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S tate and federal policy makers seek to expand insurance 

access and enhance affordability through premium subsidies 

and public option plans on the health insurance exchanges 

(HIXs) established by the Affordable Care Act.1 Achieving these 

aims requires an understanding of the prices that HIX plans pay 

providers, but data have been limited. We leveraged hospitals’ 

public price data sets, which were recently made available under 

the federal hospital price transparency law effective January 2021, 

to compare the allowed amounts paid by HIX and non-HIX plans 

offered by the same insurer at the same hospital.2 On average, for 

their HIX enrollees, the 16 insurers in our sample with both HIX and 

commercial group plans pay providers prices that are 88.6% and 

88.9% of their commercial group rates for inpatient and outpatient 

services, respectively. The 19 insurers with both HIX and Medicare 

Advantage (MA) plans pay providers higher prices for HIX enrollees 

than for MA enrollees, with HIX prices averaging 143.3% and 243.6% 

of their MA prices for inpatient and outpatient services, respectively.

METHODS
We searched for hospital price transparency data on the websites 

of the top 100 hospitals by bed count and the top 100 hospitals by 

gross revenue based on CMS Hospital Cost Report data (excluding 

children’s hospitals)—a total of 133 hospitals. Among these hospitals, 

115 had a machine-readable file with procedures and prices, 31 had 

insurer-specific pricing information, and 8 had plan-specific prices 

where the insurer had at least 1 plan offered on the HIX and at least 

1 other commercial group or MA plan for comparison. A list of these 

hospitals is provided in eAppendix A (eAppendices available at 

ajmc.com). Two of these hospitals are in Indiana, and there is 1 

hospital each in Connecticut, Florida, Massachusetts, Michigan, Ohio, 

and Pennsylvania. We analyzed price data for 22 hospital-insurer 

dyads, of which 16 have commercial group plans and 19 have MA 

plans. The files of these hospitals varied significantly in format and 

content; we combined all usable data into a single file for analysis.

We sought the allowed amounts for 25 common inpatient services 

(according to diagnosis-related groups [DRGs]) and 56 common 
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outpatient services (according to Current Procedural Terminology 

[CPT] codes) (eAppendix B). Pricing data availability for specific 

services varied across hospitals and plans (eAppendix C). We 

found 19 inpatient and 13 outpatient services with available pricing 

information among the hospital-insurer dyads in our sample (as 

designated in eAppendix B), and we calculated the ratio between 

the HIX price and the commercial group and/or MA price for each 

service within each hospital-insurer dyad.

We applied Laspeyres price index methods, building on modifi-

cations by Neprash et al, to construct sentinel service and market 

basket ratio price indices for inpatient and outpatient services.3 We 

selected sentinel services to represent several types of care provided 

in inpatient and outpatient settings, including inpatient lower 

extremity joint replacement (DRG 470), vaginal delivery (DRG 807), 

and septicemia (DRG 871) stays, as well as outpatient chest x-ray 

(CPT 71046), complete blood count (CPT 85025), and high severity 

emergency (CPT 99285) services. We computed the mean ratio of HIX 

to commercial group and MA prices across hospital-insurer dyads 

for sentinel services. For the inpatient and outpatient market baskets, 

we calculated mean ratios across hospital-insurer dyads weighting 

by service market share (see eAppendix D for detailed methods).

RESULTS
For both sentinel service and market basket price indices, the ratios of 

the HIX to commercial group price indices are less than 100%. In our 

market basket analyses, the HIX inpatient and outpatient prices are 

89% of commercial prices (Figure 1 and Figure 2). Among sentinel 

services, the ratio of HIX to commercial group prices ranges from 82.1% 

to 93.2% for inpatient services and from 82.1% to 90.6% for outpatient 

services. At the hospital level, HIX price indices are less than or equal 

to commercial group price indices for all hospital-insurer dyads in 

our sample, with the exception of 1 hospital-insurer dyad’s outpatient 

prices and 1 hospital-insurer dyad’s inpatient prices (eAppendices 

E and F). Of the 16 hospital-insurer dyads in our sample with an HIX 

to commercial group comparison, 2 dyads at 2 hospitals have HIX 

market basket price indices that are the same as commercial group 

market basket price indices for inpatient services, and 6 dyads at 2 

hospitals have HIX market basket price indices that are the same as 

commercial group market basket price indices for outpatient services. 

Among dyads with unequal prices, the ratio of HIX price indices to 

commercial group price indices ranges from 

59.4% to 122.7.% of commercial group prices 

for inpatient services and 33.2% to 144.6% of 

commercial group prices for outpatient services.

HIX plan price indices were greater than or 

equal to MA price indices for all insurers in our 

sample that had an MA plan (eAppendices E and 

F). The HIX inpatient market basket is 143.3% 

of the MA inpatient market basket, and the 

HIX outpatient market basket is 243.6% of the 

MA outpatient market basket. For the selected 

sentinel services, the ratio of HIX price indices to MA price indices 

ranges from 130.8% to 151.4% for inpatient services and from 208.3% 

to 234.4% for outpatient services. Within hospitals, the ratio of 

HIX price indices to MA price indices ranges from 98.7% to 211.4% 

for inpatient services and 97.4% to 482.1% for outpatient services.

Some insurers appear to use a consistent multiple of either 

their commercial group or MA provider prices across each service 

we evaluated. This strongly suggests that the negotiation for HIX 

prices is a simple discount or inflation of the prices negotiated 

with providers under these other non-HIX contracts. Among the 

22 hospital-insurer dyads in our sample, 10 appear to have negotiated 

HIX prices as a discount off their commercial group prices and 6 

as a multiple of their MA prices, as shown in eAppendix G. Five 

have prices that are not consistently aligned with either commer-

cial group nor MA prices. For 1 dyad, HIX prices are consistently 

aligned with both commercial group and MA prices, suggesting 

that all 3 contracts are negotiated off a common source, such as 

the Medicare fee schedule or a chargemaster.

DISCUSSION
In our analysis of a convenience sample of hospital price transpar-

ency, we observe that the prices insurers pay hospitals for their 

HIX enrollees are lower than or equal to what they pay those 

same hospitals for their commercial group enrollees but higher 

than what they pay for their MA enrollees, with wide variation in 

relative generosity across insurers, hospitals, and settings of care. 

The lower prices we observe among HIX plans may be reflective of 

narrow network plan design, as prior studies have attributed cost 

savings in this market to narrow networks.4 Hospitals may also be 

willing to accept lower rates for insurers’ HIX plans, considering 

that many HIX enrollees would otherwise be uninsured and unable 

to pay hospital bills—73% of HIX enrollees in 2021 had a household 

income at 100% to 250% of the federal poverty level.5 Although 

hospitals receive lower reimbursement for HIX enrollees than 

other commercial plan enrollees, the HIX plan payment level is 

still preferable to the uncompensated care burden hospitals faced 

before the Affordable Care Act established the HIXs.

The heterogeneity in HIX plans’ payment generosity suggests 

that local market trends should be evaluated when policy makers 

are considering introducing a public option in the HIX market with 

TAKEAWAY POINTS

 › Allowed amounts paid by insurers for their health insurance exchange (HIX) plans are typically 
lower than their commercial group rates and higher than their Medicare Advantage rates 
for the same service at the same hospital.

 › Insurers appear to negotiate allowed amounts for HIX plans that are tethered to the rates 
of their commercial group or Medicare Advantage plans.

 › Policy makers considering policies to improve affordability in the HIX market should not 
assume that plans pay providers the same prices as they do for their commercial plans.
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the goal of reducing premiums. For example, 

assuming that HIX plans pay hospitals the same 

prices as commercial group plans could actually 

result in higher premiums if typical HIX plans 

instead typically pay less. The lack of clarity 

around relative provider prices in the HIX market 

may have contributed to the public option plan 

recently introduced in Washington state’s HIX 

having premiums approximately 5% higher than 

average.1,6 Better information on HIX provider 

prices is also relevant for policy makers as they 

consider trade-offs of other policy proposals 

to expand coverage to other populations, such 

as expanding Medicaid or Medicare eligibility, 

including the relative costs of doing so through 

HIXs compared with alternative options.1

Our findings are also relevant to policies 

addressing surprise medical billing. Under 

rulemaking for the federal No Surprises Act, 

historical contracted rates will be used to 

calculate qualifying payment amounts (QPAs) 

as arbitration reference points for out-of-

network payment disputes between insurers 

and providers.7 The rulemaking specifies that 

payers should calculate these QPAs separately for 

individual and group markets.8 The divergence 

between HIX and non-HIX commercial group 

plans that we observe in this study suggests 

that bifurcating the markets when calculating 

QPA measures is appropriate.

Our findings suggest that insurers and 

hospitals may negotiate rates for HIX plans 

that are tethered to, and sometimes equal to, 

the rates of their commercial group or MA 

plans. Prior studies demonstrate that MA plan 

payments align closely with the traditional 

Medicare fee schedule,9-12 and commercial 

prices are typically negotiated as a multiple 

of the traditional Medicare fee schedule or the 

hospital’s chargemaster.13 This study extends 

this body of literature to the HIX market.

Additionally, our efforts to study HIX plan 

hospital prices highlighted challenges with 

accessing comprehensive pricing data (despite 

the newly implemented CMS hospital price 

transparency rule) and challenges in analyzing 

nonstandardized file formats, as other investiga-

tors have reported.14

Over time and with further compliance from 

hospitals, and therefore more data completion, 

this study could be expanded to elucidate HIX 

pricing and hospital pricing transparency, as 

FIGURE 1. Ratios of HIX to Commercial and MA Price Indices for Inpatient Sentinel 
Services and Market Basketa

FIGURE 2. Ratios of HIX to Commercial and MA Price Indices for Outpatient Sentinel 
Services and Market Basketa

DRG, diagnosis-related group; HIX, health insurance exchange; MA, Medicare Advantage; MCC, major 
complications or comorbidities. 
aDRG 470: major joint replacement or reattachment of lower extremity without MCC. DRG 807: vaginal 
delivery without sterilization/dilation and curettage without complications or comorbidities/MCC. DRG 
871: septicemia or severe sepsis without mechanical ventilation >96 hours with MCC.

CPT, Current Procedural Terminology; HIX, health insurance exchange; MA, Medicare Advantage. 
aCPT 71046: radiologic examination, chest; 2 views. CPT 85025: complete blood count, automated (he-
moglobin, hematocrit, red blood cells, white blood cells, and platelet count), and automated differential 
white blood count. CPT 99285: emergency department visit for which the presented problem(s) are of high 
severity and pose an immediate significant threat to life or physiologic function.
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well as health care pricing broadly. More robust hospital price 

transparency data, made available as legislated, would enable 

investigators to evaluate longitudinal trends in contracted rates, 

compare payment generosity across insurers, and assess the 

association between prices and market competition.

Limitations

The limitations of this study come primarily from the limited 

plan-specific pricing data available. We chose the top 100 hospitals 

by revenue and beds, which may limit the generalizability of our 

findings, as these larger hospitals may command greater bargaining 

leverage than smaller hospitals in price negotiations with insurers. 

It is possible that data from smaller hospitals would reveal larger 

HIX price discounts relative to commercial prices, but additional 

research is needed because many factors beyond just size can affect 

hospital-insurer bargaining dynamics. Within this group, there 

were few hospitals with insurer-specific pricing information, and 

fewer still with data provided for at least 1 HIX plan and at least 

1 commercial group or MA plan comparator. As only 8 hospitals 

fit our inclusion criteria, our sample is small and may not be 

representative of prices overall.

CONCLUSIONS
At the hospitals in this study, insurers pay prices for their HIX 

enrollees that are typically less than what they pay those same 

hospitals for their commercial group enrollees but more than 

what they pay for their MA enrollees, with notable heterogeneity in 

relative generosity. Local market variation in the relative magnitude 

of HIX and commercial prices should be considered as policies 

are developed to expand access to insurance, such as state public 

option plans through the HIXs. n
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eAppendix A. Hospitals included in analytic sample 
 

Hospital Name City, State Website 

Ascension St. Vincent 

Hospital 

Indianapolis, IN https://healthcare.ascension.org/ 

Cleveland Clinic Cleveland, OH https://my.clevelandclinic.org/departments 

Hartford Hospital Hartford, CT https://hartfordhospital.org/ 

Indiana University Hospital Indianapolis, IN https://iuhealth.org/ 

Massachusetts General 

Hospital 

Boston, MA https://www.massgeneral.org/ 

Memorial Regional Hospital Hollywood, FL https://www.mhs.net/locations/memorial-

regional 

University of Pennsylvania 

Lancaster General Hospital 

Lancaster, PA https://www.lancastergeneralhealth.org/ 

William Beaumont Hospital – 

Royal Oak 

Royal Oak, MI https://www.beaumont.org/home 

  



eAppendix B. Common inpatient and outpatient hospital service codes included in the authors’ 

analyses 

 

The common services that were candidates for inclusion in our price indices were selected based 

on their inclusion in California Office of Statewide Health Planning and Development hospital 

reporting forms for 2018.1 Services marked with an asterisk had sufficient data completion to be 

used for the market basket price index analyses. 

 

Inpatient Services 
Code Description 
795 Normal Newborn 
807* Vaginal Delivery W/O Sterilization/D&C 
885* Psychoses 
871* Septicemia or Severe Sepsis W/O MV >96 Hours W MCC 
794 Neonate W Other Significant Problems 
470* Major Hip and Knee Joint Replacement or Reattachment of Lower Extremity W/O MCC 
291* Heart Failure & Shock W MCC or Peripheral Extracorporeal Membrane Oxygena 
788* Cesarean Section W/O Sterilization W/O CC/MCC 
872* Septicemia or Severe Sepsis W/O MV >96 Hours W/O MCC 
392* Esophagitis, Gastoent & Misc Digest Disorders W/O MCC 
806* Vaginal Delivery W/O Sterilization/D&C W CC 
603* Cellulitis W/O MCC 
897 Alcohol/Drug Abuse or Dependence W/O Rehabilitation Therapy W/O MCC 
189* Pulmonary Edema & Respiratory Failure 
690* Kidney & Urinary Tract Infections W/O MCC 
853* Infectious & Parasitic Diseases W O.R. Procedure W MCC 
378* G.I. Hemorrhage W CC 
787* Cesarean Section W/O Sterilization W CC 
193* Simple Pneumonia & Pleurisy W MCC 
793 Full Term Neonate W Major Problems 
641* Misc Disorders of Nutrition, Metabolism, Fluids/Electrolytes W/O MCC 
065 Intracranial Hemorrhage or Cerebral Infarction W CC or TPA in 24 HRS 
683* Renal Failure W CC 
313 Chest Pain 
190* Chronic Obstructive Pulmonary Disease W MCC 
Outpatient Services 
Code Description 
99282* Emergency Room Visit, Level 2 (low to moderate severity) 
99283* Emergency Room Visit, Level 3 (moderate severity) 

 
1 Accessed 04/14/2021. Available from: https://oshpd.ca.gov/data-and-reports/cost-transparency/hospital-
chargemasters/   



99284* Emergency Room Visit, Level 4 (high severity without significant threat) 
99285* Emergency Room Visit, Level 5 (high severity with significant threat) 
99213 Outpatient Visit, established patient, 15 minutes 
80048* Basic Metabolic Panel 
82805 Blood Gas Analysis, including O2 saturation 
85027 Complete Blood Count, automated 
85025* Complete Blood Count, with differential WBC, automated 
80053* Comprehensive Metabolic Panel 
82550 Creatine Kinase (CK), (CPK), Total 
80061* Lipid Panel 
85730 Partial Thromboplastin Time 
85610 Prothrombin Time 
84443 Thyroid Stimulating Hormone 
84484 Troponin, Quantitative 
81002 or 
81003* 

Urinalysis, without microscopy  

81000 or 
81001 

Urinalysis, with microscopy 

74160 CT Scan, Abdomen, with contrast 
70450* CT Scan, Head or Brain, without contrast 
72193 CT Scan, Pelvis, with contrast 
77067 Mammography, Screening, Bilateral 
70553 MRI, Brain, without contrast, followed by contrast 
76700* Ultrasound, Abdomen, Complete 
76805 Ultrasound, OB, 14 weeks or more, transabdominal 
72110* X-Ray, Lower Back, minimum four views 
71046* X-Ray, Chest, two views 
93452 Cardiac Catheterization, Left Heart, percutaneous 
93307 Echocardiography, Transthoracic, complete 
93000 Electrocardiogram, routine, with interpretation and report 
94640 Inhalation Treatment, pressurized or nonpressurized 
97161-
97163 

Physical Therapy, Evaluation 

97116 Physical Therapy, Gait Training 
97110 Physical Therapy, Therapeutic Exercise 
29881 Arthroscopy, Knee, with meniscectomy (medial or lateral) 
29826 Arthroscopy, Shoulder, with partial acromioplasty 
64721 Carpal Tunnel Surgery 
66984 Cataract Removal with Insertion of Intraocular Lens, 1 Stage 
45378 Colonoscopy, diagnostic 
45380 Colonoscopy, with biopsy 
45385 Colonoscopy, with lesion removal, by snare technique 
66821 Discission, secondary membranous cataract, laser surgery 
43239 Endoscopy, Upper GI, with biopsy 
43235 Endoscopy, Upper GI, diagnostic 



19120 Excision, Breast Lesion, without preoperative radiological marker 
49505 Hernia Repair, Inguinal, 5 years and older 
62322-
62323 

Injection, Diagnostic or Therapeutic substance, epidural, lumbar 

64483 Injection, Anesthetic or Steroid, transforaminal epidural, lumbar 
47562 Laparoscopic Cholecystectomy 
69436 Tympanostomy (insert ventilating tube, general anesthesia) 
42820 Tonsillectomy with Adenoidectomy, less than 12 years old 

 

  



eAppendix C. Number of Services in Index for Hospital-Insurer Dyads 

 

Price data availability varied across settings and services for each hospital and insurer. For 

example, some hospitals’ inpatient or outpatient prices were not available at all, or inpatient 

services were not provided by DRG. In other cases, prices were available for some services, but 

not all services in our set of candidate services. The table below presents the number of services 

included in the inpatient and outpatient indices for each hospital-insurer dyad’s ratios of HIX 

prices to commercial group and Medicare Advantage prices. “N/A” indicates that no data were 

available in a usable format, so no index was created. 

 

  HIX: Group 
Commercial 

HIX: Medicare 
Advantage 

Hospital Insurer IP OP IP OP 
ASV Anthem 25 N/A 25 N/A 
Cleveland Clinic Anthem 25 37 22 37 
Cleveland Clinic Aultcare N/A 37 N/A N/A 
Cleveland Clinic CareSource N/A N/A N/A 37 
Cleveland Clinic UPMC N/A 37 N/A 37 
Hartford Hospital Anthem 22 47 22 44 
Hartford Hospital Connecticare 22 47 22 44 
IUH CareSource N/A N/A 24 36 

IUH  Managed Health 
Service N/A N/A 24 36 

MGH Allways N/A 51 N/A N/A 
MGH Fallon N/A 51 N/A 49 
MGH Tufts N/A 50 N/A 49 
Memorial Regional Avmed 4 44 4 44 
Memorial Regional Oscar N/A N/A 25 53 
UPENN Highmark 24 28 16 28 
WBHRO BCBS 25 36 25 28 
WBHRO BCN 25 36 22 28 
WBHRO Humana 25 N/A 22 N/A 
WBHRO Meridian N/A N/A 22 16 
WBHRO Molina N/A N/A 22 17 
WBHRO Priority Health 25 32 22 30 
WBHRO Total Health Care 25 30 N/A N/A 

 

Source: Author’s analysis of public hospital price data. 

 



Note: IP=inpatient, OP=outpatient. Hospital name abbreviations are Massachusetts General 

Hospital (MGH), Ascension St. Vincent (ASV), University of Pennsylvania at Lancaster 

(UPENN), Indiana University Hospital (IUH), William Beaumont Hospital Royal Oaks 

(WBHRO). 

  



eAppendix D. Methodology for Sentinel Service and Market Basket Measures 

 

We applied Laspeyres price index methods, building on modifications by Neprash et al (2015), 

to construct sentinel service and market basket ratio price indices for inpatient and outpatient 

services. 

We modified the calculations that Neprash et al use for MSA level analyses for our application to 

insurer market types as follows: 

!"#$%! =	((*+"! 	× 	
-"."

∑ -"."#
"$%

)
#

"$%
 

Where m indexes market ratios (HIX: commercial; HIX: MA), i indexes the set of services 

included in the market basket, *+"!	is the average ratio of HIX to the comparator indexed by m 

for service i across hospital-insurer dyads in our sample. &!'!
∑ &!'!"
!#$

	is the market share for service i. 

-" is the Medicare allowed amount, applied as the standardized price metric across services. ." is 

the quantity of each service reported in California by OSHPD for 2019-2020.  

 

For sentinel services (single-service) analyses the equation above reduces such that we are 

simply computing the mean ratio of HIX to commercial group and MA prices across hospital-

insurer dyads. &!'!
∑ &!'!"
!#$

 = 1 and there is one services in set i. 



eAppendix E.  Ratio of HIX price indices to commercial and Medicare Advantage price indices for inpatient market basket services 

by hospital-insurer dyad 

 

 
Note: Health insurance exchanges (HIX); Medicare Advantage (MA). 
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eAppendix F.  Ratio of HIX price indices to commercial and Medicare Advantage price indices for outpatient market basket services 

by hospital-insurer dyad 

 

 
Note: Health insurance exchanges (HIX); Medicare Advantage (MA).
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eAppendix G. Tethering of HIX prices to inpatient and outpatient commercial group and 

Medicare Advantage prices 

Dyads where HIX prices are a consistent percentage of commercial and/or Medicare Advantage 

price across all services evaluated are denoted with a “Yes” in the table below. The percentage in 

parentheses that follows indicates the ratio of HIX prices to the comparator prices.  

 

  Commercial Medicare Advantage 
Hospital Insurer IP OP IP OP 

ASV Anthem Yes 
(79%) N/A Yes 

(211%) N/A 

Cleveland Clinic Anthem Yes 
(100%) 

Yes 
(100%) No No 

Cleveland Clinic Aultcare N/A Yes 
(100%) N/A N/A 

Cleveland Clinic CareSource N/A N/A N/A No 

Cleveland Clinic UPMC N/A Yes 
(100%) N/A No 

Hartford Hospital Anthem Yes 
(93%) 

Yes 
(93%) No No 

Hartford Hospital ConnectiCare Yes 
(93%) 

Yes 
(93%) No No 

IUH CareSource N/A N/A Yes 
(150%) 

Yes 
(150%) 

IUH Managed Health 
Service N/A N/A Yes 

(165%) 
Yes 
(165%) 

MGH Allways N/A Yes 
(62%) N/A N/A 

MGH Fallon N/A Yes 
(61%) N/A No 

MGH Tufts N/A No N/A Yes 
(100%) 

Memorial Regional Avmed No No No No 

Memorial Regional Oscar N/A N/A Yes 
(180%) 

Yes 
(180%) 

UPENN Highmark No No No No 

WBHRO BCBS No Yes 
(100%) No No 

WBHRO BCN Yes 
(100%) 

Yes 
(100%) No No 

WBHRO Humana No N/A No N/A 

WBHRO Meridian N/A N/A No Yes 
(130%) 



WBHRO Molina N/A N/A No Yes 
(125%) 

WBHRO Priority Health No No No No 

WBHRO Total Health Care No Yes 
(100%) N/A N/A 

 

Source: Authors’ analysis of public hospital price data. 

 

Note: IP=inpatient, OP=outpatient. Hospital name abbreviations are Massachusetts General 

Hospital (MGH), Ascension St. Vincent (ASV), University of Pennsylvania at Lancaster 

(UPENN), Indiana University Hospital (IUH), William Beaumont Hospital Royal Oaks 

(WBHRO). 
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