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Section I. Introduction 
  

Health Insurance Market Reforms 
 
Health insurance market reforms constitute a sizable domain in the landscape of 

health insurance regulation.  Historically, most insurance market reforms were initiated at 
the state level, starting with small group reforms in Connecticut in 1990. In some states, 
these were followed by parallel reforms in the individual market. Along the way, some 
states have experimented with community rating in either or both markets as well as 
health alliances that have been open to either or both markets. With HIPAA, the federal 
government ultimately put a floor under the small group and individual market reforms 
across all states.  There are numerous estimates of the impacts of these various reforms, 
but trying to sort out in the midst of overlapping responsibilities how much of the cost 
impact can be attributed to federal as opposed to state regulation would be exceedingly 
difficult. In what follows, we present these reforms in the approximate chronological 
order in which they appeared, ending with HIPAA, along with estimates of their 
regulatory cost impact.  It should be kept in mind that much of the cost reported under 
small group market reforms would have shown up under HIPAA had HIPAA come first. 
Thus caution is in order for those seeking to determine how much of the cost of 
regulation flows from Washington DC and how much from statehouses. 

 

Small Group Market Reforms   
 

Background 
 
Rationale 

By the early 1990’s the disintegration of the small group market had reached a point 
that one knowledgeable observer characterized it as being in a “death spiral.” In 1990, 36 
percent of firms with fewer than 25 employees offered their workers health coverage 
compared to 87 to 99 percent of larger firms. All told, 98 percent of firms not offering 
health coverage had 25 or fewer workers (Hall 1992). Small group reforms (SGR) are 
intended to expand access and increase affordability. They effectively rely on rules to 
force insurers to pool health risks, i.e., achieve cross-subsidies that would not occur 
naturally in the market.  

 
Statutory Authority 

Currently, all states have enacted insurance reforms aimed at the small group market.  
Connecticut was the first to enact these reforms in 1990. 

 
Key Elements 

There is no standard definition of a “small group” with some states extending these 
reforms down to groups of 1 (e.g., self-employed) and others including firms as large as 
100. These reforms include requirements such as guaranteed issue, guaranteed 
renewability, rating restrictions, and restrictions on premium variation, including in a 
handful of cases, community rating requirements. While HIPAA has now established a 
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floor on such standards nationwide, there nevertheless are a number of states whose small 
group reforms are in some ways more restrictive than HIPAA’s.  

 

Theoretical Impact 
The challenge of measuring the cost impact of such reforms is succinctly summarized 

by the following: “scientifically satisfying empirical tests for the effects of insurance 
market reforms are rare. Generally, multiple reforms are implemented simultaneously, 
and so causation is difficult to attribute to any specific policy. State-specific baseline 
premium and benefit package data prior to  reform are not likely to be available, rending 
comparisons to reformed markets difficult. Transformations of the health care market 
independent of health insurance reform legislation (e.g., managed care penetration, 
increased self-insurance and worsening commercial risk pools, the secular rise in the 
number of uninsured) make it extremely difficult to separate the effects of reforms from 
general market trends” (Marsteller et al. 1998: 9). 

 
Costs. In theory, reforms are intended to be market-perfecting and should not impose 

costs, but in reality, many reforms addressed at equity concerns may improve equity at 
the expense of efficiency. The costs of reforms can be measured in terms of higher 
premiums for selected groups leading in the worst case to higher numbers of uninsured 
individuals. The uninsured impose sizable external costs and also themselves bear the 
cost of an elevated mortality risk. 

 
Benefits.  In some cases, by overcoming market failures or limitations, reforms may 

improve efficiency and lower premium costs, resulting in fewer uninsured and their 
attendant costs. We assume that any premium increases effectively represent a transfer in  
which higher costs for the market simply represent the communal spreading of costs for 
particular individuals.  Therefore, we value the benefits as equal to this estimated 
premium cost minus the share that is wasted due to third party coverage. 

 

Research Questions 
 
 

This working paper covers two major topic areas framed within six research 
questions, all of which are related to the impact of insurance market reforms in the U.S. 
insurance market.  Our primary goal was to identify, review, and evaluate the published 
literature to answer the research questions with the intent of developing an interim 
estimate of the costs and benefits of such refoms; our secondary goal was to identify 
areas where no evidence exists or where the evidence has important limitations and then 
describe the type of data that would be needed to more fully address the question. The 
questions are listed below by topic area, along with a brief description of our analytical 
approach, including outcomes of interest.  
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Costs of Insurance Market Reforms 

Question 1a.  What is the amount of government regulatory costs related to 
insurance market reforms? This includes federal costs to monitor and enforce these 
mandates.  

Question 1b.  What is the amount of health industry compliance costs related to 
insurance market reforms? This includes all administrative costs and enforcement 
penalties borne by parties subject to these mandates. 

Question 1c. Are insurance market reforms related to use of health care services? 
Market reforms may lead to higher premiums and thus less available coverage. 
Theoretically, decreased access to primary care might result in more avoidable hospital 
admissions or more emergency room care.  

Question 1d.  Are insurance market reforms related to the cost of health care 
services? Whether market reforms had a net impact on cost, positive or negative, would 
depend on relative changes in use for different types of insurance as well as their 
respective unit costs.  
Benefits of Insurance Market Reforms 

Question 2a.  What is the value of insurance market reforms in health service use?  
To the extent that market reforms increase access to insurance and thus increase service 
use to through lower premiums for otherwise uninsured individuals, we wanted to 
measure the benefit associated with this.  
Question 2b.  What is the impact of insurance market reforms on health outcomes?  
Without adequate insurance, patients not covered by insurance may not receive health 
care services that those with undisputed access to insurance receive.  In theory, improved 
access to care could result in less avoidable morbidity and mortality, along with increased 
patient satisfaction.   
 

 
 

Limitations of Working Paper 
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Section II. Methods 
 

Literature Search and Review  
Sources 
Peer-Reviewed Literature  

We performed electronic subject-based searches of the literature using the following 
databases: 

• MEDLINE® (1975-June 30, 2004) and CINAHL® (1975-June 30, 2004) 
which together cover all the relevant clinical literature and leading health 
policy journals 

• Health Affairs, the leading health policy journal, whose site permits full text 
searching of all issues from 1981-present 

• ISI Web of Knowledge (1978-June 30, 2004) which includes the Science 
Citation Expanded®, Social Sciences Citation Index®, and Arts & Humanities 
Citation Index™ covering all major social sciences journals 

• Lexis-Nexis (1975-June 30, 2004) which covers all major law publications 
• Public Affairs Information Service (PAIS), including PAIS International and 

PAIS Periodicals/Publishers (1975-June 30, 2004) which together index 
information on politics, public policy, social policy, and the social sciences in 
general. Covers journals, books, government publications, and directories.  

• Dissertation Abstracts (1975-June 30, 2004) 
• Books in Print (1975-June 30, 2004) 

 
A professional librarian assisted in the development of our search strategy, 

customizing the searches for each research question.  In cases where we already had 
identified a previous literature synthesis that included items known to be of relevance, we 
developed a list of search terms based on the subject headings from these articles and 
from the official indexing terms of MEDLINE and other databases being used.  We 
performed multiple searches with combinations of these terms and evaluated the results 
of those searches for sensitivity and specificity with respect to each topic.  We also 
performed searches on authors known or found to have published widely on a study 
topic.  In addition to performing electronic database searches, we consulted experts in the 
field for further references. Finally, we reviewed the references cited by each article that 
was ultimately included in the synthesis. We did not hand search any journals. This 
review was limited to the English-language research literature.  A complete listing of 
search terms and results is found in Appendix A. 

 
“Fugitive” Literature  

In some cases, relevant “fugitive” literature was cited, in which case we made every 
effort to track it down. We also performed systematic Web searches at the following 
sites:  

• Health law/regulation Web sites 
• Health industry trade organizations   
• State agency trade organizations and research centers 
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• Major health care/health policy consulting firms 
• Health policy research organizations 
• Academic health policy centers 
• Major health policy foundations 

 
These searches varied by site. In cases where a complete publications listing was 

readily available, it was hand-searched. In other cases, we relied on the search function 
within the site itself to identify documents of potential relevance. Because of the volume 
of literature obtained through the peer-reviewed literature, including literature syntheses, 
we avoided material that simply summarized existing studies. Instead, we focused on 
retrieval of documents in which a new cost estimate was developed based on collection of 
primary data (e.g., surveys of state agencies) or secondary analysis of existing data (e.g., 
compilation of agency enforcement costs available from some other source).  We 
excluded studies that did not report sufficient methodological detail to permit replication 
of their approach to cost estimation.                                              
 
Inclusion Criteria 

We developed the following inclusion criteria: 
• Sample:  wherever results from nationally representative samples were 

available, these were used in favor of case studies or more limited samples.  
• Multiple Publications: whenever multiple results were reported from the same 

database or study, we selected those that were most recent and/or most 
methodologically sound. 

• Outcomes: we selected only studies in which a measurable impact on costs 
was either directly reported or could be estimated from the reported outcomes 
in a reasonably straightforward fashion.   

• Methods: we only selected studies in which sufficient methodological detail 
was reported to assess the quality of the estimate provided.  

 
Where possible, we limited the review to studies using from 1975 through June 30, 

2004 reasoning that any earlier estimates could not be credibly extrapolated to the present 
given the sizable changes in the health care industry during the past two decades.  Other 
exclusions were as follows: 

• Unless we had no other information for a particular category of costs or 
benefits, we excluded qualitative estimates of impact.  

• Estimates of impacts derived from unadjusted comparisons were discarded 
whenever high quality multivariate results were available to control for 
differences between states or across time. 

• Estimates that focused on measuring system-wide impact generally were 
selected over narrower estimates (e.g., per capita health spending vs. cost per 
inpatient day) on grounds that savings achieved in one sector may have 
induced higher spending elsewhere in the system; hence narrower 
comparisons might inadvertently lead to an inappropriate conclusion.    
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Section III. Results 
 

Empirical Evidence 
 

There is a huge literature on small group reform that we winnowed down as follows. 
First, we eliminated all descriptive studies or those that assessed impacts using qualitative 
methods. Second, we eliminated all studies that focused on a single state or states, 
focusing instead on studies that provide a nationwide assessment of impact. Third, we 
eliminated all studies that focused on “intermediate products” such as employer offers of 
coverage or percent covered through employer plans and instead focus on uninsured 
risk.1 (Unfortunately, none of the studies done to date has looked at the impact on health 
insurance premiums or else we would have included this too).2 Fourth, as with mandated 
coverage, we eliminated all studies that examined only one or two components of small 
group reform and instead concentrated on those that examined the aggregate impact of  
collectively. Finally, in keeping with the convention followed up to this point, we exclude 
any findings not significant at the .05 level. 
 

As with mandated health coverage, there are roughly a dozen studies that have 
estimated the impact of small group reforms overall or specified provisions such as 
guaranteed issue.  Even though some of these have been conducted post-HIPAA, we 
could find none that isolated HIPAA’s impact from that of residual state regulations that 
exceed HIPAA in stringency.  Rather than arbitrarily assuming that any particular 
fraction of the gross estimated impact of small group reforms can be “allocated” to 
HIPAA, we account for all small group reform impacts here and later do our calculations 
of HIPAA impacts in a way that avoids double-counting.  As it turns out, all of the usable 
literature focuses on the indirect effects on coverage rather than premiums. 

• Indirect Costs/Benefits: Risk of Being Uninsured.   
• Marsteller et al. (1998) use state-level analysis of CPS data for 1989-1995 

controlling for state fixed effects and time trends finding that full SGR reduce 
uninsured rate by 1.4 percent but that any rating restrictions increase 
uninsured rate by 1.4 percent.  

• Zuckerman and Rajan (1999) use state-level analysis of CPS data for 1989-
1995 controlling for state fixed effects and time trends finding no significant 

                                                
1 This may seem arbitrary, but Hing and Jensen show, for example, that small group reforms increased 
employer offers of coverage yet had no effect on employee participation in employer plans. Thus, one 
cannot infer that a 10 percent increase in the employer offer rate will necessarily translate into a one-to-one 
reduction in the uninsured rate among workers being made such offers. Absent a solid “epidemiological” 
chain of evidence linking a change in either offer rates or group coverage rates to uninsured rates, and in 
light of the abundance of studies that measure the impact of reforms on the uninsured directly, we saw no 
need for extrapolations that would have been easily subject to challenge. 
2 Chollet, Kirk and Simon (2000) recently have reported very interesting results on the impact of SGR on 
health industry market structure, including the number of carriers, market concentration and market shares 
of major players (BCBS, HMO, commercial). Apart from the fact they found mixed results, there was no 
clear way of translating their results into a cost impact. 
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effects of 4 alternative types of SGR “regime” or from the reforms 
individually (GI, GR, rating restrictions, pre-ex exclusion portability).3  

• The Sloan and Conover (1998) study cited earlier found no significant effect 
of any components of SGR on the probability of being uninsured among 
adults. This study has several limitations: a) it did not examine the effects of 
reform “packages:” it is worth noting that Jensen and Morrisey (1997) also 
found no effect of individual reforms on employer decisions to offer coverage, 
but concluded that as a group, these reforms appear to have expanded offers of 
coverage overall. This underscores the finding of others that there is a high 
degree of correlation between the individual reforms, hence attempting to 
estimate the effect of individual reforms can lead to misleading results 
(Zuckerman and Rajan 1999); b) it focused on the entire population rather 
than the sub-population most likely to benefit from reform, e.g., small firm 
workers, and hence may have understated the effects (Monheit and Schone 
1999).  

• Monheit and Schone use data on non-elderly wage-earners in small firms (,25) 
and large firms (100+) from the 1987 National Medical Expenditure Survey 
(NMES) and Medical Expenditure Panel Survey (MEPS) to conduct a 
difference-in-difference-in-difference analysis to control for state fixed effects 
and time-varying effects. They find that moderate reform (GR, portability, 
pre-ex, weak rating restrictions) reduces uninsured risk by 13.1 percent (using 
a linear probability model) to 19.4 percent (using a probit), yet stringent and 
less stringent SGR have no significant effect; the uninsured risk for small 
workers declines 10% for any of the reform regimes examined. These results 
differ considerably from the other studies, raising the question of how 
differences of such magnitude could have been missed by them. For several 
reasons, these results must be viewed with caution:  
• the authors themselves note that “nonlinearities in the probit specification 

may make the estimated marginal effects of reform particularly sensitive 
to the characteristics of small firm employees” (p. 28);  

• the DDD results depend heavily on large employers serving as a plausible 
control group; however, a statistically significant decline in large firm 
offer rates during the period of analysis results in a doubling of the 
estimated impact of moderate reform, so the authors conclude “our results 
for moderate reform must be interpreted cautiously” (p. 29);  

• for all of the analyses, the reference case against which the impact of 
reform is measured includes just three states that did not adopt any of the 
reforms being examined (individuals from these states constitute just over 
10% of the sample). Given the small number of states in this reference 
case, it is more plausible to imagine some unmeasured effect occurring in 
one or more of them that could have contaminated the results than if a 
much larger number been included, in which case this explanation is less 
likely; and  

                                                
3 An earlier version of this work reportedly found that implementing all five reforms reduced the uninsured 
rate by 0.7 percentage points (see Marsteller et al. 1998). 
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• it is somewhat counterintuitive that moderate reform would register a 
significant effect whereas neither less stringent reform (which is 
essentially moderate reform “plus”) nor stringent reform would not. 
However, it may be there are aspects of more stringent reform (e.g., 
guaranteed issue) that effectively reverse the positive effects of other 
components of reform. 

 

 
Net Assessment 

  
We use the Marsteller et al. (1998) results as our upper bound impact on uninsured, 
averaging their two significant findings by the share of sample having the reforms that 
produced that effect. Likewise, we average the two moderate reform impacts reported by 
Monheit and Schone (1999) and weight these by the percent of sample they represent; 
since these represent results for small firm workers, we further weight these by the small 
firm worker share of the population estimated from MEPS (Monheit and Vistnes 1997; 
Rhoades and Chu 1999). To obtain our most likely estimate, we average the two null 
results (Zuckerman and Rajan 1999; Sloan and Conover 1998) with our lower and upper 
bound. We use our standard external cost of uninsured and mortality loss estimates to 
calculate the total impact, resulting in a cost of $16 million (109, 2,307) and benefits of 
$85 million (325, 561). There presumably may be sizable transfers going on behind the 
scenes in addition to those related to premium increases, but we have no way of assessing 
their size. 
 

Individual Market Insurance Reforms   
 
Rationale 

Individual market reforms also are intended to expand access and increase 
affordability. They effectively rely on rules to force insurers to pool health risks, i.e., 
achieve cross-subsidies that would not occur naturally in the market.  

 
Statutory Authority 

States regulate individual insurance as part of their general authority to regulate 
insurance. Individual insurance regulations enacted as part of HIPAA are discussed later 
in the HIPAA section. 

 
Key Elements 

These are similar in style to small group reforms, but simply apply to a different 
market. HIPAA also set a floor under group-to-individual portability rules, but states with 
high risk pools or other alternative mechanisms were permitted to use those in lieu of 
imposing restrictions on carriers to guarantee issue some or all individual market 
products.    
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Scope 
Due to the HIPAA requirement that health plans guarantee renewal of all individual 

coverage, all states have some sort of individual reforms in place. At the time HIPAA 
was enacted only 21 states had guarantee renewal requirements in the individual market. 
Leaving guaranteed renewal aside, 33 states have some sort of individual market 
insurance reforms.   

 

Theoretical Impact 
Costs. In theory, allowing insurers to rely on low-cost information to create more 

accurate risk classification should provide optimal incentives for individuals to manage 
risk. However, competitive risk classification may price some individuals out of the 
market and even for those who can afford coverage, an unregulated market would result 
in their risking being unable to afford coverage in the future due to a decline in health 
status.  

 
Benefits. As with SGR, individual market reform essentially boils down to achieving 

cross-subsidies (i.e., “make affordable”) that would not occur voluntarily. Thus, any net 
increase in premiums is viewed as a transfer and its value to recipients calculated after 
deducting the waste associated with private coverage. 

 

Empirical Evidence 
 

Because far fewer states have enacted individual reforms relative to those enacting SGR, 
there are relatively few studies that have examined their impact. To facilitate exposition, 
individual market reforms will be termed IMR. GI=guaranteed issue; GR=guarantee 
renewal; pre-ex=pre-existing conditions limitations. In this market, there is not an issue 
of looking at employer offer or coverage rates, hence we focus solely on the impact on 
uninsured risk. 

• Premiums. Pauly and Herring (1999) have found that premiums in the individual 
market, while correlated with level of health risk, showed a surprisingly low level 
of responsiveness to changes in risk. That is, premiums typically were only 10 to 
30 percent higher for individuals whose expected health expenses were 100 
percent higher etc., a result replicated in an updated analysis using 1996-1997 
Community Tracking Study (CTS) data (Herring and Pauly 2001). These findings 
defy theory since in competitive markets the elasticity of premiums with respect 
to risk should be 1 instead of only .35-.40.  In the CTS study, the authors further 
found no statistically significant impact of IMR regulation on these elasticities. 
One would have expected certain reforms, such as rating restrictions or 
guaranteed renewability rules, to have further weakened the link between an 
individual’s predicted expenses and the premium they paid. The authors note that 
given the small sample sizes, coupled with the small share of population availing 
itself of the individual market, effects may not necessarily be observed at 
conventional levels of significance. But if one ignores whether the result is 
significant and focuses only on magnitude and direction, the results show that 
premiums are more strongly related to risk in states with community rating. 
Likewise they find no evidence that guaranteed renewability reduces the 
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relationship between risk and premiums. These results are suggestive that 
premiums may be higher due to regulation than they otherwise would have been.  

• Uninsured Rate. Marsteller et al. (1998) use state-level analysis of CPS data for 
1989-1995 controlling for state fixed effects and time trends finding that IMR 
guaranteed issue and rating restrictions increase the uninsured rate by 1.4 percent; 
any combination of GI, GR, portability, pre-ex or rating restrictions increases the 
uninsured rate by 1.0 percent. Using the same data combined with a difference-in-
difference method, Zuckerman and Rajan (1999) find that states adopting all 
IMRs increased their uninsured rates by 2.4 percent. States adopting any single 
IMR increased uninsured rate by 1 percent.  The Sloan and Conover (1998) study 
cited earlier found no significant effect of any components of IMR on the 
probability of being uninsured. 

 

 
Net Assessment 

 
Absent any firm data on premium changes attributable to reforms, we use the Sloan and 
Conover (1998) result (0%) as a lower bound and the Marsteller et al. (1998) highest 
result as our upper bound impact on uninsured, weighting their results as described under 
SGR. We average their other significant finding with these lower and upper bounds for 
our expected value. We use our standard external cost of uninsured and mortality loss 
estimates to calculate the total impact, resulting in a cost of  $914 million (0, 4,869) and 
benefits of $132 million (0, 400). As with SGR, there presumably may be a sizable 
transfer going on behind the scenes as a consequence of these reforms, but we have no 
way of assessing its size. 

 
Community Rating   

 
Background 

 
Community rating requirements have been adopted by at least 19 states, including 
Vermont (1991; 1992), Iowa (1991), North Carolina (1991), Oregon (1991), Maine 
(1992), Massachusetts (1992), Connecticut (1992), Minnesota (1992), New York (1992), 
New Jersey (1992, 1994), Florida (1993), Maryland (1993), Louisiana (1993), 
Washington (1993), Colorado (1994),  Kentucky (1994), New Hampshire (1994), New 
Mexico (1994), South Carolina (1994), and Virginia (1994) that have adopted either pure 
community rating or modified community rating (Ladenheim 1995). Colorado, Maine, 
New Jersey, New York, and New Mexico (small group only) are the only states to enact 
pure community rating.  

 
Key Elements. The American Academy of Actuaries defines pure community rating 

allows only family status, geographical area and plan or benefits design to be the only 
determinants of premium levels. Modified community rating refers to states probihiting 
the use of health status, claims experience or duration in setting rates (Ladenheim 1995). 
They apply in most cases to the individual market, but occasionally have been imposed 
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on the small group market as well.  Because their impact has been found to be so 
dramatic, community rating provisions have been the subject of separate analysis in 
several different studies that have examined either individual or small group reform 
measures.  

 

Theoretical Impact 
Pauly (1970) shows that community rating is inefficient in that it it results in low-risk 

people buying too little insurance and high-risk people buying too much. 
 

Empirical Evidence   
• Litow (1994) used CPS data to count persons with coverage pre-reform and 

insurer data post-reform, inferring that New York lost 405,000 (+/- 100,000) 
during the first year following community rating and small group reforms. 
However, the CPS data counts all employer coverage, including through self-
funded plans, whereas the insurer data include only commercial insurers, leading 
to an upward bias in their estimate of the adverse impact (Nichols et al. 1997). 

• The Institute for Policy Solutions (1995) used data from Massachusetts, New 
Jersey, and New York to assess the impact of community rating, finding that a) in 
New York there was a 2.6% decline in small group and 16.8% decline in 
individual market coverage 15 months after reform in NY, an increase in 
individual market coverage of 33% after 15 months and an increase in small 
group coverage that virtually offset a decline of 6% in individual market 
coverage. 

• Sloan and Conover (1998) found no impact on the probability of being insured of 
community rating requirements as they relate to either small group reform or 
individual market  reform. 

• LoSasso and Lurie (2003) use SIPP data from 1990-2000 and a pre/post stratified 
regression design to assess the impact of pure community rating, finding that 
among adults age 25-40 in excellent health, pure community rating is associated 
with a 27 percent rise in the rate of being uninsured; while community rating 
increase the chances that older individuals 55-64 in fair or poor health would 
receive non-group coverage, it did not significantly reduced uninsured risk for this 
group. 

 

 
Net Assessment 

• Indirect Benefits: Uninsured Risk. Given the null results from Litow and Conover 
and Sloan, we used 0 percent impact on the uninsured as our lower bound. And 
the LoSasso and Lurie results for the upper bound. We average two null results 
with LoSasso and Lurie findings for our most likely case. We multiplied these 
percentages times the estimated number of males age 25-40 in excellent health 
living in those states. These figures were then multiplied by the estimated per 
capita external cost of being uninsured (see COBRA) and the estimated per capita 
loss due to excess mortality. 
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• Social Welfare Losses: Efficiency Losses from Tax Collection.  To account for the 
efficiency losses associated with raising taxes to pay for government regulatory 
costs, we multiply the latter times the marginal cost of income tax collections (see 
Table B-1 for how these costs are calculated). 

• Social Welfare Losses: Efficiency Losses from Regulatory Costs.  All industry 
compliance costs, are presumed to be roughly equivalent to an excise tax, i.e., 
raising prices and reducing demand/output correspondingly. We therefore 
multiply these costs times the marginal excess burden associated with output 
taxes, using 21% (15%, 28%) as the expected value of MEB (see Table B-1 for 
details of how MEB is calculated). 

 
Overall costs associated with pure community rating are $778 million (0, 2,028) and 

no corresponding benefits. 
 

Health Alliances   
 

Background 
 

Currently, 23 states have some sort of voluntary purchasing alliances operational; while 
voluntary, they were enabled by statutes that established “rules of the road” for their 
operation so that they did not serve to undermine the existing regulatory framework.  
These alliances typically allow small employers and sometimes those in the individual 
market to obtain some of the advantages of large group purchasers by offering a variety 
of different plans at premiums that generally are lower than could be obtained by such 
individuals otherwise.  Although some states such as Kentucky have toyed with 
mandatory alliances, all those currently operational are voluntary. Four are publicly 
administered statewide alliances, but in most of the remaining 19 states there are multiple 
privately run alliances sometimes in competition with one another.  

 

Theoretical Impact 
Costs.  For mandatory pools, the full administrative cost of running the pool should 

be viewed as a cost on grounds it would not have been incurred absent the mandate. For 
voluntary pools, the “regulatory cost” effectively consists solely of the transfer cost 
associated with whatever modest state government subsidies are provided for operating 
costs. 

 
Benefits. Alliances theoretically lower can costs through a) leverage in negotiating 

with health plans; b) economies of scale (by pooling employers, they can consolidate 
marketing, educating, billing and servicing tasks that otherwise would have to be 
duplicated across many insurers serving this market); and c) risk segmentation.  Of these, 
only a) and b) unequivocally improves efficiency. Risk segmentation offers no efficiency 
gains, and whether it improves or worsens equity depends on one’s view of how risks 
ought to be pooled. Nevertheless, lower costs should increase the number who can afford 
coverage.  Such alliances improve welfare in other ways by a) pooling risks (thereby 
making coverage available to those who otherwise would be priced out of the market); b) 
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offering employees a greater choice of plans (including HMOs, that might otherwise not 
be available to them); and c) improving the competitiveness of plans offered by using 
standardized products that facilitate comparison shopping (Hall, Wicks and Lawlor 2001; 
Wicks 2002). 

 

Empirical Evidence   
• Compliance Costs: Administrative Costs. Administrative costs for purchasing 

cooperatives generally are 1-3 percent (GAO 1994); for the California HIPC, they 
were 3% (Lipson and Sa 1995). The North Carolina case study concluded that 
there was little evidence of efficiency gains since the alliance was not large 
enough to make it worthwhile for health plans to modify their administrative 
structures; if anything, incompatibilities between the two increased costs (Lawlor 
1999). 

• Indirect Benefits: Premium Rates. A case study of the first year of operations for 
the California Health Insurance Purchasing Cooperative found that premiums 
were 15 percent lower for comparable coverage to small firms outside the HIPC; 
15 percent of employees enrolled in the HIPC previously did not have coverage 
(Lipson and Sa 1995). Dowell and Oliver (1994) also report premiums being 10-
15 below rates for comparable plans outside the HIPC in year 1; relatively low 
premiums appear to have been maintained through the first three years of 
operation (Buchmueller 1997). A case study of a voluntary purchasing alliance in 
North Carolina concluded that its premium rates for healthier groups were not 
very competitive within the small group market (Lawlor 1999). Likewise, Long 
and Marquis (1999) concluded that small employers paid no lower rates when 
purchasing through the alliance compared to their counterparts buying coverage 
outside of it. 

• Indirect Benefits: Uninsured Rate. The Sloan and Conover (1998) study cited 
earlier found no significant effect of alliances on the probability of being 
uninsured. 

• Indirect Benefit: Freedom of Choice. The North Carolina case study concluded 
that it led to only a very limited increase in plan choice facing employees (i.e., 
only 5 percent of employer groups enrolled more than one carrier) (Lawlor 1999).  

 

Net Assessment  
The cost impact of alliances was estimated as follows. 
• Compliance Costs: Administrative Costs. Lacking a compilation of administrative 

costs in the 23 states with pools, we estimated these assuming the average cost per 
pool was $100,000 (50,000, 200,000). We assumed that 50 percent (25%, 75%) of 
this was financed through state appropriations. 

• Indirect Benefits: Premium Rates. We thought the weight of the evidence 
indicated no premium savings, so we used this an the most likely value and lower 
bound; 15 percent savings was assumed for the upper bound. We imputed the 
total premiums for pools by dividing estimated administrative costs by the 
assumed administrative share for alliance operations (which we set at 1 percent 
for the lower bound and 3 percent for the upper bound based on the estimates 
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from the literature, averaging these for our most likely figure) and then derived 
total savings from the assumed percent savings. 

• Social Welfare Losses: Efficiency Losses from Tax Collection.  To account for the 
efficiency losses associated with raising taxes to pay for government regulatory 
costs, we multiply the latter times the marginal cost of income tax collections (see 
Table B-1 for how these costs are calculated). 

• Social Welfare Losses: Efficiency Losses from Regulatory Costs.  All industry 
compliance costs, are presumed to be roughly equivalent to an excise tax, i.e., 
raising prices and reducing demand/output correspondingly. We therefore 
multiply these costs times the marginal excess burden associated with output 
taxes, using 21% (15%, 28%) as the expected value of MEB (see Table B-1 for 
details of how MEB is calculated). 

 
 

HIPAA Reforms 
 

Background 
 
Rationale 

HIPAA was enacted in the face of the demise of the Clinton health plan, representing 
a more modest set of incremental reforms such as limitations on pre-existing conditions, 
guaranteed renewability and portability of coverage to address widely agreed-upon 
problems such as “job lock” and denials of coverage to those in poor health. By 
compelling all states to adopt reforms that many states already had already implemented 
as part of SGR and IMR, HIPAA essentially established a nationwide floor on such 
reforms. 

 
Statutory Authority 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA), also 
known as the Kassebaum-Kennedy legislation, was enacted August 21, 1996. An Interim 
Final Rule was originally issued in April 1997 with another issued in January 2001, with 
final action expected in June 2003.4  However, all substantive provisions regarding 
insurance reform were effective for almost all plans by the end of June 1998 (GAO May 
1999). 

 
Key Elements 

HIPAA contains two significant sections.5 The health insurance reforms under Title I 
expanded upon COBRA’s health insurance portability mandates by protecting the health 
insurance coverage of workers and their dependents as they change or lose a job.  
Specific provisions included under HIPAA: 

• Limit the use of pre-existing conditions exclusions; 

                                                
4 67 FR 74539. 
5 Title I deals with health insurance reform and Title II deals with administrative simplification, dealt with 
in another section.  



 15

• Prohibit group health plans from discriminating by denying coverage or charging 
extra for coverage based on an employee’s or family member’s past or present 
poor health; 

• Guarantee certain small employers, and certain eligible individuals who lose job-
related coverage, the right to purchase health insurance; and 

• Guarantee, in most cases, that employers or individuals who purchase health 
insurance can renew the coverage regardless of any health conditions of 
individuals  covered under the insurance policy.6 

 
Scope 

With the exception of provisions applying expressly to small groups (defined as those 
with 2 to 50 employees), HIPAA’s group coverage requirements apply to all employer-
sponsored plans. Eligible individuals protected through individual market reforms include 
only those who had at least 18 months of coverage with no break of more than 63 
consecutive days; has exhausted COBRA or other available continuation coverage; is not 
eligible for any other group coverage, Medicare, or Medicaid; and did not lose coverage 
due to nonpayment of premiums by the individual or fraud. 

 
Enforcement 

Responsibility for HIPAA enforcement is divided among three federal agencies—
Departments of Labor, Treasury and HHS (CMS)—and the states. The Department of 
Labor enforces employer-sponsored group health plan provisions. HHS is responsible for 
directly enforcing HIPAA standards for carriers in the group and individual market in 
states that do not adopt and enforce statutes that meet HIPAA standards. States must 
establish and enforce individual-to-group eligibility arrangements to ensure that eligible 
individuals losing group coverage are guaranteed access to at least two individual market 
products. States have elected to do this through high risk pools (24); existing state 
insurance reform laws (8); other approaches such as requiring carriers to make available 
two products (10) or the federal fall-back mechanism (9) whereby carriers may offer a) 
all its individual market plans; b) only its two most popular plans; or c) two 
representative plans—a lower-level and a higher-level coverage option—which are 
explicitly subject to a subsidy or risk-spreading mechanism. Treasury enforces HIPAA 
requirements for group health plans by imposing an excise tax as a penalty for non-
compliance with HIPAA standards (BCBSA 2001; GAO February 1998). 

 
Theoretical Impact 

Many of these provisions displaced existing small group and individual insurance 
market reforms that already had been enacted by various states. Thus, conceptually, the 
cost attributable to HIPAA should reflect the incremental cost of extending these 
mandates to states that fell below the HIPAA “floor.” HIPAA could create adverse 
selection problems, particularly for small employers that, because they lack the ability to 
use size to pool risks, have had no real alternative to using pre-existing conditions 
limitations as a way to curb adverse selection risks (Madrian 1998).  HIPAA imposes 
administrative costs since employers are required to validate to new employers the 

                                                
6 CMS, “The Health Insurance Portability and Accountability Act of 1996 (HIPAA).” 
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coverage of former employees while also having to verify the old coverage of their own 
new hires.  On the benefits side, HIPAA was enacted to expand coverage and to reduce 
“job lock” among those whose self-imposed mobility limitations are motivated by fears 
about losing health insurance coverage. 

 

Empirical Evidence 
 
We found widely varying estimates of the impact of HIPAA insurance reforms: 

• Government Regulatory Costs. HIPAA enforcement costs for federal government 
in 1999 were $9 million (GAO May 1999) and compliance costs that year were 
$243 million according to the Interim Final Rule on portability (62 FR 16894). 

• Compliance Costs: Individual Market Premiums. We found no retrospective 
evaluations of HIPAA, but a number of prospective estimates of impact.  
• Combining data from the CPS with other information, the Health Insurance 

Association of America estimated that average premiums in the individual 
insurance market would climb by 22.1 percent due to HIPAA.  

• However, a thorough critique of this study by RAND Corporation, 
incorporating more recent data, resulted in an estimate of 5.7 percent. 
RAND’s best estimate, using a broader definition of the individual market that 
includes association plans and certain types of coverage provided to small 
groups, and more realistic assumptions, is a 2.3 percent increase in average 
premiums, but argue that even this errs in the direction of overestimating the 
net impact (Klerman 1996).  

• Other available estimates include a study by the American Academy of 
Actuaries (2 to 5%) and a study done for HHS by Actuarial Research 
Corporation (1.4 to 2.8%) (both cited in 62 CFR16916). 

• Compliance Costs: Group Market Premiums.  
• The Interim Rules for Portability accepted a CBO estimated that group 

premiums would increase $300 million annually or 0.2 percent due to 
reductions in pre-existing limitations, but noted that the figure excludes the 
added costs of nondiscrimination and guaranteed renewability provisions (62 
FR 16911).  

• The February 1997 CPS, Contingent Worker Supplement showed 106,000 
workers denied employment-based coverage (66 CFR 1394); similarly, DOL 
tabulations from April 1993 CPS showed 135,000 workers excluded from 
their employer’s plan. HIPAA generally would require that these employees 
be covered, so the Interim Final Rules included a cost of at least $400 million 
annually to do so (based on an average cost per participant in group coverage 
of $4,000); this is a conservative estimate since premiums for such individuals 
are likely to be higher than average (62 FR 16912). Premium costs for state 
and local government are an additional $50 million. 

• Indirect Benefits: Uninsured Risk.  
• The CBO calculates the following reductions in the uninsured due to HIPAA-

related rules: a) limiting pre-existing conditions to 12 months, group market 
(300,000); b) creditable coverage, reducing time needed to meet pre-existing 
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conditions limits, group market (100,000); c) group nondiscrimination 
requirements (120,500); d) individual market reforms: portability (150,000).7 

• Using data from the April 1993 CPS, a study conducted for the U.S. 
Department of Labor estimated that the average daily uninsured would be 
reduced by 50,000 to 86,000 due to HIPAA (Berger et al. 1999).  

• A GAO survey of health insurance agents in states with guaranteed issue 
requirements more limited than HIPAA’s found that 46 percent thought it had 
improved access for small groups, which 44 percent though it had not (GAO 
May 1999). 

• Indirect Benefits: Job Lock. A number of studies documenting job lock have been 
conducted, with mixed results.8 We found only one that specifically attempted to 
assess HIPAA’s impact on job lock. Using data from 3 special surveys conducted 
in Indiana and a Cox proportional hazard rate model, researchers found that 
chronic illness reduced job mobility among men and women who rely on 
employer-based coverage by 41 and 39 percent respectively (Stroupe, Kinney and 
Kniesner 2001). They conclude a perfectly functioning HIPAA could reduce job 
lock to this extent; however, while it guarantees group-to-individual portability, 
because HIPAA does not regulate the premiums that can be charged, the authors 
conclude that the prospect of high premiums alone may continue to perpetuate job 
lock. 

 

Net Assessment 
 
Total regulatory costs were estimated as follows: 

• Enforcement and Compliance Costs. These are estimated by inflating the earlier 
reported estimates using the GDP price deflator. 

• Compliance Costs: Individual Market Premiums. Individual premiums were 
estimated by averaging respectively the most likely, lower and upper bounds of 
the percent increases reported by Klerman (1996), ARC and AAA and applying 
these to the estimated total spent on individual health insurance premiums. This 
was estimated using an estimated 13.2 million in the individual market (Klerman 
1996) multiplied by the average COBRA premium reported earlier. 

• Compliance Costs: Group Market Premiums. Increases in group premiums were 
estimated by inflating the above estimates for group and state/local government 
by the increase in national health expenditures between 1999 and 2001. For all 
premiums, including individual, we decompose the increase into an efficiency 
loss and net transfer using the same method described for COBRA. 

                                                
7 With one exception, all figures are CBO estimates reported in Interim Final Rule for portability; the figure 
for nondiscrimination requirements is an average of 106,000 and 135,000 reported earlier. 
8 A thorough review is provided by Stroupe, Kinney and Kniesner (2001): the first studies, using National 
Medical Expenditure Survey data, showed that health insurance-related job lock was responsible for 25-30 
percent lower job mobility rates among married men (Cooper and Monheit 1993; Madrian 1994; Monheit 
and Cooper 1994). But improved statistical methods using the same data found that insurance-related job 
lock is statistically insignificant (Kapur 1998).  Likewise, no significant job lock was detected using the 
Panel Study of Income Dynamics (PSID), yet using the SIPP, researchers have found some job lock among 
women but not men (Buchmuller and Valletta 1996; Holtz-Eakin 1994; Penrod 1993). 
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• Indirect Benefits: Uninsured Risk. Benefits resulting from expanded coverage 
were estimated by averaging 50,000 and 85,000 from Stroupe, Kinney and 
Kniesner (2001) as an expected value, using 50,000 as a lower bound and using 
CBO estimates of coverage gains reported earlier as an upper bound. These 
figures were then multiplied by the estimated per capita external cost of being 
uninsured (see COBRA) and the estimated per capita loss due to excess mortality. 

• Indirect Benefits: Job Lock. These were estimated by multiplying total U.S. 
employment times the percent who are chronically ill (based on Stroupe, Kinney 
and Kniesner 2001) times the estimated share who are job locked times the 
estimated wage gain from COBRA (on the presumption that effects should be 
similar).  

• Social Welfare Losses: Efficiency Losses from Tax Collection.  To account for the 
efficiency losses associated with raising taxes to pay for government regulatory 
costs, we multiply the latter times the marginal cost of income tax collections (see 
Table B-1 for how these costs are calculated). 

• Social Welfare Losses: Efficiency Losses from Regulatory Costs.  All industry 
compliance costs, are presumed to be roughly equivalent to an excise tax, i.e., 
raising prices and reducing demand/output correspondingly. We therefore 
multiply these costs times the marginal excess burden associated with output 
taxes, using 21% (15%, 28%) as the expected value of MEB (see Table B-1 for 
details of how MEB is calculated). 

 
These calculations produced a total estimated cost of $4.1 billion (2.3, 7.2) Benefits 

without transfers amount to $2.8 billion (1.8, 6.5). 
 

 
 
Acronyms 
HMO  Health Maintenance Organization 
IPA   
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Appendix A. Evidence Tables 
 
Table I-8.2.  Summary of studies of relationship between health costs, health outcomes and 
access to services and regulation X 
 
 
Study 

 
Design/Data 
Sources 

 
Regulation 
Measure/ 
Covariates 

 
Outcome Measure 

 
Findings 

Uninsured Risk 
 
Goodman 
& 
Musgrave 
1988i 

 
Cross-sectional, 
U.S. 

March 1986 CPS 
March 1987 CPS 

 
Number of mandated 
benefits 
Premium rate 
regulation: 

Explicit authority 
Implicit authority 
No implicit 
authority 

Covariates:  
Per capita GSP 
Per capita indirect 
business tax 
Unemployment rate 
GSP for 13 separate 
industries 

 
State percent 
uninsured 

 
14 (1986) to 25.2 
(1987) percent of 
uninsured attributable 
to mandated benefits 

Firm Decision to Self-Insure 
 
Jensen & 
Morrisey 
1989ii 

 
Cross-sectional, 
U.S. 

1981 and 1984 BLS 
survey of mid-sized 
and large firms  

 
State HI regulation: 

5 specific mandates 
Total mandates 
New mandates, past 
3 years 
Average state 
premium tax 
State-wide high risk 
pool tax 

Covariates:  
Plan size 
Firm size 
Industry 
Region 
Worker 
demographics 

 
Firm decision to 
self-insure 

 
Selected mandates, risk 
pool taxes and 
premium taxes all 
increased likelihood of 
self-insurance 

Small Firm Decision to Offer Coverage 
 
GAO 
1992iii  

 
Case studies of 
selected 
demonstrations 

 
Descriptive study 

 
Insurance coverage 
offered through 
small firms 

 
Few employers offer 
HI in response to tax 
credits or other forms 
of subsidies 
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Thorpe et 
al. 1992iv 

Cross-sectional, 
NY 

1990 survey of 530 
small firms (<20) 
at 2 sites 

 
Analysis of data 

from 8 RWJ 
demonstration 
projects 

Employer subsidies, 
no control groups 

Insurance coverage 
offered through 
small firms 

Small fraction of 
employers added 
coverage in response to 
NY 50% subsidy 
program. 
Participation in RWJ 

subsidized plans 
ranged from 2.5-
16.3% 

 
Jensen & 
Gabel 
1992v 

 
1320 firms 
responding to 1985 
NFIB mail survey 
and 492 small firms 
(<50) responding to 
1988 HIAA 
telephone survey 

 
State HI regulation: 

5 specific 
mandates 
Total mandates 
New mandates, 
past 3 years 
Average state 
premium tax 
State-wide high 
risk pool tax 

Covariates: 
State 
characteristics: 
Unemployment 
rate 
Average hosp. 
room/board $ 
Marginal tax rate 
for $25K 

Firm 
characteristics: 
% teenagers 
% women 
(industry-state) 
% part-time 
% Black 
Average earnings 
(ind-state) 
Sole proprietership 
Corporation 
Ln(firm age) 
Ln(firm size)  

 
Insurance coverage 
offered through 
small firms 

 
Continuation-of-

coverage 
requirements lower 
probability of 
offering coverage 
(both years) 

If no C-of-C, 3.5% 
(1985) to 19.3%) 
more firms would 
offer coverage 

Drug abuse treatment 
mandate increases 
odds of offering 
coverage (1985 
only) 

Higher premium tax 
lowers probability 
of offering coverage 
(1988 only) 

Percent of firms that 
would have offered 
coverage if no 
mandates = 19.7% 
(1985) to 43.4% 
(1988) 

 
Dyckman 
and 
Burnette 
1992vi 

 
Survey of 27 
voluntary programs 
(includes RWJ 
demos, 
BCBS plans etc.) 

 
Descriptive, no 
covariates 

 
Qualitative 
assessment of small 
business interest in 
various insurance 
products 

 
Programs with high 
cost sharing or limited 
benefits typically 
unattractive to small 
business 

 
Families 

 
Survey of 31 (18 

 
Descriptive, no 

 
Total persons 

 
Bare-bones plans have 
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USA 
1993vii 

operational) states 
with bare-bones 
waiver plans 

covariates covered by bare-
bones plans 
statewide 

minimal impact: 
most states had 
fewer than 400 
subscribers 

 
Jensen 
1993viii  

 
Extensive literature 
review on benefit 
mandates 

 
 

 
Cost of coverage 

 
Numerous studies 
document impact of 
mandates on demand 
for services/higher 
costs 

 
I=Gruber 
1994ix 

 
CPS pension and 
employee benefits 
supplements for 
May 1979, 1983 
and 1988; study 
also used Jensen 
and Gabel data 
correcting for errors 
in tabulation of 
state-level reforms 
and accounting for 
COBRA C-of-C 
requirements since 
1986 for firms >20 

 
Mandated benefits: 

Alcoholism 
treatment 
Drug abuse 
treatment 
Mental illness 
Chiropractic 
services 
Continuation of 
coverage 

State premium taxes 
Bare-bones 
legislation 

 
Employer-based 
coverage among 
workers in small 
firms (<100) 
(study does not 
examine impact on 
uninsured rates); 
Separate analysis 
for firms <25 

 
Small and generally 

statistically 
insignificant effect 
of mandates on 
coverage 

Bare-bones waivers 
had no effect on 
probability of 
coverage by 1991 

 
Litow 
1994x 

 
Data from New 
York; CPS used to 
count persons with 
coverage pre-
reform; insurer data 
at slice-in-time used 
post-reform 

 
Community rating 
 

 
Loss of coverage 

 
405,000 (+ 100,00) 
lost coverage in first 
year following SG and 
individual market 
reforms 

 
Dowell & 
Oliver 
1994xi 

 
Data from first year 
of California 
purchasing alliance 

 
Health purchasing 
alliance 

 
Premium rates 
obtained through 
HIPC 

 
HIPC negotiated rates 
10-15% below rates for 
comparable plans 
offered by non-HIPC 
carriers 

 
California 
Dept. of 
Corporat-
ions 
1994xii 

 
Survey of 
indemnity carriers 
after first year of 
reform 

 
Small group 
reform/health 
purchasing alliances  

 
Small group 
enrollment 

 
SG enrollment 
declined 5% in first 
year following reform 
(results may be 
contaminated by 
contemporaneous 
recession) 

 
Lipson & 
DeSa 
1995xiii  

 
Cross-sectional, CA 

Data from first year 
of  purchasing 
alliance 

 
Health purchasing 
alliance 

 
Enrollment by 
previously 
uninsured firms 

 
HIPC after 1 year 
achieved only 1% 
penetration into firms 
eligible: of these, only 
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15% of employees 
previously uninsured 

 
Institute 
for Health 
Policy 
Solutions 
1995xiv 

 
Data from case 
studies of rating 
reforms in CA, 
MN, NJ and NY; 
NY data from NY 
Insurance 
Department.  MN 
data on individual 
market from 
BCBSMN surveys 

 
Community rating 

 
Change in small 
group and 
individual coverage 

 
NY: 2.6% decline in 
small group/16.8% 
decline in individual 
coverage 15 months 
after reform 
NJ: individual market 
coverage increased 
33% after 15 months 
MN: increase in SG 
coverage offset 
individual market 
decline of 6%: net 
increase=5800 lives 

 
Minneso-
ta Dept. 
of 
Commer-
ce 1995xv 

 
Data from 
Minnesota 
following 1993 
reforms 

 
Small group reform, 
No controls 

 
Enrollees in small 
group market 

 
Post-reform increase in 
small group enrollees 
= 8-12% 

 
Jensen & 
Morrisey 
1996xvi 

 
1989, 1991 and 
1993 small 
employer surveys 

 
Small group reform 
Tax/employer 
subsidies 
Prohibitions on 
occupational 
exclusions 
Restrictions on pre-
ex exclus. 
Bare-bones plans 
Number of mandated 
benefits 

 
Insurance coverage 

provided 
through small 
firms 

 
SG reform has had 

little effect, but 
guaranteed issue 
raises probability of 
offering HI (10% 
level) 

Tax/employer 
subsidies had 
weakly negative 
effect on coverage 
(10% level)  

No other reforms 
significant and none 
significantly 
affected premiums 

On average, mandated 
benefits laws reduce 
small firm offers by 
11 percentage 
points 

 
Ucello 
1996xvii 

 
1991 HIAA 
Employer Survey 

 
State HI mandates: 

Total mandates 
Substance abuse 
Mental health 
Psychologist 

State HI regulation: 
Guaranteed issue 
Guaranteed 

 
Decision to offer 

coverage among 
small firms (2-
49) 

 
 
Decision to offer 

coverage among 

 
Small firms in states 

with psychological 
mandate 22% less 
likely to offer 
coverage; all else ns 

Mandates have no 
effect on coverage 
decisions for 50+ 
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renewal 
Continuation 
requirements 
Premium pricing 
Disclosure 
requirements 
Mandated benefit 
waivers 
State subsidies to 
employers 
Pooling 
mechanisms 

Firm size 

medium/large 
(50+) 

No other state reforms 
had effect on offer 
decisions in small 
or large groups 

High risk pool 
assessments also do 
not influence 
coverage decisions 

 
Morrisey 
& Jensen 
1997xviii  

 
Cross-sectional, 
U.S. 

Telephone survey 
responses from 495 
(1993) and 377 
(1995) small firms 

 
Small group reform 
(0,1) 
Firm characteristics: 

Firm size 
Growth in 
employment 
Incorporated 
Branch or 
subsidiary 
No. insurance 
solicitations 

Worker 
characteristics: 

% part-time 
% under 30 
% over 50 
Some workers 
unionized 
Some poor health 
ineligible  

Market 
characteristics: 

MSA relative size 
Managed care 
price trend 
HMO share 
PPO share  

 

 
Firm decision to 
offer managed care 
plan (HMO or 
PPO) 
 
Firm decision to 
newly offer 
managed care plan 
between 1993 and 
1995 

 
SG reform had no 
effect on decisions to 
offer managed care 
 
SG reform had no 
effect on decisions of 
firms with 
conventional coverage 
in 1993 to begin 
offering MC 

 
S=Buch-
ueller 
1997xix 

 
Data from first 3 
years of California 
HIPC operation 

 
Health insurance 
purchasing 
cooperative 

 
Market penetration 

 
HIPC enrolled 2-3% of 

eligible firms (80% 
had prior coverage) 

HIPC premiums were 
10-15% below 
standard rates for 
SG 

Adverse selection may 
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have increased PPO 
rates and led to exit 
from HIPC 

Competitive effects of 
HIPC greater in 
urban areas 

 
T=Buch-
mueller & 
Jensen 
1997xx 

 
California 

 
Small group reform 

 
 

 
Effectiveness of SG 
reform improved due 
to high MC penetration 

 
U=Jensen 
& 
Morrisey 
1997xxi 

 
See Morrisey & 
Jensen 1997 above 

 
See Morrisey & 
Jensen 1997 above 

 
Firm offer of 
insurance coverage 

 
Barebones legislation 

increased likelihood 
of offer, but most 
individual reforms 
had no detectable 
effects 

SG reforms 
collectively 
increased offers 
among small firms 
from 46.4% to 
50.6% 

 
V=Marst-
ller et al. 
1997xxii 

 
State-level analysis 
of CPS data for 
1989-1995 with 
Year and State 
dummies to control 
for state fixed 
effects and secular 
trends 

 
State HI regulation: 

SG reform regime 
(4 types) 
Individual HI 
regime (2) 
Selective 
contracting restrict 
High risk pool w/o 
cap 
HR pool 
w/enrollment cap 
% Medicaid-
eligible 

Benefits mandates: 
Alcoholism or 
drug abuse 
Mental health 
Chiropractic 

State demographics: 
% of adults 18-64 
age 46-64 
% families with 
child <6 
% 
nonwhite/Hispanic 
% married 

 
Probability of being 
uninsured 
 
 
 
 
 
 
 
 
Probability of 
private coverage 
 
 
 
 
 
Probability of 
Medicaid 

 
Full SG reforms reduce 

UI rate by 1.4%; 
any rating 
restrictions increase 
UI rate by 1.4% 

Individual reforms 
increase UI rate by 
1.0 to 1.4%; 

Mandates, contracting 
restrictions, risk 
pools have no effect 

SG rating restrictions 
reduce PI by 1.1% 

Individual reforms 
reduce PI by 1.3% 

High risk pools w/o 
cap increase PI by 
1.2% 

High risk pools w/o 
cap reduce 
Medicaid coverage 
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Employment 
characteristics: 

% college 
educated 
Unemployment 
rate 
% of workers FT 
% workers in 
service/retail 
% workers in 
small firms 
Median income  

Market 
structure/competition
: 

MDs per 100,000 
Hospital beds per 
100,000 
HMO penetration 
Average cost per 
IP day 

 
W=Buch-
mueller & 
DiNardo 
1998xxiii  

 
1988 to 1997 CPS 
data from New 
York, Pennsylvania 
and Connecticut.   

 
Small group reform 
Individual market 
reform 
DDD analysis used 
with: 
7 industry dummies 
FT/PT and FY/PY 
work status 
Firm size 
Student status (0,1) 
Female 
Married 
Hispanic 
White 
SMSA (4 categories) 
PA (no reform) and 

CT (moderate 
reform) were used 
as control states 
since regulation 
similar prior to 
early 1990's 

 
Percentage of 

individuals with 
private coverage 
in own name 
within small 
groups (<100) 
and large groups 

Age distribution of 
those covered 

Quantity/quality of 
coverage 

 
Compared to 

neighbors, NY 
reforms did not 
affect availability or 
age distribution of 
coverage 

However, reforms did 
result in dramatic 
shift towards HMOs 
relative to PA or CT 

 
X=Sloan 
& 
Conover 
1998xxiv 

 
March CPS, 1989-
1994 

 
Mandated Benefits: 

Low-cost plans 
# mandated 
benefits 
# mandates x low-
cost 

 
Probability of being 
insured 
 
 
 
 

 
AFDC eligibility 

increased odds of 
coverage by 23% 

Mandated benefits 
account for 1/5 to 
1/4 of uninsured 
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Risk Pooling: 
High-risk pool 
SG, mandatory 
reinsurance 
SG, voluntary 
reinsurance 
IND, mandatory 
reinsurance 
IND, voluntary 
reinsurance 
Purchasing 
alliances 

Open enrollment: 
SG, GI all 
products 
SG, GI some 
products 
IND, GI 
SG, GR 
IND, GR 
SG, Pre-existing 
conditions 
IND, Pre-existing 
conditions 

Community rating: 
SG, community 
rating 
IND, community 
rating 
Controlling for age 
and sex 

Demographic 
characteristics 
Marital Status 
Education 
Income 
Employment 
Firm Size 
Medicaid eligibility 

 
 
Probability of 
private coverage if 
insured 
 
 
 
 
Probability of 
group coverage if 
private 

Low cost plans have 
no effect 
Risk pooling has no 
effect 
Community rating no 
effect 
Private coverage 22% 

less likely among 
those AFDC-
eligible 

Purchasing alliances 
increases odds of 
private plan slightly 

IND community rating 
lowers private 
coverage rate 3.4% 

Group coverage less 
likely among 
AFDC/MN eligible  

High-risk pools lower 
chances of group 
coverage 

 
Y=Kapur 
1998xxv 

 
March 1991-1997 
CPS 

 
Small group 
portability and rating 
reforms 

 
Small firm hiring 
Job mobility 

 
Reforms improve job 

prospects in small 
firms for employees 
with family 
disabilities 

Reforms worsen job 
prospects for older 
workers 

Portability reforms w/o 
rating reforms have 
negative impact on 
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individuals with 
poor health 

 
Z=Hing 
& Jensen 
1998xxvi 

 
17,818 firms <50 in 
1994 National 
Employer Health 
Insurance Survey 
(NEHIS) 

 
State HI regulation: 

SG reform regime 
(5 types) 
1993 # mandated 
benefits 
Barebones policies 
allowed 

Area characteristics: 
1993 
unemployment 
rate 
1993 HMO 
penetration 

Firm characteristics: 
Firm size (4 size 
groups) 
In redlined 
industry (binary) 

(Note that cross-
sectional data 
limits ability to 
infer effects of 
reform) 

 

 
Percent of 

establishments 
offering HI 
coverage 

 
Percent of 

employees 
enrolled in HI 
plan if offered 

Percent of 
establishments 
having plans 
with enrollee-
exclusions 

 

 
SG reform under full 

reform for at least 3 
years slightly more 
likely to offer 
coverage. 

Employee participation 
no higher 

Prevalence of 
exclusions 
unchanged 

Redlined firms 
benefitted from all 
reforms, but impact 
mixed for other 
firms 

Net impact: small 
(Simon 1999 does 
parallel analysis 
with control group 
& finds effects 
disappear once 
control group added 

 
AA=Hall 
1999xxvii 

 
Qualitative analysis 
of the effects of 
reform based on 
case studies from 7 
illustrative states 
that adopted 
reforms 

 
Small group reform 
Individual market 
reform 
Purchasing alliances 

 
Enrollment and 
availability 
 
 
 
 
 
 
 
 
 
 
 
 
Prices and 
competition 

 
SG reforms generally 

more successful 
than IND market 

SG reform effects 
similar regardless of 
stringency 

SG/IND increased 
access to high-risk 
individuals who can 
pay 

SG had positive impact 
on access for 
smallest groups (<5) 

SG not substantially 
decreased # with 
coverage 

IND reforms decreased 
coverage, but did 
not create death 
spiral and changed 
mix to high risk 

SG markets remain 
competitive in price 
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and product 
offerings but rapid 
shift to HMOs 

Even with reform, 10-
fold differences in 
rates possible 

In SG market, no 
consistent market 
performance 
difference due to 
strict rating 

In IND market, 
community rating 
dramatically affects 
insurer willingness 
to stay 

SG and IND 
competition 
continues to focus 
on risk 
selection/product 
different. 

Purchasing 
cooperatives have 
mixed performance 
across states but 
have low market 
share even when 
performing well 

Cooperatives increase 
choice among plans, 
but don=t 
consistently lower 
premiums 

 
AB=Buch
an-an & 
Marquis, 
1999xxviii  

 
6,041 families from 
May 1993 CPS 
Employee Benefits 
Supplement sample 
simulated to belong 
to 1,074 small firms 
<50 employees 

 
HI plan rating 
method 

Experience-rated 
premiums 
Community-rated 
premiums 

Family 
characteristics 

Disposable income 
Marginal tax rate 

Firm characteristics: 
Firm size 
Employer offers 
HI 
Wages 
Employer 

 
Percent of working 

families offered 
HI 

Percent of working 
families 
purchasing HI 

Percent of firms 
dropping/ 
adding/modifyin
g coverage 

 
10% fewer families 

offered coverage 
under com. rating 

10% fewer families 
buy HI under 
community rating 

Under community 
rating, firms: 

Slightly less likely 
t
o
 
d
r
o
p
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contribution to HI  
c
o
v
e
r
a
g
e
 
o
r
 
o
f
f
e
r
 
l
e
s
s
 
g
e
n
e
r
o
u
s
 
c
o
v
e
r
a
g
e
  

Slightly more likely 
not to add coverage 
or increase 
generosity of 
coverage 

Net impact: CR 
improves stability of 
offerings/premiums 
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AC=Sim-
n 1999xxix 

1992-1997 CPS.  
Difference-in-
difference-in-
difference analysis 
of states with 
reform compared to 
those without 
reform, using trends 
in large group 
coverage as a 
control 

Small group reform 
Firm size 
State fixed effects 
Time 
Individual 
Characteristics: 

Age 
Race 
Education 
Marital Status x 
gender 
Left job due to 
poor health 
Weeks worked last 
year 

Household 
Characteristics: 

Disability in 
household 
Household size 

Firm Characteristics: 
Occupation 
Industry 

Employer-based 
coverage among FT 
employees age 16-
64 in small firms 
(<25) 

Comprehensive pricing 
and issue reforms 
decrease reduction 
in coverage for 
typical small firm 
worker of 1.9%: 5% 
drop 

For workers <35, drop 
is 3.7 percentage 
points 

For low-risk 
individuals, decline 
is 5.7% (20% drop); 
no change in 
coverage for high-
risk 

Unmarried workers 
coverage dropped 
10% under full 
reforms and 8% 
under partial 
reforms 

 
AD=Zuc-
erman & 
Rajan 
1999xxx 

 
State-level analysis 
of CPS data for 
1989-1995 with 
Year and State 
dummies to control 
for state fixed 
effects and secular 
trends 

 
State HI 
regulation/coverage: 

SG reform regime 
(4 types) 
Individual HI 
regime (2) 
% Medicaid-
eligible 

Separate reform 
components: 

Guaranteed issue 
Guaranteed 
renewal 
Rating restrictions 
Pre-ex 
exlusion/portabilit
y 

State demographics: 
% of adults (18-
64) age 46-64 
% families with 
child <6 
% Black 
% married 

Employment 
characteristics: 

% college 

 
Statewide 
uninsurance rate 
 
 
 
 
 
 
 
 
 
 
Private insurance 
coverage rate 

 
No small group reform 

packages had sig. 
effect 

No separate 
components of SG 
reform had sig. 
effect 

States adopting all 
individual market 
reforms increased 
UI rate by 2.4 
percentage points 

All other states 
adopting any IND 
reforms increased 
UI by 1.0 
percentage points 

 
No small group reform 

packages had sig. 
effect 

No separate 
components of SG 
reform had sig. 
effect 

States adopting all 
individual market 
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educated 
Unemployment 
rate 
% of workers FT 
% workers in 
service/retail 
% workers in 
small firms 
Median income  

Market 
structure/competition
: 

MDs per 100,000 
Hospital beds per 
100,000 
HMO penetration 
Average cost per 
IP day 

reforms reduced 
private coverage by 
1.7 percentage 
points 

All other states 
adopting any IND 
reforms reduced 
private coverage by 
1.3 percentage 
points 

Guaranteed issue 
increased UI rate by 
2.8 percentage 
points 

Pre-ex reduced private 
by 1.6 

 
AE=Mo-
nheit & 
Schone 
1999xxxi 

 
1987 NMES and 
1996 MEPS for 
employed wage 
earners between 21-
64 in small firms 
(<25) and large 
firms (100+) 

 
DDD used to control 

for state fixed 
effects and time-
varying effects 

Socioeconomic 
characteristics 
Health status 
Employment 
characteristics 
Impact of 4 reform 
regimes: 

Any reform 
Stringent reform 
(GI, GR, 
Portability, Pre-ex; 
tight rating 
restrictions) 
Less stringent 
reform (above 
w/loose rating 
restrictions) 
Moderate reform 
(all except GI, 
coupled with weak 
RR) 

 
Probability of 

coverage from 
own job (offer 
rates) 

Probability of any 
coverage 

 
Moderate reform 

increases offer rates 
overall by 16.6% 

Under any reform, 
offer rates increase: 

30.0% for workers 
in 1-worker HH  
22.8% for workers 
<35 

Under moderate 
reform, offer rates 
in large firms drop 
6.6% 

Large firm offer rates 
for 1WHH drop 
7.4% under any 
reform 

Moderate reform 
reduces UI risk by 
19.4% 

UI risk for small 
workers drops: 
10% under any 
reform 
11.4% under 
stringent reform 

UI risk for small firm 
workers in 1WHH 
drops 18.25% under 
any reform 

UI risk drops 27.5% 
under any reform, 
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workers in 1 WHH 
UI risk drop 3.0% for 

large firm workers 
under pricing limits 

No effect on offers or 
UI risk: Tight vs. 
weak rating restrict. 
Guaranteed issue 
GI with tight rating 
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Appendix B. Search Strategies  
 
 
Database: Ovid MEDLINE(R) <1966 to July Week 4 2004> 
Search Strategy #1: ALL 
-------------------------------------------------------------------------------- 
1     small group reform.mp. (11) 
2     small group.mp. (4938) 
3     Insurance, Health/ec, sn, lj, td, ut [Economics, Statistics & Numerical Data, Legislation & Jurisprudence, 
Trends, Utilization] (7546) 
4     2 and 3 (18) 
5     1 or 4 (27) 
6     individual market reform.mp. (1) 
7     5 or 6 (28) 
8     (purchasing alliance$ or health alliance).mp. [mp=title, original title, abstract, name of substance word, 
subject heading word] (88) 
9     medical savings account$.mp. or Medical Savings Accounts/ (271) 
10     community rating.mp. (47) 
11     7 or 8 or 9 or 10 (428) 
12     limit 11 to (english language and yr=1975 - 2004) (415) 
13     from 12 keep 2-3,10,40-41,47-49,51-52,79,101-103,115,117-121,123-124,129-130,140-143,148-
149,155-156,161,167,173,176-179,181-182,184,189-190,192-194,198-199,201-205,207-
208,212,214,217,222,224-226,229,235-236,239-240,243,245,247-253,255-256,259-261,263,265-267,269-
270,274-275,277-285,287-291,293-298,301-305,307-309,311-313,315-323,326,328-331,333-335,337,339-
341,346-350,352-355,358-361,363-366,370-373,376,379-394,396,398-401,405,407-408,415 (189) 
 
 
Database: CINAHL - Cumulative Index to Nursing & Allied Health Literature <1982 to June Week 1 2005> 
Search Strategy: ALL 
-------------------------------------------------------------------------------- 
1     small group reform.mp. (3) 
2     small group.mp. (671) 
3     individual market reform.mp. (0) 
4     INSURANCE, HEALTH/ec, td, ut [Economics, Trends, Utilization] (702) 
5     2 and 4 (3) 
6     1 or 5 (5) 
7     (purchasing alliance$ or health alliance).mp. [mp=title, subject heading word, abstract, instrumentation] 
(47) 
8     medical savings account$.mp. or Medical Savings Accounts/ (36) 
9     community rating.mp. (533) 
10     (mandate or require$ or compulsory).mp. [mp=title, subject heading word, abstract, instrumentation] 
(35421) 
11     9 and 10 (42) 
12     6 or 7 or 8 or 11 (130) 
13     limit 12 to (english and yr=1975 - 2004) (128) 
14     from 13 keep 5,36,38,43-46,49-50,59,66-67,72,74-77,82-85,87,89-90,95-98,101-103,105,108-
114,119,123 (41) 
 

 
Database: ISI Web of Science <1978 to July 31, 2004> 
Search Strategy #1: ALL  
-------------------------------------------------------------------------------- 
1 TS=(small group reform) OR TS=(individual market reform) OR TS=(purchasing alliance* or health 

alliance) OR TS=(medical savings account*) OR TS=(community rating) DocType=All document types; 
Language=English; Databases=SCI-EXPANDED, SSCI, A&HCI; Timespan=1978-2004 (145) 

1 Of these, 98 selected for detailed review 
 
Database: Lexis-Nexis <1975 to July Week 4 2004>  
Search Strategy #1: ALL 
-------------------------------------------------------------------------------- 



 42

1 Full text search small group reform OR individual market reform OR [purchasing alliance* OR medical 
savings account*] OR [community rating AND (mandatory OR compulsory OR requir*)] (412) 

2 Of these, 14 selected for detailed review 
 
Database: PAIS <1975 to July Week 4 2004>  
Search Strategy #1: ALL 
-------------------------------------------------------------------------------- 
1 (( ( small group reform )or( individual market reform ) )or( purchasing alliance* or health alliance or 

medical savings account* )or( community rating )) and (LA:PAIS = ENGLISH) and (PY:PAIS = 1975-
2004) (46) 

2 Of these, 2 selected for detailed review 
 
Database: Dissertation Abstracts <1975 to July Week 4 2004> 
Search Strategy #1: ALL 
--------------------------------------------------------------------------------  
1 (kw: small w group w reform OR kw: individual w market w reform) or (kw: purchasing w alliance* OR 

kw: health w alliance w1 medical w1 savings w1 account*) or (kw: community w rating) and yr: 1975-
2004 and ln= "english" (11) 

2 Of these, 6 selected for detailed review 
 
Database: Books in Print <1975 to July Week 4 2004>  
Search Strategy #1: ALL 
--------------------------------------------------------------------------------  
3 (kw: small w group w reform OR kw: individual w market w reform) or (kw: purchasing w alliance* OR 

kw: health w alliance w1 medical w1 savings w1 account*) or (kw: community w rating) and yr: 1975-
2004 and ln= "english" (6) 

4 Of these, 3 selected for detailed review 
 
Database: Health Affairs <1981 to July Week 4 2004>  
Search Strategy #1: smallgroup 
--------------------------------------------------------------------------------  
�� �������	
���	�
	� �������
	��������	�����	������������
�� ������������������
	��������	����

 
Database: Health Affairs <1981 to July Week 4 2004>  
Search Strategy #1: individual 
--------------------------------------------------------------------------------  
�� �������������	�� �� ������	��������	�����	�������!"��
�� ������������������
	��������	����

 
Database: Health Affairs <1981 to July Week 4 2004>  
Search Strategy #1: purchasing 
--------------------------------------------------------------------------------  
�� ��	��������������� �� ������	��������	�����	��������#��
�� ������������������
	��������	����

 
Database: Health Affairs <1981 to July Week 4 2004>  
Search Strategy #1: MSA 
--------------------------------------------------------------------------------  
��  ������������������
��� �� ������	��������	�����	�������#���
�� ����������"��������
	��������	����

 
Database: Health Affairs <1981 to July Week 4 2004>  
Search Strategy #1: community 
--------------------------------------------------------------------------------  
�� �
��������	���������������	����	�
	� ������
	��������	�����	����� ������
�� �����������������
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Appendix C. Web Sites Used in I-8 Literature 
Search 

 

Health Law/Regulation Web Sites   
We began searching at Web sites known to specialize in health law and regulation 

generally or specific topics included in this review:  
• American Health Lawyers Association 

http://www.healthlawyers.org/ (no documents found) 
• Findlaw.com—health law  

http://www.findlaw.com/01topics/19health/index.html (no documents found) 
• Health Care Compliance Association 

http://www.hcca-info.org/ (no documents found) 
• HealthHippo 

http://hippo.findlaw.com/hippohome.html (no documents found)  
• National Health Care Anti-fraud Association (NHCAA) 

http://www.nhcaa.org/ (no documents found – member-only site) 
 

Health Industry Trade Organizations 
Health Insurance Regulation  

For health insurance regulation, we searched the following industry and state agency 
trade organization Web sites:  

• American Association of Health Plans (AAHP)  
http://www.aahp.org/ (no documents found) 

• Health Insurance Association of American (HIAA) 
http://www.hiaa.org/index_flash.cfm (no documents found) 

• Blue Cross and Blue Shield Association (BCBSA)  
http://www.bluecares.com/ (no documents found) 

• National Committee for Quality Assurance (NCQA) 
http://www.ncqa.org/ (no documents found) 

• National Association of Insurance Commissioners (NAIC)  
http://www.tdi.state.tx.us/reports/pdf/lhtaccp.pdf  
  

State Agency Trade Organizations and Research Centers  
For state agency trade organizations and health policy research centers specializing in 

state health policy issues not accounted for above, we searched the following Web sites: 
 

Executive branch 
• National Governors Association (NGA) 

http://www.nga.org/ (no documents found)  
• National Association of State Budget Officers (NASBO)  

 http://www.nasbo.org/ (no documents found) 
• Association of State and Territorial Health Officers (ASTHO)  
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http://www.astho.org/ (no documents found) 
• National Association of Health Data Organizations (NAHDO)  

http://www.nahdo.org/default.asp (no documents found) 
• National Association of State Auditors, Comptrollers and Treasurers (NASACT) 

http://www.nasact.org/ (no documents found) 
 

Legislative branch 
• National Conference of State Legislatures (NCSL) 

http://www.ncsl.org/ (no documents found) 
• Council of State Governments (CSG) 

http://www.csg.org/csg/default (no documents found) 
• National Academy of Public Administration (NAPA) 

http://www.napawash.org/ (no documents found) 
              

State Health Policy Research Centers 
• National Academy of State Policy 

http://www.nashp.org/ (no documents found) 
• Pew Center on the States 

http://www.stateline.org/ (no documents found) 
• State Health Policy Web Portal Group 

http://www.hpolicy.duke.edu/cyberexchange/Whatstat.htm#States  
Rather than search 50 individual sites, we queried by e-mail the directors of all 
centers included in this group for relevant reports/studies their centers had 
conducted or that had been conducted by agencies in their states 

 
Health Care/Health Policy Consulting Firms   

For major health care/health policy consulting firms, we searched the following sites. 
Some of these specialize in human resource consulting, but were included in the event 
they had done industry-wide studies of regulatory costs: 

 
• Buck Consultants Inc. 

http://www.buckconsultants.com/ (no documents found) 
• Deloitte & Touche  

http://www.deloitte.com/vs/0%2C1616%2Csid%25253D2000%2C00.html (no 
documents found) 

• Ernst & Young LLP 
http://www.ey.com/global/content.nsf/US/Home (no documents found) 

• Hewitt Associates LLC  
http://www.hewitt.com/ (no documents found) 

• Milliman USA Inc. 
http://www.milliman.com/ (no documents found)   

• PricewaterhouseCoopers LLP 
http://www.pwcglobal.com/ (no documents found) 

• Towers Perrin 
http://www.towers.com/towers/default.asp (no documents found) 
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• Watson Wyatt Worldwide 
http://www.watsonwyatt.com/ (no documents found) 
 

Health Policy Research Organizations 
.  For major health policy research organizations, including “think tanks” and some 

advocacy groups, we searched the following sites: 
 

• Abt Associates 
http://www.abtassoc.com/ (no documents found) 

• Alliance for Health Reform 
http://www.allhealth.org/ (no documents found) 

• AcademyHealth 
      http://www.academyhealth.org/index.html (no documents found)   
• The Advisory Board Company 

http://www.advisoryboardcompany.com/ (no documents found – member-only 
site)        

• American Enterprise Institute (AEI) 
http://www.aei.org/ (no documents found) 

• Battelle 
http://www.battelle.org/ (no documents found) 

• Brookings Institution 
http://www.brook.edu/ (no documents found) 

• Cato Institute  
http://www.cato.org/research/articles/polzer-hipaa.pdf  

• Center for Budget and Policy Priorities (CBPP) 
http://www.cbpp.org/ (no documents found) 

• Center for Health Affairs (Project HOPE) 
http://www.projecthope.org/ (no documents found) 

• Center for Health Care Strategies (CHCS) 
http://www.chcs.org/ (no documents found) 

• Center for Study of Health Systems Change (CSHSC) 
http://www.hschange.com/ (no documents found) 

• Employee Benefits Research Institute (EBRI) 
http://www.ebri.org/ (no documents found) 

• Heritage Foundation  
http://www.heritage.org/Research/HealthCare/BG1307.cfm  

• Institute of Medicine (IOM)  
http://www.iom.edu/ (no documents found) 

• Lewin Group 
http://www.Quintiles.com/Specialty_Consulting/The_Lewin_Group/default.htm 
(no documents found) 

• Mathematica Policy Research (MPR) 
http://www.mathematica-mpr.com/HEALTH.HTM (no documents found) 

• National Bureau of Economic Research (NBER) 
http://www.nber.org/ (no documents found) 
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• National Health Policy Forum  
http://www.nhpf.org/ (no documents found) 

• RAND Health 
http://www.rand.org/health_area/ (no documents found) 

• Research Triangle Institute (RTI) 
• http://www.rti.org/ (no documents found) 
• Urban Institute  

http://www.urban.org/ (no documents found) 
 

Major Health Policy Foundations.  For major health policy foundations, we 
searched the following sites: 

 
• California Healthcare Foundation 

http://www.californiahealthline.org/index.cfm?Action=dspItem&itemID=88892  
• Commonwealth Fund 

http://www.cmwf.org/ (no documents found) 
• Robert Wood Johnson Foundation 

http://www.rwjf.org/index.jsp (no documents found) 
• Henry J. Kaiser Family Foundation 

http://www.kff.org/ (no documents found) 
• United Hospital Fund 

http://www.uhfnyc.org/ (no documents found) 
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i. (Goodman and Musgrave 1988) 

ii. (Jensen and Morrisey 1989) cited in (Gabel and Jensen 1989) 

iii . (GAOHRD: U.S. Congress, General Accounting Office, Human Resources Division 
1992) cited in (Morrisey and Jensen 1996) 

iv. (Thorpe et al. 1992) 

v. (Jensen and Gabel 1992) 

vi. (Dyckman and Burnette 1992) cited in (Morrisey and Jensen 1996) 

vii. (Families USA  1993) cited in (Morrisey and Jensen 1996) 

viii . (Jensen 1993) 

ix. (Gruber 1994) cited in (Morrisey and Jensen 1996); detailed discussion in (Nichols et 
al. 1997) 

x. (Litow 1994); (Litow 1994) cited in (Zuckerman and Rajan 1999); critiqued in 
(Blumberg and Nichols 1996);  (Institute for Health Policy Soulutions 1995) provides the 
+/- 100,000 estimate.  Original estimate was 500,000 which was subsequently revised 
downward to 405,000. 

xi. (Oliver and Dowell 1994) 

xii. (California Department of Corporations 1994); (California Department of 
Corporations 1994) cited in (Nichols et al. 1997) 

xiii . (Lipson and De Sa 1995) 

xiv. (Institute for Health Policy Soulutions 1995) 

xv. (Minnesota Department of Commerce 1995) (Minnesota Department of Commerce 
1995) cited in (Blumberg and Nichols 1996) 

xvi. (Morrisey and Jensen 1996) cited in (Zuckerman and Rajan 1999); not clear whether 
this unpublished manuscript is same as Morrisey and Jensen 1996, but probably not. 
(Blumberg and Nichols 1996) cites a different Jensen, Morrisey and Morlock paper 
originally presented in 1995 based on 1989, 1991 and 1993 employer surveys showing 
only GI was modestly significant in increasing probability of coverage.  It is assumed that 
this latter paper is identical to one shown. (Nichols et al. 1997) and (Marsteller et al. 
1998) also discuss latter. 

xvii. (Uccello 1996); (Uccello 1996) cited in (Nichols et al. 1997) 
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xviii . (Morrisey and Jensen 1997) 

xix. (Buchmueller 1997) 

xx. (Buchmueller and Jensen 1997) 

xxi. (Jensen and Morrisey); (Jensen and Morrisey 1997) cited in (Marsteller et al. 1998) 

 
xxii. (Marsteller et al. 1998) 

xxiii . (Buchmueller and DiNardo 1999) Cited in (Zuckerman and Rajan 1999) 

xxiv. (Sloan and Conover 1998) 

xxv. (Kapur 1998) Cited in (Simon 1999) 

xxvi. (Hing and Jensen forthcoming) 

xxvii. (Hall 1999) 

xxviii . (Buchanan and M. Susan Marquis 1999) 

xxix. (Simon 1999) 

xxx. (Zuckerman and Rajan 1999) 

xxxi. (Monheit and Schone 1999) 

 


