
R E F O R M  T R E N D S

ajmc.com 9.16 / 45

What US Health Insurers’ Data Show  
for ACA “Repealers”

ABSTRACT

The healthcare reform brought about as a result of the Affordable Care Act (ACA) 

in 2010 marked the start of a new era for the US healthcare industry, with the 

main objective being to extend insurance coverage to the previously uninsured 

population and thus provide coverage for all Americans. In consideration of calls 

for possible repeal or revision of the ACA, we depict the large-scale structure of 

the US healthcare system before and after the ACA by visual models, and present 

dynamic trends in healthcare utilization based on health insurers’ own data. The 

exhibits of the healthcare system portray the health insurance industry as a key 

player with a dual role as both a financial intermediary and the manager of care be-

fore and after the ACA (albeit with many limitations and requirements since 2010). 

Given their key role, the annual financial statements of all health insurers are a rich 

source of comprehensive data for developing utilization trends for 5 covered sub-

populations—employer-provided group insurance (not for self-insurance), individual 

coverage, Medicaid, Medicare, and federal group coverage—for 3 utilization factors: 

encounters with providers, admissions to hospitals, and duration of hospitalization. 

The data reveal that some of the trends began before ACA enactment, likely as 

consequences of other factors, such as the 2008 financial crisis, which left major un-

employment in its wake. One resulting prominent trend is the continuous reduction 

in employer-provided group health insurance despite a reversal in unemployment; 

provisions of the ACA are considered to play a part in this reduction. Since 2008, 

we have also seen a dramatic increase in member numbers in, and utilization of, the 

Medicaid program. These trends help fill out a picture of the developing status of 

healthcare plans’ membership and utilization, which will inform any discussion of 

changes in, or repeal of, the ACA.    

Reform brought about as a result of  the Affordable Care 
Act (ACA) in 2010 represents substantial change for the 
US healthcare system, as described by Salber and Selecky 

in their 2014 article.1 In their conclusion, these authors raised a 
number of  questions about the ongoing effects of  the ACA. It is 
our hope that our study can respond to some of  their queries, as we 
provide trends on numbers of  insured individuals and healthcare 
utilizations, using annual statement data from the US health insur-
ance industry from 2006 to 2014 (Table). These trends include in-
sured plans for group insurance provided by employers (excluding 
self-insureds), federal employee coverage, individual plans, Medi-
care, and Medicaid. We have data for the membership (number 
of  insureds) in each subpopulation, and utilization factors of  en-
counters, admission to hospitals, and days in the hospital. Before 
presenting the trends data, we provide schematic models (Figure 
1 [A and B]) that illustrate the primary changes that the ACA was 
intended to bring about in the context of  important exogenous 
macro factors. Finally, we present and discuss the trends, which are 
computed from the health insurers’ own data. 

The literature on the impact of  the ACA is vast and rich. How-
ever, it tends to focus on specific utilization items or specific sub-
populations rather than on comprehensive utilization factors of  the 
whole population served by US health insurers in insured plans. 
Therefore, we offer a more comprehensive view in this paper, which 
depicts the healthcare system in the United States before and after 
the ACA and sketches the expected impacts of  the ACA, the impact 
of  the financial crisis, and demographic trends on each subpopula-
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tion. Lastly, we provide trends in membership and utilizations using 
encounters, admissions, and days in the hospital for the period 2006 
to 2014. Trends for group employers’ insured plans, with reductions 
in membership and utilization, are strikingly different from trends 
of  other subpopulations. The Medicaid subpopulation showed the 
most dramatic overall growth; the Medicare subpopulation also 
grew substantially, as did individual coverage, although both to a 
lesser extent. Growth accelerated with the introduction of  state in-
surance exchanges. 

The ACA Model and Expected Changes 
The ACA changed the US healthcare system from the model shown 
in Figure 1A, before the ACA, to the model shown in Figure 1B, 
after the ACA was enacted. These figures illuminate the reforms 
that took place in the US healthcare system from the system stake-
holders’ point-of-view, and are broad in nature. The details of  these 
changes are enumerated below. 

The Major Elements of  the US Healthcare System Before the 
ACA
As shown in Figure 1A, the health insurance industry was a cen-
terpiece of  the healthcare system before the ACA. Health insurers 
had dual roles as: 1) financial intermediaries that move healthcare 
funds from consumers (ie, employers, individuals, and the govern-
ment) to providers; and as 2) managers of  healthcare via networks 
of  providers and a system of  negotiated discounts and utilization 
reviews. Federal regulation was minimal, except for Medicare and 
Medicaid (which were jointly regulated by states and the federal gov-
ernment). For the insurance industry, regulation was exercised by 
state insurance commissions, which supervise for solvency and con-
duct. Before the ACA, the most striking element was the large group 

of  consumers without health insurance coverage. Being outside of  
the insurance system, they had no access to the discounts enjoyed 
by those within the managed care system. With limited access to 
(affordable) healthcare, the uninsured often resorted to emergency 
departments for their medical care. 

Major Changes in the US Healthcare System Introduced by the 
ACA
Signed into law in March 2010, the ACA aimed to provide universal 
healthcare coverage to all Americans. Collaterally, the role of  federal 
regulation increased; however, insurers retained their dual roles as 
financial intermediaries between consumers and providers and as 
managers of  the utilization of  the medical system. The ACA created 
new state insurance exchanges and high-risk pools for consumers 
not traditionally covered; insurers entered into these new market 
niches, as well. The following points summarize key components of  
the US healthcare system under healthcare reform:

•	 Insurance companies.   The insurance industry retains its position 
as the financial intermediator. It transfers healthcare funds 
from the consumers, insureds, employers, and the government 
to the healthcare providers; manages healthcare through the 
managed care system of  discounts, networks of  providers, and 
utilization reviews; and its insurance policies extend and restrict 
coverage and payments through a complex system of  deduct-
ibles, coinsurance, co-pays, and annual maximum out-of-pock-
et expenses. However, the ACA has imposed the following sub-
stantial new restrictions on health insurers, as also enumerated 
by Salber and Selecky1 and expanded here: 
o Profits that result from medical loss ratios less than 85% 

for health coverage sold to large employers are subject to 

Table. US Health Insurance Industry Membership

YEAR NUMBER OF 
INSURERS

INDIVIDUAL 
COVERAGE 
MEMBERS

GROUP COVERAGE 
MEMBERS

FEDERAL 
EMPLOYEES 
COVERAGE 
MEMBERS

MEDICARE 
MEMBERS

MEDICAID 
MEMBERS TOTAL MEMBERS

2006 573 6,436,847 54,990,911 6,086,830 4,868,529 14,603,305 86,986,422 

2007 585 6,757,025 53,077,264 6,404,091 5,447,749 15,255,769 86,941,898 

2008 610 7,024,816 50,824,128 6,269,410 6,244,833 16,761,757 87,124,944 

2009 594 7,948,197  48,337,939 6,242,740 7,255,169 18,908,974 88,693,019 

2010 576  8,504,356 44,753,597 6,218,916 7,443,587 20,794,618 87,715,074 

2011 567  8,989,823 43,549,298 7,143,815 8,210,405 22,728,013 90,621,354 

2012 565 9,233,946 42,373,230 7,413,978 9,026,004 25,118,384 93,165,542 

2013 564  9,267,007 40,895,443 7,272,919 9,866,733 24,759,132 92,061,234 

2014 604 13,456,042 35,295,574 7,121,185 12,329,358 33,075,917 101,278,076 
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being returned to policyholders. Small and large insured 
employers receive a refund for plans with loss ratios less 
than 80% or 85%, respectively.

o Insurers may no longer impose lifetime limits on the cost 
of  medical expenses for the insured.

o Insurers are required to include adult dependent children 
through age 26 on their parents’ health insurance policies.

o Insurers may no longer deny coverage on the basis of  pre-
existing conditions of  insureds.

o All previously underinsured/uninsured individuals are re-
quired to obtain health insurance coverage. However, one 
can still legally escape buying health insurance by paying 
an annual fine (a “tax,” per the US Supreme Court).

•	 Employers’ group health insurance.   Employers historically have 
offered, and continue to offer, group healthcare benefits. How-
ever, the ACA has imposed significant new regulations on em-
ployers who offer group coverage. The following are the most 
substantial of  these new restrictions: 
o Fully insured and self-funded employer group plans are 

subject to a number of  new taxes and fees. For example, 
plans that exceed certain high-dollar thresholds will be 
taxed 40% of  the exceedance. Employers prefer to avoid 
this cost and are taking drastic measures to remain below 
these thresholds.

o Employer mandate of  “pay or play” (enacted in 2015 as 
a shared responsibility provision in the ACA) requires 
employers to offer all eligible employees minimum and 
affordable coverage. For this requirement, annual limits 
and lifetime maximums must be removed. In addition, 
employers are required to maintain premium contribution 
levels that do not allow an employee’s contributions to 
exceed 9.5% of  the employee’s income. Furthermore, em-
ployers are required to offer all eligible employees a mini-
mum level of  coverage that is equivalent to a bronze-level 
plan on the federal health exchange. Under the ACA, 
part-time employees are mandated to be covered.

o Literature on the value of  cost sharing is limited 
to a specific utilization or subpopulation. Thus, 
the hypothesis that cost sharing may be benefi-
cial for health insurance is not necessarily proven. 
One example of  a favorable view of  cost sharing 
is the recent study by Robinson et al,2 who studied 
the impact of  cost-sharing design on drugs at the 
California Health Insurance Exchange. They found 
that “patients can be shielded from the most oner-
ous cost-sharing burdens for specialty drugs while 
keeping premiums affordable for the entire enrolled 
population.” 

•	 Added population to group health insurance.   As noted above, 
children can be covered through age 26, regardless of  sta-

Figure 2. Members in the Health Insurance Subpopulations
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Figure 1. Healthcare Delivery System Pre- and Post ACA 
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tus (eg, student, marital, work, other coverage) and there are 
no preexisting conditions. In addition, new employees do not 
have to wait for coverage past 90 days from date of  hire. Due 
to these changes, and other factors described in eAppendix 1 
(eAppendices available at www.ajmc.com), one might antici-
pate growth in the insured members under group health insur-
ance. But instead, we find declining numbers.

•	 Medicaid.   Under the ACA, all Americans are required to have 

health insurance (or pay a penalty). Those who meet income 
limits are eligible for subsidies or coverage under Medicaid.  
Among the numerous articles on ACA Medicaid expansion 
one that is especially relevant to our study is, “Top ACA 
News: Medicaid Expansion, Plan Satisfaction, and More.”3 
Here, Joszt notes large growth in Medicaid members and uti-
lization, and observes that there is a lot to uncover for “Re-
publican presidential hopefuls [who] may all be ready to re-
peal and replace the Affordable Care Act,” as “the health law 
continues to make big changes to the US healthcare system.” 
We also found large growth in Medicaid members and utili-
zation (see the next main section on “Trends in Membership 
and Utilization” for more information).

•	 Coverage expansion in the exchanges and health marketplaces.    Cover-
age is provided to individuals who were unable to receive cov-
erage because of  preexisting conditions (ie, those who did not 
meet the Medicaid income benchmark and those who did not 
receive coverage under their employers). 

•	 Medicare.   Increases in longevity of  the US population and the 
large contingent of  baby boomers entering retirement suggests 
continuous growth in the Medicare population and utilization 
independent of  the ACA. Furthermore, it appears that specific 
elements characterizing this subpopulation in relation to health 
utilization is increasing use further. Brandt et al4 studied the 
“Methodological Effects on the Measurement of  Repeat Hos-
pitalizations” of  the Medicare population and concluded that, 
“Results suggest measurement of  readmissions incentivizes in-
efficient behavior.” Our results support this trend.

•	 Regulation.   The scope of  federal regulation of  the health insur-
ance system has expanded substantially. At the same time, the 
scope of  state regulation has not diminished.

In summary, the natural expectation is that the trends in health 
insurance membership and healthcare utilization for each of  the 
5 subpopulations would be influenced by the 2008 financial crisis, 
the growth in the Medicare population, expansion of  medical tech-
nologies, and ACA implementation. For each subpopulation, one 
naturally expects growth—except, possibly, for the group health 
insurance provided by employers. Major negatives for the possi-
bility of  growth in employer-provided insurance are the reduction 
in employment that followed the 2008 financial crisis and the addi-
tional disincentivizing requirements of  the ACA after 2010. How-
ever, employment began to grow again about 2 years after the crisis 
(eAppendix 2). A priori, the net effect is uncertain; employer group 
insurance members and utilization continued a secular decline that 
began even before the crisis. 

Trends in Membership and Utilization as Extracted From 
US Health Insurers’ Annual Statements Data
The changes in the healthcare landscape that the ACA introduced, 

Figure 3. Number of Encounters With Physicians and 
Nonphysicians
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together with other macro-level factors outlined in the prior section, 
set our expectations for the trends in utilization among the covered 
subpopulations. The 2008 financial crisis, the aging of  the US popu-
lation, and the beginning of  the exchanges as alternatives for sources 
of  coverage are among the factors, which may work in conjunction 
with, or in opposition to, ACA-only factors to affect trends.  

In this section, we examine the actual trends using US health 
insurers’ own annual statement data that is filed with the National 
Association of  Insurance Commissioners (NAIC). We disaggregat-
ed and tabulated the data by covered subpopulation and type of  
utilization. The data include all insurers that report to the NAIC as 
health insurers; HMOs are included, but not self-insured plans that 
are administered by the health insurers as third-party administrators. 
The data also do not include insurers that report to the NAIC as life 
insurers, some of  whom provide health insurance among their lines. 
Following are the step-by-step examinations we conducted.

Data Mining Methodology
First, for each year from 2006 to 2014, we sorted every insurer’s mem-
bers (insureds) into the following subpopulations: working individuals 
in group comprehensive coverage, insured under individual compre-
hensive coverage, federal employees (ie, Federal Employees Health 
Benefits Program), Medicare recipients, and Medicaid insureds. Next, 
we totaled healthcare utilizations in the following 3 categories for each 
subpopulation: encounters with physicians and nonphysicians, admis-
sions to hospitals, and days in the hospitals. In the Table, we show the 
membership totals of  each of  the 5 subpopulations.

Trends in the Number of  Insureds, by Subpopulation, for the 
US Health Insurance Industry, 2006-2014
A quick review of  the Table and Figure 2 (which corresponds to 
the Table) shows that the growth in Medicaid membership is as ex-
pected. For group health insurance, the trend clearly shows that the 
membership is on a decline. We also see an increase in individual 
health insurance, especially from 2013 to 2014, when the state in-
surance exchanges began. Both Medicare and Medicaid members 
tripled since 2005, while group insurance members declined by 35%. 
Figure 2 overlays trends in the number of  insureds in our 5 subpop-
ulations, as indicated in the Table. 

Trends in Healthcare Utilization, by Subpopulation of  
Insureds, for the US Health Insurance Industry: Encounters 
With Providers
In line with Figure 2, Figure 3 (A and B) represents the changes in 
the usage of  the medical delivery system as measured by the number 
of  encounters with physicians and nonphysicians. The trend is similar 
to the growth and decline in members. The substantial increase in use 
by the Medicaid population began before the ACA in 2010 and the 
2008 financial crisis. We see a decline in encounters for group insur-
ance plans and an indication of  growth in individual coverage since 

2013, the beginning of  the exchanges. Independently of  the ACA, the 
increase in the aging population and the retirement of  baby boomers 
contribute to the growth in encounters for the Medicare population. 
 
Trends in Healthcare Utilization, by Subpopulation of  Insureds, 
for the US Health Insurance Industry: Inpatient Admissions and 
Duration of  Hospitalization
Figure 4 (A and B) shows that utilization of  hospital admissions 
and duration of  hospitalization by the subpopulation covered by 
comprehensive group plans is in decline. The Medicaid population 
has shown a dramatic growth in the use of  these utilization factors. 
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Figure 4. Total Inpatient Utilization
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The results found by Brandt et al4 in “Methodological Effects on 
the Measurement of  Repeat Hospitalizations” are supported by the 
trend in admissions for the Medicare population. 

Findings
Generally, Figures 2-4 show that discernible trends in utilization 
were in place before the ACA. Moreover, the trends are substan-
tially different among the 5 covered subpopulations that we identi-
fied. Particularly striking are 2 trends: 1) a decline in utilization, as 
well as in the number of  covered members, for individuals covered 
by employer group health insurance; and 2) a strong increase in 
utilization for individuals covered by Medicaid and Medicare—es-
pecially Medicaid. 

In addition, the following trends are less striking, but still notable: 
1) growth in individual health insurance from 2013 to 2014 with the 
creation of  the exchanges; and 2) federal employee coverage and 
individual comprehensive coverage also show increases in utilization 
and number of  individuals covered, but these trends are modest in 
comparison with the dramatic changes for employer group insur-
ance coverage and Medicaid and Medicare.

Conclusions
In seeking possible explanations for the trends we found, we must 
look beyond the ACA, as these trends were in evidence before the 
ACA was enacted. The ACA may or may not have enhanced the 
trends, but other factors were also in play, one surely being the Great 
Recession during the late 2000s, which reduced employment and cut 
off  former employees from access to group insurance. In addition, 
the Great Recession led to the failure of  businesses and consequent 
cancellation of  group coverage plans; however, the recovery of  em-
ployment in 2010 did not lead to a reversal of  the downward trend 
in group coverage or utilization. 

It can be hypothesized that the mandates and requirements of  the 
ACA, as well as its offer of  exchanges as alternatives to employer in-
surance, may have encouraged many employers to cancel their group 
insurance plans after 2010. It would be speculative, and perhaps pe-
jorative, to suggest that the reduction of  employer involvement in 
healthcare was an intended consequence of  ACA. Nonetheless, em-
ployer group coverage has declined, for whatever reasons—intend-
ed or not—in spite of  an increase in employment since 2010. For 
insureds covered by employer group insurance, the decline in utiliza-
tion, such as encounters with providers, admission to hospitals, and 
days in the hospital, may also be attributed to the move from richer 
health insurance plans to more deductibles, coinsurance, and greater 
out-of-pocket expenses. Being in a bronze plan, as opposed to a 
“Cadillac” (rich) plan, can lower the use of  the healthcare system, as 
well. Further details are provided in eAppendix 1. 

In addition, the steady aging of  the population, as the large baby 
boomer generation retires from the work force and joins the Medi-
care ranks, surely adds to the growth of  utilization in this subpopu-
lation. Steady advances in medical science and technology may also 
play a role in utilization growth, as illnesses that were formerly ne-
glected or treated poorly become amenable to effective treatment.    
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eAppendix 1 

 

This eAppendix is based on an interview with Hannah Clinger, a VP with Willis and Willis 2015 
Benchmarking survey.1 

In addition to the ACA requirements stated in Section II for employers’ group health insurance, 
there are new employers’ administrative costs: 

• W-2 Reporting of Health Insurance Premiums: Payroll systems had to be amended to 
include this report. 

• Form 1094/1095 Reporting Requirements: A required information report to employees so 
they will know whether or not to pay the new tax (penalty) for not having ACA-
compliant coverage. Payroll systems had to be amended to include this report. Many 
employers have outsourced this requirement, resulting in the opening of a market for 
specialty TPAs or payroll vendors. 

• Many new tracking requirements, including Eligibility Hour Tracking – Measurement 
Periods - Look Back Periods, Stability Periods  

• Summary of Benefits & Coverage: By the first day of open enrollment, employers must 
provide this lengthy, 8-page document to employees. It is difficult to obtain accurate data 
from insurers to populate fields in the document. 

• Notification of Exchange Availability: This notice must be delivered to all employees, 
not just the benefits-eligible, within 14 days of hire. 

• Increase in communications with employees: Employees continue to rely on their 
employers for information related not only to their benefits, but also to options available 
to them in the marketplace. Human Resources Departments continue to be a lean 
operation at most mid-sized to large employers, and their knowledge about all areas of 
compliance, including Individual Mandate law, is limited. 

 

In response to the preceding imposed changes, employers have adopted a number of coping 
strategies to control costs. Some of these coping strategies are outline below. All of these could 
contribute to the trend that we document toward lower utilization among employers’ sponsored 
health plans. 

• Introduction of High Deductible Health Plans – have increased ten-fold since the 
financial crisis, continued rising trends, unsustainable cost increases, lack of strategic 
methods to contain these risks/costs; this has only increased with the inception of ACA. 
Employer contributions for large groups were maintained at 80% of premiums at the 
inception of ACA.  Mandates stipulate that the minimum contribution cannot exceed 
9.5% of salaries - therefore many employers have drastically lowered their overall 
contribution structure to remain in compliance for affordability, but share more of the 
cost with their employees.  The minimum required is 50% of the employee only cost on 
the lowest cost plan; a far cry from the historic 80% levels. 

• ACA maintains that the minimum plan required offered is 60% actuarial value/Bronze 
level equivalent – this was not even a group offering when incepted, since many 



employers have created/adopted these plans as their base offering and the plan in which 
contribution strategies are structured 

• ACA defined dependents not to include spouses – many plans have removed or restricted 
access to spouses to make it cost prohibitive or not an option 

• Adverse Selection to plans have increased in a number of ways due to the provisions – 
pre-existing condition removal, annual and lifetime maximum removals, etc; therefore 
employers make many strategic changes to limit this costly effect, all at higher costs or 
restricted access to their employees and their families 

• Wellness provisions were expanded for employers, allowing them to have premium 
differentials up to 50% higher in cost for tobacco users. Many employers have 
implemented this strategy or prevented tobacco users from joining their plans at all.  
Additionally, plans can charge up to 30% higher for certain other provisions, including 
BMI ratios within certain thresholds 

• Employers implement hybrid Pay or Play strategies to control the costs associated to the 
number of newly eligible due to the 30 hour rule vs. the historic 40 hour standard – 
hybrid strategies have them providing sub-standard or no benefits for some groups and 
continuing to offer coverage for grandfathered employees – this truly shifts the culture of 
an organization, most often in a direction they do not wish to explore, but are forced 
because of rising costs 

 

Employers’ group types who have been impacted most: 

• Variable Hour Employers – hospitality, restaurant groups, large part-time work forces 
• Small to mid-size employers – lack of medical renewal negotiation already existed (under 

100 eligible employees) causing deep financial management problems related to 
insurance costs - many have been forced to limit growth to remain under the Pay or Play 
requirement 50 employee threshold 

• Those that offer “Cadillac” level plans today – forced to migrate from very generous 
benefit offerings to lower cost plans with sub-optimal benefit levels 

• Groups that were already on the cusp of not offering coverage due to cost control 
problems, who considered dropping coverage, but upon evaluation of the risk, could not 
afford to exit. They continued the coverage to not endure loss of tax deductibility, or have 
to change recruitment and/or retention strategies to maintain tenured and valued 
employees. These employers did not wish to have the added cost of grossing up salaries 
to adjust for individual market cost to employees which is estimated at a 40% increase in 
costs.  Most employers cannot afford these added costs and have struggled to opt into the 
Play environment. 
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eAppendix 2 

 

We computed trends in employment data to understand extent of the 2008 financial crisis that 
left many unemployed. 

 

Employment changes in the period 2006-2014 

The ACA was signed into law in 2010, after the financial crisis that began in 2008. By 2010, the 
crisis reduced employment in the United States to 92.6% of its level in 2008. Employment began 
to recover after 2010 (see Exhibit 1 in eAppendix 2). The employment picture in the United 
States as shown in Exhibit 1 indicates the decline in employment was beginning to reverse in 
2010.  

 

Exhibit 1: Employment data for the US population 

  

Source: http://www.census.gov/econ/susb/. 

 

 

 

 

110,000,000	  

112,000,000	  

114,000,000	  

116,000,000	  

118,000,000	  

120,000,000	  

122,000,000	  

20
06
	  

20
07
	  

20
08
	  

20
09
	  

20
10
	  

20
11
	  

20
12
	  

20
13
	  

Employment	  

Employment	  


	05_AJAC_Baranoff_916
	AJAC - 4.3.16_eAppendix (Baranoff)



