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I. Executive Summary
The expansion in coverage due to the Affordable Care Act
(ACA) increased the number of insured Americans by 20
million.1 Although access to health insurance has expanded
significantly in recent years, and the ACA instituted important protections for patients, those who gained insurance
through ACA health insurance exchanges are being offered
plans that make them bear an increasing portion of their
healthcare costs since the law was implemented. Access to
health insurance is not sufficient if patients cannot afford
to purchase coverage or utilize their benefits due to high
premiums, high out-of-pocket costs, limited networks, and
insufficient state and federal patient protections.
This paper outlines the key challenges facing patients in
plans insurance companies offer through ACA health insurance exchange markets and details the changes in patient
cost-sharing. This paper will demonstrate that:
1. Health plan networks have grown increasingly narrow,
limiting patient access to in-network providers, with
specialties like anesthesiologists, radiologists, and
emergency physicians often out-of-network in exchange plans;
2. Non-subsidized exchange marketplace premiums have
increased faster relative to other markets, such as employer-sponsored insurance and Medicare Advantage,
since 2014;
3. Deductibles and maximum out-of-pocket limits
(MOOPs) have grown across all payers, placing a
higher financial burden on sicker patients;
4. Despite the growth in deductibles and MOOPs,
cost-sharing for services after the deductible has remained relatively constant, though patients are increasingly required to pay coinsurance to access their care;
and
5. Federal and state rules around network adequacy have
not kept pace with the growing patient burden.
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II. Introduction to the
Patient Financial Burden

Patient healthcare spending is made up of various types of
spending. In the case of plans insurance companies offer
on the ACA exchange markets, nearly every aspect of patient out-of-pocket spending has trended towards additional costs or burdens on patients. Patient spending on
healthcare generally can be split into four main areas:
1. Provider Networks. Health plans do not cover all
services or all providers. The number and types of providers that health plans cover in their networks varies.
Narrow networks, where an insurance company strictly
limits providers it considers in-network, are increasingly
the only options available. In ACA exchange markets,
most plans have limited to non-existent out-of-network
coverage, so the entire cost of any out-of-network
care falls on the patient. Importantly, patient spending on out-of-network care does not count toward a
patient MOOP. Moreover, narrow networks may require
patients to travel further distances to access necessary
care.
2. Premiums. Patients pay a premium to their health plan
every month. In the ACA exchange markets, low-income enrollees are eligible for premium subsidies that
limit their monthly premiums, but the vast majority of
enrollees at all incomes are required to pay a monthly
premium for their coverage. As insurance companies
increase premiums, it can place a financial burden on
patients and potentially force them to choose between
healthcare or other important expenses.
3. Deductibles. In most plans offered, patients are
generally subject to a deductible for most services.
Deductibles are a fixed amount that patients must
pay, out-of-pocket, before their health plan begins
paying for healthcare services. Particularly in the ACA
exchange markets, deductibles can be thousands of
dollars a year. Like premiums, insurance companies
have been increasing deductibles dramatically in recent
years.
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4. Other Cost-sharing. In the vast majority of plans
offered, patients are required to pay cost-sharing for
specific services, even after meeting and exceeding
their deductible. Insurance companies often require
either a copay (fixed dollar amount) or coinsurance (a
percentage of the total cost of the service) for patients
when they use healthcare services. These amounts,
particularly coinsurance, can quickly add up for patients
who use their health insurance. While health plans
offered through the ACA exchange markets are statutorily required to cap cost-sharing at a MOOP, patients
are still required to pay up to $7,150 for an individual
or $14,300 for a family in 2017.

III. Health Insurance Networks Have
Become Increasingly Narrow and
More Restricted, Including Fewer
Providers Than Other Markets
Issue Overview

When the ACA exchange markets launched in 2014,
the plans available in the market were evenly split between more restrictive networks, like health maintenance

organizations (HMOs) and exclusive provider organizations
(EPOs), and less restrictive networks, like preferred provider organizations (PPOs) and point-of-service plans (POSs).
Details about plan network designs can be found below in
Table 1.
Since 2014, ACA exchange markets have rapidly moved
away from open networks towards more restrictive networks
(Chart 1). This narrow network trend can apply to specific
provider types as well. Specialties like anesthesiologists,
radiologists, and emergency physicians are often out-ofnetwork in ACA exchange plans, particularly compared
to employer-sponsored insurance or Medicare Advantage
networks, hurting patient access to needed services and
exposing them to high out-of-pocket costs.

Impact on Patients

Since 2014, patients have borne increasingly higher portions of their healthcare costs; while over the same period,
plans have also become more restrictive with respect to
their networks. Additionally, narrow network plans often
do not provide any out-of-network coverage, requiring patients who access care out-of-network, intentionally or not,
to pay the full cost of their visit. Even when some plans
offer out-of-network coverage, cost-sharing is generally
higher than in-network care.

Table 1: Overview of Network Types in ACA Exchange Markets

NETWORK TYPES

OVERVIEW

HMO

Health Maintenance Organization. Patients access care by going through a single
primary care physician who will then refer the patient to specialists. Provides limited to
no out-of-network coverage.

EPO

Exclusive Provider Organization. Patients do not need referrals to access providers, but
are only provided a limited network of physicians without out-of-network coverage.

PPO

Preferred Provider Organization. Patients can visit physicians without referrals and
receive some form, though at higher cost-sharing, of out-of-network coverage.

POS

Point of Service Plan. Patients select a single primary care physician who will make
referrals to other specialists. Patients are provided some measure of out-of-network
coverage, though at higher out-of-pocket costs.
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Illustrative Examples
With enrollees in ACA exchange markets generally of
low- to modest-income (84% have incomes below 400%
of the federal poverty level),2 having few providers serving in-network can be a real barrier to access. Patients with
low income are generally unable to afford out-of-network
rates and often rely on public transportation3 to access their
providers. Limited or narrow networks that include fewer
needed providers can substantially add to patient burden.

ACA Exchange Market Trends
Chart 1: Percent of Plan Offerings by Plan Type, 2014 – 2017
Less restrictive
networks1
21%
PPO
10%
13%

EPO
HMO

55%

A 2015 analysis found nearly
KEY STAT: Nearly
15% of ACA exchange networks
41%
of silver plan
examined were “specialist-defiphysician networks
cient” plans, lacking any in-netin 2015 were
work provider for at least 1 spedefined as “small or
cialty.4 Other studies found that
extra small.”
nearly 41% of silver plan physician networks in 2015 were defined as “small (10-25% of physicians in the area participate in-network) or extra small (less than 10% of physician
in the area participate in-network).”5 Often, patients are
either unaware or unable to ascertain the breadth of provider networks when enrolling in a plan, setting them up for
surprises and out-of-network charges when they attempt to
use their benefits.

Chart 2: In-Network Inclusion of Providers by Market,
Comparing ACA Exchange Network Inclusion to
Traditional Commercial and Medicare Advantage, 20176
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Covered Emergency Physicians

More restrictive networks (Chart 1) limit consumer choice
by reducing the number of providers in-network and the
ability to access out-of-network providers. Relative to other
insurance markets, like traditional commercial insurance
or Medicare Advantage, network inclusion of providers in
ACA exchange plans is very low.

In 2017, exchange plans had the lowest inclusion of providers compared to employer-sponsored insurance and
Medicare Advantage networks, as shown in Chart 2. This
translates to less access to in-network providers, which
shifts higher out-of-pocket spending to patients who are
unable to access providers in-network.

Covered Radiologists

41%

2017

2014

7%

More restrictive
networks2

PPO Example: In 2017, a patient in Salt Lake City,
Utah enrolls in a silver exchange plan with a PPO
network. That patient wants to use an out-of-network
specialist. While her cost-sharing is higher to visit
her preferred specialist (40% coinsurance compared
to 20% in-network), she still receives some coverage
from her health plan.

Covered Anesthesiologists

13%

POS

HMO Example: In 2017, a patient in Atlanta,
Georgia wants to enroll in a silver exchange plan
for 2018. That patient wants to continue visiting
their favorite specialist, so looks for a network which
covers this specialist. There are only HMO products
offered in the patient’s region, leaving her with no
choice but to enroll in an HMO. That HMO does not
cover her preferred specialist, leaving the patient to
choose between switching providers or paying the
full cost of her visit out-of-pocket.

Percent of Exchange In-Network Providers
Compared to Other Market

39%

Consider the following two examples of experience with
health plan provider networks.

-34%

-55%

-80

Exchange Compared to Employer Sponsored Insurance
Exchange Compared to Medicare Advantage
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Health plans in the ACA exchange markets cover substantially fewer anesthesiologists, radiologists, and emergency
physicians than other insurance
markets. As exchange plans
KEY STAT: ACA
searched for ways to reduce
exchange plans at
costs and limit patient utilization,
best covered 34%
they have developed networks
fewer providers
than other markets.
that deprive patients of choice
for the above key specialties.
Across all three providers examined, ACA exchange plans,
on average, at best covered 34% fewer providers than
other markets.

IV. ACA Exchange Market
Premiums Increased while
Employer-Sponsored Insurance
(ESI) and Medicare Advantage
Prescription Drug Plan (MA-PD)
Premiums Stayed Relatively Flat
Issue Overview

For many Americans, the growing cost of healthcare is
taking up a larger share of family budgets.7 Approximately
30% of those with health insurance report trouble affording
premiums and other patient cost-sharing.8 Affordability is
of concern for consumers in the ACA exchange markets,
who have assumed the largest increases in premiums since
2014. Most individuals in the ACA exchange markets, approximately eight million people,9 receive some form of
subsidy to help pay their premiums and are therefore protected from the premium increases. However, nearly 16%
of consumers enrolled in an ACA exchange plan and all
unsubsidized enrollees of off-exchange health plans—totaling approximately eight million individuals10—pay the
entire cost of their health plan premium.11
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patients are less likely to drop insurance--large premiums
increases have been proven to lead to patients dropping
coverage.

Market Trends

Historically, health insurance premiums across all markets have steadily increased every year. However, in
recent years, premiums for ESI and Medicare Advantage
Prescription Drug Plans (MA-PDs) have stayed relatively
stable.13 Average yearly premiums for single coverage ESI
rose from $6,025 to $6,690 from 2014 to 2017, an increase
of 11%.14 On average, employers subsidize 82% of an employee’s health premium. Thus, employee contributions
only rose from $1,081 a year in 2014 to $1,213 a year in
2017.15 Beneficiary portions of the MA-PD premiums have
increased just 3% from 2014 to 2017, and on average were
$36 dollars in 2017.16
Conversely, ACA exchange market premiums, particularly
for the most popular type of exchange plans (silver), increased at much higher rates over the last four years (2014
– 2017). Between 2014 and 2017, unsubsidized silver exchange plan premiums increased 28% from an average of
$434 to $554 a month, an increase of $1,440 a year, for a
non-smoking 50-year old (Chart 3).17
Chart 3: Average ACA Exchange Market Premiums,
2014 - 201718
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2014
2017
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$554
$434
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Impact on Patients
Extensive analysis has shown that premium increases, when
incomes and other measures are held equal, lead to reductions in the number of patients enrolled in health insurance. The nonpartisan Congressional Budget Office (CBO)
assumes that for every 10% increase in premiums, there
is a 6% reduction in the number of individuals enrolled.12
While there are often mitigating factors--for instance sicker
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Silver
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Illustrative Examples

Consider the following two examples of experience with
monthly premiums for health plan enrollees of the same age.
Example 1: Michael is self-employed and purchases
health insurance coverage on the ACA exchange. He
makes too much money to qualify for subsidies, but
has diabetes and needs to use his coverage regularly,
so he selects a more generous gold plan. Since
2014, his gold plan has experienced similar premium
increases to the rest of ACA exchange markets. In
2014, he paid $505 a month, or $6,060 a year, for
his plan. By 2017, his gold plan premiums had risen
41%, to $712 a month, or $8,544 a year. This means
Michael will pay $2,484 more in 2017 than he paid in
2014 for the same healthcare coverage.

Example 2: Elizabeth receives health insurance coverage through her employer and has diabetes, so she
uses her coverage every year. She has been enrolled
in the same employer plan since 2014 and her employer’s premium contribution has remained relatively
steady, covering 82% of the total cost. Elizabeth’s
employee plan premium has increased by 11% since
2014, to $101 a month, or $1,213 a year. This means
Elizabeth will pay $132 more in 2017 than she paid
in 2014. Her employer will spend approximately 11%
more, or $533, in 2017 than in 2014.

Yearly Premium
Contributions

2014

2017

Total
Increase

Michael

$6,060

$8,544

$2,484

Yearly Premium
Contributions

2014

2017

Total
Increase

(ACA Exchange Gold Plan)

Elizabeth (Employer Plan Premium Contributions)
Elizabeth Pays

$1,081

$1,213

$132

Elizabeth’s Employer Pays

$4,944

$5,477

$533

(Employer Coverage)

(Employer Coverage)

In these examples, which mirror the market trend in the
individual and employer health insurance markets respectively, the patients all pay more for their premiums in 2017
compared to 2014. However, Michael’s premium increased
nearly $1,800 more than Elizabeth’s premium. Rapid premium increases for plans insurance companies offer on ACA
exchanges create affordability challenges for enrollees like
Michael, and are an example of the increased financial
burden enrollees are bearing in the ACA exchange markets.

V. Deductibles and Maximum
Out-of-Pocket Costs Increase
Faster in Plans Offered on the
ACA Exchanges, Compared to
ESI and Medicare Advantage
Issue Overview

While premiums are an important part of a patient’s healthcare spending in each year, deductibles and MOOPs can
also shape patient total OOP costs. In the vast majority of
plans, patients must spend up to their deductibles, sometimes paying thousands of dollars out-of-pocket, before
their health plan starts to share in the cost of care.19 Once
patients reach their deductible, they still need to continue
paying cost-sharing up to the MOOP--the limit on total outof-pocket spending an enrollee can pay for services and
prescription drugs in a year before a health plan will pay
100% of all in-network covered services. As premiums have
risen in recent years, so have deductibles and MOOPs in
the ACA exchange market.
The ACA provided low-income individuals, those with incomes between 100% and 250% of the federal poverty level
(FPL), with some assistance in affording their deductibles
and MOOPs. Low-income enrollees are eligible to receive
ACA cost-sharing reductions (CSRs)20 and enroll in silver
plans that reduce their deductibles, MOOPs, and cost-sharing for the year. However, these plans are only available to
those who qualify–currently just 57% of exchange enrollees
qualify and enroll.21 And while CSRs lower out-of-pocket
costs for enrollees with low income, they do not eliminate
OOP cost and still leave patients facing MOOPs and deductibles that can cost thousands of dollars out-of-pocket.
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Meanwhile, middle-income enrollees face the prospect of
paying the full cost of their deductibles and MOOPs.

Impact on Patients

In the last year, 27% of Americans reported putting off or
postponing needed care due to cost.22 Studies have shown
that higher deductibles reduce utilization of healthcare services and treatments, including necessary services or prescription drugs.23 By postponing and eliminating needed
care, many Americans put themselves at risk for worse
health outcomes over time.24 One study done by researchers from the University of California at Berkeley and Harvard
University found that employees that were switched to a
high-deductible health plan (HDHP) found that the introduction of deductibles led to a 12-14% reduction in the
firm’s total healthcare spending, with employees spending
less on services due to the higher out-of-pocket costs.25
Some of the reductions in spending came from a cut back
to valuable care, such as preventive services.

Market Trends

As seen in Chart 4, in 2014, combined deductibles for silver
plans–the most popular plans offered–averaged $2,480 a
year. By 2017, average silver plan deductibles had risen to
$3,703, an increase of 49% over a period of only four years.
Likewise, for the second most popular metal level–bronze
plans–average deductibles rose 20% from $5,024 in 2014
to $6,014 in 2017.26

Deductible

Chart 4: Average Combined Deductibles by
Metal Levels, 2014 and 201727
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In 2016, 42% of enrollees faced deductibles between
$2,500 and $7,150.28 29 Astoundingly, almost 90% of enrollees in ACA exchange plans, including those that receive CSR subsidies, had deductibles above $1,300, which
is above the Internal Revenue Service (IRS) definition of a
high-deductible health plan.30 Average plan deductibles for
individuals with employer-sponsored insurance have not
risen as much as those in exchange plans.31 Additionally, ESI
deductibles tend to be a lower dollar amount than deductibles in the ACA exchanges. According to the Employer
Health Benefits Annual Survey, average deductibles for employer plans increased 23%, from $1,217 in 2014 to $1,505
in 2017.32
Along with deductibles, average MOOP amounts increased
for exchange enrollees, though much less dramatically. The
average silver plan MOOP increased 12% over the last four
years, from $5,844 in 2014 to $6,528 in 2017.33 Between
2016 and 2017, MOOPs increased 6%, outpacing the statutory limit ($7,150 for an individual and $14,300 for a family
in 2017)34 growth of 4% annually.35 Most years MOOPs rise
parallel to the increase in MOOP limit dictated by the ACA.

Illustrative Examples

Consider the following two examples of experience with
out-of-pocket costs for health plan enrollees of the same
age.
Example 1: Janet has been enrolled in her silver exchange plan since 2014. She makes too much money
to be eligible for ACA cost-sharing reduction (CSR)
subsidies. In 2014, she hit her deductible and paid
$2,500 out-of-pocket in addition to her premiums.
By 2017, her deductible had risen to $3,700 a year,
growing nearly 48%. Janet still has the same yearly
healthcare expenses, but the growth in deductibles
has increased her out-of-pocket spending by $1,200
in just over four plan years.

Example 2: Juan has received health insurance
through his employer since 2014. His employer plan
deductible was $1,200 in 2014. His healthcare needs
lead him to spend up to the deductible every year.
By 2017, his deductible had risen to $1,500 a year, an
increase of approximately 23%, or $300.
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Total
Increase

Janet

$2,500

$3,700

$1,200

Juan

$1,200

$1,500

$300

(ACA Exchange Silver Plan)

(Employer Coverage)

While both examples demonstrate how deductibles and
cost-sharing have risen across the healthcare industry, there
are substantial differences between the ACA exchange
market and traditional employer-sponsored insurance.
Deductibles and the required out-of-pocket cost-sharing
for exchange enrollees are not only substantially higher for
someone like Janet, but they are also growing at a faster
rate than in other markets, greatly contributing to higher
patient financial burdens.
		

VI. Cost-sharing for Specific Services
Has Remained Relatively Stable,
Despite Increases in Deductibles
Issue Overview

In recent years, while deductibles and premiums have increased dramatically, the amount of cost-sharing consumers are required to pay after the deductible has remained
relatively constant, with more plans shifting cost-sharing
from copays to coinsurance. Patients are paying more to
reach their deductibles, but then not seeing an associated reduction in cost-sharing for those services after the
deductible.

Impact on Patients

The literature strongly suggests that insurance company
use of high cost-sharing, both copayments and coinsurance, leads to reductions in needed care. Some healthcare complications tend to be relatively inelastic, like acute
events or emergency non-elective surgeries, and the patient will use the healthcare service regardless of cost.
However, for other services, including prescription drugs,
preventive care, primary care and specialist visits, and ambulatory care, increased cost-sharing reduces utilization.36
One study found that newly imposing 25% coinsurance to
health plan enrollees led to a 21.4%37 reduction in patients
using physician services.

While high copayments and coinsurance both hurt patient
access to care and lead to high out-of-pocket costs, coinsurance often creates the biggest burden for patients. With
coinsurance, patients pay a percentage of the total cost
of the service, which for high cost services or prescription
drugs can require patients to pay nearly all their MOOP
in a given month. Additionally, unlike standardized copayments, coinsurance amounts are unpredictable and harder
for a family to budget.

Market Trends
Table 2: Average Cost-Sharing for Silver ACA
Exchange Plans for Selected Services, 2014 - 2017
Average
Silver Plan

Specialist
Visit CostSharing

Emergency
Physician
Cost-Sharing

Inpatient
Physician
Cost-Sharing

2014

$54

$289

$97

2017

$54

$292

$699

2014

22%

24%

24%

2017

25%

25%

24%

Copay

Coinsurance

Cost-sharing amounts for specialists, emergency room, and
inpatient physicians has remained relatively constant in the
ACA exchange market (Table 2). However, despite the relative stability of the cost-sharing amounts in ACA exchange
plans, the types of cost-sharing (coinsurance compared to
a copay) have shifted towards greater use of coinsurance
and potentially higher, more unpredictable patient burden.
Chart 5: Percentage of Plans that Cover Benefits
Using Coinsurance vs. Copay, 2014 – 201738
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For all three of the physician services shown in Chart 5, the
use of coinsurance has risen from 2014 to 2017. As coinsurance rises, patients are more exposed to the cost of services
and required to pay more out-of-pocket. Patients generally
do not visit specialists, the emergency department, or have
inpatient visits electively. The services included in Chart 5
are examples of healthcare utilization that patients need.
The additional costs to patients from coinsurance fit with a
general trend along with premiums and deductibles: that
of more costs being passed along to patients.

VII. Federal and State Rules Around
Network Adequacy Have Not Kept
Pace with the Growing Patient
Burden
Federal Network Adequacy Standards Have
Improved Since 2014, But Gaps Remain

To help ensure that plans offered by health insurance companies in the ACA exchange markets serve the needs of
enrollees, the ACA established a national standard for network adequacy.39 Exchange plans must maintain “a network
that is sufficient in number and types of providers” so that
“all services will be accessible without unreasonable delay,”
and are required to disclose their provider directories to the
exchange for online publication.40 However, network standards set forth by federal regulation and guidance serve
as the minimum requirements, giving states significant latitude to enforce additional state-specific network rules, so
long as they do not conflict with federal law. To date, the
federal standards have not stemmed the increasing prevalence of insurance companies offering plans with narrow
provider networks, nor do they enforce a standard for all
provider types.

Federal network adequacy standards have become more
stringent from 2014 through 2018, but remain inadequate.
Health plans with limited networks of providers plans were
common in ACA exchange markets in 2014 and continue
to grow in prominence through 2018, from 48% of plans
in 201441 to 73% of plans in the exchange market offering
restrictive networks in 2018.42
2014: In 2014, CMS relied on states’ reviews of network adequacy standards and accreditation to assess
adequate networks for qualified health plans (QHPs).43
Network adequacy was based on “reasonable access”
and ensuring that QHP exchange issuers maintained
networks that were sufficient in number and types of
providers to ensure all services be accessible without
unreasonable delay.44
2015: In 2015, CMS assumed from states the responsibility of ensuring plans maintained adequate networks.
Instead of using accreditation to determine network
adequacy, CMS instead required plans to submit provider lists to assess “reasonable access.” CMS focused
most closely on hospital systems, mental health providers, oncology providers, and primary care providers in
reviewing “reasonable access.”45
2017: For the 2017 plan year, CMS provided more
details to plans, including the proposed time and
distance standards used to assess “reasonable access.”
Additionally, CMS expanded the types of specialties in
which they focused their network adequacy review to:
dental providers (if applicable), endocrinology, infectious disease, outpatient dialysis, and rheumatology, in
addition to hospital systems, oncology, mental health
and primary care.46

Timeline of Federal ACA Exchange Network Requirements
2014

2015

Federal network standards
based on broad “reasonable
access”

CMS requires plan to submit
provider lists and focuses on
access for hospitals, mental
health, oncology, and primary
care providers

2017

2018

CMS reveals how it
CMS launches a pilot in 4
determines reasonable access states to provide enrollees a
and increased providers
measure of “network breadth”
of focus to include dental,
endocrinology, infectious
disease, dialysis, and
rheumatology. CMS withdraws
more stringent proposals for
time and distance standards
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2018: In 2018, HHS will codify a pilot for federally-facilitated exchanges but only in four states.47 The pilot
currently allows consumers to use Healthcare.gov to
compare the breadth of provider networks used by
plans operating in a selected county. The Healthcare.
gov tool also indicates whether a plan is part of an
integrated delivery system.48 This tool could be helpful
in driving consumers toward plans with more provider
choice, but currently there are no plans to expand the
tool beyond four states. For all other network adequacy requirements, CMS maintained the same standards
as 2017.
Despite the improving requirements, CMS has routinely
pulled back on more prescriptive requirements for network
adequacy, giving insurance plans more flexibility. The 2017
proposed time and distance standards were not finalized
and instead CMS simply reiterated their previous network
adequacy standards.49 Additionally, CMS allows health
plans to submit justifications for failing to meet the network adequacy standards without any detailed information
on how CMS determines the validity of the health plans’
verification.
While CMS details which providers they review to ensure
sufficient access, the limited list of specialties leaves out

a vast array of specialists and providers. Specialists like radiologists and anesthesiologists, providers that are routinely not included in-network, are excluded from the reviews.
As such, while CMS has improved its requirements around
network adequacy since 2014, it does not ensure access
to all needed specialties and has generally been less prescriptive with its requirements than originally proposed.
Though the federal standards serve as the minimum and
states could require much more stringent network adequacy rules, many states fail to provide sufficient network adequacy patient protections.

State Network Adequacy Standards Vary Widely

As shown in Table 3, network adequacy standards vary
widely by state. Many states have enacted network adequacy regulations since the implementation of the ACA,
while at least 17 states had enacted laws prior to the ACA.50
As outlined in Table 3, there are substantial differences between states’ network adequacy protections, providing
patients differing levels of protections. Some states have
gone above the federal requirements, but many have
simply aligned their states to the federal requirements,
which as noted previously have proved inadequate for the
ACA exchange market.

Table 3: Network Adequacy Regulations in Key Selected States
State

Summary of Selected Network Adequacy Protections

Conform with the
Federal Standard

Georgia has enacted a statute and promulgated regulations that align with the federal standards.

Go Beyond the
Federal Standard

Pennsylvania’s standards align with the federal standards and implement a set of time and
distance standards for health plans in each county in their service areas, ensuring at least 90% of
enrollees in the county can access covered services within 20 miles or 30 minutes travel for a list
of provider types, including primary care, hospitals, and anesthesiology.

Go Beyond the
Federal Standard

Washington has extensive network adequacy requirements that align with federal standards and
exceed them. Washington requires issuers to demonstrate a comprehensive range of primary,
specialty, institutional, and ancillary services are readily available without reasonable delay to all
enrollees. Health plans are required to include all categories of providers in their networks.

Less Prescriptive or
Nonexistent Standards

North Carolina requires health plans to develop a methodology for determining the size and
adequacy of a provider network. Health plans are required to establish performance targets for
member accessibility to primary and specialty care physician and hospital based services.

Less Prescriptive or
Nonexistent Standards

Ohio has not enacted a statute nor promulgated network adequacy regulations.

Example: Georgia

Example: Pennsylvania

Example: Washington,

Example: North Carolina,

Example: Ohio
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Even among states with greater network adequacy protections than the federal standard, \ the standard of protection
for patients varies dramatically. With the federal standard
lacking, states have a higher obligation to ensure enrollees in their ACA exchanges can access needed care and
providers.

Federal Requirements for Out-of-Network
Coverage Are Limited
While the ACA provides some level of out-of-network
protections for patients, it contains only two main requirements for coverage of out-of-network care. Those requirements include:
1. Out-of-network emergency services at in-network rates;
and
2. Out-of-network services received at in-network settings
(i.e. care from an out-of-network physician at an in-network hospital) at in-network rates.
As noted previously, insurance companies are increasingly
offering products with limited or non-existent out-of-network coverage, which greatly increases the risks of patients
bearing high costs for visiting patient preferred providers.
Under the ACA, health plans are required to cover out-ofnetwork emergency services at in-network rates for consumers. As such, a consumer who utilizes out-of-network emergency services while enrolled in an ACA exchange plan will
pay their health plan’s normal in-network cost-sharing. The
health plan is required to reimburse the emergency provider the greater of:
1. The median amount the plan pays in-network providers
for the emergency service;
2. The amount for the emergency service calculated using
the same method the plan generally uses to determine payments for out-of-network services (such as the
usual, customary, and reasonable amount); and
3. The amount that would be paid under Medicare for the
emergency service.51
While this requirement ensures health plans pay emergency
providers some amount for utilization of provider services,
that amount is not always sufficient to compensate the
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provider’s costs. As such, providers are forced to choose
between losing money or balance billing the patient, which
leads to additional charges for the consumer above and
beyond the in-network cost-sharing paid under the health
plan. Some states—New York being the most prominent
example52—have implemented some form of arbitration
or similar process to insulate patients from balance billing
while ensuring providers are compensated. However, the
federal requirements leave most patients and providers
without adequate protections.
Aside from the federal rules around out-of-network emergency services, CMS finalized for 2018 a new requirement
for ACA exchange health plans. QHPs in ACA exchanges
must now include the cost-sharing paid by an enrollee for
an essential health benefit (EHB) provided by an out-ofnetwork provider at an in-network setting, towards the patient’s MOOP.53 While this requirement allows patients to
reach a MOOP limit faster, it does not insulate them from
future balance billing nor does it ensure the provider is sufficiently reimbursed for their services by the health plan.
As such, despite some protections, cost-sharing for out-ofnetwork services in the exchanges continues to threaten
a large financial burden on to enrollees. As prevalence of
narrow exchange networks continues to increase, in-network providers of certain services could become sparser
and enrollees more vulnerable to surprise costs.
Comparing Federal ACA Exchange Policies to
Medicare Advantage Policies: Federal policy for
the ACA’s exchanges differs from federal policy for
Medicare Advantage plans, which caps cost-sharing
or coinsurance services both in- and out-of-network to
50% of the total MA plan financial liability.54 There are
also additional protections for MA enrollees who are
medically stabilized in an out-of-network facility who
believe their health would be compromised if they
were transferred to an in-network facility.55

While federal protections for patients utilizing out-of-network services has improved since 2014, they are still woefully inadequate to protecting patients from high cost-sharing and balance billing. Limited oversight, coupled with the
increasing trend towards narrower networks contribute to
additional patient burdens under ACA exchange coverage.

The High Cost of Healthcare 2014-2017

VII. Next Steps and
Opportunities for Action
This paper demonstrates in detail how patients in the ACA
exchange market are burdened with an increasingly larger
share of their healthcare costs in recent years. Patients are
paying more in premiums and cost-sharing, and facing ever
more narrow and restrictive networks. While access to insurance coverage has dramatically increased, access to insurance is but one piece to ensuring patients can afford the
healthcare services they need.
In many states across the country, legislatures have passed
laws that ensure stringent and sufficient network adequacy
requirements, actively work to slow the growth of premiums, limit cost-sharing and deductibles, and protect patients from out-of-network charges. However, these laws
are not applied in every state nor do they address all aspects of patient burden. At this rate, the increasing patient
burden is unsustainable. As clearly outlined in this paper,
federal and state protections have not kept pace with this
increased burden, emphasizing the need for future action
to ensure that a growing patient financial burden does lead
to widespread barriers to care.
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About James in Atlanta, Georgia
James lives in Atlanta, Georgia. Since 2014, James has been
enrolled in on-exchange coverage. In 2016, he got a job at a
small business that pays enough to make him ineligible for
subsidies ($50,000). However, his employer doesn’t offer health
insurance. In 2017, James selects a new on-exchange plan.
James has a variety of unexpected health complications in 2017.
During the year, James’s healthcare spending will reach his
deductible – meaning he will need to pay the entire deductible
amount out-pocket. His limited network means James will have
to use out-of-network services, which don’t count towards his
deductible and require him to pay even more money out-ofpocket.

What Barriers to Access
Exist for James?
In Atlanta, James is faced
with high premiums (since
he no longer qualifies for
subsidies), substantial
deductibles and out-ofpocket costs, and access
to in-network physicians.
These factors create
financial or structural
barriers to accessing care.

James Will Need to Spend Up to 15% of His Income on Premiums

$5,335

$5,663

$7,529

Average Bronze
Premiums

Average Silver
Premiums

Average Gold
Premiums

Percent of Income:
11%

Percent of Income:
11%

Percent of Income:
15%

!

James Faces High Up Front Costs to Use His Coverage, Even After
Paying Substantial Premiums

!

!

James Will Have Limited to No Out-of-Network Coverage, with
100% of Plans Offered Being HMOs
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James May Find It Hard to Access to Needed Providers,
With Fewer Included In-Network Compared to Commercial
Coverage or Medicare
Percentage Difference in Number of Providers In-Network for
Exchange Plans Compared to Other Markets, 2017
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Conclusion: Patients like James in Georgia need additional protections to
ensure he gets the care he needs. Georgia has the opportunity to
promote regulations and legislation that ensure James has access to
needed providers and affordable coverage in the coming years.
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About James in Columbus, Ohio
James lives in Columbus, Ohio. Since 2014, James has been
enrolled in on-exchange coverage. In 2016, he got a job at a
small business that pays enough to make him ineligible for
subsidies ($50,000). However, his employer doesn’t offer health
insurance. In 2017, James selects a new on-exchange plan.
James has a variety of unexpected health complications in 2017.
During the year, James’s healthcare spending will reach his
deductible – meaning he will need to pay the entire deductible
amount out-pocket. His limited network means James will have
to use out-of-network services, which don’t count towards his
deductible and require him to pay even more money out-ofpocket.

What Barriers to Access
Exist for James?
In Columbus, James is
faced with high premiums
(since he no longer
qualifies for subsidies),
substantial deductibles
and out-of-pocket costs,
and access to in-network
physicians. These factors
create financial or
structural barriers to
accessing care.

James Will Need to Spend Up to 14% of His Income on Premiums
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Paying Substantial Premiums
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James Will Have Limited to No Out-of-Network Coverage, with 74%
of Plans Offered Being HMOs
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James May Find It Hard to Access to Needed Providers, With Fewer
Included In-Network Compared to Commercial Coverage or
Medicare
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Conclusion: Patients like James in Ohio need additional protections to
ensure he gets the care he needs. Ohio has the opportunity to promote
regulations and legislation that ensure James has access to needed
providers and affordable coverage in the coming years.

!

About Jenn in Philadelphia, Pennsylvania
Jenn lives in Philadelphia, Pennsylvania. Since 2014, Jenn has
been enrolled in on-exchange coverage. In 2016, she got a job
at a small business that pays enough to make her ineligible for
subsidies ($50,000). However, her employer doesn’t offer health
insurance. In 2017, Jenn selects a new on-exchange plan.
Jenn has a variety of unexpected health complications in 2017.
During the year, Jenn’s healthcare spending will reach her
deductible – meaning she will need to pay the entire deductible
amount out-pocket. Her limited network means Jenn will have to
use out-of-network services, which don’t count towards her
deductible and require her to pay even more money out-ofpocket.

What Barriers to Access
Exist for Jenn?
In Philadelphia, Jenn is
faced with high premiums
(since she no longer
qualifies for subsidies),
substantial deductibles
and out-of-pocket costs,
and access to in-network
physicians. These factors
create financial or
structural barriers to
accessing care.

Jenn Will Need to Spend Up to 18% of Her Income on Premiums
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Jenn Will Have Limited to No Out-of-Network Coverage, with
54% of Plans Offered Being HMOs or EPOs
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Conclusion: Patients like Jenn in Pennsylvania need additional
protections to ensure she gets the care she needs. Pennsylvania has the
opportunity to promote regulations and legislation that ensure Jenn has
access to needed providers and affordable coverage in the coming years.
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About Jenn in Nashville, Tennessee
Jenn lives in Nashville, Tennessee. Since 2014, Jenn has been
enrolled in on-exchange coverage. In 2016, she got a job at a
small business that pays enough to make her ineligible for
subsidies ($50,000). However, her employer doesn’t offer health
insurance. In 2017, Jenn selects a new on-exchange plan.
Jenn has a variety of unexpected health complications in 2017.
During the year, Jenn’s healthcare spending will reach her
deductible – meaning she will need to pay the entire deductible
amount out-pocket. Her limited network means Jenn will have to
use out-of-network services, which don’t count towards her
deductible and require her to pay even more money out-ofpocket.

What Barriers to Access
Exist for Jenn?
In Nashville, Jenn is faced
with high premiums (since
she no longer qualifies for
subsidies), substantial
deductibles and out-ofpocket costs, and access
to in-network physicians.
These factors create
financial or structural
barriers to accessing care.

Jenn Will Need to Spend Up to 20% of Her Income on Premiums
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Jenn Will Have Limited to No Out-of-Network Coverage, with
73% of Plans Being EPOs
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Conclusion: Patients like Jenn in Tennessee need additional protections
to ensure she gets the care she needs. Tennessee has the opportunity to
promote regulations and legislation that ensure Jenn has access to
needed providers and affordable coverage in the coming years.
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About James in Salt Lake City, Utah
James lives in Salt Lake City, Utah. Since 2014, James has been
enrolled in on-exchange coverage. In 2016, he got a job at a
small business that pays enough to make him ineligible for
subsidies ($50,000). However, his employer doesn’t offer health
insurance. In 2017, James selects a new on-exchange plan.
James has a variety of unexpected health complications in 2017.
During the year, James’s healthcare spending will reach his
deductible – meaning he will need to pay the entire deductible
amount out-pocket. His limited network means James will have
to use out-of-network services, which don’t count towards his
deductible and require him to pay even more money out-ofpocket.

What Barriers to Access
Exist for James?
In Salt Lake City, James is
faced with high premiums
(since he no longer
qualifies for subsidies),
substantial deductibles
and out-of-pocket costs,
and access to in-network
physicians. These factors
create financial or
structural barriers to
accessing care.

James Will Need to Spend Up to 18% of His Income on Premiums

$4,547
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James Faces High Up Front Costs to Use His Coverage, Even After
Paying Substantial Premiums
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James Will Have Limited to No Out-of-Network Coverage, with
81% of Plans Offered Being HMOs
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Conclusion: Patients like James in Utah need additional protections to
ensure he gets the care he needs. Utah has the opportunity to promote
regulations and legislation that ensure James has access to needed
providers and affordable coverage in the coming years.
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About Jenn in Fairfax, Virginia
Jenn lives in Fairfax, Virginia. Since 2014, Jenn has been enrolled
in on-exchange coverage. In 2016, she got a job at a small
business that pays enough to make her ineligible for subsidies
($50,000). However, her employer doesn’t offer health insurance.
In 2017, Jenn selects a new on-exchange plan.
Jenn has a variety of unexpected health complications in 2017.
During the year, Jenn’s healthcare spending will reach her
deductible – meaning she will need to pay the entire deductible
amount out-pocket. Her limited network means Jenn will have to
use out-of-network services, which don’t count towards her
deductible and require her to pay even more money out-ofpocket.

What Barriers to Access
Exist for Jenn?
In Fairfax, Jenn is faced
with high premiums (since
she no longer qualifies for
subsidies), substantial
deductibles and out-ofpocket costs, and access
to in-network physicians.
These factors create
financial or structural
barriers to accessing care.

Jenn Will Need to Spend Up to 16% of Her Income on Premiums
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Jenn Faces High Up Front Costs to Use Her Coverage, Even After
Paying Substantial Premiums
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Jenn Will Have Limited to No Out-of-Network Coverage, with 76%
of Plans Offered Being HMOs or EPOs

58%

16%
PPO

POS

EPO

HMO

!

8%

18%

Jenn May Find It Hard to Access to Needed Providers, With Fewer
Included In-Network Compared to Medicare Advantage
Percentage Difference in Number of Providers In-Network for
Exchange Plans Compared to Other Markets, 2017
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Exchange Compared to Medicare Advantage

Conclusion: Patients like Jenn in Virginia need additional protections to
ensure she gets the care she needs. Virginia has the opportunity to
promote regulations and legislation that ensure Jenn has access to
needed providers and affordable coverage in the coming years.

!

About Jenn in Seattle, Washington
Jenn lives in Seattle, Washington. Since 2014, Jenn has been
enrolled in on-exchange coverage. In 2016, she got a job at a
small business that pays enough to make her ineligible for
subsidies ($50,000). However, her employer doesn’t offer health
insurance. In 2017, Jenn selects a new on-exchange plan.
Jenn has a variety of unexpected health complications in 2017.
During the year, Jenn’s healthcare spending will reach her
deductible – meaning she will need to pay the entire deductible
amount out-pocket. Her limited network means Jenn will have to
use out-of-network services, which don’t count towards her
deductible and require her to pay even more money out-ofpocket.

What Barriers to Access
Exist for Jenn?
In Seattle, Jenn is faced
with high premiums (since
she no longer qualifies for
subsidies), substantial
deductibles and out-ofpocket costs, and access
to in-network physicians.
These factors create
financial or structural
barriers to accessing care.

Jenn Will Need to Spend Up to 15% of Her Income on Premiums

$5,341

$6,539

$7,497

Average Bronze
Premiums

Average Silver
Premiums

Average Gold
Premiums

Percent of Income:
11%

Percent of Income:
13%

Percent of Income:
15%

!

Jenn Faces High Up Front Costs to Use Her Coverage, Even After
Paying Substantial Premiums

!

!

Jenn Will Have Limited to No Out-of-Network Coverage, with
95% of Plans Being HMOs

95%
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!

0%

0%

5%

Jenn May Find It Hard to Access to Needed Providers, With Fewer
Included In-Network Compared to Employer Coverage or
Medicare Advantage
Percentage Difference in Number of Providers In-Network for
Exchange Plans Compared to Other Markets, 2017
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Exchange Compared to Employer Sponsored Insurance

!

Exchange Compared to Medicare Advantage

Conclusion: Patients like Jenn in Washington need additional protections
to ensure she gets the care she needs. Washington has the opportunity
to promote regulations and legislation that ensure Jenn has access to
needed providers and affordable coverage in the coming years.
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