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ABSTRACT

Abstract

This annual survey of employers provides a detailed look at trends in employersponsored health coverage, including
premiums, employee contributions, costsharing provisions, offer rates, wellness programs, and employer practices. The 2019
survey included 2,012 interviews with nonfederal public and private firms.

Annual premiums for employersponsored family health coverage reached $20,576 this year, up 5% from last year, with workers
on average paying $6,015 toward the cost of their coverage. The average deductible among covered workers in a plan with
a general annual deductible is $1,655 for single coverage. Fiftysix percent of small firms and 99% of large firms offer health
benefits to at least some of their workers, with an overall offer rate of 57%.

Survey results are released in several formats, including a full report with downloadable tables on a variety of topics, a
summary of findings, and an article published in the journal Health Affairs.
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SUMMARY OF FINDINGS

Summary of Findings

Employersponsored insurance covers over half of the nonelderly population; approximately 153 million nonelderly people in
total.1 To provide current information about employersponsored health benefits, the Kaiser Family Foundation (KFF) conducts
an annual survey of private and nonfederal public employers with three or more workers. This is the twentyfirst survey and
reflects employersponsored health benefits in 2019.

HEALTH INSURANCE PREMIUMS ANDWORKER CONTRIBUTIONS

The average annual premiums for employersponsored health insurance in 2019 are $7,188 for single coverage and $20,576 for
family coverage [Figure B]. The average single premium increased 4% and the average family premium increased 5% over the
past year. Workers’ wages increased 3.4% and inflation increased 2%.2

The average premium for family coverage has increased 22% over the last five years and 54% over the last ten years,
significantly more than either workers’ wages or inflation [Figure A].

As we generally see, the average premiums for covered workers in highdeductible health plans with a savings option
(HDHP/SOs) are considerably lower than the overall average for all plan types for both single and family coverage, at $6,412
and $18,980, respectively [Figure B]. Covered workers in firms with a relatively large share of lowerwage workers (where at
least 35% of workers earn $25,000 a year or less) have lower average premiums for both single and family coverage than
covered workers in firms with a smaller share, likely because their plans are less comprehensive. Covered workers at private
forprofit firms have lower average premiums than covered workers at notforprofit or publicly owned firms for both single
and family coverage.

1Kaiser Family Foundation. The Uninsured and the ACA: A Primer: Supplemental Tables. 2019 Jan (cited 2019 Aug 16). https://www.kff.org/uninsured/report/
theuninsuredandtheacaaprimerkeyfactsabouthealthinsuranceandtheuninsuredamidstchangestotheaffordablecareact/. See Table 1: 267.5
million nonelderly people, 57.1% of whom are covered by employersponsored insurance.

2Bureau of Labor Statistics. Consumer Price Index  All Urban Consumers (April to April  not seasonally adjusted): Department of Labor; 2019.
https://beta.bls.gov/dataViewer/view/timeseries/CUUR0000SA0. Wage data are from the Bureau of Labor Statistics and based on the change in total average
hourly earnings of production and nonsupervisory employees. Employment, hours, and earnings from the Current Employment Statistics survey: Department
of Labor; 2019. https://beta.bls.gov/dataViewer/view/timeseries/CES0500000008
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SUMMARY OF FINDINGS

Most covered workers make a contribution toward the cost of the premium for their coverage. On average, covered workers
contribute 18% of the premium for single coverage and 30% of the premium for family coverage. Compared to covered
workers in large firms, covered workers in small firms on average contribute a lower percentage of the premium for single
coverage (16% vs. 19%) and a higher percentage of the premium for family coverage than workers in large firms (40% vs. 26%).
Covered workers in firms with a relatively large share of lowerwage workers have higher average contribution rates for family
coverage (41% vs. 30%) than those in firms with a smaller share of lowerwage workers.3 Covered workers at private forprofit
firms on average contribute a higher percentage of the premium for both single and family coverage than covered workers at
other firms for both single and family coverage.

Thirtyone percent of covered workers in small firms are in a plan where the employer pays the entire premium for single
coverage, compared to only 5% of covered workers in large firms. In contrast, 35% of covered workers in small firms are in a
plan where they must contribute more than onehalf of the premium for family coverage, compared to 6% of covered workers
in large firms [Figure D].

The average annual dollar amounts contributed by covered workers for 2019 are $1,242 for single coverage and $6,015 for
family coverage. The average dollar contribution for family coverage has increased 25% since 2014 and 71% since 2009 [Figure
A]. Average contribution amounts for covered workers in HDHP/SOs are lower than the average overall contribution amounts
for both single and family coverage [Figure B]. Nine percent of covered workers, including 24% of covered workers in small
firms, are in a plan with a worker contribution of $12,000 or more for family coverage.

3This threshold is based on the twentyfifth percentile of workers’ earnings. Bureau of Labor Statistics. May 2018 National Occupational Employment and Wage
Estimates: United States. Washington (DC): BLS. Available from: http://www.bls.gov/oes/current/oes_nat.htm
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SUMMARY OF FINDINGS

PLAN ENROLLMENT

PPOs continue to be the most common plan type, enrolling 44% of covered workers in 2019. Thirty percent of covered workers
are enrolled in a highdeductible plan with a savings option (HDHP/SO), 19% in an HMO, 7% in a POS plan, and 1% in a
conventional (also known as an indemnity) plan [Figure E].
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SUMMARY OF FINDINGS

SelfFunding. Sixtyone percent of covered workers, including 17% of covered workers in small firms and 80% in large firms,
are enrolled in plans that are either partially or completely selffunded.

Seven percent of small firms report that they have a levelfunded plan. These arrangements combine a relatively small
selffunded component with stoploss insurance with low attachment points that may transfer a substantial share of the risk to
insurers. These arrangements are complex and some small employers may not be entirely certain about the funding status of
their plans.

EMPLOYEE COST SHARING

Most covered workers must pay a share of the cost when they use health care services. Eightytwo percent of covered workers
have a general annual deductible for single coverage that must be met before most services are paid for by the plan.

Among covered workers with a general annual deductible, the average deductible amount for single coverage is $1,655, similar
to the average deductible last year. The average deductible for covered workers is higher in small firms than large firms ($2,271
vs. $1,412). The average annual deductible among covered workers with a deductible has increased 36% over the last five
years and 100% over the last ten years.

Deductibles have increased in recent years due to higher deductibles within plan types and higher enrollment in HDHP/SOs.
While growing deductibles in PPOs and other plan types generally increase enrollee outofpocket liability, the shift to
enrollment in HDHP/SOs does not necessarily do so because many HDHP/SO enrollees receive an account contribution from
their employers. Twentyone percent of covered workers in an HDHP with a Health Reimbursement Arrangement (HRA), and
2% of covered workers in a Health Savings Account (HSA)qualified HDHP receive an account contribution for single coverage
at least equal to their deductible, while another 22% of covered workers in an HDHP with an HRA and 23% of covered workers
in an HSAqualified HDHP receive account contributions that, if applied to their deductible, would reduce their actual liability
to less than $1,000.
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SUMMARY OF FINDINGS

The 2019 value is 41% higher than the average general annual deductible of $989 in 2014 and 162% higher than the average
general annual deductible of $533 in 2009.

Another way to look at deductibles is the percentage of all covered workers who are in a plan with a deductible that exceeds
certain thresholds. Over the past five years, the percentage of covered workers with a general annual deductible of $2,000 or
more for single coverage has grown from 18% to 28% [Figure F].

A large share of covered workers also pay a portion of the cost when they visit an innetwork physician. Most covered workers
face a copayment (a fixed dollar amount) when they visit a doctor, although some workers face coinsurance requirements (a
percentage of the covered amount). The average copayments are $25 for primary care and $40 for specialty care. The average
coinsurance rates are 18% for primary care and 19% for specialty care. These amounts are similar to those in 2018.

Most workers also face additional cost sharing for a hospital admission or outpatient surgery. Sixtysix percent of covered
workers have coinsurance and 14% have a copayment for hospital admissions. The average coinsurance rate for a hospital
admission is 20% and the average copayment is $326 per hospital admission. The costsharing provisions for outpatient
surgery follow a similar pattern to those for hospital admissions.

Almost all (99%) covered workers are in plans with a limit on innetwork cost sharing (called an outofpocket maximum)
for single coverage, though the limits vary significantly. Among covered workers in plans with an outofpocket maximum
for single coverage, 12% are in a plan with an outofpocket maximum of less than $2,000, while 20% are in a plan with an
outofpocket maximum of $6,000 or more.

AVAILABILITY OF EMPLOYERSPONSORED COVERAGE

Fiftyseven percent of firms offer health benefits to at least some of their workers, similar to the percentage last year [Figure G].
The likelihood of offering health benefits differs significantly by firm size; only 47% of firms with 3 to 9 workers offer coverage,
while virtually all firms with 1,000 or more workers offer coverage.
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While the vast majority of firms are small, most workers work for large firms that offer coverage. In 2019, 90% of workers are
employed by a firm that offers health benefits to at least some of its workers.

Although the vast majority of workers are employed by firms that offer health benefits, many workers are not covered at their
job. Some are not eligible to enroll (e.g., waiting periods or parttime or temporary work status) and others who are eligible
choose not to enroll (e.g., they feel the coverage is too expensive or they are covered through another source). In firms that
offer coverage, 80% of workers are eligible for the health benefits offered, and of those eligible, 76% take up the firm’s offer,
resulting in 61% of workers in offering firms enrolling in coverage through their employer. All of these percentages are similar
to 2018.

Looking at workers in both firms that offer and firms that do not offer health benefits, 55% of workers are covered by health
plans offered by their employer, similar to the percentage last year.

Repeal of the Individual Mandate Beginning in 2019, there is no penalty for individuals who do not maintain health
insurance, sometimes called the Individual Mandate. Among firms offering health benefits with at least 50 employees, 9% say
that they believed the repeal of the penalty reduced the percentage of employees and dependents that elected the firm’s
coverage in 2019. We did not, however, observe a change in the takeup rate for workers offered coverage at their job since last
year.

HEALTH ANDWELLNESS PROGRAMS

Most large firms and many small firms have programs that help workers identify health issues and manage chronic conditions,
including health risk assessments, biometric screenings, and health promotion programs.

Health Risk Assessments. Among firms offering health benefits, 41% of small firms and 65% of large firms provide workers
the opportunity to complete a health risk assessment. A health risk assessment includes questions about a person’s medical
history, health status, and lifestyle. Fifty percent of large firms with a health risk assessment program offer an incentive to
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encourage workers to complete the assessment. Incentives may include: gift cards, merchandise or similar rewards; lower
premium contributions or cost sharing; and financial rewards, such as cash, contributions to healthrelated savings accounts, or
avoiding a payroll fee.

Biometric Screenings. Among firms offering health benefits, 26% of small firms and 52% of large firms provide workers the
opportunity to complete a biometric screening. A biometric screening is an inperson health examination that measures a
person’s risk factors, such as body mass index (BMI), cholesterol, blood pressure, stress, and nutrition. Fiftyeight percent of
large firms with biometric screening programs offer workers an incentive to complete the screening, similar to the incentives
for completing health risk assessments.

Additionally, among large firms with biometric screening programs, 14% reward or penalize workers based on achieving
specified biometric outcomes (such as meeting a target BMI). The size of these incentives varies considerably: among large
firms offering a reward or penalty for meeting biometric outcomes, the maximum reward is valued at $150 or less in 17% of
firms and more than $1,000 in 11% of firms.

Health andWellness Promotion Programs. Most firms offering health benefits offer programs to help workers identify and
address health risks and unhealthy behaviors. Fifty percent of small firms and 84% of large firms offer a program in at least one
of these areas: smoking cessation, weight management, and behavioral or lifestyle coaching. Among large firms offering at
least one of these programs, 41% offer workers an incentive to participate in or complete the program.

As health screenings and wellness programs have become more complex, incentives have become more sophisticated and
may involve participating in or meeting goals in different programs. We asked firms that had incentives for any of these
programs to estimate the maximum incentive for a worker across all of their screening and promotion programs combined.
Among large firms with any type of incentive, 16% have a maximum incentive of $150 or less, while 20% have a maximum
incentive of more than $1,000.
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SITES OF CARE

Telemedicine. Sixtynine percent of firms with 50 or more workers offering health benefits cover the provision of health care
services through telemedicine in their largest health plan [Figure I]. Telemedicine is the delivery of health care services through
telecommunications to a patient from a provider who is at a remote location, including video chat and remote monitoring.
Firms with 5,000 or more workers are more likely to cover services provided through telemedicine than smaller firms.

Retail Health Clinics. Seventyseven percent of large firms offering health benefits cover health care services received in retail
clinics, such as those located in pharmacies, supermarkets and retail stores, in their largest health plan [Figure I]. These clinics
are often staffed by nurse practitioners or physician assistants and treat minor illnesses and provide preventive services.

OnSite and NearSite Health Clinics 19% of large firms offering health benefits, including 36% of firms with 5,000 or more
employees, have a health clinic for their employees at or near one or more of their major locations. A large share of these firms
report that employees can receive treatment for nonworkrelated illnesses at their onsite clinics.

PROVIDER NETWORKS

Firms and health plans can structure their networks of providers and their cost sharing to encourage enrollees to use providers
who are lower cost or who provide better care. Periodically we ask employers about network strategies, such as using tiered
or narrow networks. For 2019, as part of our partnership with the Peterson Center on Healthcare, we added questions about
additional network strategies and about employer satisfaction with the options available to them.

Satisfaction with Network Choices Among employers offering health benefits, 42% of firms report being ‘very satisfied’
and 42% report being ‘satisfied’ by the choice of provider networks available to them. They are somewhat less satisfied with
the cost of the provider networks available to them, however. Only 11% of these firms report being ‘very satisfied’ while 46%
report being ‘satisfied’ with the cost of provider networks available to them. Large firms are more likely than small firms to
be very satisfied with the cost of available provider networks, while small firms are more likely to be ‘dissatisfied’ or ‘very
dissatisfied’ with the cost of the provider networks available to them.

When asked to identify the most important factor they use to assess provider networks, employers are fairly evenly divided,
with 30% of employers identifying the number and convenience of providers as most important, 33% identifying the cost of
providers as most important, and 36% identifying the quality of providers as most important.

Narrow Networks Among employers offering health benefits, 55% say that the network for their plan with the largest
enrollment is ‘very broad’, 37% say it is ‘somewhat broad’, and 7% say it is ‘somewhat narrow’. When asked how much cost
savings the firm would need to realize to shift any of their health plans to narrower networks, a significant share of employers
(39%) say that they would not reduce network size for cost savings, 25% say that they would need to realize savings of more
than 30%, and 11% say that they would need to realize savings of between 20% and 30%. When employers were asked to
identify the biggest obstacle adopting a narrower network plan or plans, 28% cite employee considerations, such as disruption
of provider relationships or employee backlash, 14% cite concerns about access or convenience for employees, 9% say that
they are in a rural area and/or there was a lack of providers, 11% say that their employees are spread out over a large area, and
12% cite concerns about the cost or quality of care.

Tiered or HighPerformance Networks Fourteen percent of firms with 50 or more workers that offer health benefits include
a highperformance or tiered provider network in their health plan with the largest enrollment, similar to the percentage
last year. A tiered or highperformance network typically groups providers in the network based on the cost, quality and/or
efficiency of the care they deliver and uses financial incentives to encourage enrollees to use providers on the preferred tier.

Direct Contracting Some employers also contract directly with certain health plans or health systems, outside of their
established provider networks, to treat patients with specified conditions. Among large employers with at least one
selffunded health plan, 8% have such an arrangement.
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EXCISE TAX ONHIGH COST HEALTH PLANS

The highcost plan tax, sometimes called the “Cadillac Tax”, is an excise tax on health benefit plans with premiums and other
costs that exceed specified thresholds. The tax was scheduled to take effect in 2018, but its effective date has been delayed
several times, and recently a bill passed the House that would repeal the provision entirely.4 Only 16% of firms offering health
benefits with 50 or more employees say they expect the highcost plan tax to take effect as scheduled, 52% say it will not take
effect as scheduled, and 31% say they do not know. Thirtythree percent of offering firms say that the upcoming highcost
plan tax was ‘very important’ or ‘somewhat important’ when making health benefit decisions for 2019, while 62% say that was
‘not too important’ or ‘not important at all.’ A recent Kaiser Family Foundation analysis finds that at least one in five employers
would be affected by the tax if it takes effect in 2022 unless they make changes to lower plan costs 5.

PRESCRIPTION DRUG PRACTICE

The cost of prescription drugs is one of the largest challenges facing employers and families. Recent policy options have
focused on the complexity involving the delivery and pricing of prescription drugs and the lack of transparency about the
true price for individual prescriptions. In particular, policy makers have focused on rebate payments from pharmaceutical
manufacturers to payers and intermediaries as obscuring true costs. Payers have also raised questions about discount coupons
and other patient assistance that manufacturers provide to patients which reduce patient cost sharing and mute financial
incentives in payer formularies to encourage patients to use lowerpriced alternatives.

4Middle Class Health Benefits Tax Repeal Act, H.R. 748, 116th Cong. (2019)
5Rae, Matthew; Claxton, Gary; Levitt, Larry. “How Many Employers Could Be Affected by the HighCost Plan Tax” Kaiser Family Foundation. July 12, 2019.
https://www.kff.org/privateinsurance/issuebrief/howmanyemployerscouldbeaffectedbythehighcostplantax/
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Among employers offering health benefits with 1,000 or more employees, 27% say that they receive ‘most’ of the prescription
drug rebate negotiated by their PBM or health plan, 32% say that they receive ‘some’ of the negotiated rebate, 18% say that
they receive ‘very little’ of the negotiated rebate, and 23% do not know. When asked about discount coupons and patient
assistance programs, only 7% say they believe that they have a ‘substantial impact’ on the cost of their health plans, 33% say
that have ‘some impact’ on plan costs, 34% say that they have ‘little impact’ on plan costs, 9% say that they have ‘no impact’ on
plans costs, while 17% do not know.

DISCUSSION

Trends in the market for employerbased coverage have been moderate for several years now. Premiums go up each year,
but in the low to midsingle digits, which seems tame for those who remember the much higher increases in the early 2000’s
and periods before. Cost sharing, particularly deductibles, has increased meaningfully over time, but the largest percentage
increases were now a few years ago. New ideas and new approaches – things like narrow networks, valuebased pricing,
telemedicine, direct contracting – are tried and sometimes gradually implemented, but with modest impact on the basic
structure of the market or the overall cost of coverage. Even though actual cost levels are quite high (the average family
premium exceeds $20,000 for a family of four), an expanding economy and historically low underlying health care cost growth
appear to have dampened any impatience for big changes, although predicted economic slowing over the next couple of years
could push employers to consider more significant actions.

One thing that is new this year is the context: the public debate over expanding Medicare or creating public program options
is raising questions about the performance of employerbased coverage that are rarely triggered when looking only at annual
performance. In particular, those suggesting a bigger role for public programs raise issues about the cost and affordability of
health care for the society overall and for individuals and families. Although premium growth has been low, it still exceeds
inflation, and the prices employer plans pay for care are rising faster than either Medicare or Medicaid. One side of the coin
calls this a cost shift from public plans to private payers; the other side suggests a lack of any real costcontrol efforts in
private plans. Negotiating lower prices means that plans have to be willing to tell higherpriced providers they cannot be in
the network, but as the survey finding show, narrowing networks is both unpopular with employers and, due to dispersed
workforces and rural challenges, impractical for many. Other than increasing costsharing, this is the most (and maybe only)
powerful costreducing tool that private plans have, but it is rarely employed.

How to best assure affordable access to care for individuals and families is really the main theme in the debate about public
plan options, and our polling suggests this issue raises important questions about the adequacy of employerbased plans.
In a recent survey conducted by KFF and the LA Times, 40 percent of nonelderly adults with employerbased coverage said
that they or a family member had difficulty affording health insurance or health care or had problems paying medical bills 6.
Roughly oneintwo said that they or a family member had skipped or postponed getting health care or prescriptions in the
past 12 months due to costs. Among those with employerbased coverage who say that someone under the plan has a chronic
health condition, roughly three in five say they are confident that they have enough money or health insurance to afford the
cost of a major illness; this percentage falls to just oneinthree for those in plans with the highest deductibles ($3,000 for single
coverage; $5,000 or more for family coverage).

This survey shows other affordability issues as well, particularly for some identifiable groups. Covered workers in small firms
face relatively high deductibles for single coverage and a meaningful share face substantial premium contributions if they
choose family coverage. Covered workers in firms with large shares of lowerwage workers on average face higher deductibles
for single coverage and must contribute a greater share of the premium for family coverage than workers in firms with a
smaller share of lowerwage workers. When people talk about the 153 million people with employerbased coverage they
often gloss over the very real cost differences for different groups of workers across the marketplace.

Regardless of its outcome, the national debate about expanding Medicare or creating public program options provides an
opportunity to step back and evaluate how well employerbased coverage is doing in achieving national goals relating to costs
and affordability. In doing so, it will be important to look past averages and examine how well the market serves the many
different types of employers and working families in the many different circumstances that they face.

6Hamel, Liz; Munana, Cailey and Brodie, Mollyann. “Kaiser Family Foundation/LA Times Survey Of Adults With
EmployerSponsored Insurance.” Kaiser Family Foundation. May 2, 2019. https://www.kff.org/reportsection/
kaiserfamilyfoundationlatimessurveyofadultswithemployersponsoredinsurancesection2affordabilityofhealthcareandinsurance/
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METHODOLOGY

The Kaiser Family Foundation 2019 Employer Health Benefits Survey reports findings from a telephone survey of 2,012
randomly selected nonfederal public and private employers with three or more workers. Researchers at NORC at the
University of Chicago and the Kaiser Family Foundation designed and analyzed the survey. National Research, LLC conducted
the fieldwork between January and July 2019. In 2019, the overall response rate is 27%, which includes firms that offer and do
not offer health benefits. Among firms that offer health benefits, the survey’s response rate is 26%. To improve estimates for
small firms, the 2018 survey had a significantly larger sample than in previous years; the increased sample size led to both more
firms completing the survey and a lower response rate than in years past. Unless otherwise noted, differences referred to in the
text and figures use the 0.05 confidence level as the threshold for significance. Values below 3% are not shown on graphical
figures to improve the readability of those graphs. Some distributions may not sum due to rounding. In 2019, we modified our
weighting methodology by no longer using a nonresponse adjustment; this change had the largest impact on the offer rate
but had a negligible effect on most statistics.

For more information on the survey methodology, please visit the Survey Design and Methods section at http://ehbs.kff.org/.

Filling the need for trusted information on national health issues, the Kaiser Family Foundation is a nonprofit organization
based in San Francisco, California.
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SURVEY DESIGN AND METHODS

Survey Design andMethods

The Kaiser Family Foundation (KFF) has conducted this annual survey of employersponsored health benefits since 1999. KFF
works with NORC at the University of Chicago (NORC) and National Research, LLC (NR) to field and analyze the survey. From
January to July 2019, NR completed computerassisted telephone interviews with human resource and benefits managers at
2,012 firms.

SURVEY TOPICS

The survey includes questions on the cost of health insurance, health benefit offer rates, coverage, eligibility, plan type
enrollment, premium contributions, employee cost sharing, prescription drug benefits, retiree health benefits, and wellness
benefits.

Firms that offer health benefits are asked about the plan attributes of their largest health maintenance organization (HMO),
preferred provider organization (PPO), pointofservice (POS) plan, and highdeductible health plan with a savings option
(HDHP/SO).7 We treat exclusive provider organizations (EPOs) and HMOs as one plan type and conventional (or indemnity)
plans as PPOs. The survey defines an HMO as a plan that does not cover nonemergency outofnetwork services. PPOs and
POS plans have lower cost sharing for innetwork services than HMOs do. POS plans use a primary care gatekeeper to screen
for specialist and hospital visits. HDHP/SOs were defined as plans with a deductible of at least $1,000 for single coverage and
$2,000 for family coverage and that either offer a health reimbursement arrangement (HRA) or are eligible for a health savings
account (HSA).

Throughout this report, we use the term “innetwork” to refer to services received from a preferred provider. Definitions of the
health plan types are available in Section 4, and a detailed explanation of the HDHP/SO plan type is in Section 8.

To reduce survey burden, some questions on worker cost sharing for hospitalization, outpatient surgery and prescription drugs
were only asked about the firm’s largest plan type

Firms with 50 or more workers were asked: “Does your firm offer health benefits for current employees through a private
or corporate exchange?” Employers were still asked for plan information about their HMO, PPO, POS and HDHP/SO plan
regardless of whether they purchased health benefits through a private exchange or not.

Firms are asked about the attributes of their current plans during the interview. While the survey’s fielding period begins in
January, many respondents may have a plan whose 2019 plan year lags behind the calendar year [Figure M.1]. In some cases,
plans may report the attributes of their 2018 plans and some plan attributes (such as HSA deductible limits) may not meet the
calendar year regulatory requirements.

7HDHP/SO includes highdeductible health plans with a deductible of at least $1,000 for single coverage and $2,000 for family coverage and that offer either a
Health Reimbursement Arrangement (HRA) or a Health Savings Account (HSA). Although HRAs can be offered along with a health plan that is not an HDHP,
the survey collected information only on HRAs that are offered along with HDHPs. For specific definitions of HDHPs, HRAs, and HSAs, see the introduction to
Section 8.
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SAMPLE DESIGN

The sample for the annual Kaiser Employer Health Benefits Survey includes private firms and nonfederal government
employers with three or more employees. The universe is defined by the U.S. Census’ 2015 Statistics of U.S. Businesses (SUSB)
for private firms and the 2012 Census of Governments (COG) for nonfederal public employers. At the time of the sample
design (December 2018), these data represented the most current information on the number of public and private firms
nationwide with three or more workers. As in the past, the poststratification is based on the most uptodate Census data
available (the 2016 SUSB). We determine the sample size based on the number of firms needed to ensure a target number of
completes in six size categories.

We attempted to repeat interviews with prior years’ survey respondents (with at least ten employees) who participated in
either the 2017 or the 2018 survey, or both. Firms with 39 employees are not included in the panel to minimize the potential
of panel effects. As a result, 1,445 of the 2,012 firms that completed the full survey also participated in either the 2017 or 2018
surveys, or both. In total, 329 firms participated in 2017, 157 firms participated in 2018, and 959 firms participated in both 2017
and 2018. Nonpanel firms are randomly selected within size and industry groups.

Since 2010, the sample has been drawn from a Dynata list (based on census assembled by Dun and Bradstreet) of the nation’s
private employers and the COG for public employers. To increase precision, we stratified the sample by ten industry categories
and six size categories. The federal government and business with fewer than three employees are not included. Education is a
separate category for the purposes of sampling, and included in Service category for weighting. For information on changes
to the sampling methods over time, please consult the Survey Design and Methods Sections of prior Employer Health Benefits
Surveys as well as extended methods at http://ehbs.kff.org/

Each year, we conduct a series of checks on our instrument to confirm the accuracy of data collection, including test interviews
prior to the official launch. Beginning in 2019, we included firms with at least ten employees that had completed a pretest
during the prior year’s survey in the current year’s sample. Firms eligible to complete pretesting had been sampled from the
same two universe datasets as the main nonpanel sample, differing only by when they made contact with the interview team.
We expect to continue including these firms completing an interview during the pretesting phase of our survey, and believe
they will improve our response rate without adding any bias to our data collection effort.
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RESPONSE RATE

Response rates are calculated using a CASRO method, which accounts for firms that are determined to be ineligible in its
calculation. The overall response rate is 27% [Figure M.2].8 The response rate for panel firms is higher than the response rate
for nonpanel firms [Figure M.2]. Similar to other employer and household surveys, the Employer Health Benefits Survey has
seen a general decrease in response rates over time. Since 2017, we have attempted to increase the number of completes by
increasing the number of nonpanel firms in the sample. While this generally increases the precision of estimates by ensuring a
sufficient number of respondents in various subgroups, it has the effect of reducing the overall response rate.

The vast majority of questions are asked only of firms that offer health benefits. A total of 1,668 of the 2,012 responding firms
indicated they offered health benefits. The response rate for firms that offer health benefits is also 26%.

We asked one question of all firms in the study with which we made phone contact but where the firm declined to participate:
“Does your company offer a health insurance program as a benefit to any of your employees?”. A total of 4,395 firms responded
to this question (including 2,012 who responded to the full survey and 2,383 who responded to this one question). These
responses are included in our estimates of the percentage of firms offering health benefits.9 The response rate for this question
is 58% [Figure M.2].

While response rates have decreased, elements of the survey design limit the potential impact of a response bias. First,
most major statistics are weighted by the percentage of covered workers at a firm. The percentage of the population whose
employers completed the full survey has not decreased with response rates. The most important statistic that is weighted by
the number of employers is the offer rate; firms that do not complete the full survey are asked whether their firm offers health
benefits to any employees. As noted this question relies on a wider set of respondents than just those completing the full
survey.

FIRM SIZES AND KEY DEFINITIONS

Throughout the report, we report data by size of firm, region, and industry. Unless otherwise specified, firm size definitions
are as follows: small firms: 3199 workers; and large firms: 200 or more workers. [Figure M.3] shows selected characteristics of
the survey sample. A firm’s primary industry classification is determined from Dynata’s designation on the sampling frame and
is based on the U.S. Census Bureau’s North American Industry Classification System (NAICS), [Figure M.4]. A firm’s ownership
category and other firm characteristics such as the firm’s wage level and the age of the work force are based on respondents’

8Response rate estimates are calculated by dividing the number of completes over the number of refusals and the fraction of the firms with unknown eligibility
to participate estimated to be eligible. Firms determined to be ineligible to complete the survey are not included in the response rate calculation.

9Estimates presented in [Figure 2.1], [Figure 2.2], [Figure 2.3], [Figure 2.4], [Figure 2.5], and [Figure 2.6] are based on the sample of both firms that completed
the entire survey and those that answered just one question about whether they offer health benefits.
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answers. While there is considerable overlap in firms in the “State/Local Government” industry category and those in the
“public” ownership category, they are not identical. For example, public school districts are included in the service industry
even though they are publicly owned. Family coverage is defined as health coverage for a family of four.

[Figure M.5] presents the breakdown of states into regions and is based on the U.S Census Bureau’s categorizations. Statelevel
data are not reported both because the sample size is insufficient in many states and we only collect information on a
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firm’s primary location rather than where all workers may actually be employed. Some mid and largesize employers have
employees in more than one state, so the location of the headquarters may not match the location of the plan for which we
collected premium information.

[Figure M.6] displays the distribution of the nation’s firms, workers, and covered workers (employees receiving coverage from
their employer). Among the three million firms nationally, approximately 59.8% employ 3 to 9 workers; such firms employ
7.5% of workers, and 4.1% of workers covered by health insurance. In contrast, less than one percent of firms employ 5,000 or
more workers; these firms employ 36.2% of workers and 38.3% of covered workers. Therefore, the smallest firms dominate any
statistics weighted by the number of employers. For this reason, most statistics about firms are broken out by size categories.
In contrast, firms with 1,000 or more workers are the most influential employer group in calculating statistics regarding covered
workers, since they employ the largest percentage of the nation’s workforce. Statistics among small firms and those weighted
by the number of firms tend to have more variability.
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Although most firms in the United States are small, most workers covered by health benefits are employed at large firms: 70%
of the covered worker weight is controlled by firms with 200 or more employees. Conversely, firms with 3–199 employees
represent 2% percent of the employer weight.

The survey asks firms what percentage of their employees earn more or less than a specified amount in order to identify the
portion of a firm’s workforce that has relatively lower or higher wages. This year, the income threshold is $25,000 or less per
year for lowerwage workers and $63,000 or more for higherwage workers. These thresholds are based on the 25th and 75th
percentile of workers’ earnings as reported by the Bureau of Labor Statistics using data from the Occupational Employment
Statistics (OES) (2018).10 The cutoffs were inflationadjusted and rounded to the nearest thousand.

ROUNDING AND IMPUTATION

Some figures in the report do not sum to totals due to rounding. Although overall totals and totals for size and industry are
statistically valid, some breakdowns may not be available due to limited sample sizes or high relative standard errors. Where
the unweighted sample size is fewer than 30 observations, figures include the notation “NSD” (Not Sufficient Data). Estimates
with high relative standard errors are reviewed and in some cases not published. Many breakouts by subsets may have a large
standard error, meaning that even large differences between estimates are not statistically different. Values below 3% are
not shown on graphical figures to improve the readability of those graphs. The underlying data for all estimates presented in
graphs are available in the Excel documents accompanying each section on http://www.kff.org/ehbs.

To control for item nonresponse bias, we impute values that are missing for most variables in the survey. On average, 5% of
observations are imputed. All variables are imputed following a hotdeck approach. The hotdeck approach replaces missing
information with observed values from a firm similar in size and industry to the firm for which data are missing. In 2019, there
were seven variables where the imputation rate exceeded 20%; most of these cases were for individual plan level statistics.

10General information on the OES can be found at http://www.bls.gov/oes/oes_emp.htm#scope.
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When aggregate variables were constructed for all of the plans, the imputation rate is usually much lower. There are a few
variables that we have decided not to impute; these are typically variables where “don’t know” is considered a valid response
option. Some variables are imputed based on their relationship to each other. For example, if a firm provided a worker
contribution for family coverage but no premium information, a ratio between the family premium and family contribution was
imputed and then the family premium was calculated. We estimate separate single and family coverage premiums for firms
that provide premium amounts as the average cost for all covered workers.

To ensure data accuracy we have several processes to review outliers and illogical responses. Every year several hundred
firms are called back to confirm or correct responses. In some cases, answers are edited based on responses to openended
questions or based on established logic rules.

Annual inflation estimates are calculated from April to April. The 12 month percentage change for this period was 2.0%.11 Data
presented is nominal unless indicated specifically otherwise.

WEIGHTING

Because we select firms randomly, it is possible through the use of weights to extrapolate the results to national (as well as firm
size, regional, and industry) averages. These weights allow us to present findings based on the number of workers covered by
health plans, the number of total workers, and the number of firms. In general, findings in dollar amounts (such as premiums,
worker contributions, and cost sharing) are weighted by covered workers. Other estimates, such as the offer rate, are weighted
by firms.

Calculation of the weights follows a common approach. The employer weight was determined by calculating the firm’s
probability of selection. This weight was trimmed of overly influential weights and calibrated to U.S. Census Bureau’s 2016
Statistics of U.S. Businesses for firms in the private sector, and the 2012 Census of Governments totals. The worker weight was
calculated by multiplying the employer weight by the number of workers at the firm and then following the same weight
adjustment process described above. The coveredworker weight and the planspecific weights were calculated by multiplying
the percentage of workers enrolled in each of the plan types by the firm’s worker weight. These weights allow analyses of all
workers covered by health benefits and of workers in a particular type of health plan.

The trimming procedure follows the following steps: First, we grouped firms into size and offer categories of observations.
Within each strata, we calculated the trimming cut point as the median plus six times the interquartile range (M + [6 * IQR]).
Weight values larger than this cut point are trimmed. In all instances, very few weight values were trimmed.

The survey collects information on primary and specialty care physician office visits for each plan type. Different plan types at
the same firm may have different costsharing structures (e.g., copayments or coinsurance). Because the composite variables
(using data from across all plan types) are reflective of only those plans with that provision, separate weights for the relevant
variables were created in order to account for the fact that not all covered workers have such provisions.

To account for design effects, the statistical computing package R version 3.6.1 (20190705) and the library “survey” version
3.36 were used to calculate standard errors.

STATISTICAL SIGNIFICANCE AND LIMITATIONS

All statistical tests are performed at the .05 confidence level. For figures with multiple years, statistical tests are conducted for
each year against the previous year shown, unless otherwise noted. No statistical tests are conducted for years prior to 1999.

Statistical tests for a given subgroup (firms with 2549 workers, for instance) are tested against all other firm sizes not included
in that subgroup (all firm sizes NOT including firms with 2549 workers, in this example). Tests are done similarly for region and
industry; for example, Northeast is compared to all firms NOT in the Northeast (an aggregate of firms in the Midwest, South,
and West). However, statistical tests for estimates compared across plan types (for example, average premiums in PPOs) are
tested against the “All Plans” estimate. In some cases, we also test planspecific estimates against similar estimates for other

11Bureau of Labor Statistics, Consumer Price Index, U.S. City Average of Annual Inflation, 19982019; (cited 2019 Sept 6). https://beta.bls.gov/dataViewer/view/
timeseries/CUUR0000SA0.
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plan types (for example, single and family premiums for HDHP/SOs against single and family premiums for HMO, PPO, and POS
plans); these are noted specifically in the text. The two types of statistical tests performed are the ttest and the Wald test. The
small number of observations for some variables resulted in large variability around the point estimates. These observations
sometimes carry large weights, primarily for small firms. The reader should be cautioned that these influential weights may
result in large movements in point estimates from year to year; however, these movements are often not statistically significant.
Standard Errors for most key statistics are available in a technical supplement available at www.kff.org/ehbs.

Due to the complexity of many employer health benefits programs, this survey is not able to capture all the components of any
particular plan. For example, many employers have complex and varied prescription drug benefits, premium contributions,
and incentives for wellness programs. We attempted to complete interviews with the person who is most knowledgeable
about the firm’s health benefits. In some cases, the firm may not know details of some elements of their plan.

While we collect information on the number of workers enrolled in health benefits, the survey is not able to capture the
characteristics of the workers offered or enrolled in any particular plan. As discussed above, statistics weighted by the
percentage of employers often display a high level of variability.

2019 SURVEY

Starting in 2019, we discontinued a weighting adjustment informed by a followback survey of firms with 349 workers that
refused to participate in the full survey. This adjustment was intended to reduce nonresponse bias in the offer rate statistic,
under the assumption that firms that did not complete the survey were less likely to offer health benefits. The adjustment
involves comparing the distribution of offering to nonoffering firms in the full survey and the followback sample in the three
smallest size categories (39, 1024, 2549). The adjustment is based on the differences between the two groups of firms and
generally operates to adjust the weights of offering firms and nonoffering firms to bring the counts closer together. However,
if the distributions of the two groups differ to a statistically significant extent, we consider the followback survey to be a
different population from the full survey and do not make any adjustment to the weights.

Although we cannot be sure of the reason, we are no longer witnessing the systematic upward bias on estimates for the
offer rates of small firms that gave rise to the adjustment. Looking at the decade from 2010 to 2019, offer rates among firms
responding to the followup survey have been higher for five of ten surveys. Firms with 349 employees responding to this
followup survey have reported a higher offer rate than the full EHBS survey during the 2014, 2016, 2017, 2018, and 2019
surveys. An alternative way to measure nonresponse bias is to compare estimates throughout the fielding period.

In 2019, the percent of firms offering health benefit was similar in the last month of fielding to offer rates throughout the entire
fielding period. Changes in both the survey methodology and the health insurance market have led us to become increasingly
cautious about assuming that the follow back survey is a suitable proxy for the true population. Since 2014, we have collected
offer rate information from firms before a final disposition is assigned. This method was introduced to reduce a bias in which
firms who offer health benefits face a longer average survey than nonoffering firms. This had the effect of increasing the
percentage of firms for whom contact was made from whom we collected offer rate information. Additionally, we have also
attempted to reduce nonresponse bias by increasing our data collection.

Recent changes in the marketplace also raise some concerns about the validity of the followback survey to be the basis for
a weight adjustment. We have in recent years seen an increase in nonoffering firms reporting that they are providing funds
to employees to purchase nongroup health insurance. We do not consider this to be an offer of health insurance by the firm,
but we are concerned that the person who responds to the followback survey may not be able to make that distinction. The
followback survey is a very simple set of questions asked to whoever answers the phone at a firm that refused to participate in
the survey. In contrast, during the fullsurvey, we attempt to talk to the person most knowledgeable about health benefits, and
the interviewers are trained to distinguish between types of benefit programs.

For 2019, making the weight adjustment would change offer rate statistic for all firms from 57% to 60%. Neither estimate is
different than the 57% we reported last year (when the weight adjustment was not made because the statistical test indicated
that the followback group was significantly different than the full survey group).

Starting in 2019, all presented calculations of outofpocket maximums strictly relied on an arithmetic average across all plans
weighted by covered worker plan enrollment. In prior surveys, some figures (for example Figures 7.43, 7.45, and 7.46 in the
2018 report) were calculated based on the outofpocket maximum of the largest plan. This change did not meaningfully
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change any findings and ensured consistency within the outofpocket maximum section of the Employee Cost Sharing
section.

For prescription drug coverage, similar to years past, if the firm reports that the worker pays the full cost for drugs on a
particular tier and/or that the plan only offers access to a discount program, we do not consider this as offering covering
for that drug tier. Starting this year, firms with multiple tiers that cover exclusively specialty drugs, were asked about the
costsharing of the tier that is used most often. Costsharing for prescription drugs does not typically include mail order.
Hospital, outpatient surgery and prescription drug costsharing was only asked of a firm’s largest plan type.

For 2019, we clarified the question that we use to ask firms whether or not they provide retiree health benefits; particularly, we
added language that explicitly stated that firms that had terminated retiree health benefits but still has some retirees currently
getting coverage, or that had current employees who will get retiree health coverage in the future, should answer yes to the
question. We made this clarification in response to a large decline in the 2018 survey in the prevalence of retiree coverage
(from 25% in 2017 to 18% in 2018). In the 2018 survey, we expressed concern that the then current public focus on public
entities eliminating retiree benefits for future (not existing) retirees may be influencing the responses we were getting and said
that we were going to add clarifying language to the survey question in future years.

For 2019, two openended questions were added to the survey in order to examine employer responses to the opioid crisis and
obstacles preventing firms from adopting narrow network health plans. All responses to these questions were reviewed in a
consistent manner by KFF staff to determine whether they could be recoded as an earlier multiple choice item, or if they could
be sorted into new categories.

To increase participation in the final two weeks of the survey, a financial incentive was offered to firms with 39 employees, but
only 6 firms that completed the survey within that time period qualified for the incentive. All respondents received a printed
copy of the survey findings.

OTHER RESOURCES

Additional information on the 2019 Employer Health Benefit Survey is available at http://ehbs.kff.org/, including an article in
the Journal Health Affairs, an interactive graphic and historic reports. Standard Errors for some statistics are available in the
online technical supplement. Researchers may also request a public use dataset here: https://www.kff.org/contactus/

The survey design and methods section found on our website (http://ehbs.kff.org/) contains an extended methods document
that was not included in the portable document format (PDF) or the printed versions of this book. Readers interested in the
extended methodology should consult the online edition of this publication.

As part of the Peterson Center on Healthcare’s work on the PetersonKaiser Health System Tracker, additional questions on
provider networks were included in the 2019 survey. The authors thank Tricia Neuman, Gretchen Jacobson, Karen Pollitz, Larry
Levitt, and Cynthia Cox for their contributions.

Published: September 25, 2019. Last Updated: September 23, 2019.
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SECTION 1. COST OF HEALTH INSURANCE

Section 1

Cost of Health Insurance

In 2019, the average annual premiums are $7,188 for single coverage and $20,576 for family coverage. The average premium
for single coverage increased by 4% since 2018 and the average premium for family coverage increased by 5%. The average
family premium has increased 54% since 2009 and 22% since 2014.

This graphing tool allows users to look at changes in premiums and worker contributions for covered workers at different types
of firms over time: https://www.kff.org/interactive/premiumsandworkercontributions/

PREMIUMS FOR SINGLE AND FAMILY COVERAGE

• The average premium for single coverage in 2019 is $7,188 per year. The average premium for family coverage is
$20,576 per year [Figure 1.1].

• The average annual premium for family coverage for covered workers in small firms ($20,236) is similar to the average
premium for covered workers in large firms ($20,717). [Figure 1.2].

• The average annual premiums for covered workers in HDHP/SOs are lower for single coverage ($6,412) and family
coverage ($18,980) than overall average premiums. The average premiums for covered workers enrolled in PPOs are
higher for single ($7,675) and family coverage ($21,683) than the overall plan average [Figure 1.1].

• The average premiums for covered workers with single coverage and for family coverage are similar across regions for all
plan types [Figure 1.3].

• The average premium for single coverage varies across industries. Compared to the average single premiums for
covered workers in other industries, the average premiums for covered workers in the Manufacturing and Retail
categories are relatively low and the average premium for State and Local Government workers are relatively high
[Figure 1.4].

• The average premiums for covered workers in firms with a relatively large share of lowerwage workers (where at least
35% of the workers earn $25,000 annually or less) are lower than the average premiums for covered workers in firms
with a smaller share of lowerwage workers ($6,189 vs. $7,233 for single coverage and $17,633 vs. $20,709 for family
coverage) [Figure 1.6].

• The average premiums for covered workers in firms with a relatively large share of older workers (where at least 35% of
the workers are age 50 or older) are higher than the average premiums for covered workers in firms with a smaller share
of older workers ($7,485 vs. $6,941 for single coverage and $21,491 vs. $19,807 for family coverage) [Figure 1.6].

• The average premiums for family coverage for covered workers in firms with a relatively large share of younger workers
(where at least 35% of the workers are age 26 or younger) are lower than the average premiums for covered workers in
firms with a smaller share of younger workers ($19,094 vs. $20,753) [Figure 1.6].

• Premiums also vary by type of firm ownership. Covered workers at private forprofit firms have lower average annual
premiums than covered workers at public firms or private notforprofit firms for both single and family coverage [Figure
1.6].
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SECTION 1. COST OF HEALTH INSURANCE

PREMIUMDISTRIBUTION

• There is considerable variation in premiums for both single and family coverage.

– Seventeen percent of covered workers are employed in a firm with a single premium at least 20% higher than the
average single premium, while 19% of covered workers are in firms with a single premium less than 80% of the
average single premium [Figure 1.7].

– For family coverage, 19% of covered workers are employed in a firm with a family premium at least 20% higher
than the average family premium, while 19% of covered workers are in firms with a family premium less than 80%
of the average family premium [Figure 1.7].

• Seven percent of covered workers are in a firm with an average annual premium of at least $10,000 for single coverage
[Figure 1.8]. Seven percent of covered workers are in a firm with an average annual premium of at least $28,000 for
family coverage [Figure 1.9].
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PREMIUM CHANGES OVER TIME

• The average premium for single coverage is 4% higher than the single premium last year, and the average premium for
family coverage is 5% higher than the average family premium last year [Figure 1.10].

– The average premium for single coverage has grown 19% since 2014, similar to the growth in the average
premium for family coverage (22%) over the same period [Figure 1.10].

– The average family premiums for both small and large firms have increased at similar rates since 2014 (28% for
small firms and 20% for large firms). For small firms, the average family premium rose from $15,849 in 2014 to
$20,236 in 2019. For large firms, the average family premium rose from $17,265 in 2014 to $20,717 in 2019 [Figures
1.11 and 1.12].

– The $20,576 average family premium in 2019 is 22% higher than the average family premium in 2014 and 54%
higher than the average family premium in 2009. The 22% family premium growth in the past five years is similar
to the 26% growth between 2009 and 2014 but slower than the 34% premium growth between 2004 and 2009
[Figure 1.14].

– The average family premiums for both small and large firms have increased at similar rates since 2009 (59% for
small firms and 51% for large firms). For small firms, the average family premium rose from $12,696 in 2009 to
$20,236 in 2019. For large firms, the average family premium rose from $13,704 in 2009 to $20,717 in 2019 [Figures
1.11 and 1.12].

• For covered workers in large firms, over the past five years, the average family premium in firms that are fully insured has
grown at a similar rate to the average family premium for covered workers in fully or partially selffunded firms (18% for
fully insured plans and 20% for selffunded firms) [Figure 1.13].

• Premium growth continues to outpace both inflation and increases in workers’ earnings [Figure 1.14].
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SECTION 2. HEALTH BENEFITS OFFER RATES

Section 2

Health Benefits Offer Rates

While nearly all large firms (200 or more workers) offer health benefits to at least some workers, small firms (3199 workers) are
significantly less likely to do so. The percentage of all firms offering health benefits in 2019 (57%) is similar to the percentages
of firms offering health benefits last year (57%), five years ago (55%), and ten years ago (59%).

Firms not offering health benefits continue to cite cost as the most important reason they do not do so. Almost all firms that
offer coverage offer benefits to dependents such as children and the spouses of eligible employees.

FIRMOFFER RATES

• In 2019, 57% of firms offer health benefits, the same percentage as last year [Figure 2.1].

– The overall percentage of firms offering health benefits in 2019 is similar to the percentages offering health
benefits in 2014 (55%) and in 2009 (59%) [Figure 2.1].

– Ninetynine percent of large firms offer health benefits to at least some of their workers. In contrast, only 56%
of small firms offer health benefits [Figure 2.2] and [Figure 2.3]. The percentages of both small and large firms
offering health benefits to at least some of their workers are similar to last year [Figure 2.2].

* The smallestsized firms are least likely to offer health insurance: 47% of firms with 39 workers offer
coverage, compared to 77% of firms with 2549 workers, and 93% of firms with 50199 workers [Figure 2.3].
Since most firms in the country are small, variation in the overall offer rate is driven largely by changes in
the percentages of the smallest firms (39 workers) offering health benefits. For more information on the
distribution of firms in the country, see the Survey Design and Methods Section and Figure M.6.

* Only fiftyfour percent of firms with 349 workers offer health benefits to at least some of their workers,
compared to 94% of firms with 50 or more workers [Figure 2.4].

• Because most workers are employed by larger firms, most workers work at a firm that offers health benefits to at least
some of its employees. Ninety percent of all workers are employed by a firm that offers health benefits to at least some
of its workers [Figure 2.6].
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PARTTIME AND TEMPORARYWORKERS

• Among firms offering health benefits, relatively few offer benefits to their parttime and temporary workers.

– The Affordable Care Act (ACA) defines fulltime workers as those who on average work at least 30 hours per
week, and parttime workers as those who on average work fewer than 30 hours per week. The employer shared
responsibility provision of the ACA requires that firms with at least 50 fulltime equivalent employees offer most
fulltime employees coverage that meets minimum standards or be assessed a penalty.1

Beginning in 2015, we modified the survey to explicitly ask employers whether they offered benefits to employees working
fewer than 30 hours. Our previous question did not include a definition of “parttime”. For this reason, historical data on
parttime offer rates are shown, but we did not test whether the differences between 2014 and 2015 were significant. Many
employers may work with multiple definitions of parttime; one for their compliance with legal requirements and another for
internal policies and programs.

• In 2019, 28% of all firms that offer health benefits offer them to parttime workers. Small firms and large firms have
similar rates of offering to parttime workers [Figure 2.7].

• A small percentage (7%) of firms offering health benefits offer them to temporary workers [Figure 2.8].

• Among firms offering health benefits, large firms are more likely than small firms to offer benefits to temporary workers
(13% vs. 7%) [Figure 2.8].

1Internal Revenue Code. 26 U.S. Code § 4980H  Shared responsibility for employers regarding health coverage. 2011. https://www.gpo.gov/fdsys/pkg/
USCODE2011title26/pdf/USCODE2011title26subtitleDchap43sec4980H.pdf
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• The percentage of large firms offering health benefits to temporary workers is not statistically different from the 14%
reported in 2018, but is an increase from ten years ago (5%) [Figure 2.10].
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SPOUSES, DEPENDENTS, ANDDOMESTIC PARTNER BENEFITS

• The vast majority of firms offering health benefits offer to spouses and dependents, such as children.

– In 2019, 94% of firms offering health benefits offer coverage to spouses, similar to the percentage last year [Figure
2.11].

– Ninetyfour percent of small firms and 100% of large firms offering health benefits cover dependents other than
spouses, such as children, similar to the percentages last year [Figure 2.11].

– Six percent of small firms offering health benefits offer only single coverage to their workers, similar to the
percentage last year [Figure 2.11].

• Firms were also asked whether they offer health benefits to samesex or oppositesex domestic partners. While
definitions may vary, employers often define domestic partners as an unmarried couple who has lived together for a
specified period of time. Firms may define domestic partners separately from any legal requirements a state may have.

– Thirtyfour percent of firms offering health benefits offer coverage to oppositesex domestic partners, similar to
the 45% that did so last year.

* Fortythree percent of firms offering health benefits offer coverage to samesex domestic partners, similar to
the 45% that did so last year.

– Thirtysix percent of large firms offering health benefits offer coverage to oppositesex domestic partners, similar
to the 41% that did so last year [Figure 2.13].

* Fortytwo percent of large firms offering health benefits offer coverage to samesex domestic partners,
similar to the 47% that did so last year [Figure 2.13].
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– When firms are asked if they offer health benefits to opposite or samesex domestic partners, many small firms
report that they have not encountered this issue. These firms may not have formal human resource policies on
domestic partners simply because none of the firm’s workers have asked to cover a domestic partner. Regarding
health benefits for oppositesex domestic partners, 20% of small firms report that they have not encountered this
request or that the question was not applicable. Similarly, for health benefits for samesex domestic partners, 26%
of small firms report that they have not encountered the request or that the question was not applicable [Figure
2.12].
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SPOUSAL SURCHARGES

Some employers place conditions on the ability of dependent spouses to enroll in a health plan if the spouse is offered health
insurance from another source, such as his or her own place of work.
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• Among firms offering health benefits to spouses, 87% say that an employee’s spouse is able to enroll in the employee’s
health plan even if the spouse is offered coverage from another source, 2% say the spouse can enroll subject to some
conditions (for example, the type of coverage offered), and 12% say that the spouse is not eligible to enroll [Figure 2.14].

• Among large firms that say that spouses are eligible to enroll in an employee’s health plan even if the spouse has access
to coverage from another source, 10% require the spouse to pay more to enroll than other spouses, such as a higher
premium contribution or cost sharing [Figure 2.15].
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VOLUNTARY INSURANCE BENEFITS

Many firms offer voluntary benefits to their workers, separate from coverage provided through their health plans. These
plans can help with costs that are not covered by the health plan or provide additional financial assistance if the enrollee is
hospitalized or develops a serious health condition. Employers sometimes contribute toward the cost of these benefits, while
other times employees pay the entire cost.
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• Among firms offering health benefits in 2019, 59% of small firms and 92% of large firms offer a dental insurance program
to their workers seperate from any plan included in their plan [Figure 2.17].

– Sixtythree percent of firms offering a dental program to their workers make a contribution toward the cost of the
coverage [Figure 2.18].

• Among large firms offering health benefits in 2019, 92% offer a dental insurance program to their workers, a change
from 97% in 2017 when this question was last asked [Figure 2.20]. However, among large firms that offer health benefits,
offers of both dental and vision coverage have increased since 2010 from 87% and 53%, respectively [Figure 2.21].

• Among firms offering health benefits in 2019, 44% of small firms and 83% of large firms offer a vision insurance program
to their workers seperate from any plan included in their plan [Figure 2.17].

– Fortyseven percent of firms offering a vision program to their workers make a contribution toward the cost of the
coverage [Figure 2.18].

• Among firms offering health benefits in 2019, 23% of small firms and 62% of large firms offer critical illness insurance to
their workers [Figure 2.17].

– Twenty percent of firms offering critical insurance to their workers make a contribution toward the cost of the
coverage [Figure 2.18].

• Among firms offering health benefits in 2019, 18% offer longterm care insurance to their workers [Figure 2.17].

– Thirtysix percent of firms offering longterm care insurance to their workers make a contribution toward the cost
of the coverage [Figure 2.18].
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FIRMS NOT OFFERING HEALTH BENEFITS

• The survey asks firms that do not offer health benefits if they have offered insurance or shopped for insurance in the
recent past, and about their most important reasons for not offering coverage. Because such a small percentage of large
firms report not offering health benefits, we present responses for small nonoffering firms only.

– The cost of health insurance remains the primary reason cited by firms for not offering health benefits. Among
small firms not offering health benefits, 43% cite high cost as “the most important reason” for not doing so,
followed by employees being covered by another plan (17%), then “the firm is too small” (13%). Few small firms
indicate that they do not offer because they believe employees will get a better deal on the health insurance
exchanges (2%) [Figure 2.23].

• Some small nonoffering firms have either offered health insurance in the past five years or shopped for health insurance
in the past year.
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– Thirteen percent of small nonoffering firms have offered health benefits in the past five years, similar to the
percentage reported last year [Figure 2.24].

– Fourteen percent of small nonoffering firms have shopped for coverage in the past year, a decrease from last year
(24%) [Figure 2.24].

• Among small nonoffering firms that report they stopped offering coverage within the past five years, 8% stopped
offering coverage within the past year, similar to the percentage reported last year.

• Among small nonoffering firms, 11% report that they provide funds to their employees to purchase health insurance on
their own in the individual market or through a health insurance exchange [Figure 2.25].

• Seventy percent of small firms (3199 employees) not offering health benefits believed that their employees would
prefer a two dollar per hour increase in wages rather than health insurance. [Figure 2.26]. The percentage of small
employers who believe that their employees would prefer a wage increase is the similar as 2014, the last time the survey
asked this question.
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SECTION 3. EMPLOYEE COVERAGE, ELIGIBILITY, AND PARTICIPATION

Section 3

Employee Coverage, Eligibility, and
Participation

Employers are the principal source of health insurance in the United States, providing health benefits for about 153 million
nonelderly people in America.1 Most workers are offered health coverage at work, and most of the workers who are offered
coverage take it. Workers may not be covered by their own employer for several reasons: their employer may not offer
coverage, they may not be eligible for the benefits offered by their firm, they may elect to receive coverage through their
spouse’s employer, or they may refuse coverage from their firm. In 2019, 61% of workers in firms offering health benefits are
covered by their own firm, similar to the percentages last year and five years ago, but lower than the share (65%) in 2009. The
share of eligible workers taking up benefits in offering firms (76%) is lower than the share in 2014 (80%) and in 2009 (81%)

ELIGIBILITY

• Even in firms that offer health benefits, some workers may not be eligible to participate.2 Many firms, for example, do
not offer coverage to parttime or temporary workers. Among workers in firms offering health benefits in 2019, 80% are
eligible to enroll in the benefits offered by their firm, similar to the percentages last year, five years ago, and 10 years
ago, for both small and large firms [Figure 3.1].

– The percentage of workers eligible to enroll in health benefits at their firm is relatively higher in firms with 2549
workers (87%), and relatively lower in firms with 5,000 or more workers (76%) [Figure 3.3].

– Eligibility varies considerably by firm wage level. Workers in firms with a relatively large share of lowerwage
workers (where at least 35% of workers earn $25,000 a year or less) have a lower average eligibility rate than
workers in firms with a smaller share of lowerwage workers (66% vs. 81%) [Figure 3.6].

– Workers in firms with a relatively large share of higherwage workers (where at least 35% earn $63,000 or more
annually) have a higher average eligibility rate than workers in firms with a smaller share of higherwage workers
(86% vs. 75%) [Figure 3.6].

– Eligibility also varies by the age of the workforce. Those in firms with a relatively small share of younger workers
(where fewer than 35% of the workers are age 26 or younger) have a higher average eligibility rate than those in
firms with a larger share of younger workers (83% vs. 63%) [Figure 3.6].

– Eligibility rates vary considerably for workers in different industries. The average eligibility rate remains particularly
low for workers in retail firms (51%) [Figure 3.3].

1The Uninsured: A Primer  Key Facts about Health Insurance and the Uninsured Under the Affordable Care
Act. Washington (DC): The Commission; 2019 Jan (cited 2019 Aug 12). https://www.kff.org/uninsured/report/
theuninsuredaprimerkeyfactsabouthealthinsuranceandtheuninsuredundertheaffordablecareact/. See supplemental tables  Table
1: 267.5 million nonelderly people, 57.1% of whom are covered by employersponsored insurance (ESI).

2See Section 2 for parttime and temporary worker offer rates.
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TAKEUP RATE

• Seventysix percent of eligible workers take up coverage when it is offered to them, similar to the percentage last year
[Figure 3.1].3

• The likelihood of a worker accepting a firm’s offer of coverage varies by firm wage level. Eligible workers in firms with
a relatively large share of lowerwage workers have a lower average take up rate than eligible workers in firms with a
smaller share of lowerwage workers (51% vs. 78%) [Figure 3.7].

– Eligible workers in firms with a relatively large share of higherwage workers have a higher average take up rate
than those in firms with a smaller share of higherwage workers (83% vs. 71%) [Figure 3.7].

• The likelihood of a worker accepting a firm’s offer of coverage also varies with the age distribution of the workforce.
Eligible workers in firms with a relatively large share of younger workers have a lower average take up rate than those in
firms with a smaller share of younger workers (65% vs. 78%) [Figure 3.7].

– Eligible workers in firms with a relatively large share of older workers have a higher average take up rate than
those in firms with a smaller share of older workers (81% vs. 73%) [Figure 3.7].

• Eligible workers in private, forprofit firms firms have a lower average take up rate (74%) than workers in other firm types
[Figure 3.7].

• Eligible workers in firms with some union workers have a higher average takeup rate than those in firms with no union
workers (83% vs. 74%) [Figure 3.7].

3In 2009, we began weighting the percentage of workers that take up coverage by the number of workers eligible for coverage. The historical takeup
estimates have also been updated. See the Survey Design and Methods section for more information.
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• The percentage of eligible workers taking up benefits in offering firms also varies by industry [Figure 3.3].

• The share of eligible workers taking up benefits in offering firms (76%) is lower than the share in 2014 (80%) and in 2009
(81%) [Figure 3.1].
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COVERAGE

• In 2019, the percentage of workers at firms offering health benefits covered by their firm’s health plan is 61%, similar to
the percentage last year [Figure 3.1] and [Figure 3.2].

– The coverage rate at firms offering health benefits is similar for small firms and large firms in 2019. These rates are
similar to the rates last year for both small firms and large firms [Figure 3.1].

• There is significant variation by industry in the coverage rate among workers in firms offering health benefits. The
average coverage rate is particularly low in the retail industry (32%) [Figure 3.3].

• There also is variation by firm wage levels. Among workers in firms offering health benefits, those in firms with a
relatively large share of lowerwage workers are less likely to be covered by their own firm than workers in firms with a
smaller share of lowerwage workers (33% vs. 63%). A comparable pattern exists in firms with a relatively large share of
higherwage workers, with workers in these firms being more likely to be covered by their employer’s health benefits
than those in firms with a smaller share of higherwage workers (71% vs. 53%) [Figure 3.9].

• The age profile of workers is also related to variation in coverage rates. Among workers in firms offering health benefits,
those in firms with a relatively small share of younger workers are more likely to be covered by their own firm than those
in firms with a larger share of younger workers (64% vs. 41%). Similarly, workers in offering firms with a relatively large
share of older workers are more likely to be covered by their own firm than those in firms with a smaller share of older
workers (66% vs. 57%) [Figure 3.9].

• Among workers in firms offering health benefits, those working in private, forprofit firms are less likely than workers in
other firm types to be covered by their own firm [Figure 3.9].
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• Among workers in all firms, including those that offer and those that do not offer health benefits, 55% are covered by
health benefits offered by their employer, similar to last year, but lower than the coverage rate in 2009 (59%) [Figure
3.10].
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Section 4

Types of Plans Offered

Most firms that offer health benefits offer only one type of health plan (75%). Large firms (200 or more workers) are more likely
than small firms (3199 workers) to offer more than one type of health plan. Firms are most likely to offer their workers a PPO
plan and are least likely to offer a conventional plan (sometimes known as indemnity insurance).

NUMBER OF PLAN TYPES OFFERED

• In 2019, 75% of firms offering health benefits offer only one type of health plan. Large firms are more likely than small
firms to offer more than one plan type (61% vs. 24%) [Figure 4.1].

• Sixtyfour percent of covered workers are employed in a firm that offers more than one type of health plan. Seventyfive
percent of covered workers in large firms are employed by a firm that offers more than one plan type, compared to 37%
in small firms [Figure 4.2].

• Seventysix percent of covered workers in firms offering health benefits work in firms that offer one or more PPOs; 58%
work in firms that offer one or more HDHP/SOs; 36% work in firms that offer one or more HMOs; 14% work in firms that
offer one or more POS plans; and 2% work in firms that offer one or more conventional plans [Figure 4.4].

• Among covered workers in firms offering only one type of health plan, 52% are in firms that only offer one or more PPOs
and 27% are in firms that only offer one or more HDHP/SOs [Figure 4.5].
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OTHER ISSUES

• Some firms only offer workers an HDHP/SO, or do not make other plan choices available to some workers. At 45% of
firms that offer an HDHP/SO, at least some workers can only choose an HDHP/SO, while 55% of firms that offer an
HDHP/SO allow workers to choose between an HDHP/SO and other plan types [Figure 4.6].

• This survey defines Exclusive Provider Organization (EPO) and HMO plans as a single plan type, under the HMO banner.
With an EPO, covered workers must receive their care from providers under contract with the health plan. This year we
asked respondents which offered this plan type whether they offered an HMO, EPO or both types of plans.
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The survey collects information on a firm’s plan with the largest enrollment in each of the plan types. While we know the
number of plan types a firm has, we do not know the total number of plans a firm offers workers. In addition, firms may offer
different types of plans to different workers. For example, some workers might be offered one type of plan at one location,
while workers at another location are offered a different type of plan.

HMO is a health maintenance organization. The survey defines an HMO as a plan that does not cover nonemergency
outofnetwork services.

PPO is a preferred provider organization. The survey defines PPOs as plans that have lower cost sharing for innetwork
provider services, and do not require a primary care gatekeeper to screen for specialist and hospital visits.

POS is a pointofservice plan. The survey defines POS plans as those that have lower cost sharing for innetwork provider
services, but do require a primary care gatekeeper to screen for specialist and hospital visits.

HDHP/SO is a highdeductible health plan with a savings option such as an HRA or HSA. HDHP/SOs are treated as a distinct
plan type even if the plan would otherwise be considered a PPO, HMO, POS plan, or indemnity plan. These plans have
a deductible of at least $1,000 for single coverage and $2,000 for family coverage and are offered with an HRA, or are
HSAqualified. See Section 8 for more information on HDHP/SOs.

Conventional/Indemnity The survey defines conventional or indemnity plans as those that have no preferred provider
networks and the same cost sharing regardless of physician or hospital.
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Section 5

Market Shares of Health Plans

PPOs are the most common plan type, covering 44% of covered workers, followed by HDHP/SOs, HMOs, POS plans, and
conventional plans. The drop in the share of covered workers in PPOs in 2019 was not statistically significant.

• Fortyfour percent of covered workers are enrolled in PPOs, followed by HDHP/SOs (30%), HMOs (19%), POS plans (7%),
and conventional plans (1%) [Figure 5.1].

• The percentage of covered workers enrolled in HDHP/SOs is similar to last year, but has increased over the past decade.

• The percentage of covered workers enrolled in PPOs decreased by 16% over the past decade.

• A larger share of covered workers are enrolled in HDHP/SOs than in HMOs in large firms.

• Covered workers in large firms are more likely to be enrolled in PPOs and HDHP/SOs than covered workers in small firms
[Figure 5.2]. Covered workers in small firms are much more likely than covered workers in large firms to be enrolled in
POS plans (14% vs. 3%) [Figure 5.2].

• Plan enrollment patterns also differ across regions.

– HMO enrollment is significantly higher in the West (35%), and significantly lower in the South (11%) and Midwest
(10%) [Figure 5.3].

* Covered workers in the Northeast (39%) are more likely to be enrolled in HDHP/SOs than workers in other
regions, while covered workers in the West (20%) are less likely to be enrolled in HDHP/SOs [Figure 5.3].
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Section 6

Worker and Employer Contributions for
Premiums

In 2019, premium contributions by covered workers average 18% for single coverage and 30% for family coverage.1 The
average monthly worker contributions are $103 for single coverage ($1,242 annually) and $501 for family coverage ($6,015
annually). Compared to covered workers in large firms (200 or more workers), covered workers in small firms (3199 workers)
have a lower contribution, on average, for single coverage ($1,035 vs. $1,330) but a higher average contribution for family
coverage ($7,805 vs. $5,271).

• In 2019, covered workers on average contribute 18% of the premium for single coverage and 30% of the premium for
family coverage [Figure 6.1].2 The average percentage contributed for single coverage has remained stable in recent
years. While estimates of the average contribution percentage for family coverage have shown small changes in recent
years, the differences are not statistically significant.

– Covered workers in small firms on average contribute a much higher percentage of the premium for family
coverage (40% vs. 26%) than covered workers in large firms [Figure 6.2].

• Workers with single coverage have an average contribution of $103 per month ($1,242 annually), and workers with
family coverage have an average contribution of $501 per month ($6,015 annually) toward their health insurance
premiums [Figure 6.3], [Figure 6.4], and [Figure 6.5].

– The average worker contributions in HDHP/SOs are lower than the overall average worker contribution for single
coverage ($1,071 vs. $1,242) and family coverage ($4,866 vs. $6,015). The average worker contributions in PPOs
are higher than the overall average worker contribution for single coverage ($1,454 vs. $1,242) [Figure 6.6].

• Worker contributions also differ by firm size.

– Covered workers in small firms on average contribute less for single coverage than covered workers in large firms
($1,035 vs. $1,330) [Figure 6.7].

– Covered workers in small firms on average contribute significantly more annually for family coverage ($7,805 vs.
$5,271) [Figure 6.7].

• Covered workers working for private, not for profit firms have a relatively low average contribution for single coverage
($1,057) while covered workers working for private for profits firms have a relatively high average contribution for single
coverage ($1,341).

1Estimates for premiums, worker contributions to premiums, and employer contributions to premiums presented in Section 6 do not include contributions
made by the employer to Health Savings Accounts (HSAs) or Health Reimbursement Arrangements (HRAs). See Section 8 for estimates of employer
contributions to HSAs and HRAs.

2The average percentage contribution is calculated as a weighted average of all a firm’s plan types and may not necessarily equal the average worker
contribution divided by the average premium.
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DISTRIBUTIONS OFWORKER CONTRIBUTIONS TO THE PREMIUM

• About ninetenths of covered workers are in a plan where the employer contributes at least half of the premium for both
single and family coverage.

– Thirteen percent of covered workers are in a plan where the employer pays the entire premium for single
coverage, while only 4% of covered workers are in a plan where the employer pays the entire premium for family
coverage [Figure 6.10].

• Covered workers in small firms are much more likely than covered workers in large firms to be in a plan where the
employer pays the entire premium.

– Thirtyone percent of covered workers in small firms have an employer that pays the full premium for single
coverage, compared to 5% of covered workers in large firms [Figure 6.10].

– For family coverage, 10% of covered workers in small firms have an employer that pays the full premium,
compared to 1% of covered workers in large firms [Figure 6.10].

• Fifteen percent of covered workers are in a plan with a worker contribution of more than half of the premium for family
coverage [Figure 6.10].

– Thirtyfive percent of covered workers in small firms work in a firm where the worker contribution for family
coverage is more than 50% of the premium, a much higher percentage than the 6% of covered workers in large
firms [Figure 6.10].

– Small shares of covered workers in small firms (3%) and large firms (1%) must pay more than 50% of the premium
for single coverage [Figure 6.10].
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• There is substantial variation among workers in both small and large firms in the dollar amounts they must contribute.

– Among covered workers in small firms, 43% have a contribution for single coverage of less than $500, while 18%
have a contribution of $2,000 or more. For family coverage, 13% have a contribution of less than $1,500, while 29%
have a contribution of $10,500 or more [Figure 6.13] and [Figure 6.14].

– Among covered workers in large firms, 16% have a contribution for single coverage of less than $500, while 16%
have a contribution of $2,000 or more. For family coverage, 5% have a contribution of less than $1,500, while only
4% have a contribution of $10,500 or more [Figure 6.13] and [Figure 6.14].
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DIFFERENCES BY FIRM CHARACTERISTICS

• The percentage of the premium paid by covered workers also varies by firm characteristics.

– Covered workers in private forprofit firms on average have higher contribution rates for both single coverage
(20%) and family coverage (32%) than workers in other types of firms. Covered workers in private not for profit
organizations have lower contribution rates for single coverage (14%) than workers in other types of firms [Figure
6.19].

– Covered workers in firms with a relatively large share of lowerwage workers (where at least 35% of workers earn
$25,000 a year or less) have a higher average contribution rate for family coverage (41% vs. 30%) than those in
firms with a smaller share of lowerwage workers [Figure 6.17].

– Covered workers in firms with a relatively large share of higherwage workers (where at least 35% earn $63,000 or
more annually) have a lower average contribution rate for family coverage than those in firms with a smaller share
of higherwage workers (28% vs. 33%) [Figure 6.17].

– Covered workers in firms that have at least some union workers have a lower average contribution rate for family
coverage than those in firms without any union workers (24% vs. 33%) [Figure 6.17].

– Covered workers in firms that are partially or completely selffunded on average have a lower average
contribution rate for family coverage than workers in firms that are fullyinsured (26% vs. 37%) [Figure 6.17].3

3For definitions of selffunded and fullyinsured plans, see the introduction to Section 10.
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DIFFERENCES BY REGION AND INDUSTRY

• The average worker contribution rate for single coverage is lower in the West (13%) and higher in the Midwest (21%)
than in other regions [Figure 6.20].

• The average worker contribution rate for family coverage is higher in the South (34%) than in other regions [Figure 6.20].
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CHANGES OVER TIME

• The average worker contributions for single coverage ($1,242 in 2019) is similar to last year. The average worker
contribution for family coverage ($6,015 in 2019) is higher than the average contribution for family coverage last year
($5,547) [Figure 6.23] and [Figure 6.24].

• The average worker contributions for single and family coverage have increased over the last five years (15% and 25%,
respectively) and over the last 10 years (59% and 71%, respectively).

• Over the past ten years, the average worker contribution for family coverage has increased faster than the average
employer contribution for family coverage (71% vs. 48%).
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FINANCIAL INCENTIVES

• Thirtytwo percent of large firms provide a financial incentive to choose a lower cost health plan.

• Large employers with a financial incentive for employees to choose a lower cost plan option report that, on average,
employees can save $104 monthly if they choose the lowest cost single plan available to them.
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Section 7

Employee Cost Sharing

In addition to any required premium contributions, most covered workers must pay a share of the cost for the medical services
they use. The most common forms of cost sharing are: deductibles (an amount that must be paid before most services are
covered by the plan), copayments (fixed dollar amounts), and coinsurance (a percentage of the charge for services). Sometimes
cost sharing forms are mixed, such as assessing coinsurance for a service up to a maximum amount, or assessing coinsurance
or copayment for a service, whichever is higher. The type and level of cost sharing often vary by the type of plan in which the
worker is enrolled. Cost sharing may also vary by the type of service, such as office visits, hospitalizations, or prescription drugs.

The costsharing amounts reported here are for covered workers using innetwork services. Plan enrollees receiving services
from providers that do not participate in plan networks often face higher cost sharing and may be responsible for charges
that exceed the plan’s allowable amounts. The framework of this survey does not allow us to capture all of the complex
costsharing requirements in modern plans, particularly for ancillary services (such as durable medical equipment or physical
therapy) or costsharing arrangements that vary across different settings (such as tiered networks). Therefore, we do not collect
information on all plan provisions and limits that affect enrollee outofpocket liability.

GENERAL ANNUAL DEDUCTIBLES FORWORKERS IN PLANSWITH DEDUCTIBLES

• We consider a general annual deductible to be an amount that must be paid by enrollees before most services are
covered by their health plan. Nongrandfathered health plans are required to cover some services, such as preventive
care, without cost sharing 1. Some plans require enrollees to meet a servicespecific deductible, such as for prescription
drugs or hospital admissions, in lieu of or in addition to a general annual deductible. As discussed below, some plans
with a general annual deductible for most services exclude specified classes of care from the deductible, such as
prescriptions or physician office visits.

– In 2019, 82% of covered workers are enrolled in a plan with a general annual deductible for single coverage,
similar to the percentage last year (85%) and much higher than the percentage ten years ago (63%) [Figure 7.2].

– The percentages of covered workers enrolled in a plan with a general annual deductible for single coverage are
similar for small firms (3199 workers) (83%) and large firms (200 or more workers) (81%) [Figure 7.2].

– The likelihood of being in a plan with a general annual deductible varies by plan type. Fiftytwo percent of
covered workers in HMOs do not have a general annual deductible for single coverage, compared to 24% of
workers in POS plans and 15% of workers in PPOs [Figure 7.1].

• For covered workers in a plan with a general annual deductible, the average annual deductible for single coverage is
$1,655, similar to the average deductible ($1,573) last year [Figure 7.3] and [Figure 7.10].

– For covered workers in plans with a general annual deductible, the average deductibles for single coverage are
$1,200 in HMOs, $1,206 in PPOs, $1,857 in POS plans, and $2,486 in HDHP/SOs [Figure 7.6].

– The average deductibles for single coverage are higher across plan types for covered workers in small firms than
for covered workers in large firms. For covered workers in PPOs with a general annual deductible, for example, the
average deductible for single coverage in small firms is considerably higher than the average deductible in large
firms ($1,767 vs. $983) [Figure 7.6]. Overall, for covered workers in plans with a general annual deductible, the
average deductible for single coverage in small firms ($2,271) is higher than the average deductible in large firms
($1,412) [Figure 7.3].

1For more information on grandfathered health plans, please see Section 13.
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– The average general annual deductible for single coverage for covered workers in plans with a general annual
deductible has increased 36% over the past five years, from $1,217 in 2014 to $1,655 in 2019 [Figure 7.9].
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GENERAL ANNUAL DEDUCTIBLES AMONGALL COVEREDWORKERS

• As discussed above, the share of covered workers in plans with a general annual deductible has increased significantly
over time, from 63% in 2009 to 82% in 2019 [Figure 7.2]. The average deductible amounts for covered workers in plans
with a deductible have also increased, over the period, from $826 in 2009 to $1,655 in 2019 [Figure 7.10]. Neither trend
by itself, however, captures the full impact of changes in deductibles on covered workers. We can look at the average
impact of both trends together on covered workers by assigning a zero deductible value to covered workers in plans
with no deductible and looking at how the resulting averages change over time. These average deductible amounts are
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lower in any given year but the changes over time reflect both the higher deductibles in plans with a deductible and the
fact that more workers face them.

– Using this approach, the average general annual deductible for single coverage for all covered workers in 2019 is
$1,396, similar to the amount last year ($1,350) [Figure 7.10].

– The 2019 value is 41% higher than the average general annual deductible of $989 in 2014 and 162% higher than
the average general annual deductible of $533 in 2009 [Figure 7.10].

• Another way to look at deductibles is the percentage of all covered workers who are in a plan with a deductible that
exceeds certain thresholds. Fiftyfive percent of covered workers are in plans with a general annual deductible of $1,000
or more for single coverage, similar to the percentage last year [Figure 7.13].

– Over the past five years, the percentage of covered workers with a general annual deductible of $1,000 or more for
single coverage has grown 34%, from 41% to 55% [Figure 7.13].

– Workers in small firms are considerably more likely to have a general annual deductible of $1,000 or more for
single coverage than workers in large firms (68% vs. 50%) [Figure 7.12].

– In 2019, 28% of covered workers are enrolled in a plan with a deductible of $2,000 or more, similar to the
percentage last year (26%) [Figure 7.15]. This percentage is much higher for covered workers in small firms (45%
vs. 22%) [Figure 7.12].
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GENERAL ANNUAL DEDUCTIBLES AND ACCOUNT CONTRIBUTIONS

• One of the reasons for the growth in general annual deductibles has been the growth in enrollment in HDHP/SOs, which
have higher deductibles than other plans. While growing deductibles in other plan types generally increases enrollee
outofpocket liability, the shift in enrollment to HDHP/SOs does not necessarily do so because many HDHP/SO enrollees
receive an account contribution from their employers, which in essence reduces the high cost sharing in these plans.

– Twentyone percent of covered workers in an HDHP with an HRA and 2% of covered workers in an HSAqualified
HDHP receive an account contribution from their employer for single coverage at least equal to their deductible,
while another 22% of covered workers in an HDHP with an HRA and 23% of covered workers in an HSAqualified
HDHP receive account contributions that, if applied to their deductible, would reduce the deductible to $1,000 or
less [Figure 7.17].

– If we reduce the general annual deductibles by employer account contributions, the percentage of covered
workers with a deductible of $1,000 or more would be reduced from 55% to 47% [Figure 7.13] and [Figure 7.14].
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GENERAL ANNUAL DEDUCTIBLES FORWORKERS ENROLLED IN FAMILY COVERGE

General annual deductibles for family coverage are structured in two primary ways: (1) with an aggregate family deductible,
the outofpocket expenses of all family members count against a specified family deductible amount, and the deductible
is considered met when the combined family expenses exceed the deductible amount; (2) with a separate perperson family
deductible, each family member is subject to a specified deductible amount before the plan covers expenses for that member,
although many plans consider the deductible for all family members met once a specified number (typically two or three) of
family members meet their specified deductible amount.2

• In most plan types, relatively few covered workers are in plans without a general annual deductible for family coverage:
15% of covered workers in PPOs, and 24% of covered workers in POS plans. As defined, all covered workers in HDHP/SOs
have a general annual deductible for family coverage [Figure 7.21].

• Among covered workers enrolled in family coverage, the percentages of covered workers in a plan with an aggregate
general annual deductible are 27% for workers in HMOs; 49% for workers in PPOs; 58% for workers in POS plans; and
81% for workers in HDHP/SOs [Figure 7.21].

– The average deductible amounts for covered workers in plans with an aggregate annual deductible for family
coverage are $2,905 for HMOs; $2,883 for PPOs; $4,347 for POS plans; and $4,779 for HDHP/SOs [Figure 7.22].
Deductible amounts for aggregate family deductibles are similar to last year for each plan type.

• For covered workers in plans with an aggregate deductible for family coverage, the average annual family deductibles
in small firms are higher than the average annual family deductibles in large firms for covered workers in PPOs and
HDHP/SOs [Figure 7.22].

• Among covered workers enrolled in family coverage, the percentages of covered workers in plans with a separate
perperson annual deductible for family coverage are 21% for workers in HMOs; 35% for workers in PPOs; 18% for
workers in POS plans; and 19% for workers in HDHP/SOs [Figure 7.21].

– The average deductible amounts for covered workers in plans with separate perperson annual deductibles for
family coverage are $881 for HMOs; $1,091 for PPOs; $1,932 for POS plans; and $3,078 for HDHP/SOs [Figure 7.22].

– Most covered workers in plans with a separate perperson annual deductible for family coverage have a limit for
the number of family members required to meet the separate deductible amounts [Figure 7.25]. Among those
covered workers in plans with a limit on the number of family members, the most frequent number of family
members required to meet the separate perperson deductible is two [Figure 7.26].

2Some workers with separate perperson deductibles or outofpocket maximums for family coverage do not have a specific number of family members that
are required to meet the deductible amount and instead have another type of limit, such as a perperson amount with a total dollar amount limit. These
responses are included in the averages and distributions for separate family deductibles and outofpocket maximums.
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CHARACTERISTICS OF GENERAL ANNUAL DEDUCTIBLES

• The majority of covered workers with a general annual deductible are in plans where the deductible does not have to be
met before certain services, such as physician office visits or prescription drugs, are covered.

– Majorities of covered workers (82% in HMOs, 77% in PPOs, 68% in POS plans, and 56% in HDHP/HRAs) that are
enrolled in plans with general annual deductibles are in plans where the deductible does not have to be met
before physician office visits for primary care are covered [Figure 7.28].

– Similarly, among workers with a general annual deductible, large shares of covered workers in HMOs (92%), PPOs
(91%), POS plans (90%), and HDHP/HRAs (83%) are enrolled in plans where the general annual deductible does
not have to be met before prescription drugs are covered [Figure 7.28].
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HOSPITAL ADMISSIONS ANDOUTPATIENT SURGERY

• Whether or not a worker has a general annual deductible, most workers face additional types of cost sharing (such
as a copayment, coinsurance, or a per diem charge) when admitted to a hospital or having outpatient surgery. The
distribution of workers with cost sharing for hospital admissions or outpatient surgery does not equal 100%, as workers
may face a complex combination of types of cost sharing. For this reason, the average copayment and coinsurance rates
include workers who may have a combination of these types of cost sharing.

• Beginning in 2017, to reduce the burden on respondents, we revised the survey to ask about cost sharing for hospital
admissions and outpatient surgery only for their largest health plan type; previously, we asked for this information for
each of the plan types that they offered.

• For hospital admissions, 66% of covered workers have coinsurance and 14% have a copayment. Lower percentages
of workers have per day (per diem) payments (5%), a separate hospital deductible (1%), or both a copayment and
coinsurance (7%), while 15% have no additional cost sharing for hospital admissions after any general annual deductible
has been met [Figure 7.29].

– For covered workers in HMOs, copayments are more common (42%) and coinsurance (22%) is less common than
the average for all covered workers [Figure 7.29] and [Figure 7.31].

– HDHP/SOs, on average, have a different costsharing structure than other plan types for hospital admissions. Only
2% of covered workers in HDHP/SOs have a copayment for hospital admissions, lower than the average for all
covered workers [Figure 7.29].

– The average coinsurance rate for a hospital admission is 20%, the average copayment is $326 per hospital
admission, and the average per diem charge is $475 [Figure 7.32]. Seventyfive percent of workers enrolled in a
plan with a per diem for hospital admissions have a limit on the number of days a worker must pay the amount
[Figure 7.33].
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• The costsharing provisions for outpatient surgery are similar to those for hospital admissions, as most workers have
coinsurance or copayments. In 2019, 16% of covered workers have a copayment and 67% have coinsurance for
outpatient surgery. In addition, 6% have both a copayment and coinsurance, while 16% have no additional cost sharing
after any general annual deductible has been met [Figure 7.30] and [Figure 7.31].

– For covered workers with cost sharing for outpatient surgery, the average coinsurance rate is 19% and the average
copayment is $180 [Figure 7.32].
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COST SHARING FOR PHYSICIAN OFFICE VISITS

• The majority of covered workers are enrolled in health plans that require cost sharing for an innetwork physician office
visit, in addition to any general annual deductible.3

– The most common form of physician office visit cost sharing for innetwork services is a copayment. Sixtyseven
percent of covered workers have a copayment for a primary care physician office visit and 25% have coinsurance.
For office visits with a specialty physician, 66% of covered workers have a copayment and 26% have coinsurance
[Figure 7.36].

– Covered workers in HMOs, PPOs, and POS plans are much more likely to have copayments for both primary care
and specialty care physician office visits than workers in HDHP/SOs. For primary care physician office visits, 15% of
covered workers in HDHP/SOs have a copayment, 68% have coinsurance, and 15% have no cost sharing after the
general annual plan deductible is met [Figure 7.36].

– Among covered workers with a copayment for innetwork physician office visits, the average copayment is $25 for
primary care and $40 for specialty physician office visits [Figure 7.37], similar to the amounts last year.

– Among covered workers with coinsurance for innetwork physician office visits, the average coinsurance rates are
18% for a visit with a primary care physician and 19% for a visit with a specialist [Figure 7.37], similar to the rates
last year.

3See https://www.federalregister.gov/d/201807355/p923 For those enrolled in an HDHP/HSA, the outofpocket maximum may be no more than $6,750 for
an individual plan and $13,500 for a family plan in 2019. See https://www.irs.gov/pub/irspdf/p969.pdf
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OUTOFPOCKETMAXIMUMS

• Most covered workers are in a plan that partially or totally limits the cost sharing that an enrollee must pay in a
year. This limit is generally referred to as an outofpocket maximum. The Affordable Care Act (ACA) requires that
nongrandfathered health plans have an outofpocket maximum of no more than $7,900 for single coverage and
$15,800 for family coverage in 2019. Outofpocket limits in HSA qualified HDHP/SOs are required to be somewhat
lower.4 Many plans have complex outofpocket structures, which makes it difficult to accurately collect information on
this element of plan design.

• In 2019, 99% of covered workers are in a plan with an outofpocket maximum for single coverage. This is a significant
increase from 94% in 2014 [Figure 7.43].

4Starting in 2010, the survey asked about the prevalence and cost of physician office visits separately for primary care and specialty care. Prior to the 2010
survey, if the respondent indicated the plan had a copayment for office visits, we assumed the plan had a copayment for both primary and specialty care
visits. The survey did not allow for a respondent to report that a plan had a copayment for primary care visits and coinsurance for visits with a specialist
physician. The changes made in 2010 allow for variations in the type of cost sharing for primary care and specialty care visits. The survey includes cost sharing
for innetwork services only.
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• For covered workers in plans with an outofpocket maximum for single coverage, there is wide variation in spending
limits.

– Twelve percent of covered workers in plans with an outofpocket maximum for single coverage have an
outofpocket maximum of less than $2,000, while 20% have an outofpocket maximum of $6,000 or more [Figure
7.45].
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SECTION 8. HIGHDEDUCTIBLE HEALTH PLANS WITH SAVINGS OPTION

Section 8

HighDeductible Health Plans with Savings
Option

To help cover outofpocket expenses not covered by a health plan, some firms offer high deductible plans that are paired
with an account that allows enrollees to use taxpreferred funds to pay plan cost sharing and other outofpocket medical
expenses. The two most common are health reimbursement arrangements (HRAs) and health savings accounts (HSAs). HRAs
and HSAs are financial accounts that workers or their family members can use to pay for health care services. These savings
arrangements are often (or, in the case of HSAs, always) paired with health plans with high deductibles. The survey treats
highdeductible plans paired with a savings option as a distinct plan type  HighDeductible Health Plan with Savings Option
(HDHP/SO)  even if the plan would otherwise be considered a PPO, HMO, POS plan, or conventional health plan. Specifically
for the survey, HDHP/SOs are defined as (1) health plans with a deductible of at least $1,000 for single coverage and $2,000 for
family coverage1 offered with an HRA (referred to as HDHP/HRAs); or (2) highdeductible health plans that meet the federal
legal requirements to permit an enrollee to establish and contribute to an HSA (referred to as HSAqualified HDHPs).2

PERCENTAGE OF FIRMS OFFERING HDHP/HRAS ANDHSAQUALIFIED HDHPS

• Twentyeight percent of firms offering health benefits offer an HDHP/HRA, an HSAqualified HDHP, or both. Among firms
offering health benefits, 4% offer an HDHP/HRA and 26% offer an HSAqualified HDHP [Figure 8.1]. The percentage of
firms offering an HDHP/SO is similar to last year.

– Large firms (200 or more workers) are more likely than small firms (3199 workers) to offer an HDHP/SO (57%
vs. 27%) [Figure 8.3].

1There is no legal requirement for the minimum deductible in a plan offered with an HRA. The survey defines a highdeductible HRA plan as a plan with a
deductible of at least $1,000 for single coverage and $2,000 for family coverage. Federal law requires a deductible of at least $1,350 for single coverage and
$2,700 for family coverage for HSAqualified HDHPs in 2019 (or $1,350 and $2,700, respectively, for plans in their 2018 plan year). Not all firms’ plan years
correspond with the calendar year, so some firms may report a plan with limits from the prior year. See the Text Box for more information on HDHP/HRAs and
HSAqualified HDHPs.

2The definitions of HDHP/SOs do not include other consumerdriven plan options, such as arrangements that combine an HRA with a lowerdeductible health
plan or arrangements in which an insurer (rather than the employer as in the case of HRAs or the enrollee as in the case of HSAs) establishes an account for
each enrollee. Other arrangements may be included in future surveys as the market evolves.
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ENROLLMENT IN HDHP/HRAS ANDHSAQUALIFIED HDHPS

• Thirty percent of covered workers are enrolled in an HDHP/SO in 2019 [Figure 8.5].

• Enrollment in HDHP/SOs has increased over the past five years, from 20% of covered workers in 2014 to 30% in 2019
[Figure 8.5].

– Seven percent of covered workers are enrolled in HDHP/HRAs and 23% of covered workers are enrolled in
HSAqualified HDHPs in 2019. These percentages are similar to the percentages last year [Figure 8.5].

* The percentage of covered workers enrolled in HDHP/SOs is higher in large firms (32%) than in small firms
(25%) [Figure 8.6].

The Kaiser Family Foundation / Page 141



SECTION 8. HIGHDEDUCTIBLE HEALTH PLANS WITH SAVINGS OPTION

The Kaiser Family Foundation / Page 142



SECTION 8. HIGHDEDUCTIBLE HEALTH PLANS WITH SAVINGS OPTION

PREMIUMS ANDWORKER CONTRIBUTIONS

• In 2019, the average annual premiums for covered workers in HDHP/HRAs are $7,103 for single coverage and $21,002 for
family coverage [Figure 8.7].

• The average annual premiums for workers in HSAqualified HDHPs are $6,211 for single coverage and $18,433 for family
coverage. These amounts are significantly less than the average single and family premium for covered workers in plans
that are not HDHP/SOs [Figure 8.8].

• The average single and family coverage premiums for covered workers enrolled in HSAqualified HDHPs are lower than
the premiums for covered workers enrolled in HDHP/HRAs.

• The average annual worker contributions to premiums for workers enrolled in HDHP/HRAs are $1,345 for single
coverage and $6,729 for family coverage [Figure 8.7]. The average contribution for family coverage for covered
workers in HDHP/HRAs are similar to the average premium contribution made by covered workers in plans that are not
HDHP/SOs [Figure 8.8].

• The average annual worker contributions to premiums for workers in HSAqualified HDHPs are $990 for single coverage
and $4,376 for family coverage. The average contributions for single and family coverage for covered workers in
HSAqualified HDHPs are significantly less than the average premium contribution made by covered workers in plans
that are not HDHP/SOs [Figure 8.8].
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OUTOFPOCKETMAXIMUMS AND PLANDEDUCTIBLES

• HSAqualified HDHPs are legally required to have an annual outofpocket maximum of no more than $6,750 for
single coverage and $13,500 for family coverage in 2019. Nongrandfathered HDHP/HRA plans are required to have
outofpocket maximums of no more than $7,900 for single coverage and $15,800 for family coverage in 2019.3 Virtually
all HDHP/HRA plans have an outofpocket maximum for single coverage in 2019.

– The average annual outofpocket maximum for single coverage is $4,822 for HDHP/HRAs and $4,492 for
HSAqualified HDHPs [Figure 8.7].

• As expected, workers enrolled in HDHP/SOs have higher deductibles than workers enrolled in HMOs, PPOs, or POS plans.

– The average general annual deductible for single coverage is $2,583 for HDHP/HRAs and $2,476 for HSAqualified
HDHPs [Figure 8.14]. These averages are similar to the amounts reported in recent years. There is wide variation
around these averages: 41% of covered workers enrolled in an HDHP/SO are in a plan with a deductible of $1,000
to $1,999 while 26% are in a plan with a deductible of $3,000 or more [Figure 8.13].

• The survey asks firms whether the family deductible amount is (1) an aggregate amount (i.e., the outofpocket expenses
of all family members are counted until the deductible is satisfied), or (2) a perperson amount that applies to each
family member (typically with a limit on the number of family members that would be required to meet the deductible
amount) (see Section 7 for more information).

– The average aggregate deductibles for workers with family coverage are $5,335 for HDHP/HRAs and $4,673 for
HSAqualified HDHPs [Figure 8.7]. As with single coverage, there is wide variation around these averages for family
coverage: 11% of covered workers enrolled in HDHP/SOs with an aggregate family deductible have a deductible
of $2,000 to $2,999 while 22% have a deductible of $6,000 dollars or more [Figure 8.16].

3See https://www.federalregister.gov/d/201807355/p923 For those enrolled in an HDHP/HSA, see https://www.irs.gov/pub/irspdf/p969.pdf
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EMPLOYER ACCOUNT CONTRIBUTIONS

• Employers contribute to HDHP/SOs in two ways: through their contributions toward the premium for the health plan
and through their contributions (if any, in the case of HSAs) to the savings account option (i.e., the HRAs or HSAs
themselves).

– Looking at only the annual employer contributions to premiums, covered workers in HDHP/HRAs on average
receive employer contributions of $5,758 for single coverage and $14,273 for family coverage [Figure 8.8]. These
amounts are similar to the contribution amounts last year.

* The average annual employer contributions to premiums for workers in HSAqualified HDHPs are $5,222 for
single coverage and $14,058 for family coverage, similar to the contribution amounts last year. The average
employer contribution for covered workers in HSAqualified HDHPs for single coverage is lower than the
average contribution for covered workers in plans that are not HDHP/SOs [Figure 8.8].

• Looking at employer contributions to the savings options, covered workers enrolled in HDHP/HRAs on average receive
an annual employer contribution to their HRA of $1,713 for single coverage and $3,255 for family coverage [Figure 8.8].

– HRAs are generally structured in such a way that employers may not actually spend the whole amount that they
make available to their employees’ HRAs.4 Amounts committed to an employee’s HRA that are not used by the
employee generally roll over and can be used in future years, but any balance may revert back to the employer

4The survey asks “Up to what dollar amount does your firm promise to contribute each year to an employee’s HRA or health reimbursement arrangement for
single coverage?” We refer to the amount that the employer commits to make available to an HRA as a contribution for ease of discussion. As discussed, HRAs
are notional accounts, and employers are not required to actually transfer funds until an employee incurs expenses. Thus, employers may not expend the
entire amount that they commit to make available to their employees through an HRA. Some employers may make their HRA contribution contingent on
other factors, such as completing wellness programs.
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if the employee leaves his or her job. Thus, the employer contribution amounts to HRAs that we capture in the
survey may exceed the amount that employers will actually spend.

• Covered workers enrolled in HSAqualified HDHPs on average receive an annual employer contribution to their HSA of
$572 for single coverage and $1,062 for family coverage [Figure 8.8].

– In many cases, employers that sponsor HSAqualified HDHP/SOs do not make contributions to HSAs established
by their employees. Fiftyfive percent of employers offering single coverage and 55% offering family coverage
through HSAqualified HDHPs do not make contributions toward the HSAs that their workers establish. For both
single and family coverage, 25% and 26% of workers respectively, in an HSAqualified HDHP do not receive an
account contribution from their employer [Figure 8.17] and [Figure 8.18].

– The average HSA contributions reported above include the portion of covered workers whose employer
contribution to the HSA is zero. When those firms that do not contribute to the HSA are excluded from the
calculation, the average employer contribution for covered workers is $768 for single coverage and $1,433 for
family coverage.

* The percentages of covered workers enrolled in a plan where the employer makes no HSA contribution (25%
for single coverage and 26% for family coverage) are similar to the percentages in recent years [Figure 8.17]
and [Figure 8.18].

• There is considerable variation in the amount that employers contribute to savings accounts.

– Fortythree percent of covered workers in an HDHP/HRA receive an annual HRA contribution of less than $800 for
single coverage, while 26% receive an annual HRA contribution of $1,600 or more [Figure 8.17].

– Forty percent of covered workers in an HSAqualified HDHP receive an annual HSA contribution of less than $400
for single coverage, including 25% that receive no HSA contribution from their employer [Figure 8.17]. In contrast,
11% of covered workers in an HSAqualified HDHP receive an annual HSA contribution of $1,200 or more. One
percent of covered workers with an employer that matches any HSA contribution for single coverage.

• Employer contributions to savings account options (i.e., the HRAs and HSAs themselves) for their workers can be added
to their health plan premium contributions to calculate total employer contributions toward HDHP/SOs. We note that
HRAs are a promise by an employer to pay up to a specified amount and that many employees will not receive the
full amount of their HRA in a year, so adding the employer premium contribution amount and the HRA contribution
represents an upper bound for employer liability that overstates the amount that is actually expended. Since employer
contributions to employee HSAs immediately transfer the full amount to the employee, adding employer premium and
HSA contributions is an instructive way to look at their total liability under these plans.

– For HDHP/HRAs, the average annual total employer contribution for covered workers is $7,471 for single coverage
and $17,528 for family coverage. The average total employer contributions for covered workers for single
coverage and family coverage in HDHP/HRAs are higher than the average firm contributions toward single and
family coverage in plans that are not HDHP/SOs [Figure 8.8].

* For HSAqualified HDHPs, the average total annual firm contribution for covered workers is $5,793 for single
coverage and $15,133 for workers with family coverage. The average total firm contribution amount for
single coverage in HSAqualified HDHPs is lower average firm contributions toward single coverage in health
plans that are not HDHP/SOs [Figure 8.8].
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COST SHARING FOR OFFICE VISITS

• The costsharing pattern for primary care office visits differs for workers enrolled in HDHP/SOs. Fortyseven percent of
covered workers in HDHP/HRAs have a copayment for primary care physician office visits compared to 6% enrolled
in HSAqualified HDHPs [Figure 8.21]. Workers in other plan types are much more likely to face copayments than
coinsurance for physician office visits (see Section 7 for more information).
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Health Reimbursement Arrangements (HRAs) are medical care reimbursement plans established by employers that can
be used by employees to pay for health care. HRAs are funded solely by employers. Employers may commit to make a
specified amount of money available in the HRA for premiums and medical expenses incurred by employees or their
dependents. HRAs are accounting devices, and employers are not required to expend funds until an employee incurs
expenses that would be covered by the HRA. Unspent funds in the HRA usually can be carried over to the next year
(sometimes with a limit). Employees cannot take their HRA balances with them if they leave their job, although an
employer can choose to make the remaining balance available to former employees to pay for health care. HRAs often
are offered along with a highdeductible health plan (HDHP). In such cases, the employee pays for health care first from
his or her HRA and then outofpocket until the health plan deductible is met. Sometimes certain preventive services or
other services such as prescription drugs are paid for by the plan before the employee meets the deductible.

Health Savings Accounts (HSAs) are savings accounts created by individuals to pay for health care. An individual may
establish an HSA if he or she is covered by a “qualified health plan”  a plan with a high deductible (at least $1,350 for
single coverage and $2,700 for family coverage in 2019 or $1,350 and $2,700, respectively, in 2018) that also meets
other requirements. Employers can encourage their employees to create HSAs by offering an HDHP that meets the
federal requirements. Employers in some cases also may assist their employees by identifying HSA options, facilitating
applications, or negotiating favorable fees from HSA vendors. Both employers and employees can contribute to an HSA,
up to the statutory cap of $3,500 for single coverage and $7,000 for family coverage in 2019. Employee contributions
to the HSA are made on a preincome tax basis, and some employers arrange for their employees to fund their HSAs
through payroll deductions. Employers are not required to contribute to HSAs established by their employees but if they
elect to do so, their contributions are not taxable to the employee. Interest and other earnings on amounts in an HSA
are not taxable. Withdrawals from the HSA by the account owner to pay for qualified health care expenses are not taxed.
The savings account is owned by the individual who creates the account, so employees retain their HSA balances if they
leave their job.5

5See https://www.federalregister.gov/d/201807355/p923 For those enrolled in an HDHP/HSA, see https://www.irs.gov/pub/irspdf/p969.pdf
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SECTION 9. PRESCRIPTION DRUG BENEFITS

Section 9

Prescription Drug Benefits

Nearly all (more than 99%) covered workers are at a firm that provides prescription drug coverage in its largest health plan.
Many employer plans have increasingly complex benefit designs for prescriptions drugs, as employers and insurers expand
the use of formularies with multiple costsharing tiers as well as other management approaches. To reduce the burden on
respondents, we ask offering firms about the attributes of prescription drug coverage only for their largest health plan. This
survey asks employers about the costsharing in up to four tiers, and a tier exclusively for specialty drugs. There may be
considerable variation in how plans structure their formularies.

DISTRIBUTIONOF COST SHARING

• The large majority of covered workers (91%) are in a plan with tiered cost sharing for prescription drugs [Figure 9.1].
Costsharing tiers generally refer to a health plan placing a drug on a formulary or preferred drug list that classifies drugs
into categories that are subject to different cost sharing or management. It is common for there to be different tiers for
generic, preferred and nonpreferred drugs. In recent years, plans have created additional tiers that may, for example, be
used for specialty drugs or expensive biologics. Some plans may have multiple tiers for different categories; for example,
a plan may have preferred and nonpreferred specialty tiers. The survey obtains information about the costsharing
structure for up to five tiers.

• Eightyfour percent of covered workers are in a plan with three, four, or more tiers of cost sharing for prescription drugs
[Figure 9.1]. These totals include tiers that cover only specialty drugs, even though the costsharing information for
those tiers is reported separately.

– HDHP/SOs have a different costsharing pattern for prescription drugs than other plan types. Compared to
covered workers in other plan types, those in HDHP/SOs are more likely to be in a plan with the same cost
sharing regardless of drug type (10% vs. 3%) or in a plan that has no cost sharing for prescriptions once the plan
deductible is met (9% vs. 1%) [Figure 9.2].

• Among firms that cover prescription drugs very few firms limit their coverage to only generics drugs. Of firms with
prescription drug coverage, the percent of small firms that cover only generic drugs is 1% and the percentage of large
firms that cover only generic drugs is 1%.
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TIERS NOT EXCLUSIVELY FOR SPECIALTY DRUGS

• Even when formulary tiers covering only specialty drugs are not counted, a large share (78%) of covered workers are in a
plan with three or more tiers of cost sharing for prescription drugs. The costsharing statistics presented in this section
do not include information about tiers that cover only specialty drugs. In cases in which a plan covers specialty drugs
on a tier with other drugs, they will still be included in these averages. Costsharing statistics for tiers covering only
specialty drugs are presented in the next section.

• For covered workers in a plan with three or more tiers of cost sharing for prescription drugs, copayments are the most
common form of cost sharing in the first three tiers and coinsurance is the next most common [Figure 9.3].

– Among covered workers in plans with three or more tiers of cost sharing for prescription drugs, the average
copayments are $11 for firsttier drugs, $33 secondtier drugs, $59 for thirdtier drugs, and $123 for fourthtier
drugs [Figure 9.6].

– Among covered workers in plans with three or more tiers of cost sharing for prescription drugs, the average
coinsurance rates are 18% for firsttier drugs, 24% secondtier drugs, 34% thirdtier drugs, and 29% for fourthtier
drugs [Figure 9.6].

• Twelve percent of covered workers are in a plan with two tiers for prescription drug cost sharing (excluding tiers
covering only specialty drugs).

– For these workers, copayments are more common than coinsurance for firsttier and secondtier drugs [Figure 9.3].
The average copayment for the first tier is $11 and the average copayment for the second tier is $31 [Figure 9.6].

• Five percent of covered workers are in a plan with the same cost sharing for prescriptions regardless of the type of drug
(excluding tiers covering only specialty drugs).

– Among these workers, 25% have copayments and 75% have coinsurance [Figure 9.3]. The average coinsurance
rate is 22% [Figure 9.6].
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COINSURANCEMAXIMUMS

• Coinsurance rates for prescription drugs often include maximum and/or minimum dollar amounts. Depending on
the plan design, coinsurance maximums may significantly limit the amount an enrollee must spend outofpocket for
highercost drugs.

• These coinsurance minimum and maximum amounts vary across the tiers.

– For example, among covered workers in a plan with coinsurance for the first costsharing tier, 16% have only a
maximum dollar amount attached to the coinsurance rate, 6% have only a minimum dollar amount, 18% have
both a minimum and maximum dollar amount, and 58% have neither. For those in a plan with coinsurance for
the fourth costsharing tier, 40% have only a maximum dollar amount attached to the coinsurance rate, 2% have
only a minimum dollar amount, 13% have both a minimum and maximum dollar amount, and 43% have neither
[Figure 9.7].

SEPARATE TIERS FOR SPECIALTY DRUGS

• Specialty drugs, such as biologics that may be used to treat chronic conditions, or some cancer drugs, can be quite
expensive and often require special handling and administration. We revised our questions beginning with the 2016
survey to obtain more information about formulary tiers that are exclusively for specialty drugs. We are reporting results
only among large firms because a relatively large share of small firms were unsure whether their largest plan covered
these drugs.

– Ninetyseven percent of covered workers at large firms have coverage for specialty drugs [Figure 9.8]. Among
these workers, 45% are in a plan with at least one costsharing tier just for specialty drugs [Figure 9.9].
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– Among covered workers in a plan with at least one separate tier for specialty drugs, 45% have a copayment
for specialty drugs and 52% have coinsurance [Figure 9.10]. The average copayment is $109 and the average
coinsurance rate is 24% [Figure 9.11]. Seventy percent of those with coinsurance have a maximum dollar limit on
the amount of coinsurance they must pay.
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MAIL ORDER PHARMACIES

• Many plans allow enrollees to fill prescriptions through the mail. In some cases, there may be financial incentive, such as
lower cost sharing for enrollees to use this process.

• In 2019, a very small share of workers 2% were in plans that only covered prescription drugs provided through the mail
and 4% were in plans which only covered some prescriptions through the mail [Figure 9.12]. For these workers, the plan
would generally not pay anything for a prescription if the enrollee visited a physical pharmacy.

• Among workers at firms with 50 or more employees that offer coverage for prescription drugs, 58% have a financial
incentive for enrollees to fill some or all prescriptions through a mail order pharmacy [Figure 9.13].
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MAINTENANCE DRUGS FOR CHROINIC CONDITIONS

• Among firms with 1,000 or more employees that offer coverage for prescription drugs, 31% have reduced or zero cost
sharing for maintenance drugs for chronic conditions, such as insulin for diabetes [Figure 9.14].

The Kaiser Family Foundation / Page 165



SECTION 9. PRESCRIPTION DRUG BENEFITS

SEPARATE ANNUAL DEDUCTIBLE

• Among covered workers in a plan with coverage for prescription drugs, 13% are enrolled in a plan that that has a
separate annual deductible that applies only to prescription drugs.

– Covered workers in small firms are less likely than those in large firms to be enrolled in a plan with a separate
annual deductible for prescription drugs (9% vs. 14%) [Figure 9.15].

– For covered workers in a plan with a separate annual deductible for prescription drugs, the average prescription
drug deductible is $194 [Figure 9.16].

– Sixtynine percent of covered workers in a plan with a separate annual deductible for prescription drugs are in a
plan that applies the deductible to all covered drugs [Figure 9.16].
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Generic drugs Drugs that are no longer covered by patent protection and thus may be produced and/or distributed by
multiple drug companies.

Preferred drugs Drugs included on a formulary or preferred drug list; for example, a brandname drug without a generic
substitute.

Nonpreferred drugs Drugs not included on a formulary or preferred drug list; for example, a brandname drug with a
generic substitute.

Fourthtier drugs New types of costsharing arrangements that typically build additional layers of higher copayments or
coinsurance for specifically identified types of drugs, such as lifestyle drugs or biologics.
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Specialty drugs Specialty drugs such as biological drugs are high cost drugs that may be used to treat chronic conditions
such as blood disorder, arthritis or cancer. Often times they require special handling and may be administered through
injection or infusion.
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Section 10

Plan Funding

Many firms, particularly larger firms, choose to pay for some or all of the health services of their workers directly from their own
funds rather than by purchasing health insurance for them. This is called selffunding. Both public and private employers use
selffunding to provide health benefits. Federal law (the Employee Retirement Income Security Act of 1974, or ERISA) exempts
selffunded plans established by private employers (but not public employers) from most state insurance laws, including
reserve requirements, mandated benefits, premium taxes, and many consumer protection regulations. Sixtyone percent of
covered workers are in a selffunded health plan in 2019. Selffunding is common among larger firms because they can spread
the risk of costly claims over a large number of workers and dependents.

In recent years, a complex funding option, often called levelfunding, has become more widely available to small employers.
Levelfunded arrangements are nominally selffunded options that package together a selffunded plan with extensive
stoploss coverages that significantly reduces the risk retained by the employer. Seven percent of covered workers in small firms
(3199 workers) are in a levelfunded plan.

SELFFUNDED PLANS

• Sixtyone percent of covered workers are in a plan that is completely or partially selffunded, similar to last year [Figure
10.1] and [Figure 10.2].

– The percentage of covered workers enrolled in selffunded plans has been stable in recent years across firm sizes
[Figure 10.2]. The percentage of covered workers enrolled in a selffunded health plan is similar to ten years ago.

* As expected, covered workers in large firms are significantly more likely to be in a selffunded plan than
covered workers in small firms (80% vs. 17%). The percentage of covered workers in selffunded plans
generally increases as the number of workers in a firm increases. [Figure 10.1] and [Figure 10.3].
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LEVELFUNDED PLANS

In the past few years, insurers have begun offering health plans that provide a nominally selffunded option for small or
midsized employers that incorporates stoploss insurance with relatively low attachment points. Often, the insurer calculates
an expected monthly expense for the employer, which includes a share of the estimated annual cost for benefits, premium for
the stoploss protection, and an administrative fee. The employer pays this “level premium” amount, with the potential for some
reconciliation between the employer and the insurer at the end of the year, if claims differ significantly from the estimated
amount. These policies are sold as selffunded plans, so they generally are not subject to state requirements for insured plans
and, for those sold to employers with fewer than 50 employees, are not subject to the rating and benefit standards in the ACA
for small firms.

Due to the complexity of the funding (and regulatory status) of these plans, and because employers often pay a monthly
amount that resembles a premium, respondents may be confused as to whether or not their health plan is selffunded or
insured. We asked employers with fewer than 200 workers whether they have a levelfunded plan.

• Twentyfour percent of covered workers in small firms are in a plan that is either selffunded or levelfunded [Figure
10.6].

SelfFunded Plan An insurance arrangement in which the employer assumes direct financial responsibility for the costs of
enrollees’ medical claims. Employers sponsoring selffunded plans typically contract with a thirdparty administrator
or insurer to provide administrative services for the selffunded plan. In some cases, the employer may buy stoploss
coverage from an insurer to protect the employer against very large claims.

FullyInsured Plan An insurance arrangement in which the employer contracts with a health plan that assumes financial
responsibility for the costs of enrollees’ medical claims.
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LevelFunded Plan An insurance arrangement in which the employer makes a set payment each month to an insurer or third
party administrator which funds a reserve account for claims, administrative costs, and premiums for stoploss coverage.
When claims are lower than expected, surplus claims payments may be refunded at the end of the contract.

Stoploss Coverage Stoploss coverage limits the amount that a plan sponsor has to pay in claims. Stoploss coverage may limit
the amount of claims that must be paid for each employee or may limit the total amount the plan sponsor must pay for
all claims over the plan year.

Attachment Point Attachment points refer to the amount at which the insurer begins to pay its obligations for stoploss
coverage, either because plan, individual or claim spending exceed a designated value.
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Section 11

Retiree Health Benefits

Retiree health benefits are an important consideration for older workers making decisions about their retirement. Retiree
benefits can be a crucial source of coverage for people retiring before Medicare eligibility. For retirees with Medicare coverage,
retiree health benefits can provide an important supplement to Medicare, helping them pay for cost sharing and benefits not
otherwise covered by Medicare.

For 2019, we modified the question that we use to ask firms whether or not they provide retiree health benefits; particularly,
we explicitly stated that firms that had terminated retiree health benefits but still has some retirees getting coverage, or that
had current employees who will get retiree health coverage in the future, should answer ‘yes’ to the question. We made this
clarification in response to a large decline in the 2018 survey in the prevalence of retiree coverage (from 25% in 2017 to 18%
in 2018). In the 2018 survey, we expressed concern that the then current focus on public entities eliminating retiree benefits
for future (not existing) retirees may be influencing the responses we were getting and said that we were going to clarify the
survey question in future years.

This year’s survey finds that 28% of large firms offering health benefits offer retiree health benefits. While this percentage is
similar to percentages of firms offering retirees prior to the 2018 decline, we are concerned that the change to the question
compromises the comparability of the responses before and after the change. For this reason, estimates of retiree health
benefits from the 2019 survey may not be comparable to those from prior surveys.

This survey asks retiree health benefits questions only of large firms (200 or more workers).

EMPLOYER RETIREE BENEFITS

• In 2019, 28% of large firms that offer health benefits offer retiree health benefits for at least some current workers or
retirees [Figure 11.1]. See the Methods section for a discussion of changes to survey question on retiree health benefits
for 2019 survey. Due to this change, we did not test if the 2018 and 2019 estimates were statistically different from each
other.

• Retiree health benefits offer rates vary considerably by firm characteristics.

– Among large firms offering health benefits, the likelihood that a firm will offer retiree health benefits increases
with firm size [Figure 11.2].

– The share of large firms offering retiree health benefits varies considerably by industry [Figure 11.2].

– Among large firms offering health benefits, private forprofit firms are less likely (13%) and public employers are
more likely (65%) to offer retiree health benefits [Figure 11.3].

– Large firms offering health benefits with at least some union workers are more likely to offer retiree health benefits
than large firms without any union workers (53% vs. 19%) [Figure 11.3].

– Large firms offering health benefits with a relatively large share of older workers (where at least 35% of the
workers are age 50 or older) are more likely to offer retiree health benefits than large firms with a smaller share of
older workers (36% vs. 21%) [Figure 11.3].

– Large firms offering health benefits with a relatively small share of younger workers (where fewer than 35% of the
workers are age 26 or younger) are more likely to offer retiree health benefits than large firms with a larger share of
younger workers (31% vs. 17%) [Figure 11.3].
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– Large firms offering health benefits with a relatively large share of higherwage workers (where at least 35% of
workers earn $63,000 a year or more) are more likely to offer retiree health benefits than large firms with a smaller
share of higherwage workers (39% vs. 20%) [Figure 11.3].

– Large firms offering health benefits with a relatively small share of lowerwage workers (where at least 35% of
workers earn $25,000 a year or less) are more likely to offer retiree health benefits than large firms with a larger
share of lowerwage workers (30% vs. 12%) [Figure 11.3].
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EARLY RETIREES, MEDICAREAGE RETIREES AND SPOUSES

• Among large firms offering retiree health benefits, a large share offer benefits to early retirees under the age of 65 (91%).
A lower percentage (61%) of large firms offering retiree health benefits offer to Medicareage retirees [Figure 11.4].
Among all large firms offering health benefits to current workers, 17% offer retiree health benefits to Medicareage
retirees.

• Among large firms offering retiree health benefits, 55% offer benefits to both early and Medicareage retirees.

• Among large firms offering retiree benefits, a large share (89%) report offering health benefits to the spouses of retirees
[Figure 11.7].
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CONTRIBUTIONS TO COVERAGE

• Among large employers offering retiree health benefits to at least some early retirees, 60% say that they contribute to
the cost for at least some early retirees [Figure 11.5].

• Among large employers offering retiree health benefits to at least some Medicareage retirees, 67% say that they
contribute to the cost for at least some Medicareage retirees [Figure 11.6].

• Among large employers offering retiree health benefits to at least some Medicareage retirees through a contract with a
Medicare Advantage Plan, 88% say that they contribute to the cost of the coverage [Figure 11.9].

• Among large employers offering retiree health benefits to at least some spouses of retirees, 57% say that they contribute
to the cost of the coverage for the spouse [Figure 11.7].
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MEDICARE ADVANTAGE

• Fortyfour percent of large employers offering retiree health benefits to Medicareage retirees offer coverage to at least
some Medicareage retirees through a contract with a Medicare Advantage plan [Figure 11.9].

• Among large employers offering retiree health benefits to Medicareage retirees that do not offer coverage through
a Medicare Advantage plan, only 7% say that they are ‘very likely’ or ‘somewhat likely’ to do so in the next two years
[Figure 11.10].

• Among large employers offering retiree health benefits to Medicareage retirees through a contract with a Medicare
Advantage plan, 53% provide retirees with the opportunity to choose a plan other than a Medicare Advantage plan for
retiree health benefits [Figure 11.11].
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BENEFIT ELIGIBILITY

• Among large firms offering retiree health benefits, 90% say that at least some current employees will be eligible for
retiree health benefits after meeting any age and/or length of service requirements [Figure 11.12].

• Among large firms offering retiree health benefits, 73% say that new hires will be eligible for the firm’s retiree health
benefits after meeting any age and/or length of service requirements [Figure 11.12].

COST REDUCTION STRATEGIES

• Among large firms offering retiree health benefits, 13% say the firm made a major change in retiree health benefits in
the past year to cut costs or reduce its future liability [Figure 11.14].

• Thirtyfour percent of large firms offering retiree health benefits say they anticipate that the firm will increase retiree
premium contributions or costsharing for services in the next two years [Figure 11.13].

• Nine percent of large firms offering retiree health benefits say that the firm will eliminate retiree health benefits offered
to at least some current employees or retirees in the next two years [Figure 11.13].
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Section 12

Health andWellness Programs

Firms continue to show considerable interest in programs that help workers identify health issues and manage chronic
conditions. Many employers believe that improving the health of their workers and their family members can improve morale
and productivity, and reduce health care costs.

In addition to offering wellness programs, a majority of large firms now offer health screening programs, including health
risk assessments, which are questionnaires asking workers about lifestyle, stress, or physical health, and biometric screening,
which we define as inperson health examinations conducted by a medical professional. Firms and insurers may use the health
information collected during screenings to target wellness offerings or other health services to workers with certain conditions
or behaviors that pose a risk to their health. Some firms have incentive programs that reward or penalize workers for different
activities, including participating in wellness programs or completing health screenings.

Among large firms offering health benefits in 2019, 65% offer workers the opportunity to complete a health risk assessment,
52% offer workers the opportunity to complete a biometric screening, and 84% offer workers wellness programs, such as
programs to help them stop smoking or lose weight, or programs that offer lifestyle and behavioral coaching. Substantial
shares of these large firms provide incentives for workers to participate in or complete the programs.

Only firms offering health benefits were asked about their wellness and health promotion programs.

Employers, like other institutions, have had to deal with the opioid epidemic that has affected many workers and their family
members. Employers have made changes to their health plans and employee assistance programs to address some of the
impacts of the epidemic.

HEALTH RISK ASSESSMENTS

Many firms provide workers the opportunity to complete a health risk assessment to identify potential health issues. Health
risk assessments generally include questions about medical history, health status, and lifestyle. At small firms, health risk
assessments are typically administered by an insurer.

• Among firms offering health benefits, 41% of small firms and 65% of large firms provide workers the opportunity to
complete a health risk assessment [Figure 12.1]. These percentages are similar to the corresponding percentages for
2018 (37% for small firms and 62% for large firms) [Figure 12.2]. Over the last decade the percent of large firms offering
workers the opportunity to complete a health risk assessment has increased from 52% to 65%.

• Some firms offer incentives to encourage workers to complete a health risk assessment.

– Among firms that offer a health risk assessment, 18% of small firms and 50% offer workers an incentive to
complete the assessment [Figure 12.3].
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BIOMETRIC SCREENING

Biometric screening is a health examination that measures a person’s risk factors (such as cholesterol, blood pressure, and body
mass index (BMI) for certain medical issues. A biometric outcome involves assessing whether the person meets specified health
targets related to certain risk factors, such as meeting a target BMI or cholesterol level. As defined by this survey, goals related
to smoking are not included in the biometric screening questions.

• Among firms offering health benefits, 26% of small firms and 52% of large firms provide workers the opportunity to
complete a biometric screening [Figure 12.4]. These percentages are similar to 2018 (21% and 50%) [Figure 12.5].

• Some firms offer incentives to encourage workers to complete the biometric screening.

– Among firms with biometric screening programs, 29% of small firms and 58% of large firms offer workers an
incentive to complete the screening [Figure 12.6]. Some firms report offering more than one type of incentive.

• In addition to incentives for completing a biometric screening, some firms offer workers incentives to meet biometric
outcomes. Among large firms with biometric screening programs, 14% reward or penalize workers based on achieving
specified biometric outcomes (such as meeting a target BMI) [Figure 12.6].

– The size of the incentives firms offer for meeting biometric outcomes varies considerably. Among large firms
offering a reward or penalty for meeting biometric outcomes, the maximum reward is valued at $150 or less for
17% of firms and more than $1,000 for 11% of firms [Figure 12.7]. Thirtyone percent of these firms combine the
reward with incentives for other activities. This may include employers who ask employees to complete several
health screening, disease management, wellness/health promotion activities in order to qualify for incentives.

The Kaiser Family Foundation / Page 191



SECTION 12. HEALTH AND WELLNESS PROGRAMS

The Kaiser Family Foundation / Page 192



SECTION 12. HEALTH AND WELLNESS PROGRAMS

The Kaiser Family Foundation / Page 193



SECTION 12. HEALTH AND WELLNESS PROGRAMS

HEALTH SCREENING PROGRAMS

Among firms offering health benefits, 48% of small firms and 72% of large firms offer workers a health risk assessment,
biometric screening or both screening programs.

• Thirtynine percent of large firms offering health benefits have an incentive for workers to complete a biometric
screening or health risk assessment [Figure 12.9].
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WEARABLE TECHNOLOGY

Some employers and health plans incorporate information collected from mobile phone applications of wearable devices, such
as Fitbits or Apple Watches into their health promotion programs.

• Among all firms offering health benefits, 11% collect information from workers’ mobile apps or wearable devices, such
as a Fitbit or Apple Watch, as part of their wellness or health promotion program, similar to the percentage last year
[Figure 12.10] and [Figure 12.11].

– Firms with 1,000 to 4,999 and firms with 5,000 or more employees are more likely than other firms to collect
information from workers’ mobile apps or wearable devices [Figure 12.10].

• Five percent of employers offering health benefits, including 18% of employers with 5,000 or more employees, provide
employees with wearable technologies such as a Fitbit or Apple Watch as part of a health improvement program [Figure
12.10].
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WELLNESS ANDHEALTH PROMOTION PROGRAMS

Large shares of employers continue to offer educational and other programs to help workers engage in healthy lifestyles and
reduce health risks. Wellness and health promotion programs may include exercise programs, health education classes, health
coaching, and stressmanagement counseling. These programs may be offered directly by the firm, an insurer, or a thirdparty
contractor.

• Among firms offering health benefits, 36% of small firms and 72% of large firms offer programs to help workers stop
smoking or using tobacco, 31% of small firms and 60% of large firms offer programs to help workers lose weight, and
39% of small firms and 71% of large firms offer some other lifestyle or behavioral coaching program. Overall, 50% of
small firms and 84% of large firms offering health benefits offer at least one of these three programs [Figure 12.12] and
[Figure 12.13].

• Fortyone percent of large firms offering one of these wellness or health promotion programs offer an incentive to
encourage workers to participate in or complete the programs [Figure 12.15]
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INCENTIVES FORWELLNESS ANDHEALTH SCREENING PROGRAMS

Firms with incentives for health risk assessments, biometric screenings, or wellness or health promotion programs were asked
to report the maximum reward or penalty a worker could earn for all of the firm’s health promotion activities combined. Some
firms do not offer incentives for individual activities, but offer rewards to workers who complete a variety of activities.1 Among
large firms offering incentives for any of these programs, the maximum value for all wellnessrelated incentives is $150 or less
in 16% of firms and more than $1,000 in 20% of firms [Figure 12.16].

• This year we asked large firms with an incentive to participate in a health promotion or health screening program, how
effective they believed these incentives were at increasing employee participation. 39% believed incentives were ‘very
effective’ and 53% said ‘somewhat effective’. [Figure 12.16].

1In 2019, less than one percent of firms indicated that they had an incentive for completing health risk assessments, biometric screenings, or wellness or
health promotion programs, but had a maximum incentive of zero dollars. These firms may have nonmonetary incentives such as preferred parking spots or
employee recognition programs.
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DISEASEMANAGEMENT

Disease management programs aim to improve health and reduce costs for enrollees with chronic illnesses by educating them
about their disease and suggesting treatment options. These programs can help enrollees with conditions such as diabetes,
asthma, hypertension, and high cholesterol.

• Among firms that offer health benefits, 28% of small firms and 68% of large firms offer disease management programs
[Figure 12.20].

– The likelihood that firms offering health benefits offer disease management programs increases with firm size
[Figure 12.20].

• Among large firms with a disease management program, 13% offer incentives or penalties for workers to participate in
or complete the programs. This percentage is highest among firms with 5,000 or more workers (21%) [Figure 12.22].
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OPIOID CRISIS

The opioid epidemic has challenged employers and their workers in a number of ways. Over prescribing and insufficient
followup with those prescribed pain medications helped fuel the increase in addiction. Large employers offering health
benefits were asked about specific actions that they have made in the past five years in response to the opioid epidemic.

• Forty percent of large employers initiated or revised an employee assistance program, 24% modified their health plans
to incorporate utilization management or step therapy for opioid use, 38% provided additional health information to
employees, 8% require enrollees with high opioid use to obtain prescriptions from only one provider, 21% asked their
insurer or PBM to increase monitoring of opioid use, and 2% increased the number of substance abuse providers in their
networks [Figure 12.23].

• Large employers were asked about how much the opioid epidemic had affected the productivity of their workforce.
Most say that the epidemic had little impact (37%) or no impact (39%) on productivity [Figure 12.24].

– Employers with 200 to 999 employees are more likely than larger employers to say the epidemic had no impact on
productivity (44%) [Figure 12.24].

– Employers with 5,000 or more employees were more likely to say that they did not know (33%), while employers
with 200 to 999 workers were less likely to say they did not know (14%) [Figure 12.24].
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SECTION 13. GRANDFATHERED HEALTH PLANS

Section 13

Grandfathered Health Plans

The Affordable Care Act (ACA) exempts certain health plans that were in effect when the law was passed, referred to as
grandfathered plans, from some standards in the law, including the requirement to cover preventive services without cost
sharing, have an external appeals process, or comply with the new benefit and rating provisions in the small group market.
In 2019, 22% of firms offering health benefits offer at least one grandfathered health plan, and 13% of covered workers are
enrolled in a grandfathered plan.

As in years past, some firms had difficulty with the details of the term “grandfathering”, as described in the provisions of
the ACA. We would note that smaller firms in particular appeared to have some confusion about whether or not they are
grandfathered.

• Twentytwo percent of offering firms report having at least one grandfathered plan in 2019, similar to 20% in 2018
[Figure 13.1].

• Thirteen percent of covered workers are enrolled in a grandfathered health plan in 2019 [Figure 13.2].

• The percentage of covered workers enrolled in a grandfathered plan is similar to the percentage in 2018 (16%) [Figure
13.3].
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Grandfathered Plans In the employersponsored market, health plans that were in place when the ACA was enacted (March
2010) can be grandfathered health plans. Department of Health and Human Services (HHS) rules stipulate that firms
cannot significantly change cost sharing, benefits, employer contributions, or access to coverage in grandfathered plans.
New employees can enroll in a grandfathered plan as long as the firm has maintained consecutive enrollment in the
plan. Grandfathered plans are exempted from many, but not all, of the ACA’s consumer protection provisions.
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SECTION 14. EMPLOYER PRACTICES AND HEALTH PLAN NETWORKS

Section 14

Employer Practices and Health Plan Networks

Employers are continuously reviewing and modifying their health plans to incorporate new options and to respond to changes
in policy and the economy. We continue to monitor new options, such as telemedicine, and ask about changes in the policy
environment, such as the elimination of the federal requirement that people have health insurance. This year we also asked
additional questions about how employers view the provider network options available to them.

SHOPPING FOR HEALTH COVERAGE

Fiftythree percent of firms offering health benefits reported shopping for a new health plan or a new insurance carrier in the
past year, similar to the percentage last year. Firms with 1,0004,999 workers and firms with 5,000 or more workers were less
likely to shop for coverage (32% and 25%, respectively) than firms in other size categories [Figure 14.1].

• Among firms that offer health benefits and who shopped for a new plan or carrier in the past year, 18% changed
insurance carriers [Figure 14.2].
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ALTERNATIVE CARE SETTINGS: TELEMEDICINE, ONSITE CLINICS, AND RETAIL
CLINICS

Many firms provide coverage for health services delivered outside typical provider settings.

• Telemedicine is the delivery of health care services through telecommunications to a patient from a provider who is at a
remote location, including video chat and remote monitoring. This would not include the mere exchange of information
via email, exclusively webbased resources, or online information a plan may make available unless a health professional
provides information specific to the enrollee’s condition. Sixtynine percent of firms with 50 or more workers that offer
health benefits cover the provision of some health care services through telemedicine in their largest health plan, similar
to the percentage in 2018. [Figure 14.3]. Firms with 50199 workers are less likely than larger firms to cover services
provided through telemedicine.

– Among firms with 50 or more workers with plans that cover health services through telemedicine, 48% provide
a financial incentive for workers to use telemedicine instead of visiting a traditional physician’s office inperson,
similar to the percentage in 2018 [Figure 14.4].

– The percentage of large firms reporting that they cover services through telemedicine increased from 74% last
year and 39% three years ago to 82% this year [Figure 14.5].

• Some employers provide health services to their employees though clinics that they establish or sponsor at or near their
place of work. This year we expanded the survey to ask about ‘nearsite’ health clinics, which are clinics conveniently
located to a worksite that contract with an employer to serve it workers. Onsite and nearsite clinics may treat
workrelated injuries and may also provide other health services.
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– Among firms with 50 or more employees that offer health benefits, 20% have an onsite or a nearsite health clinic
for their employees at one or more of their workplace locations. Firms with 5,000 or more workers are more likely
than smaller firms to have one of these clinics [Figure 14.8].

– Among firms reporting that they have an onsite or nearsite clinic at one of their workplace locations, 21% say
they have an onsite clinic, 72% say that they have a nearsite clinic, and 7% say that they have both types of
clinics. Generally, smaller firms are more likely to say that they have nearsite clinics and larger firms are more likely
to say that they have onsite clinics [Figure 14.8].

• Eightytwo percent of firms with 10 or more employees that offer health benefits cover health care services received
in retail clinics, such as those located in pharmacies, supermarkets and retail stores, in their largest health plan [Figure
14.6]. These clinics are often staffed by nurse practitioners or physician assistants and treat minor illnesses and provide
preventive services.

– Among firms with 10 or more employees covering health services received in retail clinics in their largest plan,
16% provide a financial incentive for workers to use a retail health clinic instead of visiting a traditional physician’s
office [Figure 14.6].
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FIRM APPROACHES TO PLAN NETWORKS

Firms and health plans can structure their networks of providers and their cost sharing to encourage enrollees to use providers
who are lower cost or who provide better care. Periodically we ask employers about network strategies, such as using tiered or
narrow networks. For 2019, we added questions about additional network strategies and about employer satisfaction with the
network options available to them.

• Employers overall report being quite satisfied with the choice of provider networks made available to them by their
insurer or plan administrator.

– Among employers offering health benefits, 42% of firms report being ‘very satisfied’ and 42% report being
‘satisfied’ by the choice of provider networks available to them. Employers with 1,0004,999 and with 5,000 or
more workers are more likely to be ‘very satisfied’ with the available network choices [Figure 14.9].

– Employers are somewhat less satisfied with the cost of the provider networks available to them from their insurer
or administrator. Among employers offering health benefits, only 11% of firms report being ‘very satisfied’ while
46% report being ‘satisfied’ with the cost of provider networks available to them. Large firms are more likely than
small firms to be very satisfied with the cost of available provider networks, while small firms are more likely to be
‘dissatisfied’ or ‘very dissatisfied’ with the cost of the provider networks available to them [Figure 14.9].

• Employers offering health benefits were asked what the most important factor is when assessing the provider networks
they will offer to employees: number and convenience of providers, cost of providers, quality of providers, or some other
factor.

– Employers overall are fairly evenly divided across the first three factors, with 30% of employers identifying the
number and convenience of providers as most important, 33% identifying the cost of providers as most important,
and 36% identifying the quality providers as most important [Figure 14.10].
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– Employers with 1,0004,999 and with 5,000 or more workers are less likely to say that cost of providers is the most
important factor they consider when assessing provider networks.
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TIERED NETWORKS

• Some employers offer health plans with provider networks that are divided into two or more groups or ‘tiers’. A tiered or
highperformance network typically groups providers in the network based on the cost, quality and/or efficiency of the
care they deliver. These networks generally use financial incentives, such as lower cost sharing, to encourage enrollees
to use providers in the preferred groupings.

– Fourteen percent of firms with 50 or more workers that offer health benefits include a highperformance or tiered
provider network in their health plan with the largest enrollment, similar to the percentage last year [Figure 14.11]
and [Figure 14.12].

– Firms with 1,0004,999 and with 5,000 or more workers are more likely to include a highperformance or tiered
provider network in their health plan with the largest enrollment than smaller firms [Figure 14.11].

– Seventythree percent of large firms offering a tiered or highperformance network say that the network tiers are
based on both quality and cost/efficiency of care, 9% say the tiers are based on quality of care, 13% say the tiers
are based on the cost/efficiency of care, and 4% say the tiers are based on some other factor [Figure 14.13].
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OTHER PLAN NETWORK ISSUES

• Some employers and health plans designate providers as ‘Centers of Excellence’ and encourage enrollees to use these
providers to treat certain conditions. Centers of Excellence are designated providers that firms or health plans have
identified as meeting high standards for both the cost and quality of care.

– Sixteen percent of employers with 50 or more employees offering health benefits say their plan with the largest
enrollment encourages enrollees to use Centers of Excellence, including 34% of employers with 1,0004,999
workers and 52% of employers with 5,000 or more workers [Figure 14.14].

– Among large employers that say that they encourage enrollees to use Centers of Excellence in their plan with the
largest enrollment, 33% pay for the travel and lodgings costs for enrollees to receive care at a designated Center of
Excellence [Figure 14.14].

• Another strategy for some employers is to eliminate outofnetwork coverage for specified services. These firms may feel
that they can better control use or quality of care by restricting coverage to innetwork providers.

– Four percent of large firms report they stopped covering specified health services provided outofnetwork within
the last two years [Figure 14.16].

– Services identified by employers that reported dropping outofnetwork for services included mental health,
bariatric surgery and dialysis.

• Some employers also contract directly with certain health plans or health systems, outside of their established provider
networks, to treat patients with specified conditions. Among large employers offering health benefits, 8% have such an
arrangement [Figure 14.15].
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NARROWNETWORKS

• One way that employers and health plans can affect the cost and quality of services in their provider networks is to
eliminate hospitals or health systems that are not performing well.

– Only a small share (2%) of firms offering health benefits say that either they or their insurer eliminated a hospital or
health system from a provider network during the past year in order to reduce the plan’s cost [Figure 14.17].

– Among firms saying that they did not eliminate a hospital or health system from a provider network in the
previous year, 5% say that they considered doing so [Figure 14.19].

• Another approach that employers can use is to offer a health plan with a relatively small, or narrow, network of
providers. Narrow network plans limit the number of providers that can participate in order to reduce costs and
generally are more restrictive than standard HMO networks.

– Five percent of firms offering health benefits report that they offer at least one plan that they considered to be a
narrow network plan, similar to the percentage reported last year [Figure 14.18].

* Firms with 5,000 or more workers offering health benefits are more likely than firms of other sizes to offer at
least one plan with a narrow network [Figure 14.17].

• Employers offering health benefits were asked to characterize how broad the provider network is in the plan with the
largest enrollment. Fiftyfive percent of firms say that the network in the plan with the largest enrollment is ‘very broad’,
37% say it is ‘somewhat broad’, 7% say it is ‘somewhat narrow’ [Figure 14.20].

• Employers offering health benefits were further asked how much cost savings the firm would need to realize to shift any
of their health plans to narrower networks.
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– A significant share of employers (39%) say that they would not reduce network size for cost savings, 25% say that
they would need to realize savings of more than 30%, and 11% say that they would need to realize savings of
between 20% and 30% [Figure 14.21].

– Employers were also asked what the biggest obstacle is to adopting a narrower network plan or plans. Only
5% of employers say that they had not considered the idea of a narrower network plan, 28% cite employee
considerations, such as disruption of provider relationships or employee backlash, 14% cite concerns about access
or convenience for employees, 9% say that they were in a rural area and/or there was a lack of providers, 11% say
that their employees were spread out over a large area, and 12% cite concerns about the cost or quality of care
[Figure 14.22].
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PRESCRIPTION DRUG PRACTICE

The cost of prescription drugs is one of the largest challenges facing employers and families. Recent policy options have
focused on the complexity involving the delivery and pricing of prescription drugs and the lack of transparency about the true
price for individual prescriptions. We asked employers about two issues related to price transparency, prescription drug rebates
and programs operated by drug manufacturers to assist patients with the cost of prescriptions.

Rebates are payments made by drug manufacturers to insurers, pharmacy benefit managers (PBMs), and employers that
reduce the actual price of the drugs, usually in exchange for favorable placement on health plan formularies. Some payers
are concerned that insurers and PBMs may not be passing all of the rebates they collect onto the ultimate payers. Drug
manufacturers operate or fund programs to reduce the costs of prescriptions for patients. Some are aimed at lower income
or uninsured patients, while others assist people with coverage who still may face high outofpocket costs. Some drug
manufacturers provide coupons to patients who are prescribed their drugs. Coupons are discounts that prescription users
can present at the pharmacy that reduce their cost sharing liability. Payers are concerned that coupons and some patient
assistance programs affect the incentives employees otherwise may have to use lower cost drugs.

• Among employers with 1,000 or more employees offering health benefits, 27% say that they receive ‘most’ of the
prescription drug rebate negotiated by their PBM or health plan, 32% say that they receive ‘some’ of the negotiated
rebate, 18% say that they receive ‘very little’ of the negotiated rebate, and 23% do not know [Figure 14.25].

• Among employers offering health benefits with 1,000 or more employees, 7% say they believe that drug coupons and
patient assistance programs have a ‘substantial impact’ on the cost of their health plans, 33% say that coupons and
patient assistance programs have ‘some impact’ on plan costs, 34% say that they have ‘little impact’ on plan costs, 9%
say that they have ‘no impact’ on plans costs, and 17% do not know [Figure 14.24].
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REPEAL OF THE ACA’s INDIVIDUAL RESPONSIBILITY PROVISION

The Affordable Care Act included a tax penalty, sometimes called the Individual Mandate, for tax payers who did not have
health insurance that met minimum requirements. This penalty was essentially eliminated beginning for tax year 2019.
Although employers with more than 50 fulltime equivalent employee are still required to offer health benefits to their fulltime
employees, some have predicted that the repeal of the individual mandate will reduce the share of workers electing to take up
coverage at their work.

• Among firms offering health benefits with at least 50 employees, 9% say that they believed the repeal of the individual
requirement reduced the percentage of employees and dependents that elected the firm’s coverage in 2019 [Figure
14.26].

• Among firms that say that they believe repeal of the Individual Mandate reduced employee take up, 75% say that the
reduction in take up was greater among lowerpaid employees and their dependents than among other workers.
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EXCISE TAX ONHIGH COST HEALTH PLANS

The highcost plan tax, sometimes called the “Cadillac Tax”, is an excise tax on health benefit plans with premiums and other
costs that exceed specified thresholds. The tax is 40% of the amount by which plan costs exceed the specified thresholds,
and is calculated with respect to each employee based on the combinations of health benefits received by that employee,
including the employer and employee share of health plan premiums (or premium equivalents for selffunded plans), Flexible
Spending Account (FSA) contributions, and employer contributions to health savings accounts and health reimbursement
arrangement contributions. The tax was originally scheduled to begin in 2018, but has been delayed twice and recently a bill
passed the House which would repeal the provision entirely.1

• Only 16% of firms offering health benefits with 50 or more employees say they expect the highcost plan tax to take
effect as scheduled, 52% say it will not take effect as scheduled, and 31% say they do not know.

– Among firms offering health benefits with 50 or more employees, 33% say that the upcoming highcost plan tax
was ‘very important’ or ‘somewhat important’ when making health benefit decisions for 2019, while 62% say that
was ‘not too important’ or ‘not important at all’ [Figure 14.28].

1Middle Class Health Benefits Tax Repeal Act, H.R. 748, 116th Cong. (2019)
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PRIVATE EXCHANGES ANDDEFINED CONTRIBUTIONS

A private exchange is a virtual market that allows employers to provide their workers with a choice of several different health
benefit options, often including voluntary or ancillary benefits options. Private exchanges generally are created by consulting
firms, insurers, or brokers, and are different than the public exchanges run by the states or the federal government. There is
considerable variation in the types of exchanges currently offered: some exchanges allow workers to choose between multiple
plans offered by the same carrier while in other cases multiple carriers participate. Private exchanges have been operating for
several years, but enrollment remains modest.

• Six percent of firms offering health benefits with 50 or more workers offer coverage through a private exchange. These
firms provide coverage to 4% of covered workers in firms with 50 or more workers. These percentages are similar to
those in 2018.

– Among firms with 50 or more employees offering health benefits through a private exchange, 81% say they use
a defined contribution approach for their employees receiving coverage through a private exchange. A defined
premium contribution is a set dollar amount offered to the employee to help pay for health insurance.
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PROFESSIONAL EMPLOYER ORGANIZATION

Some firms provide for health and other benefits by entering into a coemployment relationship with a Professional Employer
Organization (PEO). Under this arrangement, the firm manages the daytoday responsibilities of employees, but the PEO hires
the employees and acts as the employer for insurance, benefits, and other administrative purposes. Six percent of small firms
offering health benefits offer coverage through a PEO, similar to the last year this question was asked [Figure 14.31].
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