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Cover Missouri Project
Preface
In an effort to inform the discussion regarding practical policy options to expand
health care coverage for the uninsured in Missouri, the Missouri Foundation for
Health (MFH) has established the Cover Missouri Project. Under this project, MFH
has engaged The Urban Institute to produce a series of papers which considers
strengths and weaknesses of the current health care system in Missouri and
explores options for decreasing the number of uninsured. MFH offers these studies
as a means to further understand and ultimately improve access to health
care coverage.
Missouri currently faces considerable challenges related to creating an equitable
and comprehensive system of health care for all Missourians. In 2005, between
635,000 and 707,000 Missouri residents were without health insurance. In addition,
eligibility cuts and cost-sharing changes to Missouri’s Medicaid program made in
2005 increased the number of uninsured. Ultimately, these changes may shift
Missouri from being one of the 12 states with the lowest uninsurance rates to being
among the 12 states with the highest rates of uninsurance.
Research broadly documents the serious health and financial consequences
associated with being uninsured. The uninsured live sicker and die younger than
those with insurance. They forego preventive care and seek health care at more
advanced stages of disease. Society then bears these costs through lower
productivity, increased rates of communicable diseases, and higher insurance
premiums. Those without health insurance often must choose between visiting a
doctor and paying for other essentials.
This paper, “High-Deductible Health Plans with Health Savings Accounts,” stands as
the 10th in the series emerging under the Cover Missouri Project. Data presented in
this paper suggests that the combination of high-deductible health plans and Health
Savings Accounts represent an important trend in health care coverage. The purpose
of this study is to discuss how these plans are likely to affect health care costs, risk
segmentation, and overall levels of health insurance coverage.
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Expanding Health Savings Accounts (HSAs)
is a central objective of President George H.
W. Bush’s proposed health policy reforms.1
As part of his 2006 State of Union address,
the President outlined numerous policy
changes intended to increase enrollment in
HSAs by making them more attractive to
consumers and employers. HSAs, used in
conjunction with high-deductible health
plans (HDHPs), are part of a grouping of
health insurance products commonly referred
to as “consumer-driven health plans”
(CDHPs). CDHPs are designed to increase
the sensitivity of individual consumers to the
costs of medical services.
CDHPs typically include a high-deductible
health insurance product and may be coupled
with an account, such as health reimbursement
accounts or HSAs. These accounts allow
individuals and/or their employers to make
tax-preferred contributions toward medical
care not covered by the HDHP. The high
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deductibles are intended to make consumers
think carefully about their need for care prior
to using services, since the initial spending
prior to meeting the deductible would come
out of either the consumer’s own pocket or
out of their HSA. The accounts allow
employers and/or consumers to pay for outof-pocket medical expenses on a tax-preferred
basis. Consumers not spending the full yearly
allotment in their accounts can build up their
balances over time, accumulating resources
for future medical needs. Funds contributed
to HSAs are owned by the individual, similar
to an Individual Retirement Account (IRA).
Health reimbursement accounts provide taxpreferred funds for medical needs just as
HSAs do, but unlike HSAs, funds not paid
out are retained by the employer.
HDHPs tend to have significantly lower
premiums than more comprehensive
insurance plans.2 These lower premiums
derive from two cost-saving techniques. First,
they cover fewer of the medical dollars spent,
since individuals must pay a larger amount of
their medical needs before the actual
insurance protection begins. Second, highdeductible plans tend to attract and, therefore,
cover less costly healthy individuals. Because
health insurance premiums are determined in
relations to the expected health care risk of
those enrolling, a plan with a healthier
population would have lower premiums than
one with a sicker population.

At this point in time, it is too early to gauge
the full effects of HDHPs linked to HSAs.
Relative to traditional health insurance plans,
CDHPs, such as HDHPs with HSAs, change
incentives in a number of different ways.3
Some have argued that they will make
consumers more cost-conscious when making
personal health care choices. The resulting
awareness will decrease health care spending,
particularly on discretionary services.4 Others
contend that the plans will do little to slow
health care spending growth. Because they
simply shift health care spending burdens
onto those who are sick. It has been noted
that HDHPs linked to HSAs provide new
pre-tax investment benefits to higher-income
families.5 In addition, it is not known what
effect these plans will have on rates of health
insurance coverage. Some have argued that
the presence of plans available for lower
premiums might reduce uninsurance rates.6
Others have argued that selection of lower
risk individuals into high-deductible plans
could raise premiums for plans covering those
individuals with greater health risks, thereby
increasing the number of uninsured.7
HDHPs combined with HSAs represent a
continuation of a decade-long trend toward
greater cost-sharing in health insurance plans.
HSAs were established in 2003 under the
Medicare Prescription Drug, Improvement,
and Modernization Act (MMA). Under that
law, consumers selecting HDHPs can
establish a completely portable and tax-free
HSA. Individuals owning HSAs must be
covered by a health plans with annual
deductibles of not less than $1,050 for single
coverage or $2,100 for family coverage.8
Under current law, employer contributions to
HSAs are not subject to personal income
taxes or employment taxes.
In order to extend the tax advantages of
employer-sponsored insurance (ESI) to
individually purchased HSA-qualifying plans,
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the President proposed, as part of the 2007
budget, a tax deduction for 100 percent of
the premium costs associated with an
individually purchased high-deductible
insurance policy attached to an HSA, and a
refundable tax credit equal to 15.3 percent of
the premium, as an offset to the payroll tax.9
Plans that couple HSAs with HDHPs may
provide preventative medical benefits and
coverage before the deductible is met. In
order not to discourage individuals from
receiving necessary care, MMA, in accordance
with IRS guidelines, states that certain
preventive services can be covered in full and
do not have to be subject to the deductible.10
These services include periodic health
evaluations, routine prenatal and well-child
care, immunizations, tobacco cessation
programs, obesity/weight loss programs, and
certain screening services. In addition, annual
out-of-pocket costs for deductibles and other
medical expenses may not exceed $5,250 for
single coverage or $10,500 for family
coverage. These amounts are indexed to the
rate of inflation.
Both individuals and employers are allowed
to make tax-exempted contributions to HSAs.
In 2005, the maximum annual contribution
amounts were $2,700 for single coverage and
$5,450 for family coverage. The President
proposed increasing these annual limits,
potentially setting them as high $5,250 for
individuals and $10,500 for families.11 This
would nearly double the yearly tax-exempt
contributions permitted to an HSA. In order
to encourage savings for health expenses after
retirement, individuals who are age 55 or
older are allowed to make additional catch-up
contributions. However, no contributions can
be made by an individual enrolled in
Medicare. In 2005, catch-up contributions
were limited to $600. The limit increases by
$100 each year until 2009 and remains at
$1,000 thereafter. If more money is deposited

in an HSA than is allowed under law, the
excess amount is subject to a yearly 6
percent excise tax penalty until it is
withdrawn.12 Any money left in the account
at the end of the year automatically rolls
over and is available for future out-of-pocket
health care costs.
As currently configured, HSAs represent
an attractive investment vehicle for highincome families. Both contributions and
withdrawals to HSAs are exempt from
federal income taxes if used for qualified
medical expenses.13 This tax treatment is
unique in that it is more generous than the
tax treatment of other investment options,
such as traditional IRAs that tax
withdrawals or Roth IRAs that tax
contributions.14 The tax subsidy associated
with HSAs can be more than 50 percent
higher than the tax subsidy associated with
traditional retirement accounts.15
Therefore, higher income individuals who
have reached the annual contribution
limits for their traditional retirement
accounts have substantial incentives to use
HSAs to shield greater portions of their
incomes from taxes. Additionally, the tax
benefits of HSAs do not phaseout at a
specific income level, so wealthy
individuals with income exceeding the
criteria for participation in a traditional
IRA can use HSAs as tax-free investment
vehicles. Moreover, since an HSA can be
used for non-health expenses without
penalty once an individual reaches age 65,
it essentially functions as an IRA. The
President’s proposals, which roughly
double the maximum contributions
allowed, would make HSAs an attractive
investment for high-income families.
HSAs were not permissible until Congress
changed federal tax policy by extending
the same tax benefits enjoyed by
comprehensive ESI to health plans

combining HDHPs with HSAs. Prior to
1996, the insurance market, especially the
employer group market, was dominated by
plans with relatively low deductibles and
coinsurance. Health benefits received as
an employee fringe benefit were exempt
from federal income and payroll taxes, but
individual out-of-pocket spending on
health care was tax deductible only to the
extent that total health expenses in a year
exceeded 7.5 percent of adjusted gross
income.16 In 1996, Congress established a
favorable federal tax status for medical
savings accounts – a precursor to today’s
HSAs – available as an option to a narrow
segment of workers (the self-employed and
workers of employers with 50 or fewer
employees) and to Medicare beneficiaries.
Those medical savings accounts laid the
foundation for HSAs, but never generated
much interest among consumers because
the contributions did not carry over from
one year to the next. Interest among
insurers was low due to federal
requirements related to benefit design.17
However, with the return of double-digit
increases in private insurance premiums in
2001, policies with higher deductibles,
greater cost-sharing, and lower premiums
began to attract attention from employers
seeking to limit health benefit costs.18
Employers have used flexible spending
accounts, authorized under Section 125 of
the Internal Revenue Code, as a part of the
Revenue Act of 1978 to reduce employee
health care costs and soften the impact of
benefit reductions.19 These accounts allow
employees to use pre-tax dollars to pay for
health care services not covered by health
insurance. Unlike HSAs, flexible spending
accounts do not need to be combined with
HDHPs and any dollars remaining in the
accounts at the end of the plan year are
forfeited to the employer.
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Trends in Health Savings Accounts
While no definitive data source exists to
provide a comprehensive picture of how
much of the population is covered by
HDHPs with HSAs, available data suggests
that HDHPs linked to HSAs constitute a
small, but fast-growing, segment of the
health insurance market.20 The New York
Times reported that more than 2 million
people had signed up for CDHPs by the
start of 2006, with less than half
contributing money toward an associated
HSA.21 According to American’s Health
Insurance Plans (AHIP), a national
association representing 1,300 member
companies providing health insurance
coverage to more than 200 million workers,
enrollment in HSAs linked to HDHPs
increased by 135 percent from September
2004 (438,000 enrollees) to March 2005
(1,031,000 enrollees). The AHIP data
suggest that as of March 2005, HSAs were
more popular, at least among their members,
in the individual market rather than in the
group market, though this data may
understate enrollment in HSAs among
workers in the group market. Among AHIP
enrollees, 54 percent had coverage in the
individual market, 39 percent had coverage
in the group market, and 7 percent had
coverage in an unknown market.22
The Employer Health Benefits Survey
provides more insight on the growth of
high-deductible policies and HSAs among
employers. The survey, conducted by the
Kaiser Family Foundation and the Health
Research and Educational Trust and
compiled by Dun and Bradstreet, reports
findings from a telephone survey of 2,995
randomly selected public and private nonfederal employers.23 In 2003, only 5 percent
of firms offering health benefits offered
employees HDHPs. This share increased to
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10 percent in 2004 and to 20 percent in
2005. These employers were also asked if
HDHPs permit their employees to establish
HSAs (referred to as an “HSA-qualified
HDHP”). Among all the firm offering
health benefits in 2005, 2.3 percent offered
an HSA-qualified HDHP. In firms offering
these plans, approximately 15 percent of
workers participate (covering approximately
810,000 workers); the participation rate in
larger firms of 1,000 or more workers is
significantly lower (3%).
The Employer Health Benefits Survey also
provides information on specific features of
HSA-qualified HDHPs. Comparing HSAqualified HDHPs with health plans overall,
the average premium costs for both single
and family coverage in HSA-qualified
HDHPs are lower ($2,700 and $7,909,
respectively) than the average premiums for
single and family coverage overall ($4,024
and $10,880, respectively).24 On average,
workers receive HSA contributions from
their employers of $553 for single coverage
and $1,185 for family coverage. Although,
35 percent of firms offering these plans
(which is equivalent to 37 percent of the
workers in such plans) make no
contribution to their employees’ HSAs.
Workers with HSAs have average
deductibles of $1,901 for single coverage
and $4,070 for family coverage, and their
average maximum out-of-pocket liability is
$2,551 for single coverage and $4,661 for
family coverage. Finally, only 30 percent of
workers covered by HSA-qualified HDHPs
are in a plan covering some preventive
benefits before the deductible is met.25 To
our knowledge, there is no national data
reflecting the level of coinsurance applied to
expenses between the deductible and the
out-of-pocket maximums for HDHPs.

The percentage of employers offering HSAqualified HDHPs is expected to increase over
the next several years, especially among large
employers (200 or more workers). According
to the 2005 Employer Health Benefits
Survey, 2 percent of all firms not offering
HSA-qualified HDHPs report that they are
“very likely” to offer this option within the
next year; another 25 percent report that
they are “somewhat likely” to do so in the
future. Large firms expressed greater interest
in these plans than firms overall. Seven
percent of large firms not currently offering
HSA-qualified HDHPs report that they are

“very likely” to offer such plans in the next
year. This is consistent with results from the
2005 National Survey of EmployerSponsored Health Plans conducted by
Mercer, which found that 11 percent of
employers intend to offer CDHPs in 2006
and 13 percent of employers intend to offer
CDHPs in 2007. This compares to only 2
percent that offered such plans in 2005.
Even higher percentages of the largest
employers (20,000 or more employees)
intend to offer CDHPs, with rates expected
to rise to 29 percent in 2006 and 31 percent
in 2007, from 22 percent in 2005.

Potential Impacts on Costs and Service Use
Proponents of HDHPs linked to HSAs
argue that these arrangements will reduce
health care spending and unnecessary
medical services by providing consumers
with incentives to prudently use health care
services.26 Under these plans, incentives to
eliminate unnecessary service use or to seek
out lower prices for care operate primarily
for spending below the deductible, which is
not where most health care spending
occurs. Thus, it is not clear how much of an
impact HDHPs will have on aggregate
spending and service use, let alone on the
rate of spending growth over time.27 It is
generally expected that plans with higher
deductibles will lead to lower levels of
spending.28 This expectation is based on
findings from the RAND Health Insurance
Experiment.29 Conducted between 1974
and 1982, the RAND study showed that
spending was lower when consumers were
faced with higher cost-sharing in the form
of higher deductibles. For example, study
participants in the large-deductible plan
(that had a 95 percent coinsurance rate)

used 25 to 30 percent fewer services than
those in the free care plan.30 Numerous
attempts have been made to simulate the
effects of a broad adoption of highdeductible plans based on the RAND
findings. These studies put the range of
potential cost-savings between 4 and 15
percent.31
However, the presence of a savings account
combined with a high-deductible plan may
mitigate the cost-savings because consumers
have already set those funds aside and could
spend them tax-free on health care. The
incentives to limit spending below the
deductible and thus accrue balances under
their savings accounts may differ depending
on whether a consumer has a health
reimbursement account or an HSA.
Consumers do not own health reimbursement accounts and cannot take these
accounts with them should they change
employers, which may make them reluctant
to accumulate large balances. Researchers
have estimated that combining HDHPs
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with HSAs would yield an aggregate savings
of between 2 and 7 percent.32
HSA-qualified HDHPs would have to
dominate a large share of the market in
order to generate systemwide savings. It
is expected that plans will negotiate
discounted prices with physicians and
hospitals, and that these discounts would be
passed on to enrollees when purchasing
services below the deductible. Larger market
shares are likely to assist plans in negotiating
for discounts, since patient volume is likely
to influence the magnitude of the discounts
offered. However, HDHPs linked to HSAs
comprise only a small share (approximately
1% to 2%) of the total health insurance
market at this time. Additionally, if these
plans attract mainly younger, healthier
enrollees, there would be even lower savings
than indicated here.33 Because health care
spending is heavily concentrated among a
small share of the population with high
health care needs,34 a product that attracts a
largely healthy, low-spending enrollee
population will not significantly affect
national health spending.
However, even if a large share of the
population were to enroll in HSA-qualified
HDHPs, their ability to significantly affect
aggregate health spending is limited due to
the distribution of health care spending
relative to the deductible.35 The distribution
of health care expenditures is highly skewed:
the highest spending 10 percent of the
population accounts for about 70 percent of
total expenditures in the country, while the
lowest spending 50 percent accounts for
only 3 percent of expenditures.36 As a
consequence, most health care costs are
associated with spending exceeding the high
deductibles associated with HSA-qualified
HDHPs. Blumberg and Burman estimated
that 79 percent of all spending occurs above
the minimum HSA-qualified HDHP
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deductible and more than 95 percent of all
spending (including spending above and
below the deductible) was incurred by those
whose spending exceeded these
deductibles.37 Making significant inroads
into spending would require achieving
spending reductions among the chronically
ill, who incur the majority of costs.
However, early evidence from insurance
companies shows no significant changes in
utilization of HSA-qualified HDHPs among
this type of enrollee.38
Preliminary empirical evidence indicates
that the effects of HSAs on health care
spending and service use are ambiguous.
An Aetna study of first-year adopters of a
HDHPs with HSAs found that people
enrolled in a CDHP called HealthFund had
lower costs relative to PPO enrollees.39
Aetna also found that compared to their
prior-year utilization, people enrolled in
HealthFund had fewer inpatient and
emergency room admissions, but an
increased number of specialist visits.40
A study, by Parente et al., of a large
employer that offered an HMO and PPO in
2000-2002 and introduced a CDHP in
2001 found that the CDHP was associated
with increased health spending relative to
the HMO and with lower spending relative
to the PPO.41 Physician visits and
pharmaceutical use and costs were lower in
the CDHP group when compared to both
other groups, but emergency admission
rates and total physician expenditures for
CDHP enrollees were significantly higher
than for enrollees in the HMO and PPO
plans.42 This study also indicates that the
majority of CDHP enrollees included in the
study had spending levels that exceeded the
deductible. Approximately 57 percent of
enrollees exceeded the deductible and only
29 percent had money left in their HSAs by
the second year.43 Finally, a 2000 study by

Solank et al. found that cost-sharing
through higher deductibles had negative
effects on preventive counseling, Pap tests,
and mammography examinations.44 The
estimated effects on blood pressure
screening were inconclusive.45
Of particular concern is whether reductions
in use of services for CDHP enrollees result
from elimination of necessary or healthenhancing care as opposed to unnecessary
services. Several surveys indicate that
individuals with CDHPs are more likely to
miss necessary care than those enrolled in
traditional health plans. Data from the
Employee Benefit Research Institute (EBRI)
- Commonwealth Fund Consumerism in
Health Care Survey shows that individuals
with CDHPs were significantly more likely
to avoid, skip, or delay health care because
of costs than those with more comprehensive health insurance. These behaviors
were particularly acute for those with
chronic health problems and/or incomes
below $50,000.46 About 35 percent of
individuals in CHDPs and 31 percent of
those with HDHPs reported delaying or
avoiding care, compared with 17 percent of
those in comprehensive health plans.47

or more reported at least one of four costrelated access problems: not filling a
prescription; not getting needed specialist
care; skipping a recommended test or
follow-up; or having a medical problem but
not visiting a doctor or clinic.48 This same
study found that these access problems were
amplified for low-income and sick adults.
Of particular concern is the impact of these
new plans on preventive services (such as
child care, checkups, and prescription drugs
for chronic conditions). Early evidence
suggests that the majority of plans do not
cover preventive services before the
deductible is met.49
Some researchers have argued that HDHPs
linked to HSAs alone will not constrain
spending growth over time and that overall
cost containment can be achieved only by a
combination of greater cost-sharing and
modern managed care mechanisms working
in tandem to control spending above the
deductible and the out-of-pocket
maximums.50 In addition, several studies
suggest that growth in spending can be
attributed to technological innovation.
There is little evidence indicating that
greater cost-sharing can slow the adoption
of new technology.51

Likewise, another study finds that 38
percent of adults with deductibles of $1,000

Potential Impacts on Risk Segmentation in Health
Insurance Markets
The rationale for combining people with
different health care risks into the same
health insurance risk pool is that it allows
health care spending burdens to be spread
more evenly across the population. The
principle of collective health insurance,
which has been the dominant paradigm for

decades in the employer market, is that the
majority of enrollees in a health insurance
plan are in good health and use fewer
covered benefits in a given year than the
population average, which allows their
premium payments to subsidize health care
for those enrollees who have higher
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expenditures in that year.52 This principle
contrasts fundamentally with the logic
underlying an increasing practice in the
health insurance industry: categorizing
individuals according to health risk and
marketing separate health plans to each risk
class. Incentives to expand enrollment in
HSA-qualified HDHPs accelerate this trend.
The consequence of the proliferation of
HDHPs is that health care expenses
associated with high-cost medical cases in
the United States are being shifted to the
individual.53 As the costs of medical care
are spread less broadly, financial burdens
for seriously ill individuals can increase
dramatically. Recent literature describing
the large share of personal bankruptcies
attributable to medical expenses shows that
these shifts can have significant negative
effects on the financial stability of families
with high-cost members.54
Risk segmentation, implemented through
medical underwriting techniques, has been
particularly prominent in private nongroup health insurance markets. The
approach assures the profitability of each
plan. The emergence of HSA-qualifying
plans will likely produce further non-group
product differentiation because of the tax
benefits that are offered. For example,
those who are healthy and have higher
incomes may find HSAs attractive as an
investment vehicle and appreciate the lower
premiums, but not be concerned by having
more limited health care benefits.
The effects of HSA-qualifying plans on risk
segmentation in the ESI (“group”) market
are complex. Early simulations of plan
choices confirm the theoretical hypothesis
that CDHPs with HDHPs have the
potential for exacerbating risk selection
based on health status.55 Some proponents
of HSAs argue that if employers offer
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HDHPs, healthy consumers who were
previously uninsured because of high
premium rates, may now choose to
purchase coverage, thus lowering the
average risk level in the employer pool.56
Others suggest that even some very
unhealthy individuals57 may achieve modest
savings in premiums and out-of-pocket
expenses through a high-deductible plan.58
However, whether HDHPs can generate
out-of-pocket savings for some high-cost
individuals is speculative, requiring that
increases in out-of-pocket spending levels
are more than offset by decreases in
premium payments. Although Buntin et al.
assert that an accompanying savings
account, such as an HSA, would allow
these high-cost individuals to save more by
paying these medical expenses via pre-tax
income, HDHPs with or without HSAs are
most attractive to healthy individuals.59
While coverage rates may increase for some
healthy individuals who choose HDHPs,
these individuals will be induced to
purchase insurance only if the plan offers a
low premium. Members of such a plan
would include those with low expected
health expenditures, implying that
continued and increased segmentation of
risk would be required to keep premiums
down so as to attract these price-sensitive,
healthy individuals. The result would be a
greater segmentation of the ESI market by
health status (e.g., attracting healthy
individuals to one plan and leaving less
healthy individuals in a separate, more
comprehensive health plan).60
If new high-deductible plans in the group
market provide coverage only to previously
uninsured individuals, the risk pool of the
comprehensive plan would experience little
impact. However, lower-cost individuals
previously purchasing comprehensive lowdeductible plans would have a financial

incentive to shift to HDHPs. Premiums in
the comprehensive plan would increase to
cover the higher average expenses of the
remaining, less healthy population. These
premium increases would drive more
healthy people to the high-deductible
policies, further pushing up premiums for
comprehensive low-deductible insurance.61
In addition to attracting healthier risks into
employer-sponsored HSA-qualifying plans,
the tax advantages of HSAs may also
attract higher-income families. The tax
subsidy is greatest for those in the highest
marginal tax bracket and is of little value
for those who do not owe income taxes.
For example, a $5,150 HSA contribution
would generate a tax reduction of $1,802
per year to a household in the top income
tax bracket.62 This level of savings would be
less than half as much for a moderateincome family, and the lowest income
families, who pay no income taxes, may
benefit only from avoiding payroll taxes.63
Despite the concerns regarding the
potential effects of risk selection on the
health insurance market, little rigorous
empirical evidence is available to describe
selection into HDHPs and HSA-qualifying
plans. A few studies describe individuals
choosing high-deductible plans. One recent
unpublished survey of approximately 2,000
enrollees in a large firm’s ESI plan shows
that individuals choosing the highdeductible CDHP plan had higher levels of
education, fewer chronic illnesses, and
better overall health than either lowdeductible CDHP enrollees or PPO
enrollees.64 A study conducted by the
General Accounting Office (GAO) of the
Federal Employees Health Benefits
Program (FEHBP) found that HDHP
enrollees were younger and earned higher
federal salaries than other FEHBP
enrollees.65

Empirical evidence concerning individuals
with HSAs is particularly limited and data
collection lacks transparency, which has led
to uncertain conclusions. One recent
review by Park and Greenstein evaluates
the currently available evidence.66 Only one
survey of enrollment data, the August 2005
Blue Cross and Blue Shield (BCBS)
Association Survey, collected information
on health status of individuals participating
in HSA-qualifying HDHPs.67 Individuals
in these plans reported having similar
health statuses as group and non-group
enrollees in all other plans. However, it has
been observed that because these data pool
group and non-group enrollees, the health
status of the enrollees in the non-group
market may cancel significant differences
within the group market.68 In the nongroup market, less healthy individuals are
unlikely to receive offers of health
insurance. Income information and actual
HSA enrollment was not available from the
BCBS survey report, so conclusions cannot
be drawn regarding the effects of income
on selection into HSA-qualifying plans or
HSAs in general.
A few surveys indicate that the majority of
individuals purchasing HSAs in the nongroup market have moderate to high
incomes.69 Information available about
individuals purchasing HSAs through
eHealthInsurance (a licensed agency
providing health insurance to individuals
and small businesses) shows that 58
percent of individuals purchasing HSAs in
the non-group market report incomes
exceeding $50,000 and 22 percent report
incomes exceeding $100,000.70 Data from
individuals purchasing non-group coverage
through Assurant Health are consistent
with these findings, indicating that nearly
three-quarters of those with HSAs had
incomes exceeding $50,000.71
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Potential Effects on Uninsurance Rates
To date, few published studies estimate the
coverage impacts of HSAs and HSAqualifying health insurance policies. National
data reflecting health insurance coverage and
costs in 2004 – the first year that HSAs
became available – are just now being
released. However, a small number of studies
using historical coverage and cost data
provide clues as to the potential impact of
HSAs on the rate of uninsurance and the
distribution of coverage.
Glied and Remler examine how many
currently uninsured people might be induced
to buy HSA-qualifying health insurance plans
in the group and non-group markets under
the existing HSA legislation.72 The authors
conclude that the introduction of HSAs is
likely to increase the number of insured by
between 0.3 percent and just under 2 percent
of the number of currently uninsured adults.
They show that HSAs are unlikely to be an
important contributor to the expansion of
health coverage among the uninsured. Glied
and Remler base these conclusions on the fact
that most uninsured individuals have low
incomes and would not benefit substantially
from HSAs tax benefits. Additionally, these
individuals continue to face financial barriers
to enrollment, even for HDHPs.
Feldman et al. simulate the take-up of HSA
contracts in the group and non-group
markets.73 The authors use data collected
primarily before the introduction of HSAs to
predict take-up of HSAs under current
legislation. They predict a take-up rate of 9
percent in the non-group market among the
restricted population of adults with neither
public insurance nor an offer of health
insurance from an employer. The HSA takeup rate in the group market among those with
an employer offer of coverage was estimated to
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be only 1 percent. In their assessment of the
effect of the Bush administration’s proposal to
offer a refundable income-related tax credit for
the premium of an HSA-qualifying health
insurance plan, the authors predict that the
administration’s tax credit proposal would
double HSA take-up rates, reducing the
number of uninsured individuals by 2.9
million.74 This relatively large estimated
impact may derive in part from a number of
assumptions that underlie the simulations.
First, the authors assume that all non-group
market individuals applying for an HSAqualifying HDHP would not be denied
coverage, which contradicts evidence from
numerous sources.75 Second, the authors
caution that group estimates should be viewed
as an upper limit due to assumptions related
to estimates of HDHP coverage in the group
market.
In contrast to the Feldman et al. study,
Gruber conducted simulations showing a
significantly smaller impact of the Bush
administration’s tax credit proposals for the
premiums related to HSA-qualified HDHPs
on the number of uninsured.76 Gruber
estimates that income-related tax credits will
result in a reduction of 1 million individuals
covered by ESI, and an increase of 2.4 million
individuals covered in the non-group market.
These changes result in a net reduction of 1.4
million in the number of uninsured.
Gruber compares the income-related tax credit
proposal to the Bush administration’s 2006
proposal calling for tax deductibility of the
premiums related to individually purchased
HSA-qualified HDHPs along with a “payroll
offset” tax credit equal to 15.3 percent of the
premium.77 Gruber finds that compared to the
tax credit proposal, the non-group premium
deductibility proposal significantly erodes the

number of individuals covered by ESI due to
the introduction of a non-group option with
an equal subsidy. Gruber projects that the
number of small employers offering health
insurance would decrease. Also, overall only
half of individuals losing ESI would take up
insurance elsewhere. As a result, the net effect
of the non-group premium deductibility
proposal is a projected increase of 1.5 million
in the number of uninsured individuals.
Gruber estimates that both the tax credit and
non-group premium deductibility proposals
together would reduce the number of
uninsured by just 600,000.
Gruber's study shows that proposals more
likely to maximize total coverage are structured
so that those least likely to purchase coverage
(i.e., the low-income) would receive the
greatest tax benefit, while those likely to
purchase coverage even in the absence of a
subsidy (i.e., the high-income) would receive
little or no subsidy. The tax advantages
associated with current HSAs, as well as new
tax subsidy proposals such as those for
premium deductibility, work in precisely the
opposite direction.
Effects on the Non-Group Health
Insurance Market
Individually purchased health insurance in the
non-group market has become a focus of
attention among those researching the effects
of HSAs, since the uninsured are primarily
low-income individuals without access to ESI.
In fact, approximately 80 percent of uninsured
workers do not have access to an offer of ESI,
either through their own employer or through
the employer of a family member.78 The nongroup market covers a small share of the
population, approximately 5 percent
nationally in 2000-2001; however, some
studies suggest that HSAs could expand this
market considerably.79
The effect of HSAs on the non-group market

is likely to be driven by how individuals view
the tax advantages of HSAs. Since HSA
contributions are tax exempt, the tax
advantages accrue to individuals choosing
non-group HSA-qualifying plans. However,
the tax advantages are reduced relative to those
with employer-sponsored HSA-qualifying
plans, since the latter benefit from exemptions
of both payroll taxes and income taxes on any
premium contribution from employers.
Both Feldman et al. and Gruber predict
substantial increases in the non-group market
as a result of increased take-up of new HSAqualifying plans and the proposals for
increased tax incentives.80,81 Gruber estimates
that the tax credit proposal would produce a
net increase of 3.8 million individuals covered
in the non-group market (2.4 million
previously uninsured; 900,000 previously
insured through the group market; and
500,000 previously insured by Medicaid) and
that the non-group deductibility proposal
would produce a net increase of 6 million
individuals covered in the non-group market
(2.4 million previously uninsured; 3.3 million
previously insured through the group market;
and 300,000 previously insured by Medicaid).
Glied and Remler suggest that HSA-qualifying
plans in the non-group market would likely be
attractive to unhealthy individuals who usually
reach or exceed out-of-pocket maximums.82
Glied and Remler contend that increased takeup of non-group insurance among those in
poor health would result in premium
increases, particularly since non-group risk
pools are quite small and cannot spread risk
efficiently. Also, because those in better health
would move to lower deductible plans.
However, this phenomenon is likely to be
limited by two features of the non-group
market. First, higher premiums can be charged
for a given plan to unhealthy individuals.
Therefore, these non-group carriers can
segment unhealthy enrollees without moving
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them into different plans. Second, tight
medical underwriting practices are nearly
ubiquitous in the non-group market, except in
a small number of states that prohibit these
practices. Research has shown that
underwriting practices limit the availability of
non-group coverage offers for those with
chronic conditions, even those affected by
mild conditions, such as hay fever.83 Since few
states have guaranteed issue laws that would
allow those in poor health to have open access
to the non-group market, it is likely that
HSA-qualifying plans in the non-group
market will be limited to healthy individuals,
particularly those in high-income families who
can take advantage of the tax preferential
treatment of HSAs.84
Effects on the Group Market
HSAs and HSA-qualifying HDHPs may have
a more fundamental impact on the group
market. Because the introduction of tax
advantages for an HSA-qualifying plan
purchased in either the group or non-group
market could create a major discontinuity in
the set of choices available to those in the
group market, many researchers have
predicted significant impacts on the
distribution of coverage and benefit structures
of ESI.
Some individuals, who were uninsured despite
having an offer of group coverage, may be
induced to take up the newly offered
employer-sponsored HSA-qualifying plan due
to the tax advantages and lower premiums.
However, many analysts suggest that the
impacts of these plans will be to affect the
choices of those previously covered by ESI.
These analysts forecast a slow erosion of ESI
coverage, including a shift from lowdeductible policies toward high-deductible
policies.85 Gruber estimates that further
reductions in the tax advantages of ESI,
particularly if implemented through nongroup premium deductibility of HSA-
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qualified HDHP premiums, would cause
group coverage to drop significantly,
particularly for employees of small firms.86
Among large employers who offer multiple
plans, the concentration of high-risk
individuals in one plan and low-risk
individuals in another plan could escalate
premiums in the high-risk plan. Some analysts
predict this will bring about significant
changes in the benefits that are offered and
that the introduction of HSA-qualifying plans
as a choice for employees may precipitate “the
disappearance of generous plans, even if these
plans had been operating efficiently.”87
In contrast, the introduction of HSAqualifying plans may produce pronounced
coverage changes among individuals in small
firms, especially for those in poor health.
Healthy workers may reject coverage offers
made by small firms, and instead shift their
coverage to an HSA-qualifying plan in the
non-group market despite the fact that nongroup policies include higher administrative
charges and do not include any premium
subsidy from the employer. Group premiums
for those individuals left behind – some of
whom cannot obtain offers in the non-group
market due to their health problems – may
then increase unsustainably, leading to
decreases in both offer and take-up rates in
smaller firms.88 If tax deductions are extended
to premiums purchased in the non-group
market, healthy workers with relatively high
marginal tax rates would have even greater
incentives to shift coverage to the non-group
market – accelerating risk segmentation and
leading to a spiral of premium escalation
within the small-group market.89 Eventually,
employers are likely to scale down or drop the
low-deductible option altogether, leaving
some unhealthy individuals underinsured or
uninsured, bearing a greater burden for their
own health expenses and vulnerable to
potentially large financial risk.90

Conclusion
HSAs combined with HDHPs continue an
ongoing trend away from traditional
insurance, which has historically emphasized
spreading health care spending burdens
across the population. While it is too early
to gauge the impact of HSAs and HDHPs,
we do know that while HSAs constitute a
small part of the health insurance market,
they constitute a fast-growing segment and
that the number of employers offering HSA
plans is expected to continue to grow over
the next several years. Should the President’s
proposals pass, it is likely that HSA policies
will grow at an even faster rate.

healthy, shifting health care spending
burdens onto those who are sick.
■

To the extent that greater risk
segmentation occurs, it could make it
even more difficult for individuals with
high health care needs to obtain coverage
since they are likely to face higher
premiums and fewer ESI offers,
particularly of more comprehensive
policies.

■

It is unlikely that the presence of HSAqualifying HDHPs will reduce
uninsurance rates to any significant
degree. Moreover, it is possible that they
will disrupt ESI coverage sufficiently to
raise uninsurance rates. Because the
uninsured are concentrated in lowincome households who cannot meet the
cost-sharing requirements in these plans
and do not benefit from the tax
advantages because they are in low tax
brackets, HSA-qualifying plans are
unlikely to attract many who would
otherwise be uninsured.

■

The proliferation of HSAs would likely
reduce federal tax revenues while
providing investment benefits to higherincome families. The tax treatment of
HSAs, which is more generous than that
of other investment options such as
IRAs, presents an extremely attractive
and lucrative investment vehicle,
particularly for wealthy individuals in
higher tax brackets. The individuals who
stand to gain the most from the tax
treatment of HSAs currently have very
high rates of health insurance coverage.

Given recent experience, definitive answers
to a number of key questions regarding the
impact of HSAs is lacking. However, the
best available evidence suggests the following
about the likely impacts of HSA plans
combined with HDHPs:
■

HSA-qualifying HDHPs offer more
incentives to avoid spending above the
deductible compared to traditional
insurance plans. Because such a large
share of health care spending is
concentrated above the deductible, these
plans will have only a small effect on
aggregate health care spending.

■

As currently configured, these plans
include out-of-pocket maximums and
do not expose consumers to higher costsharing levels above the deductible
compared to traditional health insurance
coverage.

■

To the extent that they lead to greater
reliance on the non-group market,
administrative costs will likely rise.

■

With their lower premiums and higher
deductibles, HSA-qualifying HDHPs
are likely to lead to greater risk
segmentation and benefit those who are

Some have argued that achieving real costsavings will hinge on building in more
managed-care case management techniques
for those with chronic illnesses and for others
with very high health care needs.91 Moreover,
should only a minority of these plans cover
preventive services, as available data suggest, it
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is likely that consumers in these plans will
forgo such services, which could lead to
future increases in health care costs. Analysts
are also skeptical that HSAs will slow rates
of spending growth over time.
In addition, concerns have arisen about
whether these plans may engender more bad
debt and increased rates of bankruptcy due
to the higher out-of-pocket spending
burdens, particularly among low-income
families with sick individuals. There is also
concern that providers may experience more
problems collecting payments directly from
consumers than they would have
encountered when billing plans, which in
turn would generate greater uncompensated
care burdens for providers.92 Indeed, this
issue has risen to the level where audio
conferences are being offered to providers on
effective collection practices.93
While this paper has focused on how HSAs
and HDHPs might function in the private
health insurance market, some states are
contemplating using them in their Medicaid
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programs in an effort to curb soaring costs.
Proponents of such plans believe that
competition among health plans will slow
the growth of spending and provide better
care for Medicaid recipients.94 Critics
contend that higher administrative costs and
imprecise adjustment for individual health
care risks associated with such approaches
will drive low-income individuals into plans
with significantly higher out-of-pocket costs
than they face in today’s Medicaid program.
In turn, the costs would impose significant
financial barriers on access to needed
medical care for those with low incomes.95
In closing, it is unlikely that HSAs and
HDHPs will solve the nation’s twin health
care problems of rising health care costs and
high uninsurance levels, and it is likely that
they will introduce new problems by
increasing the level of risk segmentation in
the health insurance market. Ultimately,
other policy changes are called for in order
to achieve the nation’s cost-containment and
insurance coverage objectives.

ENDNOTES
1

J Rovner, “Bush Makes Push for Health
Care Savings Plans,” National Public Radio,
Feb 8, 2006, available at: www.npr.org/
templates/story/story.php?storyId=5179309; B
Fuchs and J James, “Health Savings Accounts:
The Fundamentals” (NHPF Background
Paper) The George Washington University,
2005; M Feldstein, “Health and Taxes,” The
Wall Street Journal Commentary, 2004.

2

Defined for 2005 as having a deductible of
at least $1,000 for single coverage and $2,000
for family coverage.
3

B Fuchs and J James, 2005; P Fronstin and
S Collins, “Early Experience with HighDeductible and Consumer-Driven Health
Plans: Findings from the EBRI/ Commonwealth Fund Consumerism in Health Care
Survey” (EBRI Issue Brief No. 288), Social
Science Research Network, 2005; S Parente, R
Feldman, and J Christianson, “Evaluation of
the Effect of a Consumer-Driven Health Plan
on Medical Care Expenditures and
Utilization,” Health Services Research 39.4
(2004): 1189-1209; G Solanki, H Schauffler,
and L Miller, “The Direct and Indirect Effects
of Cost-Sharing on the Use of Preventive
Services,” Health Services Research 34.6
(2000): 1331-50; J Newhouse, “ConsumerDirected Health Plans and the RAND Health
Insurance Experiment,” Health Affairs 23.6
(2004): 107-13.
4

M Feldstein, 2004; J Cogan, R Hubbard,
and D Kessler, “Healthy, Wealthy, and Wise:
The American Health Care System Is Broken:
Here's How to Fix It” (Hoover Digest No. 3),
The Hoover Institution, 2004, available at
www.hooverdigest.org/043/kessler.html; P
Mango and V Riefberg, “Health Savings
Accounts: Making Patients Better Consumers,” The McKinsey Quarterly web
exclusive, 2005, available at

www.mckinseyquarterly.com; J Pendleton,
“Market Insurance and Health Savings
Accounts,” (Members Paper No. 4),
Consumers for Health Care Choices, 2005.
5

L Blumberg, “Health Savings Accounts
and Tax Preferences for High Deductible
Policies Purchased in the Non-Group
Market: Potential Impacts on EmployerBased Coverage in the Small Group
Market,” Statement for the United States
House of Representatives, Washington, DC,
March 18, 2004; K Davis, M Doty, and A
Ho, “How High Is Too High? Implications
of High-Deductible Health Plans,” The
Commonwealth Fund, 2005; P Fronstin
and S Collins, 2004.

6

R Feldman et al, “Health Savings Accounts:
Early Estimates of National Take-Up,” Health
Affairs 24.6 (2005): 1582-91; J Cogan, R
Hubbard, and D Kessler, 2004; S Glied and
D Remler, “The Effect of Health Savings
Accounts on Health Insurance Coverage,”
The Commonwealth Fund Issue Brief, 2005.
7

J Gruber, “The Cost and Coverage Impact
of the President's Health Insurance Budget
Proposals,” Center on Budget and Policy
Priorities, 2006; L Burman, “New Health
Care Proposals: Costly and Counterproductive,” The Urban Institute Brookings Institution Tax Policy Center
Newsletter, 2006; L Burman, “Wonks Warn
Bush: HSA Plan Is Big Threat to Traditional
Insurance, Federal Budget,” Congressional
Quarterly HealthBeat, 2006.
8

To qualify, individuals cannot have
additional health insurance coverage that
does not have a high deductible.
9

Department of the Treasury, “2006 Blue
Book” General Explanations of the

15
C O V E R M I S S O U R I P R O J E C T: R E P O RT 1 0

J Furman, "Expansion in HSA Tax Breaks Is
Larger - and More Problematic - Than
Previously Understood," Center on Budget
and Policy Priorities, 2006.

participants and plans. First, the
Kaiser/HRET surveys obtain information
from employers and the AHIP Survey
obtains information from insurance
companies. Due to the contrasting sample
frames, it is difficult to compare the results
or to combine them together. Second,
neither the Kaiser/HRET nor Mercer
surveys provide insight on the prevalence of
HSAs in the non-group market. While the
AHIP data show that HSAs are more
prevalent in the non-group market than in
the employer/group market, we do not have
another data source for comparison, and
given that the survey pertains just to AHIP
members, it may not provide an accurate
picture of all plans. Third, even though
HSAs are gaining popularity among large
firms, we do not know what percentage of
workers will participate in the newly offered
plans. In fact, the AHIP and Kaiser/HRET
data suggest that HSA-qualified HDHPs are
more popular among workers in small firms.
Finally, the Kaiser/HRET survey only has a
48 percent response rate and only included a
relatively small number of firms that offered
HSAs, which may limit the generalizability
of their findings.

16

21

Administration’s Fiscal Year 2007 Revenue
Proposals, available at www.ustreas.gov.
10

B Fuchs and J James, “Health Savings
Accounts and Other Tax-Favored Health
Plans” (Publication 969), Department of the
Treasury: Internal Revenue Service, 2005.

11

Department of the Treasury, 2006.

12

B Fuchs and J James, 2005.

13

Withdrawals not used for qualified medical
expenses are subject to income tax in addition
to a 10 percent penalty tax that is waived for
those over 65 and in cases of disability or
death.
14

E Park and R Greenstein, “Latest
Enrollment Data Still Fail to Dispel Concerns
About Health Savings Accounts,” Center on
Budget and Policy Priorities, 2006, available at
www.cbpp.org/10-26-05health2.htm

15

Section 213 of the Internal Revenue Code
of 1986.
17

M Freudenheim, “Prognosis Is Mixed for
Health Savings,” The New York Times, Jan
26, 2006, late ed, sec, C:1.

B Fuchs and J James, 2005.
22

18

V Goff, “Consumer Cost Sharing in
Private Health Insurance: On the Threshold
of Change” (NHPF Issue Brief No. 798),
The George Washington University, 2004.

America's Health Insurance Plans Center
for Policy and Research, “Number of HSA
Plans Exceeded One Million in March
2005,” AHIP, 2005.
23

P Fronstin, “Health Savings Accounts and
Other Account-Based Health Plans” (EBRI
Issue Brief No. 273), 2004.

Kaiser Family Foundation and Health
Research and Education Trust, “Employer
Health Benefits: 2005 Summary of
Findings,” Kaiser Family Foundation, 2005.

20

24

19

There are several limitations to the data
available to assess the level of participation
in HSA plans and the characteristics of the

16
M I S S O U R I F O U N D AT I O N F O R H E A LT H

The average worker contribution for single
coverage in an HSA-qualified HDHP
($431) is different from the average worker

contribution for single coverage in plans
overall ($610), but the difference is not
statistically significant. The average worker
contribution for family coverage in an HSAqualified HDHP ($1,664) is significantly
lower than the average worker contribution
for family coverage in plans overall ($2,713).
25

G Claxton et al, “What High-Deductible
Plans Look Like: Findings from a National
Survey of Employers, 2005,” Health Affairs
web exclusive, 2005.

26

J Cogan, R Hubbard, and D Kessler,
2004; M Feldstein, 2004; J Pendleton,
2005; P Mango and V Riefberg, 2005.
27

L Blumberg and L Burman, “Most
Households' Medical Expenses Exceed HSA
Deductibles” (Tax Facts), The Urban
Institute and Brookings Institution, 2004,
available at www.urban.org/
url.cfm?ID=1000678; J Newhouse, 2004; D
McNeill, “Do Consumer-Directed Health
Benefits Favor the Young and Healthy?”
Health Affairs 23:1 (2004): 186-93.
28

American Academy of Actuaries, The
Impact of Consumer-Driven Health Plans on
Health Care Costs: A Closer Look at Plans
with Health Reimbursement Accounts, Public
Policy Monograph Report (Washington,
DC: American Academy of Actuaries 2004);
J Newhouse, 2004.

for the California HealthCare Foundation,
2005.
32

M Buntin et al, 2005.

33

L Blumberg, 2004; J Hibbard et al, “Will
Consumers Become More Informed and
Cost-Effective Users of Care Under
Consumer Drive Health Plans? Preliminary
Findings,” (Presentation for HCFO Cyber
Seminar) University of Oregon, Department
of Planning, Public Policy, and Management
2004; General Accounting Office, “Federal
Employees Health Benefits Program: FirstYear Experience with High-Deductible
Health Plans and Health Savings Accounts”
(Highlights of GAO-06-271, A Report to
Congressional Requesters), GAO, 2006; S
Parente et al, 2004.
34

M Berk and A Monheit, “The Concentration of Health Care Expenditures,
Revisited,” Health Affairs 20.2 (2001): 9-18.
35

L Blumberg, 2004; K Davis, M Doty, and
A Ho, 2005; J Pendleton 2005; J Robinson,
“Consumer-Direct Health Insurance: The
Next Generation,” Health Affairs web
exclusive, 2005.
36

M Berk and A Monheit, 2001.

37

L Blumberg and L Burman, 2004.

38

J Robinson, 2005.

39

M Buntin et al, 2005.

40

J Robinson, 2005.

29

J Newhouse and the Insurance
Experiment Group, Free for All? Lessons from
the RAND Health Insurance Experiment
(Cambridge, MA: Harvard University Press,
1993); J Newhouse, 2004.

41

30

31

J Newhouse, 2004.

M Buntin et al, “Consumer-Directed
Health Plans: Implications for Health Care
Quality and Cost,” RAND Report prepared

S Parente, R Feldman, and J Christianson,
2004.
42

S Parente, R Feldman, and J Christianson,
2004.

17
C O V E R M I S S O U R I P R O J E C T: R E P O RT 1 0

43

M Buntin et al, 2005.

44

G Solanki, H Schauffler, and L Miller,
2000.
45

G Solanki, H Schauffler, and L Miller,
2000.
46

47

48

49

50

51

59

M Buntin et al, 2005.

60

J Holzer, “The Wealth in Your Health,”
Forbes Online, Feb 3, 2006, available at
www.forbes.com/healthcare/2006/02/03/hsa
-healthcare-insurance-cx_jh_0203hsa.html;
L Blumberg, 2004; J Hibbard et al, 2004; D
McNeil, 2004; L Burman, 2006.

P Fronstin and S Collins, 2005.
61

L Burman, 2006; L Blumberg, 2004.

62

L Blumberg, 2004.

63

S Glied and D Remler, 2005.

64

J Hibbard et al, 2004.

65

GAO, 2006.

66

E Park and R Greenstein, 2006.

67

Blue Cross Blue Shield, Sept 28, 2005.

68

E Park and R Greenstein, 2006.

P Fronstin and S Collins, 2005.
K Davis, M Doty, and A Ho 2005.
G. Claxton et al, 2005.
J Newhouse, 2004.
M Buntin et al, 2004.

52

J Robinson,“Reinvention of Health
Insurance in the Consumer Era,” JAMA
29:15 (2004): 1880-6.
53

L Blumberg, L Clemans-Cope, and F
Blavin, “Lowering Financial Burdens and
Increasing Health Insurance Coverage for
Those with High Medical Costs” (Health
Policy Brief No. 17), The Urban Institute,
2005.
54

D Himmelstein et al, “MarketWatch:
Illness and Injury as Contributors to
Bankruptcy,” Health Affairs web exclusive,
W5-63–W5-73, 2005.

69

eHealthInsurance, “Health Savings
Accounts: The First Six Months of 2005,”
eHealth, Inc, 2005, available at
www.cahi.org/cahi_contents/consumerinfo/
HSA6mosReportFinal072705.pdf; Assurant
Health, “Quick Facts: Health Savings
Accounts,” Assurant Health, 2005.
70

eHealthInsurance, 2005.

71

Assurant Health, 2005.

72

S Glied and D Remler, 2005.

73

R Feldman et al, 2005.

55

E Keeler et al, “Can Medical Savings
Accounts for the Nonelderly Reduce Health
Care Costs?” JAMA, 275.21 (1996): 1666-71.
56

P Mango and V Riefberg, 2005.
74

57

Defined as the top 5th percentile of health
care expenditures.
58

D McNeil, 2004.

18
M I S S O U R I F O U N D AT I O N F O R H E A LT H

For details of the income-related tax credit,
see: Department of the Treasury, “2005 Blue
Book” General Explanations of the
Administration’s Fiscal Year 2006 Revenue
Proposals, available at www.ustreas.gov.

75

K Pollitz, R Sorian, and K Thomas, How
Accessible Is Individual Health Insurance for
Consumers in Less-Than-Perfect Health? (Menlo
Park, CA: Kaiser Family Foundation, 2001);
K Pollitz and R Sorian,“Ensuring Health
Security: Is the Individual Market Ready for
Prime Time?” Health Affairs web exclusive,
W372-6, 2002; M Pauly and L Nichols, “The
Nongroup Health Insurance Market: Short on
Facts, Long on Opinions and Policy
Disputes,” Health Affairs web exclusive,
W325-44, 2002.
76

J Gruber, 2006.

and costs of insuring currently uninsured
individuals in the non-group market may be
imprecise. J Hadley and J Reschovsky, “Health
and the Cost of Nongroup Insurance,”
Inquiry 40.3 (2003): 235-53.
85

L Blumberg, 2004; S Glied and D
Remler, 2005; L Burman, 2006.
86

J Gruber et al, 2006.

87

S Glied and D Remler, 2005.

88

L Blumberg, 2004; S Glied and D
Remler, 2005.

77

For details of the income-related tax credit,
see: Department of the Treasury, “2006 Blue
Book” General Explanations of the
Administration’s Fiscal Year 2007 Revenue
Proposals, available at www.ustreas.gov.
78

B Garrett, Employer-Sponsored Health
Insurance Coverage: Sponsorship, Eligibility, and
Participation Patterns in 2001, (Kaiser Family
Foundation: Washington, DC, 2004).
79

M Pauly and L Nichols, 2002.

80

R Feldman et al, 2005.

81

J Gruber et al, 2006.

82

S Glied and D Remler, 2005.

83

M Pauly and L Nichols, 2002; K Pollitz,
R Sorian, and K Thomas, How Accessible is
Individual Health Insurance for Consumers in
Less-Than-Perfect Health? (Menlo Park, CA:
Kaiser Family Foundation, 2001).
84

In addition, the published studies modeling
coverage and costs do not take into account
actual costs of individuals pooled into nongroup risk pools together. Since the potential
for “selection bias” is substantial in the current
non-group market the estimates of feasibility

89

L Blumberg, 2004; S Glied and D
Remler, 2005.
90

L Burman, 2006; L Blumberg, 2004.

91

J Newhouse, 2004.

92

M Kofman, “Health Savings Accounts:
Issues and Implementation Decisions for
States” (Issue Brief Vol. V, No. 3),
AcademyHealth, 2004.
93

National Health Information, audio
conference, Feb 21, 2006, available at
www.nhionline.net.
94

D Herrick, 2005, “South Carolina Plans
Tailored Medicaid,” A National Center for
Policy Analysis Project, 2005, available at
http://cdhc.ncpa.org/news/south-carolinaplans-tailored-medicaid.
95

J Soloman, “Risky Business: South
Carolina’s Medicaid Waiver Proposal,” Center
on Budget and Policy Priorities, 2005,
available at www.cbpp.org/8-10-05health.htm;
J Soloman, “Still Risky Business: South
Carolina’s Revised Medicaid Waiver Proposal,”
Center on Budget and Policy Priorities, 2006,
available at www.cbpp.org/1-11-06health.htm.

19
C O V E R M I S S O U R I P R O J E C T: R E P O RT 1 0

The Cover Missouri Project includes a series of reports and fact sheets produced in early
2006. All materials are available online at www.mffh.org. Printed fact sheets and reports are
available while supplies last. For more information about the Cover Missouri Project, contact
the MFH Health Policy Group at info@mffh.org or toll-free at 1-800-655-5560.

MISSOURI FOUNDATION FOR HEALTH

Cover Missouri Project Publications

2006

Grand Central Building, Suite 400 • 1000 St. Louis Union Station • St. Louis, MO 63103
314-345-5500 Voice • 314-345-5599 Fax • 1-800-655-5560 Toll-Free • www.mffh.org
FMFH00606CMP10RPT – WEBEX

