen 2011).
Despite strong economic incentives for firms to offer coverage, ESI rates have decreased nearly
every year since 2000, with the largest declines occurring during the 2001 and 2007–09 recessions.
This trend persists among various subpopulations, including parents, childless adults, and children;
income groups; regions; worker firm sizes; and racial and ethnic groups. For example, from 2000 to
2010, ESI coverage decreased by 10 percentage points among parents and adults without dependent
children and by 12 percentage points among children. There was more pronounced deterioration
among those with incomes below 400 percent of FPL, the income group most affected by key provisions
of the Affordable Care Act (Blavin, Holahan, Kenney, and Chen 2012a, 2012b; Blavin, Holahan, Kenney,
and McGrath 2012; Holahan and Chen 2012).
The decline in ESI was even more drastic among small-firm workers. The share of full-time workers
and their dependents with employer-based coverage in the smallest firms fell from 43 percent in 2000
to 33 percent in 2010. Coverage for their counterparts working in firms of 1,000 or more employees fell
from 87 percent to 82 percent over the same period. These differences are also reflected in
substantially higher rates of uninsurance for small-firm workers and their families (Holahan and Chen
2012).
The rest of this section describes potential drivers behind the declines in ESI, focusing on premium
trends, employee contributions, and cost sharing (e.g., deductibles); employer offer rates; and employee
take-up of coverage.

4
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Premiums and Cost Sharing
National Health Expenditure Accounts (NHEA) data show that average annual per capita national
health spending grew 5.9 percent per year from 1999 to 2009; growth slowed dramatically to 3.6 to 3.8
percent per year from 2009 to 2012 (Martin et al. 2014). The rise in health care spending can be
attributed to a host of factors, such as the tax treatment of ESI, the development and dispersion of
medical technology, the changing prevalence of chronic disease, and the consolidation of health care
providers (Holahan et al. 2011). Several recent studies conclude that the recent slowdown in spending
was partially due to the recession but also attributable to structural changes in health care that could
persist as the economy recovers (Cutler and Sahni 2013; Holahan and McMorrow 2013; Ryu et al.
2013).
MEPS-IC data document an increase in premiums for employer-based coverage between 2002 and
2012 at a rate that exceeds NHEA growth. Exhibit 1 shows that firms of all sizes saw a rise in single
premium costs between 2002 and 2012. Among small firms with fewer than 50 workers, premium costs
grew roughly 62 percent, from $3,375 in 2002 to $5,460 in 2012, at an average annual rate of nearly 7
percent. As illustrated in exhibit 2, family premiums among small firms rose at a faster rate than single
premiums, increasing from $8,502 in 2002 to $14,496 in 2012 (71 percent). Exhibit 2 also shows that
family premiums at smaller firms grew at a slower rate in 2008 and 2009 than at larger firms.
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EXHIBIT 1

Average Total Single Premium per Enrolled Employee at Private-Sector
Establishments Offering Health Insurance by Firm Size, 2002–12
$5,460

$5,000
$4,000
$3,000

$5,357

$3,375

< 50 Employees

$3,130

100-999 Employees
1000+ Employees

$2,000
$1,000
$0
2002 2003 2004 2005 2006 2008 2009 2010 2011 2012

Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.

EXHIBIT 2

Average Total Family Premium per Enrolled Employee at Private-Sector
Establishments Offering Health Insurance by Firm Size, 2002–12
$16,000

$15,661

$14,000

$14,496

$12,000
$10,000
$8,000
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Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.
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MEPS-IC data show that employee premium contribution rates vary across firm sizes and that the
share of single and family premiums paid by employees at firms of all sizes has modestly increased over
time (AHRQ 2002–12). In 2012, workers in small firms with fewer than 50 employees had a lower
contribution rate to single premiums (17.9 percent) than workers at firms with 100–999 employees
(20.7 percent) and 1,000 or more employees (21.9 percent). However, in 2012, the family contribution
rate was higher among workers at small firms (30.1 percent) than at firms with 1,000 or more
employees (25.7 percent). Employee contributions to family premiums across all firm sizes grew by an
average of 1.8 percent a year from 2002 to 2012, a slightly higher growth rate than seen in
contributions to single premiums. Among small firms, however, contributions to single premiums
increased by 3.7 percentage points, from 14.2 percent in 2002 to 17.9 percent in 2012, and
contributions to family premiums increased by 4.8 percentage points, from 25.3 percent to 30.1 percent
(data not shown).
As employee premium contributions have grown, the prevalence of these contributions has also
increased. Gruber and McKnight (2003) analyzed this trend from 1982 to 1998, during which time the
percentage of employees with ESI whose insurance was fully financed by their employer fell from 44 to
28 percent. The authors attributed the drop, in part, to four factors: lower tax rates, increased eligibility
for insurance through Medicaid, higher medical costs, and increased availability of managed care. In
2013, 14 percent of covered employees worked for firms that paid 100 percent of premiums for
individual coverage, compared with 24 percent in 2002. The rates are lower for family coverage: In
2013, 5 percent of covered employees worked for firms that paid 100 percent of premiums for family
coverage, compared with 9 percent in 2002 (Kaiser-HRET 2013).
Deductibles have also become a more regular feature of ESI. Overall, the share of employees
enrolled in health insurance plans with deductibles grew by 32 percentage points, from 47.6 in 2002 to
79.6 in 2012 (data not shown). This percentage rose among firms of all sizes (exhibit 3). Exhibit 4 shows
that average deductibles increased across all firm size categories. Among small employers, the average
individual deductible more than doubled, from $602 in 2002 to $1,628 in 2012. While the share of plans
with a deductible is roughly the same across firm sizes, exhibit 4 shows that the smaller the firm, the
larger the average single deductible. For example, the average individual deductible among workers in
firms with fewer than 50 workers was $1,628 in 2012, nearly twice that of workers in the largest firm
size group ($881).
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EXHIBIT 3

Percentage of Private-Sector Employees Enrolled in Health Insurance Plans with
Deductibles by Firm Size, 2002–12
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Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.

EXHIBIT 4

Average Individual Deductible per Employee enrolled with Single Coverage in
Health Insurance Plans at Private-Sector Establishments by Firm Size, 2002–12
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Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.
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Decision to Offer Insurance
Offer rates among all employers fell from 57.2 percent in 2002 to 50.1 percent in 2012 (data not
shown). While nearly all larger firms offered ESI in 2012—99.5 percent of employers with 1,000 or more
employees and 94.1 percent of those with 100–999 employees—only 35.2 percent of small firms
offered coverage to their employees (exhibit 5).
ESI offer rates declined from 2002 to 2012, with the largest declines occurring among small
employers. ESI offer rate among the two larger firm categories changed by only 1 to 2 percentage points
between 2002 and 2012. However, the offer rate among firms with fewer than 50 employees dropped
by 9.3 percentage points, from 44.5 percent in 2002 to 35.2 percent in 2012.
Additionally, MEPS-IC data show that offer rates are lower and more volatile among even smaller
employers (AHRQ 2002–12). Offer rates among firms with fewer than 10 employees decreased from
36.8 percent in 2002 to 28.2 percent in 2012 (an 8.6 percentage-point drop, signifying a 23 percent
relative decline), while offer rates among those with 10 to 24 workers decreased from 67.8 percent in
2002 to 57.9 percent in 2012 (a 9.9 percentage-point decrease, and a 15 percent relative decline). Offer
rates among small firms with 50 percent or more low-wage employees are even lower, as discussed in
the subsection below on the employer decision to offer coverage.

MONITORING THE IMPACT OF THE AFFORDABLE CARE ACT ON EMPLOYERS
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EXHIBIT 5

Percentage of Private-Sector Establishments Offering Health Insurance by Firm
Size, 2002–12
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Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.

These estimates highlight the fact that a growing share of firms did not offer health insurance
leading up to the Affordable Care Act, particularly small firms facing a higher unit cost for a particular
level of coverage. Economic models show that the determination of benefit offerings can arise through
the collective choice and preferences of workers or through the choice of employers, whose goal is to
minimize total labor costs (Goldstein and Pauly 1976). Empirical studies that focus on the nonprice
correlates of firms’ offer decisions find that large firms, firms employing high-wage workers, unionized
firms, firms in the manufacturing sector, and public-sector employers are more likely to offer health
insurance than other firms (Glied and Graff Zivin 2004; Gruber and Lettau 2004). These findings are
consistent with MEPS-IC data, which consistently show that among small firms, those with higher
average wages are more than twice as likely to provide health insurance for their workers than those
with lower wages(Gabel 1999). For example, in 2012, 45.6 percent of small firms (fewer than 50
workers) with higher average wages offered health insurance, compared with just 17.6 percent of small
firms with lower average wages. Declines in offers were also larger among low-wage employers. For
example, the offer rate among low-wage employers with fewer than 50 employees declined from 27.2
percent in 2002 to 17.6 percent in 2012 (a 35.5 percent decline), whereas the offer rate among small
firms with high-wage employees declined by 18.1 percent, from 55.7 percent in 2002 to 45.6 percent in
2012.

10
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Small firms are at an additional disadvantage for providing health insurance coverage because of
8

the lower wages their workers earn, on average. Employers cannot offer coverage if they cannot pass
the costs back to their workers in the form of reduced wages. Workers with wages near the minimum
wage cannot have their wages reduced to offset health insurance costs, and some workers may find the
wage tradeoff undesirable because of the low value of the tax exemption for them and the need to
spend their low incomes on other goods they consider to be greater necessities. If workers find the
tradeoff undesirable, firms won’t offer health insurance coverage.
Increasing health insurance premiums can be an important factor in firms’ decisions to offer
coverage and, subsequently, the long-term decline in the availability of ESI. Several studies have
analyzed the price elasticity (sensitivity) of firm offer decisions and have produced a wide range of
estimates, ranging from a high of -5.8 (Feldman et al. 1989) to a low of -0.07 (Thorpe et al. 1992),
depending on how the price of health insurance is measured and how premiums are imputed for firms
that do not offer coverage (Glied and Graff Zivin 2004).
One of these studies, Gruber and Lettau (2004), has several methodological advantages over other
9

papers that estimate the price elasticity of insurance offerings. The study uses microdata from the
1983–95 Bureau of Labor Statistics’ Employment Cost Index—matched with worker characteristics
from the Current Population Survey (CPS) and family taxes from the Statistics of Income—and data on
ESI tax subsidies as an exogenous measure of the after-tax price of insurance to estimate the effect of
prices on firms’ decisions to offer health insurance. Overall, Gruber and Lettau obtain central estimates
of the elasticity of firm offerings of about -.25, with small firms particularly responsive to taxes in their
offering decisions. This estimate corresponds to a decline in ESI offerings by almost 10 percent under
policy proposals that would completely remove the income tax subsidy to insurance.
Small firms have lower offer rates than larger firms because of the additional costs and challenges
that smaller firms face. The administrative costs to insurers of providing coverage are largely fixed, and
thus lead to higher burdens on small firms, where those costs are spread across fewer enrollees
(Blumberg and Nichols 2004; Congressional Research Service 1988). This follows directly from the law
of large numbers—the larger the group over which risk is spread, the more stable medical costs are
likely to be over time. Small firms also pay more for the same health insurance coverage, endure more
premium volatility, and are forced to change insurers more often than larger groups (Cutler 1994).
Before the Affordable Care Act, most states allowed insurers to adjust small-firm group premiums to
10

reflect the health status of the enrollees as well as other risk factors, including age and industry. Small
firms seeking to offer insurance coverage could face higher costs of searching for, comparing, and
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choosing plans—a time-consuming and therefore costly task. Most small firms do not have a dedicated
staff for such tasks, making this burden particularly onerous.

Employee Take-Up of Insurance
As shown in exhibit 6, the share of employees enrolling in ESI when it is offered has declined over time.
Across all firms offering employer-based coverage, the percentage of employees enrolled in health
insurance fell by 3.5 percentage points, from 62.4 percent in 2002 to 58.9 percent in 2012. Workers at
firms with fewer than 50 employees mirrored this trend: 61.3 percent of employees offered coverage
were enrolled in 2002, dropping by 3.6 percentage points to 57.7 percent in 2012.
In addition, across all firms, about three-quarters of workers in firms that offer coverage are eligible
to enroll in that coverage, a share that has remained essentially unchanged over the past decade
(MEPS-IC data not shown). During the same period, the share of establishments that employed 50
percent or more full-time employees decreased by about 4 percentage points, from 80 percent in 2002
to 76 percent in 2012. This decline did not vary across firm size, even though small firms are less likely
to employ full-time workers than large firms (data not shown).
The results in exhibit 6 underscore the importance of considering the factors faced by workers and
their families that affect their decision to enroll in ESI. Most studies find higher employee premium
contributions have a statistically significant effect on take-up. Most of these studies use the linked
Household Component (HC)–Insurance Component (IC) of the MEPS (Abraham and Feldman 2010;
Blumberg, Nichols, and Banthin 2001) or the MEPS-IC alone (Cooper and Vistnes 2003) and apply a
wide range of econometric tools to address potential omitted variables or selection biases. Despite
using different years of data and methods, these studies consistently find higher employee premium
contributions associated with a lower rate of ESI take-up (although fairly small in magnitude), with
lower-income workers being more price sensitive than higher-income workers.
Studies that use other data sources yield similar results. Cutler (2003) finds that most of the decline
in take-up during the 1990s was in response to higher premium contributions, noting an observed 3.6
percentage-point decline in take-up rates between 1988 and 1999. Using CPS survey data and premium
data from the Kaiser Family Foundation and Health Research and Educational Trust’s employer health
insurance survey (Kaiser-HRET), Cutler estimates that 75 percent of the 3.6 percentage-point decline in
take-up rate was due to increases in employee premium contributions. Using data from the National
Survey of America's Families (NSAF), Shen and Long (2006) find that the drop in ESI take-up from 1999

12
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to 2002 was driven largely by rising ESI premiums. Polsky and colleagues (2005) impute premiums on
the Community Tracking Survey and also find that higher premiums lead to lower take-up of coverage
for both single and married workers, although this decline is smaller than previous estimates.
Several nonprice factors also affect take-up. For example, older workers in one-person households
are more likely to enroll in ESI than younger workers (Abraham and Feldman 2010), as are workers with
worse health statuses (Abraham and Feldman 2010; Blumberg, Nichols, and Banthin 2001). The
probability of ESI enrollment is also significantly lower when a child in the household is eligible for
Medicaid or CHIP.
EXHIBIT 6

Percentage of Private-Sector Employees Enrolled in Health Insurance at
Establishments Offering Health Insurance by Firm Size, 2002–12
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Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.
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Other Notable Trends
Self-Insurance
Self-insured health plans are those in which an employer takes on some or all of the financial risk of
providing a defined set of health care benefits to employees and dependents. A self-insuring employer
pays directly for the claims incurred by the plan’s enrollees, as opposed to paying a set premium to an
insurance company. Employers with self-insured plans usually purchase stop-loss coverage from a
reinsurer who agrees to bear the risk for those expenses exceeding a predetermined dollar amount.
Some self-insured employers contract with insurance companies or third-party administrators for
claims processing and other administrative services (AHRQ 2002–12; Buettgens and Blumberg 2012).
11

Exhibit 7 shows that larger firms are more likely to offer self-insured plans than smaller firms. In
2012, 82.6 percent of firms with 500 or more employees offered a self-insured plan, whereas just 25.2
percent of firms with 100–499 workers and 13.7 percent of firms with fewer than 50 workers did so.
Exhibit 7 also shows that the percentage of large firms offering a self-insured plan increased from 2002
to 2012. The share of establishments with 500 or more employees offering a self-insured plan rose from
12

77.5 percent in 2002 to 82.6 percent in 2012 (5.1 percentage points). In contrast, among those with
100–499 employees, the share offering a self-insured plan dropped from 28.6 percent in 2002 to 25.2
percent in 2012 (3.4 percentage points); the share among establishments with fewer than 50 workers
slightly increased by 0.8 percentage points during the same period.
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EXHIBIT 7

Percentage of Private-Sector Establishments Offering At Least One Self-Insured
Health Plan by Firm Size, 2002–12
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Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.

Data from Kaiser-HRET (2013) also show a higher prevalence of self-insurance among larger firms.
In 2013, 83 percent of covered workers at firms with more than 200 employees were in partially or
completely self-funded plans. At firms with 3–199 employees, just 16 percent were in these plans. In
addition, firms with 5,000 or more employees had a higher share of employees in partially or fully selffunded plans than firms with 1,000–4,999 employees—94 percent and 79 percent, respectively.
There are several traditional arguments for why employers choose to self-insure, as outlined by
Feldman (2012). First, employers can avoid state regulations, such as mandated benefits and premium
taxes, by sponsoring self-insured plans. Second, not paying premiums to an insurer allows employers to
keep interest earnings on reserves and avoid other costs, such as broker fees and profit and
contingency expenses. Self-funding is more common among larger employers than smaller employers
since larger employers usually have more resources and can spread the risk of high claims across a
larger pool of people. However, large and small employers that self-insure and purchase a stop-loss
policy require access to a provider network, claims processing, and other administrative services
required to properly administer a health plan (Lucia, Monahan, and Corlette 2013).
Feldman (2012) argues that these reasons alone cannot explain the growing share of employers
that have begun self-insuring. Alternatively, Feldman argues that employer moral hazard—where fully
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insured employers underinvest in programs that reduce health risks because of lack of experience
rating in group health insurance underwriting—can pull employers toward self-insurance. In contrast,
administrator moral hazard—where the plan administrator of a self-insured employer has no financial
incentive to minimize the cost of covered medical claims—is likely to pull employers toward purchasing
coverage. Feldman concludes that increasing the availability of health risk assessment tools can allow
employers, particularly large firms that have the necessary resources, to better negotiate premiums and
reduce administrator moral hazard. This trend goes hand in hand with the spread of self-insurance.

Employee Plan Choice
Exhibit 8 shows that the larger the firm, the more likely it is to offer employees a choice of plans. In
2012, 79.0 percent of firms with more than 1,000 employees offered two or more plans, while 50.4
percent of firms with 100–999 employees and 20.7 percent of small firms offered a choice. However,
the share of firms offering a choice of plans substantially increased among all firm size categories from
2002 to 2012; the share of firms with fewer than 50 workers offering a choice rose by 78.4 percent
(11.6 to 20.7 percent), compared with increases of 28.6 percent (39.2 to 50.4 percent) and 9.9 percent
(71.9 to 79.0 percent) among firms with 100–999 and 1,000 or more workers, respectively. While the
MEPS-IC data do not differentiate the type of plan choice offered (e.g., multiple plans from a single
carrier versus plans from multiple carriers versus self-funded and fully insured plans), it is important to
note that the SHOP, when fully implemented, will give choice options for the first time across multiple
carriers for small firms.
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EXHIBIT 8

Percentage of Private-Sector Establishments Offering Two or More Health
Insurance Plans by Firm Size, 2000–12
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Source: Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) summary tables, AHRQ 2002–12.

Some employers offer plan choice to take into account the diverse set of preferences among their
workers, allowing employees to pick plans with characteristics they value. Bundorf (2010) finds
employers that offer plan choice have lower average premiums—due to the availability of less generous
plans—and higher coverage rates, a finding consistent with this theory. Steinberg-Shone and Cooper
(2001) find higher levels of coverage take-up and health care satisfaction among workers at firms
offering choice, after controlling for basic demographic and employment characteristics. In addition,
Moran, Chernew, and Hirth (2001) and Bundorf (2002) find that employee characteristics affect the
likelihood that employers offer a choice of plans. Using an ordered probit model of plan offerings,
Moran and colleagues (2001) find greater plan choice among firms with more diverse workers in terms
of age and income. Bundorf (2002) finds that average plan generosity is higher in firms with a larger
share of high-wage workers and that variation in employees’ health risk and wages is positively
associated with the probability that an employer offers plan choice.
Employers must weigh the benefits of plan choices with the additional administrative costs of
offering several plans. Moran and colleagues (2001) and Bundorf (2002) find that the diversity of plan
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offerings is positively associated with firm and establishment size, as larger firms can spread fixed
administrative costs over more employees and thus would find plan choice less prohibitive. For
example, moving from a firm with 11 to 25 employees to one with 101 to 500 employees results in a
139.8 percent increase in the relative probability of being offered more than one plan (Moran, Chernew,
and Hirth 2001).
Moving forward under the Affordable Care Act, health insurance exchanges could dramatically
expand the scope of plan choice and the number of competing plans available. Since employer coverage
options in the Affordable Care Act Marketplaces are limited to small firms at least until 2017, private
health insurance exchanges provide another option for firms looking to provide more options and lower
costs through competition. These private exchanges would make it possible for employers of any size to
provide health benefits by making defined contributions to workers, who would then choose their own
health plans. The potential benefits of private exchanges include greater certainty about and control
over health benefit costs, reductions in benefit and administrative costs, greater transparency about
total compensation to workers, and higher employee satisfaction with benefits (Fronstin 2012).
However, there are several concerns related to how private exchanges could affect employer
decisionmaking. For example, employers would need to take into account worker preferences for
traditional employer-sponsored health benefits versus defined contributions. An employer must also
become familiar with private exchanges and decide how much choice to offer and how to educate
workers to choose among plans. Fronstin (2012), Kapur and colleagues (2012), Kapur and colleagues
(2013), Shutan (2013), and Sperling (2012) further discuss these issues.

Affordable Care Act Provisions That Affect Employers
Several components of the Affordable Care Act are likely to affect employers’ health insurance options,
13

responsibilities, and decisions. Some of the law’s anticipated effects are ramifications of new
incentives and policies designed specifically to meet particular goals in the employer marketplace.
Other effects may be unintended or secondary effects of changes intended to meet different objectives.
The implications of the reforms will vary, however, depending upon employer size. While understanding
the extent of changes to employers of all sizes is valuable, a focus on small employers is particularly
important, as the Affordable Care Act changes the insurance environment for them the most.
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Affordable Care Act Provisions Affecting Employers of All Sizes
Several provisions of the Affordable Care Act that reform insurance markets have been in place for a
few years already. These early provisions prohibit or constrain certain prior insurer practices that place
limits on health insurance coverage. The goal of these reforms is to reduce the financial risks consumers
face when they obtain coverage in both individual and group markets, regardless of employer size.
These provisions include prohibitions of dollar caps on lifetime benefits or unreasonable dollars caps on
annual benefits, rescissions of coverage, and waiting periods (or delays in the start of coverage) of more
than 90 days.
Other provisions expand access to coverage. Starting in 2010, dependent coverage was extended to
adult children up to age 26, a reform that has already produced an increase in coverage (Antwi, Moriya,
and Simon 2012; Cantor et al. 2012; Sommers and Schwartz 2011). Provisions that eliminate
preexisting condition exclusions for children and require coverage of a specified set of preventive
services without cost sharing already affected many consumers before the start of 2014 (ClemansCope et. al 2014). Altogether these provisions were expected to increase insurance premiums by less
than 5 percent (Blumberg 2010; Blumberg et al. 2012b; Carlson 2011). At the beginning of 2014, the
Affordable Care Act fully eliminated dollar caps on annual benefits and preexisting condition exclusions
for adults.
The Affordable Care Act also requires premium monitoring (rate review) at the state and federal
levels and mandates all plans in all markets to report their medical loss ratios (MLRs)—the proportion of
premium dollars spent on clinical services, quality, and other costs. Rebates to enrollees are provided
when the proportion spent on clinical services and quality is below 85 percent for plans in the largegroup market and below 80 percent for plans in the small-group and individual markets. Together,
premium monitoring and MLR rules are expected to help constrain premium growth, particularly in less
competitive health insurance markets.

Affordable Care Act Provisions Affecting Larger Employers
For employers with more than 100 employees, the Affordable Care Act establishes no requirements on
the benefits that employers must provide beyond the market reforms listed in the previous section.

14

But the Affordable Care Act does institute penalties on larger employers that do not offer workers
coverage that is deemed affordable.
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Employers with 50 or more employees will face penalties if they do not offer adequate, affordable
coverage and if at least one of their full-time employees receives a subsidy for the purchase of nongroup
coverage in a health care Marketplace. Originally slated to begin in 2014 but now delayed, these
penalties are often referred to as the employer mandate or the employer responsibility requirement
and are intended to encourage employers to provide affordable coverage, thereby limiting the cost of
federal subsidies (tax credits) to assist individuals in purchasing insurance nongroup coverage in the
Marketplace.
Individuals with incomes that fall between 138 percent and 400 percent of FPL are eligible for
subsidies that lower the cost of purchasing nongroup coverage. But employees that are offered
employer coverage are only eligible for subsidized coverage in the exchanges if the employee’s share of
the lowest cost premium for individual coverage exceeds 9.5 percent of his or her income or if, on
average, the plan reimburses less than 60 percent of covered expenses—conditions designed to protect
most employers offering coverage from penalties.
For an employer that does not offer coverage, if at least one full-time employee receives a subsidy
in the Marketplace, the employer is subject to a penalty of $2,000 per full-time worker minus the first
30 workers. For an employer that does offer coverage, if a full-time employee receives a subsidy in the
Marketplace, the employer is subject to a penalty equivalent to the lesser of $3,000 for each full-time
subsidized employee or $2,000 per full-time worker minus the first 30 workers.

Affordable Care Act Provisions Affecting Smaller Employers
SMALL-EMPLOYER TAX CREDITS
Small employers with fewer than 50 full-time employees are exempt from the coverage mandate.
Certain small businesses are eligible for tax credits to help them purchase health insurance. The credits
became available in 2010, and only the smallest and lowest-wage employers are eligible. The maximum
size of the credit increased in 2014, and credits are now available to eligible employers for up to two
consecutive years.
Small employers with 25 or fewer employees with an average pay of $50,000 or less are eligible for
tax credits to help cover health insurance coverage premiums. Eligibility for the full credit is limited to
firms with 10 or fewer employees with average wages of $25,000 or less. The credit phases down for
larger small firms and firms with higher average wages, up to the 25 workers, $50,000 average pay
limits. The IRS estimates that 4 million businesses are eligible to receive a substantial tax reduction for
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offering ESI. Others have noted that administrative hassles and the fact that the subsidies only last two
years severely decrease the number of employers taking advantage of this benefit, and that
participation has been very low (GAO 2012; Jost 2013). Gabel and colleagues (2013) find that among
small firms that were aware of the tax credit, 61 percent determined whether they were eligible.

BENEFIT REQUIREMENTS
Fully insured, non-grandfathered plans for small businesses and individuals are required to provide
essential health benefits as delineated in the law and as consistent with benchmark plans chosen by the
states as of 2014. These plans must fit into actuarial value tiers and satisfy maximum cost-sharing limits.
The Affordable Care Act establishes benefit requirements for newly issued, fully insured health
plans offered by small firms and in the nongroup market. These requirements apply to firms having 50
or fewer workers as of 2014, and apply to firms of 100 or fewer workers beginning in 2016. Small
employers are required to offer plans that cover the essential health benefits established by the
Department of Health and Human Services (DHHS). DHHS (2013) provided states with the option to
select a benchmark plan from a set of choices: one of the dominant plans in the state’s small-group
market, one of the dominant plans serving state or federal employees, or the state’s largest nonMedicaid HMO. States opting not to choose a benchmark plan were assigned their state’s most enrolled
small-group plan as their benchmark. Benchmark plans that did not include some of the categories of
benefits specified in the language of the Affordable Care Act were adjusted to do so. The regulations
also provide some flexibility for carriers to substitute benefits within categories, although the
substitutions must maintain actuarial equivalence. Corlette, Lucia, and Levin (2013) report that 19
states and the District of Columbia chose one of the three largest small-group plans, and 26 states
defaulted to the state’s most enrolled small-group plan, as their benchmark plan.
These requirements will increase the adequacy of some coverage offerings in these markets and
will make cost comparisons across options more feasible than in many of today’s markets. Blumberg and
colleagues (2012) suggest that the benefit requirements are unlikely to impose significant new costs on
small businesses. Increased benefit requirements under the Affordable Care Act are substantially more
significant in the nongroup market than in the small-group markets.
RATING REQUIREMENTS
The Affordable Care Act significantly changes rating requirements for coverage in the small-group
market. Premiums now can only vary by geographic area, age, and tobacco use. Rates for the oldest
adults (64 years of age) cannot exceed rates for the youngest adults by more than a factor of three.
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Tobacco users can be charged no more than 1.5 times the premium of nonusers of the same age for
identical coverage.
SHOP MARKETPLACES FOR PURCHASE OF SMALL-GROUP COVERAGE
Starting in 2014, all firms with 50 or fewer employees (100 or fewer in 2016) became eligible to
purchase coverage in the newly established SHOP exchanges, in addition to the option of purchasing
coverage in the reformed small-group market outside the Marketplaces. The SHOP exchange option is
expected to reduce administrative costs and promote transparency and competition in the small-group
market. Historically, administrative costs, relative to claims, have been higher for small firms than large
firms. By centralizing market functions, SHOP Marketplaces are expected to reduce the costs of buying
insurance for small employers. Improved price transparency and the ability to comparison-shop can
make it easier for small employers to get coverage at good prices. Employee choice options will enhance
employees’ ability to choose plans that are appropriate for their needs. The Affordable Care Act
provides several employer/employee choice options as detailed by Blumberg and Rifkin (2013a),
ranging from full employee choice (employee may choose any plan at any tier level) to full employer
choice (employer selects a qualified plan at a specified coverage level), with additional intermediate
options.
HEALTH INSURANCE MARKETPLACES FOR INDIVIDUAL COVERAGE, MEDICAID, AND THE
INDIVIDUAL MANDATE
In addition to the elements of the law that are directly aimed at employers, the establishment of
individual insurance Marketplaces, the availability of federal subsidies for low- to moderate-income
individuals, the individual coverage requirement, and the Medicaid expansion will also affect employers
and their workers, especially small firms. Expanding coverage options for individuals enables workers to
work at smaller firms more readily, even if those businesses are not able to provide health insurance. At
the same time, improved availability of coverage outside of employment relationships, particularly
when subsidized, could reduce firms’ incentives to offer health insurance to their employees. Medicaid
expansion could reduce the total health care costs of firms that offer affordable coverage to the rest of
their workers, but it also could reduce overall workforce demand for health insurance in firms with
many eligible workers. At the same time, the individual mandate will tend to boost demand for
employer-sponsored coverage among workers, particularly higher-income workers whose preferences
may carry more weight in employers’ decisions to offer.
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Evidence on the Likely Impacts of the Affordable Care
Act on Employers
Much of the literature on the effects of the Affordable Care Act on employers has focused on the
question of whether employers that offered health insurance before the Affordable Care Act would
stop offering coverage after its major provisions take effect. Evidence on this question comes from
microsimulation models of the law’s effects, studies that compute the size of incentives created by
certain provisions, actuarial estimates, surveys of employer attitudes and intentions, and experiences in
Massachusetts after the state enacted health reform.

Microsimulation Model Estimates of Effects of the Affordable Care Act on ESI
Coverage
Microsimulation models seek to estimate the impacts of reforms on ESI offer decisions and ESI
coverage. They use detailed information on the characteristics of employers, workers, and families;
detailed modeling of the key provisions of the Affordable Care Act and how these provisions affect the
cost and availability of different types of coverage; and behavioral assumptions regarding the decisions
of employers and individuals, based on empirical studies from the economic literature. Where evidence
from the literature is lacking, researchers make assumptions based upon the best available information
and economic theory.
Though there are notable differences, all published microsimulation models suggest the overall
effects of the Affordable Care Act on ESI coverage will be modest (exhibit 9). In its most recent
estimates, the Congressional Budget Office (CBO) predicts a decline in overall ESI coverage of 6 million
people (CBO 2014). This represents a modest reduction of 3.7 percent relative to CBO's forecast that
161 million people would have ESI coverage in 2016 without the law. The RAND model estimates that
the Affordable Care Act would, on net, increase ESI coverage by 8 million people relative to a no-reform
scenario. Other models (e.g., the Lewin Group and the Urban Institute’s Health Insurance Policy
Simulation Model [HIPSM]) predict changes in overall ESI coverage within the range of the CBO and
RAND estimates.
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EXHIBIT 9

The Affordable Care Act’s Estimated Effects on ESI Coverage, from Microsimulation
Models
Study

Estimated change in ESI
coverage

Notes

CBO 2010

-3 million

CBO 2014

-6 million

Lewin Group 2010

-2.8 million

RAND Corporation (Eibner, Girosi,
et al. 2010)

+8.0 million

Urban Institute (Buettgens,
Garrett, Holahan 2010)
Urban Institute (Blumberg,
Buettgens, Feder, Holahan 2012)

-0.5 million

Estimate for 2016. Relative to
projected pre-reform baseline.
Reduces ESI by 4 million in
2019.
Estimate for 2016. Relative to
projection under prior law.
Reduces ESI by 7 million in
2019.
Estimates for 2011 as if law
was fully implemented.
Estimates for 2016 compared
to projected no reform
scenario.
Modeled law as if fully
implemented in 2010.
Modeled law as if fully
implemented in 2012.

+4.1 million

The RAND study presents additional details behind its overall numbers. The predicted increase in
ESI coverage is primarily driven by many more small firms offering coverage, not by firms with 50 or
more employees starting to offer coverage to avoid penalties. The predicted increase in offer rates in
small firms is driven by increased demand for insurance due to the individual mandate. The RAND study
predicts little change in premiums, with single premiums falling from an average $5,754 without the
Affordable Care Act to an average $5,655 (1.7 percent) with the Affordable Care Act (in 2010 dollars).
The Urban Institute’s 2010 and 2012 HIPSM estimates both find that average costs per person with
ESI fall for small firms in response to the Affordable Care Act. In the 2012 estimates, per capita
premium contributions fell by 4.3 percent for firms with 100 or fewer employees because of long-term
efficiencies created by the new SHOP Marketplaces. When employer tax credits are taken into account,
total per capita employer spending falls by 7.3 percent (we note that these numbers do not reflect
recent estimates of low take-up of employer tax credits, and should be viewed as potential savings until
the numbers are updated). Only among midsize employers is there an increase in per capita spending
(4.6 percent). The increase largely reflects penalty costs that fall on the roughly 5 percent of midsize
firms in this group that do not offer coverage. McMorrow, Blumberg, and Buettgens (2011) find
increases in offer rates and coverage for small-firm workers.
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The Centers for Medicare and Medicaid Services’ Office of the Actuary estimated that the
Affordable Care Act would reduce employer-sponsored coverage by 1.4 million people (Department of
Health and Human Services 2010). We did not include that estimate in exhibit 9, as the methodology
used to produce the number was not provided.

Estimated Changes in Incentives for Employers to Offer Coverage under the
Affordable Care Act
Although the microsimulation models typically calculate the economic incentives to employers (based
on demand from workers) to offer coverage or not, with or without the Affordable Care Act, these
calculations are an intermediate modeling step and generally not reported. Rather, microsimulation
models report the resulting employer decisions that involve additional modeling steps. But the
incentive calculations have value in themselves and yield useful insights into likely employer behavior.
Abraham, Graven, and Feldman (2012) conduct a detailed analysis of the economic incentives
employers face to offer coverage before and after implementation of the Affordable Care Act. Their
analysis is based largely on use of detailed (including nonpublic) MEPS-IC data, conducted at a research
data center. Their calculations focus on three major policies that drive whether firms benefit financially,
on net, from offering ESI. These policies are the tax exemptions for ESI premiums, which remain in place
under the Affordable Care Act; the penalty on larger employers that do not offer affordable coverage;
and the premium tax credits for individual coverage in the Marketplace for people with lower incomes.
The study finds that employers of the vast majority of workers currently offered ESI (81 percent)
will continue to have an economic incentive to offer coverage under the Affordable Care Act. The
largest firms will continue to have a strong positive economic incentive to offer (net incentive per
worker of $2,503 under the Affordable Care Act versus $3,074 pre-reform) because the benefit of the
ESI tax exclusion and penalties avoided by offering ESI substantially outweigh the value of the premium
subsidies workers would receive if their employers did not offer ESI. Firms with fewer than 50
employees will face significantly lower economic incentives to offer coverage ($990 under the
Affordable Care Act versus $2,490 pre-reform). But this calculation includes many small firms that
already do not offer coverage. Small firms that already offer coverage and tend to have higher wages
will still face (on average) a positive economic incentive to offer coverage under the Affordable Care
Act. These findings suggest that most small firms that already offer ESI will continue to offer it, although
the strength of this incentive will be reduced for many. Abraham, Graven, and Feldman (2012) also find
that different types of firms will face different financial incentives under the Affordable Care Act. For
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instance, the incentive to offer ESI rises under the Affordable Care Act in high-wage firms where the
median worker makes $26 an hour or more (to $4,301 from $3,884), but the incentive to offer ESI
becomes a disincentive in low-wage firms in which the median worker earns less than $11 an hour (a
change to a $704 disincentive from an incentive of $1,827).
A study by the American Action Forum (Holtz-Eakin and Smith 2010) found that a worker with
income at 200 percent of FPL could be better off with subsidized individual coverage in the
Marketplace than with ESI. While this finding is debatable, the study’s inference from this result was
controversial: that 35 million workers would lose employer coverage and shift to Marketplaces, raising
premium subsidy costs by $1.4 trillion over 10 years. This study assumed that a worker with income at
200 percent of FPL works at a firm consisting only of workers with the same income, all of whom would
equally benefit if the employer dropped coverage, paid the penalty, and shared the savings with the
employees (Academy Health 2011).
Avalere (2011), Blumberg and colleagues (2012), Buchmueller and colleagues (2013), and Garrett
and Buettgens (2011) address the flaws of this assumption and a number of additional reasons why the
conclusion of the American Action Forum study is unwarranted. For example, most workers who have
ESI (79 percent) have incomes above 250 percent of FPL. Firms would not have an incentive to drop
coverage for these workers and would need to compensate them with higher wages if they did (Garrett
and Buettgens 2011). Also, Holtz-Eakin and Smith only considered federal income taxes, but employer
premium contributions are excluded from payroll taxes and state income taxes (if applicable) as well,
which increases the value of ESI. They also modeled only family coverage, whereas most ESI
policyholders with incomes under 250 percent of FPL have single coverage. Taking this into account
would greatly reduce any savings from dropping ESI.
Colla, Dow, and Dube (2013) examined the effect of a pay-or-play employer mandate implemented
in San Francisco in 2008 and found that under the mandate, more employers offered insurance and
coverage increased relative to coverage among employers outside San Francisco not subject to the
mandate.

Evidence from Massachusetts on Effects of Health Reform on ESI Coverage
In Massachusetts, which enacted health reforms similar to (and served as a model for) the Affordable
Care Act, the rate of employer-sponsored coverage increased about 3 percent from fall 2006 to fall
2009, a period covering both the implementation of the state reforms and a 4.5 percentage-point rise in

26

MONITORING THE IMPACT OF THE AFFORDABLE CARE ACT ON EMPLOYERS

the state unemployment rate (Long and Stockley 2010). The Massachusetts experience suggests that
the combination of individual and employer mandates can increase ESI coverage, even when subsidized
alternatives to ESI are introduced. In modeling reform options for Massachusetts, Blumberg and
colleagues (2006) concluded that the individual mandate would increase ESI coverage. Gruber (2011)
attributes the increase in employer coverage in Massachusetts after reform to the effects of the
individual mandate. Employer penalties in Massachusetts are low and substitution of coverage in the
Marketplace would tend to reduce employer-sponsored coverage, leaving the individual mandate as the
likely cause of the increase in ESI following reform implementation.
After peaking in Massachusetts in 2008, ESI coverage (as measured by the CPS) declined at a rate
consistent with the rest of the nation and with a group of states that experienced similar trends before
Massachusetts’s implementation of health reform. Therefore the decline cannot be attributed to health
reform (Dubay, Long, and Lawton 2012).

Employer Attitudes about Continuing to Offer Health Benefits under the Affordable
Care Act from Employer Surveys
Employer surveys provide a different perspective on likely employer responses to the Affordable Care
Act. While they can capture aspects of real decisionmaking that microsimulation or other
economic/financial models may miss, these surveys may also reveal trends in sentiment that can be
volatile and unrelated to actual future business decisions or the Affordable Care Act. Among seven
surveys from five organizations, with one exception, the percentage of firms expecting to stop offering
employee health benefits because of the Affordable Care Act is in the single digits (exhibit 10). Among
very large firms with 1,000 or more employees, 98 percent of respondents expected health benefits to
remain an important component of their workers’ compensation three to five years from now (Towers
Watson/National Business Group on Health 2013). These survey findings are consistent with the
economic theory explaining why employers offer coverage (see Blumberg et al. 2012a) and the
microsimulation results in that they do not suggest a massive upheaval of employer-sponsored
coverage as some have speculated.
The one exception to this finding is the McKinsey study by Singhal, Stueland, and Ungerman (2011).
In that survey, 30 percent of respondents said their company would definitely (9 percent) or very likely
(21 percent) drop coverage, with little variability in responses by firm size (28 percent of respondents in
large firms said their company would definitely or very likely drop coverage). The respondents in the
survey appear to have been drawn somewhat differently than in surveys administered to employers or
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their representatives, in that they were self-screened from a broader panel of respondents as having
influence over their companies’ decisions regarding health benefits. It is unclear, however, what role
sample differences play in explaining discrepancies with other surveys. The initial report garnered
substantial reaction, particularly as its findings contrasted with those from other surveys and analyses
(Freudenheim 2011). McKinsey released additional details regarding the survey methodology, including
the full survey instrument, after the initial article was published: “The survey was not intended as a
predictive economic analysis of the impact of the Affordable Care Act. . . . As such, our survey results are
not comparable to the health care research and analysis conducted by others such as the Congressional
Budget Office, RAND and the Urban Institute. Each of those studies employed economic modeling, not
opinion surveys, and focused on the impact of health care reform on individuals, not employer
15

attitudes.”

In the latest International Foundation of Employee Benefit Plans (IFEBP) and Mercer surveys (see
exhibit 10), interest in dropping employer-sponsored coverage is less than what it was in the
organizations’ respective prior surveys. This may reflect an increased understanding that employers
have gained over time of the potential financial and workforce effects of dropping coverage. According
to the latest IFEBP survey from March 2013, 84 percent of employers were still studying the Affordable
Care Act.
EXHIBIT 10

Employer Attitudes toward Dropping ESI Coverage
Survey

Description

Findings

Deloitte/Advanced
Analytical Consulting
Group (Brien and Panis
2012)

Survey (web-based) of 560 employers
with 50 or more employees offering
health benefits.

9 percent of large firms currently
offering health insurance (representing 3
percent of workforce) anticipated
dropping coverage in next three years.

IFEBP (Mrkvicka et al.
2012)

Survey of single employer plans in the
organization’s database. Responses
received from 968 human resources
and benefits professionals and industry
experts.

5 percent of respondents were
considering terminating health plan for
active employees. 46 percent of
employers said they would definitely
offer coverage in 2014.

IFEBP (Mrkvicka et al.
2013)

March 2013 survey of single employer
plans in the organization’s database.
Responses received from 966 human
resources and benefits professionals
and industry experts.

2 percent of respondents were
considering terminating health plan for
active employees. 69 percent of
employers said they would definitely
offer coverage in 2014. 84 percent of
employers were still studying the ACA.
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Survey

Description

Findings

McKinsey (Singhal,
Stueland, and Ungerman
2011)

February 2011 survey of 1,329
individuals who indicated they had
primary decisionmaking authority or
influence over decisionmaking
processes regarding employee benefits
at their company.

30 percent of respondents who said that
their companies offered ESI said they
would definitely (9 percent) or very
likely (21 percent) drop coverage.

Mercer (Watts and
Gaertner 2013)

July 2012 survey of 1,215 employers of
all sizes, industries, and geographic
locations in the United States.

1 percent of respondents said they were
very likely and 5 percent said they were
likely to terminate medical plans after
2014 and have employees seek coverage
in a state health insurance Marketplace,
revealing less interest in dropping
coverage than seen in Mercer surveys
conducted in 2010 and 2011.

Towers Watson 2010

May 2010 survey of 650+ mid- to
senior-level benefits professionals (96
percent represented firms with 500 or
more employees).

3 percent of respondents said they
would discontinue employer-sponsored
health plans in 2011 or beyond; 22
percent did not know; 74 percent said
they would not take that action.

Towers Watson/National
Business Group on
Health 2013

Survey of 583 employers with more
than 1,000 employees.

98 percent of large firms (>1,000
employees) said they expected health
benefits to be an important component
of compensation three to five years from
now.

Employer Choices Relating to Part-Time Work
The Affordable Care Act’s employer responsibility requirement penalty applies to firms with 50 or more
full-time equivalent employees. As noted earlier, penalties are triggered if at least one of a firm’s fulltime employees obtains subsidized insurance coverage through one of the nongroup health insurance
Marketplaces. For the purpose of the Affordable Care Act, a full-time worker is defined as working 30
or more hours in a typical week. Employers who would otherwise be subject to a penalty could reduce
or eliminate the penalty by converting full-time workers to part-time workers. In addition, there have
been several well-publicized examples of large firms discontinuing the offering of (often limited) health
plans to their part-time workers (e.g., Home Depot, Trader Joe’s, and most recently Target) in order to
make these workers eligible for subsidized Marketplace coverage without triggering penalties for the
employers (Kaiser Health News 2014).
In the Mercer survey conducted in 2012 (Watts and Gaertner 2013), 51 percent of employers that
did not currently offer coverage to all employees working 30 hours or more per week said they would
likely change workforce strategy so that fewer employees worked 30 or more hours per week; 27
percent said they would offer a lower-cost plan for hourly employees being redefined as full-time
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workers and thus newly eligible for coverage; 24 percent said they would make all employees eligible
for the full-time employee plan(s); and 17 percent said they would offer full-time employee plan(s) to
some, but not all, newly eligible employees. Only 8 percent said they would pay the penalty, and 3
percent said they would terminate medical coverage for all employees after the Marketplaces became
available.
There is little evidence of a shift toward part-time work in aggregate data, net of what would be
expected at this stage in the economic cycle and in light of normal volatility in monthly statistics
(Bernstein 2013). Valletta and Bengali (2013) confirm that the recent trend in part-time work and its
current level are not unusual relative to past experience. They conclude that the Affordable Care Act’s
effecton part-time work has been small so far and will likely be so in the future. The authors also note
that IRS rules already gave most large employers an incentive to create part-time work to avoid rising
health benefit costs. Graham-Squire and Jacobs (2013) estimate that the workers most at risk of having
their hours reduced because of the ACA (those working 30 to 36 hours per week, who are uninsured or
have individual coverage, and have incomes less than 400 percent of FPL) represent only 1.8 percent of
the workforce. Evidence from Hawaii suggests part-time work increased only slightly following
enforcement of the state’s employer health care mandate (Buchmueller, DiNardo, and Valletta 2011).

Increased Self-Insurance by Small Firms
Several studies indicate that self-insurance among small and midsize firms could rise in the future and
that the Affordable Care Act could increase incentives for small firms to self-insure, particularly those
with employees at low risk of high medical expenses (Academy Health 2011). Brin (2011) identifies
several large stop-loss insurers that are increasingly focused on small to midsize companies, citing
greater health care cost transparency and potential cost savings as the main benefits. Jost and Hall
(2012) give examples of companies offering stop-loss attachment points as low as $5,000 to $10,000,
much lower than the average attachment points reported in Kaiser-HRET (2013). Using the Urban
Institute’s HIPSM, Buettgens and Blumberg (2012) find that low-risk stop-loss policies can cause firms
to self-insure, leading to higher premiums in the fully insured small-group market. They find that
average single premiums would be up to 25 percent higher and family premiums would be 19 percent
higher if stop-loss insurance that mimics full insurance is allowed, as it is in most states barring further
state action. This study finds that up to 60 percent of small businesses could self-fund.
To describe factors that may influence adoption of self-insurance by small firms, Lucia and
colleagues (2013) conducted stakeholder interviews in 10 study states, with small-employer
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representatives, health insurers, stop-loss insurers, agents and brokers, and state officials, including
insurance regulators and Marketplace representatives. While stakeholders expressed concerns, many
were hesitant to predict what the market for firms with 50 employees and under would look like in
2014 and beyond. Many stakeholder sources thought states should improve monitoring of the stop-loss
market and of trends in self-funding by small firms to enable quick and appropriate responses if selffunding among small employers begins to increase significantly in the coming years.

SHOP Marketplaces
Companies with 50 or fewer employees were able to begin signing up for coverage in the SHOP
Marketplaces on October 1, 2013, with coverage starting as early as January 1, 2014. Seventeen states
and the District of Columbia operate their own SHOP Marketplaces. DHHS runs federal Marketplaces
in the rest of the states. Online enrollment in federal SHOP Marketplaces was delayed in November
2013. At this point, information is just beginning to emerge on SHOP Marketplace product offerings
and enrollment.
Blumberg, Rifkin, and Wengle (2014) examine the implementation of SHOP Marketplaces in eight
states. They find that in many state-based Marketplace states, the SHOP portal is functioning and
allows consumers to apply for coverage as well as tax credits, select a plan or develop an employee
choice model, and enroll in coverage. The New York SHOP Marketplace, in particular, offers significant
transparency in plan options, premium rates, and benefit details without requiring website users to
create an account. Functionality in the federally facilitated Marketplaces is more limited, with no online
enrollment and no employee choice options.
A survey of small firms (Gabel et al. 2013) finds that employers value certain features of SHOP
Marketplaces. Ability to compare plans was the most highly rated feature, with 68 percent saying it was
very important and another 22 percent saying it was somewhat important. More than 40 percent rated
more choice of plans very important, while 30 percent rated access to an online marketplace as very
important.

Discussion
This review covers the current nature of and recent trends in the employer group health insurance
market and the anticipated effects of the Affordable Care Act on employers, with a particular focus on
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the small-group market. The current literature provides sound insight into the economic principles
behind employer decisionmaking; an understanding of how the law can change incentives among
employers and their workers; knowledge of data trends in ESI coverage, premiums, offer rates, and
take-up; understanding of key cross-sectional differences among individuals (e.g., those with and
without ESI) and firms (e.g., those that offer versus those that do not offer coverage); and evidence from
microsimulation models and surveys on how the Affordable Care Act could affect ESI offer and
coverage rates.
However, there are several gaps in the literature where researchers and policy analysts need
targeted information to better understand the potential effects of the Affordable Care Act on
employers. For example, while several microsimulation models and surveys analyze the likely aggregate
impact of the law on employers, few studies focus on how different types of firms will respond to new
incentives created by market reforms or how the Affordable Care Act will likely affect the internal
behavior of firms. For instance, will parameters related to the employer responsibility requirements
affect firms hiring at the 50-worker margin? Will there be measurable changes in the number of hours
offered to part-time workers? Will more work be contracted out than would otherwise have been the
case? While most analysts believe these types of effects will be small, it will be important to measure
them effectively.
Additionally, it is unclear how the types of coverage offered by firms may evolve. Medium and large
employers not bound by the law’s health benefit requirements and not previously offering coverage to
their workers could avoid penalties by offering plans that meet affordability requirements and the 60
percent actuarial value requirement but are more parsimonious than typical ESI plans have been in the
past. Whether they can do so and still attract workers of desired quality and quantity is an open
question, however. How much and in what manner wellness discounts will be used, and the extent to
which they create a significant barrier to coverage for those with chronic health problems, is another
area for future study. Other areas of uncertainty include adverse selection (e.g., how it relates to
employer decisions to offer plan choice and participate in wellness programs), the popularity of private
exchanges, and consumer choice (e.g., how consumers in small firms will make decisions if they have
additional health plan options).
Perhaps the area of most uncertainty is how the Affordable Care Act will affect ESI premiums and
health care costs in general. The Medicaid expansion and availability of subsidies through the
Marketplaces—and the consequent reduction in the uninsured and changes in cost-sharing
responsibilities—will likely increase health care expenditures for those who previously were
constrained by lack of insurance coverage. In contrast, cost-containment initiatives introduced under
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the Affordable Care Act could reduce long-term health care spending and ESI premiums relative to
current trends. Other components of the law that could affect costs include increased insurance market
competition; increased payments to primary care providers under Medicaid; emphasis on preventive
services and wellness programs; use of comparative effectiveness research; and changes in public and
private payment and delivery system strategies, including bundling provider payments, accountable
care organizations, and patient-centered medical homes. The emergence of lower-cost Marketplacebased plans with narrower provider networks than have been typical in ESI plans in the past may garner
attention from employers, potentially changing the types of plans offered by both large- and smallgroup plans. In addition, as the economy continues to recover, increasingly cost-conscious payers may
place continued pressure on providers to operate more efficiently and to expand upon changes to the
delivery system. If these reforms prove to be effective over time, then a return to historically high rates
of health care spending growth may not materialize (Holahan and McMorrow 2013).
Grasping the full impact of the Affordable Care Act on employers will involve careful data collection
and analysis and considerable learning going forward. It will be useful to understand how insurance
products and premiums offered in the SHOP Marketplaces compare with what was available previously
and what continues to be offered in the non-SHOP small-group market. In addition, participation rates
will need to be carefully monitored. Fortunately, much research has already identified many trends,
potential outcomes, and economic factors that influence employers’ and workers’ responses to the
options they face. Moving forward, it will be important to engage in ongoing policy question
development and to track key metrics over time, incorporating new information about the central
issues and data sources that arise.
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Notes
1.

The maximum size of the credit increased in 2014; credits are available to eligible employers for up to two
consecutive years.

2.

For most states—some states with state-based Marketplaces and federally facilitated Marketplace states—
online enrollment in the SHOP exchange was delayed one year from the planned launch date. Small businesses
have been able to apply for exchange coverage by paper application since October 1, 2013, and will have
additional ways of enrolling in the SHOP exchanges, including through an agent or broker or directly through
an insurer (Kliff 2013; Millman 2013).

3.

MEPS-IC was not collected in 2007. This gap is reflected in exhibits 1–8.

4.

The MEPS-IC provides estimates for establishments with fewer than 50 workers and 50 or more workers, and
establishments with fewer than 10 workers, 10–24 workers, 25–99 workers, 100–999 workers, and 1,000 or
more workers. The MEPS-IC tables do not provide information for establishments with 50—100 workers.

5.

These Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates are based on the
Census Bureau's March 2012 and March 2013 Current Population surveys (CPS: Annual Social and Economic
Supplements). http://kff.org/other/state-indicator/nonelderly-0-64/.

6.

This tax exclusion is extremely costly—it reduces federal and state tax revenues by $248 billion per year
(Congressional Budget Office 2013) and is the government's third largest expenditure on health care, after
Medicare ($572 billion) and Medicaid ($421 billion) (Martin et al. 2014).

7.

Before the Affordable Care Act, an HIU included members of the nuclear family who could be covered under
one health insurance policy (i.e., policyholder, spouse, children under age 19, and full-time students under age
23). Under the Affordable Care Act, an HIU can contain an adult child up to age 26 without student status
constraints, although these adult children often live outside of the parents’ residence and may remain difficult
to identify with existing data sets.

8.

In 2008, the median wage for workers in firms with fewer than 10 workers was $10,000 less than those in
firms with more than 1,000 employees (author tabulations from the Current Population Survey, available at
http://www.nber.org/data/current-population-survey-data.html).

9.

For example, the tax subsidy data provide exogenous variation in the after-tax price of insurance since the
price varies across workers of different income levels, over time, and across states. In contrast, other studies
(Feldman et al. 1997; Long and Marquis 1999), which use premiums faced by offering firms and imputed
premiums for firms that do not offer insurance, yield a wide range of elasticity estimates (-0.1 to -6).

10. As of January 2010, 11 states restricted small-group insurers from basing premiums on health status. Details
are available at Kaiser State Health Facts,
http://www.statehealthfacts.org/comparetable.jsp?ind=351&cat=7&sort=560.
11. The MEPS-IC defines a self-insured plan as “a plan offered by employers where the financial risk for the
enrollee's medical claims is assumed partially or entirely by the employer offering the plan. Employers with
self-insured plans commonly purchase stop-loss coverage from a reinsurer who agrees to bear the risk (or stop
the loss) for those expenses exceeding a predetermined dollar amount. Some self-insured employers contract
with an insurance company or third party administrator for claims processing and other administrative
services. Minimum Premium Plans (MPP) are included in the self-insured health plan category. All types of
plans (including Conventional Indemnity, PPO, EPO, HMO, and POS) can be financed on a self-insured basis.
Employers may offer both self-insured and fully insured plans to their employees.” MPPs are plans “where the
employer and the insurer agree that the employer will be responsible for paying all claims up to an agreedupon aggregate level, with the insurer responsible for the excess. The insurer usually is also responsible for
processing claims and administrative services.” A glossary of terms that appear in the MEPS-IC questionnaires
is available at http://meps.ahrq.gov/survey_comp/ic_ques_glossary.shtml#Minimumpremiumplan.
12. The share of employers of all sizes offering a self-insured plan rose from 32.1 percent in 2002 to 37.2 percent
in 2012 (data not shown).
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NOTES

13. The description of the various Affordable Care Act provisions affecting employers draws from Blumberg and
Rifkin (2013)a.
14. These reforms include the elimination of dollar caps on lifetime benefits or unreasonable dollars caps on
annual benefits, preexisting condition exclusions, rescissions of coverage, and waiting periods (or delays in the
start of coverage) of more than 90 days. Other provisions include the dependent coverage expansion to adult
children up to age 26 and required coverage of a specified set of preventive services without cost sharing.
15. Details regarding survey methodology in Singhal, Stueland, and Ungerman (2011) are available at
http://www.mckinsey.com/features/us_employer_healthcare_survey.

NOTES

35

References on Trends and Economic
Behavior
Abraham, J., and Feldman, R. (2010). “Taking Up or Turning Down: New Estimates of Household Demand for
Employer-Sponsored Health Insurance.” Inquiry 47 (1): 17–32. doi:10.5034/inquiryjrnl_47.01.17.
Agency for Healthcare Research and Quality. (2002–12). Medical Expenditure Panel Survey–Insurance
Component (MEPS-IC). Center for Cost and Financing Studies.
AHRQ. See Agency for Healthcare Research and Quality.
Baicker, K., and Chandra, A. (2005). “The Labor Market Effects of Rising Health Insurance Premiums.” Working
Paper 11160. Cambridge, MA: National Bureau of Economic Research.*
Barringer, M., and Mitchell, O. (1994). “Workers’ Preferences among Company-Provided Health Insurance Plans.”
Industrial and Labor Relations Review 48 (1): 141–52.*
Bhattacharya, J., and Vogt, W. (2004). “Employment and Adverse Selection in Health Insurance.” Working Paper
Series. Economic Research Initiative on the Uninsured.*
Blavin, F., Holahan, J., Kenney, G., and Chen, V. (2012a). “A Decade of Coverage Losses: Implications for the
Affordable Care Act.” Washington, DC: The Urban Institute and the Robert Wood Johnson Foundation.
———. (2012b). "Deteriorating Health Insurance Coverage from 2000 to 2010: Coverage Takes the Biggest Hit in
the South and Midwest." Washington, DC: The Urban Institute and the Robert Wood Johnson Foundation.
http://www.urban.org/health_policy/url.cfm?ID=412638.
Blavin, F., Holahan, J., Kenney, G. and McGrath, M. (2012). "Uninsurance Is Not Just a Minority Issue: White
Americans Are a Large Share of the Growth from 2000 to 2010." Washington, DC: The Urban Institute and the
Robert Wood Johnson Foundation. http://www.urban.org/health_policy/url.cfm?ID=412698.
Blumberg, L. J. (1999). “Who Pays for Employer Sponsored Health Insurance? Evidence and Policy Implications.”
Health Affairs 18 (6): 58–61. *
Blumberg, L. J., and Cancian, M. (2005). “Do Workers Face Constraints to Sorting Strategically for Employer
Sponsored Insurance Offers?” Working Paper Series. Economic Research Initiative on the Uninsured.*
Blumberg, L. J., and Nichols, L. (2004). “Why Are So Many Americans Uninsured?” In Health Policy and the
Uninsured, edited by Catherine G. McLaughlin. Washington, DC: Urban Institute Press.
Blumberg L. J., Nichols, L. M., and Banthin, J. S. (2001). “Worker Decisions to Purchase Health Insurance.”
International Journal of Health Care Finance and Economics 1 (3/4): 305–25.
Blumberg, L., Shen, Y., Nichols, L., Buettgens, M., Dubay, L., and McMorrow, S. (2003). "The Health Insurance
Reform Simulation Model (HIRSM): Methodological Detail and Prototypical Simulation Results." Washington,
DC: The Urban Institute.*
Brien M., and Panis, C. (2012). "Self-Insured Health Benefit Plans 2012." Deloitte and Advanced Analytical
Consulting Group.
Brin, D. (2011). "Self-Insurance May Be Winning Small Businesses." Dow Jones Newswires, March 22.
http://www.markfarrah.com/press.asp?article=91.
Buchmueller, T., Carey, C., and Levy, H.G. (2013). “Will Employers Drop Health Insurance Coverage Because of the
Affordable Care Act?” Health Affairs 32 (9): 1522–30.
http://content.healthaffairs.org/content/32/9/1522.full.pdf+html.
Buettgens, M. (2011). “Health Insurance Policy Simulation Model (HIPSM) Methodology Documentation.”
Washington, DC: The Urban Institute.*

36

REFERENCES

Buettgens, M., Blavin, F., Huntress, M., and Recht, H. (2013). "Mid-Sized Group Health Plans before the ACA: A
Descriptive Analysis and Literature." Draft reported submitted to the Department of Labor on December 20.
Contract DOLJ139335159.
Bundorf, K. (2002). “Employee Demand for Health Insurance and Employer Health Plan Choices.” Journal of Health
Economics 21: 65–88.
———. (2010). “The Effects of Offering Health Plan Choice within Employment-Based Purchasing Groups.” Journal
of Risk and Insurance 77 (1): 105–27.
Chandra, A., Gruber, J., and McKnight, R. (2010). “Patient Cost Sharing in Low Income Populations.” American
Economic Review 100 (2): 303–8.*
Congressional Budget Office (2013). "The Distribution of Major Tax Expenditures in the Individual Income Tax
System." Washington, DC: Congressional Budget Office.
http://www.cbo.gov/sites/default/files/cbofiles/attachments/43768_DistributionTaxExpenditures.pdf.
Congressional Research Service (1988). Costs and Effects of Extending Health Insurance Coverage. Washington,
DC: US Government Printing Office.
Cooper, P., and Vistnes, J. (2003). “Workers' Decisions to Take-Up Offered Health Insurance Coverage: Assessing
the Importance of Out-of-Pocket Premium Costs.” Medical Care 41 (7): III-35–III-43.
Cuckler, G., Sisko, A., Keehan, S., Smith, S., Madison, A., Poisal, J., Wolfe, C., Lizonitz, J., and Stone, D. (2013).
“National Health Expenditure Projections, 2012–22: Slow Growth until Coverage Expands and Economy
Improves.” Health Affairs 32 (10): 1820–31.*
Cutler, D. (1994). “Market Failure in Small Group Health Insurance.” Working Paper 4879. Cambridge, MA:
National Bureau of Economic Research.
———. (2003). “Employee Costs and the Decline in Health Insurance Coverage.” Forum for Health Economics &
Policy 6 Cambridge, MA: MIT Press..
http://www.degruyter.com/view/j/fhep.2003.6.1/fhep.2003.6.1.1045/fhep.2003.6.1.1045.xml.
Cutler, D., and Gruber, J. (1996). “Does Public Insurance Crowd Out Private Insurance?” Quarterly Journal of
Economics 111: 391–430.*
Cutler, D., and Sahni, N. (2013). “If Slow Rate of Health Care Spending Growth Persists, Projections May Be off by
$770 Billion.” Health Affairs 32 (5): 841–50.
Dranove, D., Spier, K., and Baker, L. (2000). “Competition’ among Employers Offering Health Insurance.” Journal of
Health Economics 19: 121–40.*
Farber, H., and Levy, H. (1999). “Recent Trends in Employer-Sponsored Health Insurance Coverage: Are Bad Jobs
Getting Worse?” Journal of Health Economics 19: 93–119.*
Feldman, R. (2012). “Why Do Employers Self-Insure? New Explanations for the Choice of Self-Insurance vs.
Purchased Health Insurance.” Geneva Papers 37: 696–711.
Feldman, R., Dowd, B., Leitz, S., and Blewett, L. A.. (1997). “The Effect of Premiums on the Small Firm’s Decision to
Offer Health Insurance.” Journal of Human Resources 32: 635–658.
Feldman, R., Finch, M., Dowd, B., Cassou, S., 1989. “The Demand for Employment-Based Health Insurance Plans.”
The Journal of Human Resources 24 (1): 115–142.
Frank, R., and Lamiraud, K. (2006). “Choice, Price Competition and Complexity in Markets for Health Insurance.”
Working Paper 13817. Cambridge, MA: National Bureau of Economic Research.*
Fronstin, P. (2012). "Private Health Insurance Exchanges and Defined Contribution Health Plans: Is It Deja Vu All
over Again?" Washington, DC: EBRI Issue Brief No. 373.
Gabel, J. R. (1999). “Job-Based Health Insurance, 1977–1998: The Accidental System under Scrutiny.” Health
Affairs 18 (6): 62–74.*
Gabel, J. R., Jensen, G. A., and Hawkins, S. (2003). “Self-Insurance in Times of Growing and Retreating Managed
Care.” Health Affairs 22 (2): 202–10.*

REFERENCES

37

Garrett, B., and Chernew, M. (2008). “Health Insurance and Labor Markets: Concepts, Open Questions, and Data
Needs.” Inquiry 45 (1): 30–57.
Glied, S., and Graff Zivin, J. S. (2004). "Modeling Employer Decisions to Offer Health Insurance." Princeton, New
Jersey: Robert Wood Johnson Foundation.
Goldstein, G., and Pauly, M. (1976). “Group Health Insurance as a Local Public Good. The Role of Health Insurance
in the Health Services Sector.” Cambridge, MA: National Bureau of Economic Research: 73–114.
Gruber, J. (1994). “The Incidence of Mandated Maternity Benefits.” American Economic Review 84 (3): 622–41.*
Gruber, J., and Lettau, M. (2004). “How Elastic Is the Firm’s Demand for Health Insurance?” Journal of Public
Economics 88 (7–8): 1273–93. doi:10.1016/S0047-2727(02)00191-3.
Gruber, J., and McKnight, R. (2003). “Why Did Employee Health Insurance Contributions Rise?” Journal of Health
Economics 22: 1085–1104.
Hershey, J., Kunreuther, H., Schwartz, J. S., and Williams, S. (1984). "Health Insurance under Competition: Would
People Choose What Is Expected?" Inquiry 21 (4): 349–60.*
Holahan, J., L. J. Blumberg, S. McMorrow, S. Zuckerman, T. Waidmann, and K. Stockley. 2011. Containing the
Growth of Spending in the U.S. Health System. Washington, DC: The Urban Institute.
http://www.urban.org/url.cfm?ID=412419.
Holahan, J., and Chen, V. (2011). Changes in Health Insurance Coverage in the Great Recession, 2007–2010.
Washington, DC: Kaiser Family Foundation. http://kff.org/medicaid/issue-brief/changes-in-health-insurancecoverage-in-the/.
———. (2012). "Declining Health Insurance in Low-Income Working Families and Small Businesses." Issue Brief.
Washington, DC: The Urban Institute. http://www.urban.org/publications/412546.html.
Holahan, J., and McMorrow, S. (2013). "What Drove the Recent Slowdown in Health Spending Growth and Can It
Continue?" Washington, DC: The Urban Institute and the Robert Wood Johnson Foundation.
Howell, E., and Kenney, G. (2012). “The Impact of the Medicaid/CHIP Expansions on Children: A Synthesis of the
Evidence.” Medical Care Research and Review 69: 372.*
Jensen, G.A., Cotter, K.D., and Morrisey, M.A. (1995). "State Insurance Regulation and Employers’ Decisions to SelfInsure." Journal of Risk and Insurance 62 (2): 185–213.*
Kaiser-HRET (2013). “Employer Health Benefits: 2013 Annual Survey.” Washington, DC: Kaiser Family Foundation
and Health Research and Educational Trust.
Kapur, A., Kaura, A., Javanmardian, M., and Borromeo, P. (2012). "The Emergence of Private Health Insurance
Exchanges: Fueling the ‘Consumerization’ of Employer-Sponsored Health Insurance." Booz & Company.
Keene, J. R., and Prokos, A. H. (2010). “Gendered Disparities in Take-Ups of Employee Health Benefits.” Sociological
Perspectives 53 (4): 503–26. doi:10.1525/sop.2010.53.4.503.*
Kliff, S. (2013). “Obamacare’s Online SHOP Enrollment Delayed by One Year.” Washington Post, November 27.
http://www.washingtonpost.com/blogs/wonkblog/wp/2013/11/27/obamacares-online-exchange-for-smallbusinesses-is-delayed-by-one-year/.
Ku, L., and Coughlin, T. (1999) “Sliding-Scale Premium Health Insurance Programs: Four States’ Experiences.”
Inquiry 36: 471–80.*
Ku, L., and Wachino, V. (2005). "The Effect of Increased Cost Sharing in Medicaid: A Summary of Research
Findings." Washington, DC: Center on Budget and Policy Priorities.*
Lave, J., Men, A., Day, B., Wang, W., and Zhang, Y. (2011). "Employee Choice of a High-Deductible Health Plan
across Multiple Employers." Health Services Research 46 (1): 138–54.*
Levitt, L., Claxton, G., Roehrig, C., and Getzen, T. (2013). "Assessing the Effects of the Economy on the Recent
Slowdown in Health Spending." Washington, DC: The Kaiser Family Foundation and the Altarum Institute.*
Levy, H. (1997). "Who Pays for Health Insurance? Employee Contributions to Health Insurance Premiums."
Working Paper 398, Industrial Relations Section. Princeton, NJ: Princeton University.*

38

REFERENCES

Levy, H., and Feldman, R. (2001). “Does the Incidence of Group Health Insurance Fall on Individual Workers?”
International Journal of Health Care Finance and Economics 1: 227–47.*
Long, S., and Marquis, M.S., (1999). “Comparing Employee Health Benefits in the Public and Private Sectors, 1997.”
Health Affairs, 18(6): 183–193.
Ma, Y., and Browne, M. (2005). “Subsidization and Choice in the Group Health Insurance Market.” The Journal of
Risk and Insurance 72 (3): 413–39.*
Martin, A. B., Hartman, M., Whittle, L., Caitlin, A., and the National Health Expenditure Accounts Team (2014).
“National Health Spending in 2012: Rate of Health Spending Growth Remained Low for the Fourth
Consecutive Year.” Health Affairs 33 (1): 67–77.
Millman, J. (2013). “Small Business Obamacare Online Enrollment Delayed a Year.” Politico Online.
http://www.politico.com/story/2013/11/online-shop-enrollment-delayed-by-one-year100438.html#ixzz2qfceqvT7.
Monheit, A., and Vistnes, J. (1999). “Health Insurance Availability at the Workplace: How Important Are Worker
Preferences?” Journal of Human Resources 34 (4): 770–85.*
———. (2006). "Health Insurance Enrollment Decisions: Preferences for Coverage, Worker Sorting, and Insurance
Take up." Working Paper 12429. Cambridge, MA: National Bureau of Economic Research. *
Moran, J., Chernew, M., and Hirth, R. (2001). “Preference Diversity and the Breadth of Employee Health Insurance
Options.” Health Services Research 36 (5): 911–34.
National Bureau of Economic Research (2014). Tax Breaks for Employer-Sponsored Health Insurance. Cambridge,
MA: National Bureau of Economic Research. http://www.nber.org/bah/2010no1/w15766.html.*
Olson, C. A. (2002). “Do Workers Accept Lower Wages in Exchange for Health Benefits?” Journal of Labor
Economics 20 (2): S91–S114.*
Pauly, M. V., and Herring, B. (2002). Cutting Taxes for Insuring: Options and Effects of Tax Credits for Health
Insurance. Washington, DC: American Enterprise Institute Press.*
Polsky, D., Stein, R., Nicholson, S., and Bundorf, M. K. (2005). “Employer Health Insurance Offerings and Employee
Enrollment Decisions.” Health Services Research 40 (5, Part I): 1259–78.
PR Newswire (1998). “HR Execs Want to Empower Employees to Make Own Benefits Decisions, Says CIGNA's
Benefits Access Inc. Study.”
www.thefreelibrary.com/HR+Execs+Want+to+Empower+Employees+to+Make+Own+Benefits+Decisions,...a053081371. *
Roehrig, C., Turner, A., Hughes-Cromwich, M. A., and Miller, G. (2012). "When the Cost Curve Bent—Pre-Recession
Moderation in Health Care Spending." New England Journal of Medicine 367 (7): 590–93.*
Royalty, A. B. (2000). “Do Minimum Wage Increases Lower the Probability That Low-Skilled Workers Will Receive
Fringe Benefits?” Manuscript, Indiana University-Purdue University, Indianapolis and Stanford University.*
Royalty, A. B., and Hagens, J. (2005). “The Effect of Premiums on the Decision to Participate in Health Insurance
and Other Fringe Benefits Offered by the Employer: Evidence from a Real-World Experiment.” Journal of
Health Economics 24 (1): 95–112. doi:10.1016/j.jhealeco.2004.07.005.*
Royalty, A., and Solomon, N. (1999). “Health Plan Choice: Price Elasticities in a Managed Competition Setting.”
Journal of Human Resources 34 (1): 1–41.*
Ryu, A., Gibson, T., McKellar, M. R., and Chernew, M. (2013). “The Slowdown in Health Care Spending in 2009–11
Reflected Factors Other Than the Weak Economy and Thus May Persist.” Health Affairs 32 (5): 835–40.
Schram, A., and Sonnemans, J. (2011). “How Individuals Choose Health Insurance: An Experimental Analysis.”
European Economic Review 55 (6): 799–819.*
Shen, Y.C., and Long, S.K., (2006). “What’s Driving the Downward Trend in Employer-Sponsored Health Insurance?”
Health Services Research, 41: 2074–2096.

REFERENCES

39

Shore-Sheppard, L., Buchmueller, T. C., and Jensen, G. A. (2000). “Medicaid and Crowding Out of Private Insurance:
A Re-examination Using Firm Level Data.” Journal of Health Economics 19: 61–91.*
Shutan, B. (2013). “Exchanges Eye Sweet Spot for Employee Group Size.” HIX e-Newsletter. SourceMedia.
Simon, K. I. (2001). “Displaced Workers and Employer-Provided Health Insurance: Evidence of a Wage/Fringe
Benefit Tradeoff?” International Journal of Health Care Finance and Economics 1: 249–71.*
Simon, K. I., and Kaestner, R. (2003). “Do Minimum Wages Affect Non-wage Job Attributes? Evidence on Fringe
Benefits and Working Conditions.” Working Paper 9688. Cambridge, MA: National Bureau of Economic
Research.*
Sonier, J., Fried, B., Au-Yeung, C., and Auringer, B. (2013). “State Level Trends in Employer Sponsored Health
Insurance.” Princeton, NJ: Robert Wood Johnson Foundation. http://www.rwjf.org/en/researchpublications/find-rwjf-research/2013/04/state-level-trends-in-employer-sponsored-health-insurance. *
Sperling, K. (2012). “Health Care Exchanges: The New Paradigm for Employer Based Coverage.” Benefits
Quarterly.
Steinberg-Shone, B., and Cooper, P. (2001). “Assessing the Impact of Health Plan Choice.” Health Affairs 20 (1):
267–75.
Strombom, B., Buchmueller, T., and Feldstein, P. (2002). “Switching Costs, Price Sensitivity and Health Plan Choice.”
Journal of Health Economics 21: 89–116.*
Thorpe, K.E., Hendricks, A., Garnick, D., Donelan, K., Newhouse, J., 1992. Reducing the Number of Uninsured by
Subsidizing Employment-Based Health Insurance. Journal of the American Medical Association 19: 945–948.
Urban Institute and Kaiser Family Foundation (2012–2013). “Health Insurance Coverage of Nonelderly 0–64.”
Washington, DC. http://kff.org/other/state-indicator/nonelderly-0-64/
Van de Ven, W., and Van Praag, B. (1981). “The Demand for Deductibles in Private Health Insurance: A Probit
Model with Sample Selection.” Journal of Econometrics 17: 229–52.*
Vistnes, J., Morrisey, M., and Jensen, G. (2006). “Employer Choices of Family Premium Sharing.” International
Journal of Health Care Finance and Economics 6 (1): 25–47.*
* denotes a reference item that is cited only in the reference list

40

REFERENCES

References Related to the
Affordable Care Act
Abraham, J., Graven, P., and Feldman, R. (2012). "Employer-Sponsored Insurance and Health Reform: Doing the
Math." Washington, DC: National Institute for Health Care Reform. NIHCR Research Brief No. 11.
Academy Health (2011).The Affordable Care Act and Employer-Sponsored Insurance for Working Americans.
Washington, DC: Academy Health.
http://www.academyhealth.org/files/nhpc/2011/AH_2011AffordableCareReportFINAL3.pdf.
Ahlquist, G., Borromeo, P (2011). "The Future of Health Insurance: The Demise of Employer-Sponsored Coverage
Greatly Exaggerated." Booz & Company.*
Antwi, Y. A., Moriya, A. S., and Simon, K. (2012). "Effects of Federal Policy to Insure Young Adults: Evidence from
the 2010 Affordable Care Act Dependent Coverage Mandate." Working Paper 18200. Cambridge, MA:
National Bureau of Economic Research. http://www.nber.org/papers/w18200.pdf.
Avalere (2011). "The Affordable Care Act’s Impact on Employer Sponsored Insurance: A Look at the
Microsimulation Models and Other Analyses." http://www.avalerehealth.net/pdfs/2011-0617_ESI_memo.pdf.
Bernstein, J. (2013). "The Affordable Care Act and Part-Time Work." Weblog post: Economix. New York Times,
August 22. http://economix.blogs.nytimes.com/2013/08/22/the-affordable-care-act-and-part-timework/?_php=true&_type=blogs&_r=0.
Blumberg, L. (2010). "How Will the PPACA Impact Individual and Small Group Premiums in the Short and Long
Term?" Washington, DC: The Urban Institute. http://www.urban.org/health_policy/url.cfm?ID=412128.
Blumberg, L. J., Buettgens, M., Feder, J., and Holahan, J. (2012a). "Implications of the Affordable Care Act for
American Business." Washington, DC: The Urban Institute. http://www.urban.org/publications/412675.html.
———. (2012b). “Why Employers Will Continue to Provide Health Insurance: The Impact of the Affordable Care
Act.” Inquiry 49 (2): 116–26.
Blumberg, L. J., Corlette, S., and Lucia, K. (2013). "The Affordable Care Act: Improving Incentives for
Entrepreneurship and Self-Employment." Washington, DC: The Urban Institute.
http://www.urban.org/publications/412830.html. *
Blumberg, L. J., Holahan, J., Weil, A., Clemans-Cope, L., Buettgens, M., Blavin, F., and Zuckerman, S. (2006). “Toward
Universal Coverage in Massachusetts.” Inquiry 43 (2): 102–21.
Blumberg, L. J., and Rifkin, S. (2013a). "Implementation of Small Business Exchanges in Six States." Washington, DC:
The Urban Institute. http://www.urban.org/publications/412853.html.
———. (2013b). “State Level Progress in Implementation of the Federally Facilitated Exchanges: Three Case Studies
Report.” Washington, DC: The Urban Institute. http://www.urban.org/publications/412844.html. *
Blumberg, L., Rifkin, S., and Wengle, E. (2014)."The Launch of the Small Group Marketplaces in Eight States."
Washington, DC: The Urban Institute and the Robert Wood Johnson Foundation.
Buchmueller, T. C., DiNardo, J., and Valletta, R.G. (2011). “The Effect of an Employer Health Insurance Mandate on
Health Insurance Coverage and the Demand for Labor: Evidence from Hawaii.” American Economic Journal:
Economic Policy 3 (Nov.): 25–51.
Buettgens, M., and Blumberg, L. (2012). “Small Firm Self-Insurance under the Affordable Care Act.” Issue Brief 30:
1225. New York: Commonwealth Fund.
Cantor, J. C., Monheit, A. C., DeLia, D., and Lloyd, K. (2012). “The Role of Federal and State Dependent Coverage
Eligibility Policies on the Health Insurance Status of Young Adults.” Working Paper 18254. Cambridge, MA:
National Bureau of Economic Research.

REFERENCES

41

Carlson, C. (2011). "Estimated Premium Impacts of Annual Fees Assessed on Health Insurance Plans." Oliver
Wyman.
CBO. See Congressional Budget Office.
Clemans-Cope, L., Garrett, B., Hempstead, K., and Anderson, N. (2014). "Early ACA Market Reforms: Who Has Been
Affected so Far?" Health Reform Monitoring Survey. Washington, DC: The Urban Institute.
http://hrms.urban.org/briefs/early-aca-market-reforms.html.
Colla, C. H., Dow, W. H., and Dube, A. (2013). "San Francisco's 'Pay or Play' Employer Mandate Expanded Private
Coverage by Local Firms and a Public Care Program." Health Affairs, January. Web.
http://content.healthaffairs.org/content/32/1/69.short.
Congressional Budget Office (2010). "Score of the Patient Protection and Affordable Care Act." Washington, DC:
Congressional Budget Office.
———. (2014). "Insurance Coverage Provisions of the Affordable Care Act—CBO’s February 2014 Baseline."
http://www.cbo.gov/sites/default/files/cbofiles/
attachments/43900-2014-02-ACAtables.pdf.
Corlette, S., Lucia, K. W., and Levin, M. (2013). “Implementing the Affordable Care Act: Choosing an Essential
Health Benefits Benchmark Plan.” Realizing Health Reform’s Potential Issue Brief. New York: Commonwealth
Fund. http://www.commonwealthfund.org/~/media/
Files/Publications/Issue%20Brief/2013/Mar/1677_Corlette_implementing_ACA_choosing_essential_hlt_bene
fits_reform_brief.pdf.
Department of Health and Human Services (2010). “Estimated Financial Effects of the ‘Patient Protection and
Affordable Care Act,’ as Amended.” By Richard S. Foster. Washington, DC: Centers for Medicare and Medicaid
Services. https://www.cms.gov/Research-Statistics-Data-andSystems/Research/ActuarialStudies/downloads/PPACA_2010-04-22.pdf. *
———. (2013). Federal Register 78(37): 12834–72. February 25. http://www.gpo.gov/fdsys/pkg/FR-2013-0225/pdf/2013-04084.pdf.
DHHS. See Department of Health and Human Services.
Dubay, L., Long, S. K., and Lawton, E. (2012). “Will Health Reform Lead to Job Loss? Evidence From Massachusetts
Says No.” Issue Brief. Washington, DC: The Urban Institute and the Robert Wood Johnson Foundation.
http://www.urban.org/publications/412582.html.
Eibner, C., Girosi, F., Pierce C. C., Cordova, A., Hussey, P. A., Beckman, A., and McGlynn, E. (2010). "Establishing
State Health Insurance Exchanges: Implications for Health Insurance Enrollment, Spending, and Small
Businesses." Santa Monica, CA: RAND Corporation.
Eibner, C., Hussey, P. S., and Girosi, F. (2010). “The Effects of the Affordable Care Act on Workers’ Health Insurance
Coverage.” New England Journal of Medicine 363: 15.*
Freudenheim, M. (2011), “Health Law in Swirl of Forecasts.” New York Times. June 20, 2011.
http://www.nytimes.com/2011/06/21/business/21insure.html.
Gabel, J. R., Whitmore, H., Pickreign, J., Satorius, J., and Stromberg, S. (2013). “Small Employer Perspectives on the
Affordable Care Act’s Premiums, SHOP Exchanges, and Self-Insurance.” Health Affairs 32 (11): 2032–39.
GAO. See US Government Accountability Office.
Garrett, B., and Buettgens, M. (2011). "Employer-Sponsored Insurance under Health Reform: Reports of Its Demise
Are Premature." Washington, DC: The Urban Institute and the Robert Wood Johnson Foundation.
Graham-Squire, D., and Jacobs, K. (2013). “Which Workers Are Most at Risk of Reduced Hours under the
Affordable Care Act?” Data Brief. Berkeley: UC Berkeley Labor Center.
http://laborcenter.berkeley.edu/healthcare/reduced_work_hours13.pdf.
Gruber, J. (2011). “The Impacts of the Affordable Care Act: How Reasonable Are the Projections?” Cambridge, MA:
National Bureau of Economics Research, June 2011.

42

REFERENCES

Hall, M. A. “Stop-Loss Insurance with Low Attachment Points Marketed to Small Firms.” Washington, DC: US
Department of Labor. http://www.dol.gov/ebsa/pdf/StopLoss0032.pdf.
Holtz-Eakin, D. and Smith, C. (2010). “Labor Markets and Health Care Reform: New Results.” American Action
Forum.
Jost, T. (2013). "Implementing Health Reform: The Small Employer Tax Credit." Weblog post. Health Affairs Blog,
August 25. http://healthaffairs.org/blog/2013/08/25/implementing-health-reform-the-small-employer-taxcredit-2/.
Jost, T., and Hall, M. (2012). “Self-Insurance for Small Employers under the Affordable Care Act: Federal and State
Regulatory Options.” Washington and Lee Public Legal Studies Research Paper Series, Accepted Paper 2012–
24.
Kairey, M., and Rudoy, J. (2013). “Employer-Sponsored Healthcare: What Happens Now?” Oliver Wyman.
http://www.oliverwyman.com/media/OW_EN_HLS_PUBL_2012_Employer_Sponsored_Healthcare_What_Hap
pens_Now.pdf. *
Kaiser Health News (2014). “Target To Drop Part-Time Workers' Health Policies, Join Other Companies Changing
Benefits After ACA Rollout.” January 23, 2014. http://www.kaiserhealthnews.org/DailyReports/2014/January/23/more-about-target.aspx.
Kapur, A., Kaura, A., Maalouf, H., and Weber, K. (2013). “Private Health Exchanges: Where Are We Headed?
Developing an Exchange Strategy by Employer Segment.” Booz & Company.
Lewin Group (2010). “Patient Protection and Affordable Care Act (PPACA): Long Term Costs for Governments,
Employers, Families and Providers.”
http://www.lewin.com/~/media/Lewin/Site_Sections/Publications/LewinGroupAnalysisPatientProtectionandAffordableCareAct2010.pdf.
Long, S.K., and Stockley, K (2009). “Health Reform in Massachusetts: An Update as of Fall 2009.”The Urban
Institute and Blue Cross Blue Shield Foundation of Massachusetts.
http://bluecrossmafoundation.org/sites/default/files/MHRS%20Report%20Aug24.pdf.
Lucia, K., Monahan, C., and Corlette, S. (2013). “Factors Affecting Self-Funding by Small Employers: Views from the
Market.” http://www.statecoverage.org/files/Factors_Affecting_Self-Funding.pdf.
McMorrow, S., Blumberg, L., and Buettgens, M. (2011). “The Effects of Health Reform on Small Businesses and
Their Workers.” Washington, DC: The Urban Institute. http://www.urban.org/publications/412349.html.
Mercer. 2010 National Survey of Employer-Sponsored Health Plans. http://www.mercer.com/pressreleases/survey-find-few-employers-to-drop-health-plans-after-health-care-reform-in-place. *
———. (2010). “Few Employers Planning to Drop Health Plans after Reform Is in Place, Survey Finds.”
http://www.mercer.com/referencecontent.htm?idContent=1399495.
Monahan, C. H., Dash, S. J., Lucia, K. W., and Corlette, S. (2013). “What States Are Doing to Simplify Health Plan
Choice in the Insurance Marketplaces.” Realizing Health Reform’s Potential Issue Brief. New York:
Commonwealth Fund. http://www.commonwealthfund.org/~/media/Files/
Publications/Issue%20Brief/2013/Dec/1720_Monahan_what_states_are_doing_simplify_rb.pdf.*
Mrkvicka, N., Held, J., Stich, J., and Kolsrud, K. (2012). “Health Care Reform: 2012 Employer Actions Update, Survey
Results.” International Foundation of Employee Benefit Plans.
———. (2013). “Employer Sponsored Health Care: ACA's Impact, Survey Results.” International Foundation of
Employee Benefit Plans.
Pesesky, M., Brown, H., and Liu, J. (2013). “Implications of the Affordable Care Act for Private Employers.” The
Advisory Board Company.*
Singhal, S., Stueland, J., and Ungerman, D. (2011). “How US Health Care Reform Will Affect Employee
Benefits.” McKinsey Quarterly, June. McKinsey & Company. http://www.mckinsey.com/~/
media/mckinsey/dotcom/US%20employer%20healthcare%20survey/How_US_health_care_reform_will_affec
t_employee_benefits.ashx.

REFERENCES

43

Sommers, B. D., and Schwartz, K. (2011). “2.5 Million Young Adults Gain Health Insurance Due to the Affordable
Care Act.” ASPE Issue Brief. http://aspe.hhs.gov/health/reports/2011/YoungAdultsACA/ib.shtml.
Sperling, K. (2012). “Health Care Exchanges: The New Paradigm for Employer Based Coverage.” Benefits

Quarterly.
Towers Watson (2010). “Health Care Reform: Looming Fears Mask Unprecedented Employer Opportunities to
Mitigate Costs, Risks and Reset Total Rewards.” Towers Watson.
Towers Watson and National Business Group on Health (2013). “Reshaping Health Care: Best Performers Leading
the Way.” http://www.towerswatson.com/en-US/Insights/IC-Types/Survey-ResearchResults/2013/03/Towers-Watson-NBGH-Employer-Survey-on-Value-in-Purchasing-Health-Care.
US Government Accountability Office (2012). “Small Employer Health Tax Credit: Factors Contributing to Low Use
and Complexity.” http://www.gao.gov/assets/600/590832.pdf.
Valletta, R., and Bengali, L. (2013). “What’s Behind the Increase in part-time work?.” FRBSF Economic Letter,
Federal Reserve Bank of San Francisco, issue aug26.
Watts, T., and Gaertner, S. (2013). “Health Care Reform and the Hourly Challenge.” Benefits Quarterly 29 (2).
Mercer.
* denotes a reference item that is cited only in the reference list

44

REFERENCES

About the Authors
Fredric Blavin is a senior research associate in the Health Policy Center at the Urban
Institute with expertise on a wide range of topics, including private health insurance
markets, health care reform, health information technology, provider supply, health
care spending, child and maternity health, Medicaid/Children’s Health Insurance
Program policy, and the Health Insurance Policy Simulation model. In addition, Blavin
has extensive survey development experience, including Urban’s Health Reform
Monitoring Survey and the National Ambulatory Medical Care Survey Physician
Workflow Supplements.

Bowen Garrett is a research associate in the Health Policy Center at the Urban
Institute. He is currently leading research projects on welfare reform and Medicaid, the
effects of Medicaid managed care on health care access and use, and employersponsored health insurance coverage. Recent publications examined the health
insurance coverage implications of leaving welfare, the effects of welfare policies and
economic factors on Medicaid caseloads, and policy interactions between the
Supplemental Security Income and Aid to Families with Dependent Children programs
for children. Before joining Urban in 1998, Garrett was a post-doctoral research fellow
in the Robert Wood Johnson Foundation Scholars in Health Policy Research Program
at the University of California, Berkeley. Current research interests include Medicaid
policy, welfare reform, and private health insurance markets.

Linda Blumberg is a senior fellow in the Health Policy Center at Urban, having joined in
1992. She is an expert on private health insurance (employer and nongroup), health
care financing, and health system reform. Her recent work includes extensive research
related to the Affordable Care Act (ACA); in particular, providing technical assistance
to states, tracking policy decisionmaking and implementation efforts at the state level,
and interpreting and analyzing the implications of particular policies. She codirects a
large, multiyear project using qualitative and quantitative methods to monitor and
evaluate ACA implementation in select states and nationally.

Matthew Buettgens is a senior research analyst in the Health Policy Center at Urban,
where he is the mathematician leading the development of Urban’s Health Insurance

ABOUT THE AUTHORS

45

Policy Simulation Model. The model is currently being used to provide technical
assistance for health reform implementation in Massachusetts, Missouri, New York,
Virginia, and Washington as well as to the federal government. His recent work
includes a number of research papers analyzing various aspects of national health
insurance reform, both nationally and state-by-state.

Sarah Gadsden is a research assistant in the Health Policy Center at the Urban
Institute, where she assists senior researchers in evaluating the implementation of the
Affordable Care Act and innovative health care delivery reforms for mothers and
newborns.

Shanna Rifkin is a research assistant in Urban’s Health Policy Center, where she works
on qualitative research projects for foundations and government organizations. Her
work thus far has centered on monitoring implementation of the Patient Protection
and Affordable Care Act in various states through the qualitative component of a
Robert Wood Johnson Foundation state health reform project.

46

ABOUT THE AUTHORS

2100 M Street NW
Washington, DC 20037
www.urban.org

