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About This Report 

Policymakers in Connecticut are considering various options to increase the affordability of 
insurance in the state. In particular, they are considering expansions to premium and cost-sharing 
reduction subsidies on the state’s health insurance marketplace, as well as expanded plan 
offerings, including extending eligibility for the state’s employee health plan to other groups and 
a publicly contracted, privately operated plan (the public option plan) offered to individuals on 
the marketplace. In this report, we used the RAND Corporation’s COMPARE microsimulation 
model to estimate the impacts of such policy options. For each policy scenario, we estimated 
enrollment, premiums, and state spending and considered whether the results differed by race, 
ethnicity, or income group. 

This research was jointly funded by Arnold Ventures and the Commonwealth Fund and was 
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improving health care systems in the United States and other countries. We do this by providing 
health care decisionmakers, practitioners, and consumers with actionable, rigorous, objective 
evidence to support their most complex decisions. For more information, see 
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Summary 

Although the Affordable Care Act (ACA) greatly expanded health insurance coverage in 
Connecticut, about 7 percent of the state’s population under the age of 65 was uninsured in 2019 
(Kaiser Family Foundation, 2019a), and health care affordability remains a persistent concern 
among the state’s residents. To address these issues, Connecticut has recently considered health 
insurance reforms aimed at improving coverage and affordability, including expanding subsidies 
on Access Health CT (the state’s health insurance marketplace); introducing a publicly 
contracted, privately operated plan (the public option plan) on the ACA marketplace; and 
offering a version of the state employee health plan (SEHP) that would be available to small 
businesses, large nonprofit firms, and Taft-Hartley plans (collectively bargained, multi-employer 
plans). In this report, we used a microsimulation approach to estimate the effects of these 
policies on health insurance enrollment, premiums, consumer out-of-pocket (OOP) spending, 
and the state budget. We also considered whether these effects differentially impacted groups 
across race, ethnicity, and income. 

Because details regarding how these options would be implemented are still being debated, 
we considered a range of policy options with different assumptions regarding the generosity of 
additional benefits and how the policies would be combined. Broadly, we grouped policies into 
two types of reforms—those aimed at increasing affordability in the individual market and those 
aimed at enhancing employer insurance options.  

Policies to Increase Affordability in the Individual Market 
The ACA created two types of subsidies for individual market health coverage (that is, 

coverage that is not job-based). First, advance premium tax credits (APTCs) reduce premium 
costs for marketplace enrollees with incomes between 100 and 400 percent of the federal poverty 
level (FPL) who do not have an affordable offer of coverage from another source, such as an 
employer or Medicaid. APTCs cap spending on a benchmark insurance plan at a percentage of 
income (approximately 2 to 9.5 percent) that varies with enrollees’ income level. In 2021, 
Connecticut passed legislation, Covered Connecticut, that further reduced premium contributions 
to $0 for people with incomes under 175 percent of FPL. In addition, the U.S. Congress 
temporarily enhanced APTCs under the American Rescue Plan Act of 2021 (ARP) by setting the 
percentage contribution for people with incomes below 150 percent of FPL at zero, reducing 
contribution levels for higher-income people, and extending APTCs to people with incomes 
above 400 percent of FPL if they would otherwise have to pay more than 8.5 percent of income 
for a benchmark plan.  
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Second, the ACA offered cost-sharing reductions (CSRs) to APTC-eligible individuals with 
incomes under 250 percent of FPL. CSRs reduce copays and deductibles, lowering enrollees’ 
OOP costs. The generosity of the CSRs can be measured in terms of actuarial value (AV), which 
is the share of health expenditures that are paid for, on average, by the plan. The benchmark 
silver plan on which APTCs are based has an AV of 70 percent. CSRs increase this AV to 94 
percent for people with incomes below 150 percent of FPL, 87 percent for people with incomes 
between 150 and 200 percent of FPL, and 73 percent for people with incomes between 200 and 
250 percent of FPL. Covered Connecticut included state-funded CSRs that further increased the 
AV to 100 percent for those with incomes under 175 percent of FPL. 

Connecticut is considering the following additional enhancements to the ACA’s subsidy 
structure: 

• reducing the premium contribution for a benchmark plan to $0 for eligible individuals 
with incomes below 200 percent of FPL 

• eliminating cost-sharing for people with incomes below 200 percent of FPL (i.e., setting 
the plan AV to 100 percent), if they enroll in a benchmark plan 

• enhancing and expanding CSRs for people with incomes between 200 and 400 percent of 
FPL, if they enroll in a benchmark plan.  

In all cases, the additional costs of the enhanced subsidies would be borne by the state.  
Additionally, the state has recently considered offering a public option plan on the individual 

market. We modeled the reforms above both with and without a public option that would set 
rates at 125 percent of Medicare rates, or about 90 percent of commercial rates currently paid by 
marketplace plans. 

Table S.1 shows the range of policy scenarios that we considered in this analysis. We 
compared the scenarios with a status quo that includes the ARP (comparisons with a status quo 
without the ARP are provided in Appendix B).  

Table S.1. Parameters for Scenarios That Would Expand Individual Market Coverage 

Scenario Premiums Cost-Sharing Public Option 
Current law $0 if income <175% of FPL AV = 100%a if income <175% of FPL No 
Subsidy 1.a $0 if income <200% of FPL AV = 100%a if income <200% of FPL No 
Subsidy 1.b $0 if income <200% of FPL AV = 100%a if income <200% of FPL Yes 
Subsidy 2.a $0 if income <200% of FPL AV = 100%a if <200% of FPL 

AV = 90%, 200–250% of FPL 
AV = 85%, 250–300% of FPL 
AV = 80%, 300–400% of FPL 

No 

Subsidy 2.b $0 if income <200% of FPL AV = 100%a if <200% of FPL 
AV = 90%, 200–250% of FPL 
AV = 85%, 250–300% of FPL 
AV = 80%, 300–400% of FPL 

Yes 

a The AV reflects the share of expenditures that, on average, are paid by the plan. A plan with a 100% AV has no 
cost-sharing for enrollees. 
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Policies to Enhance Employer Insurance Options 
We also considered a set of reforms that would aim to make employer insurance more 

affordable by allowing small businesses, large nonprofit businesses, and Taft-Hartley plans to 
offer a plan resembling the SEHP. We assumed that the SEHP-like plan (referred to throughout 
the remainder of this report simply as the SEHP plan) would be subject to modified community 
rating and would be separate from the ACA’s small business risk pool, so that premiums for 
existing SEHP enrollees would not be substantially affected, and the state would not bear direct 
costs for the plan. Then, we considered several modifications to benefit design that adjusted the 
SEHP’s benefit structure (Table S.2). SEHP Scenario 1 offers a SEHP plan that is similar in AV 
to the average employer-sponsored insurance (ESI) plan offered by small groups. The plans 
increase in AV to 96.5 percent, which is similar to the current health plan available to state 
employees. However, all of the SEHP plans we modeled were more comprehensive than typical 
employer coverage among small groups, where the average AV is around 80 percent. In all 
cases, we assumed that employers can achieve administrative savings by offering the SEHP plan 
and that the plan was priced such that the state does not directly bear any costs to offer the SEHP 
plan. 

Table S.2. Parameters for Scenarios That Would Expand Access to SEHP Plan 

Scenario AV Deductible 

Coinsurance Rate 
for Inpatient and 

Outpatient Services 
Office Visit 

Copay 

Copay for Brand-
Name Drug on 

Formulary 
SEHP Scenario 1 82.5% $1,400 20% $25 $50 
SEHP Scenario 2 85.6% $1,000 15–25% $15–$25 $40 
SEHP Scenario 3 87.7% $800 15% $20 $25 
SEHP Scenario 4 96.5% $0 0% $15 $25 

NOTE: This table highlights only specific features of plan design. To model, we simplified to reflect a single 
deductible, coinsurance rate, and OOP maximum. 

Results 
We modeled results for 2023, using RAND’s COMPARE microsimulation model adapted for 

the state of Connecticut. The results presented below assume that the marketplace subsidy 
enhancements offered through the ARP remain in place in 2023. In Appendix C, we report 
results for an alternative scenario in which the ARP’s marketplace subsidy enhancement expires 
at the end of 2022. 

Individual Market Reforms 

Health Insurance Enrollment: We estimated that Subsidy Scenario 1.a, which enhances 
subsidies for people with incomes below 200 percent of FPL, would increase insurance 
enrollment in Connecticut by 1,200 people (Figure S.1). This reduces the number of uninsured 
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individuals from 226,700 to 225,600 and therefore represents only a marginal decrease in the 
uninsurance rate. In Scenario 2, in which people with incomes between 200 and 400 percent of 
FPL are offered enhanced CSRs, insurance enrollment fell by 1,600 people in the scenario 
without a public option. This counterintuitive result stems from the effects of federally funded 
CSRs on premiums. Because of the Trump administration’s decision to halt federal CSR 
payments, federal CSR costs for people with incomes under 250 percent of FPL are loaded onto 
the silver marketplace plans, increasing the benchmark premium. In turn, the higher premium 
increases APTCs, giving consumers more purchasing power. Unlike federal CSRs, state-
sponsored CSRs would not be loaded onto silver premiums; they would be paid directly by 
Connecticut. By offering state-sponsored CSRs, the state would attract people who are not 
eligible for federal CSRs onto silver marketplace plans. The influx of additional people into the 
silver tier who are ineligible for federal CSRs would spread federal CSR costs across a larger 
number of enrollees, diluting the effects of federal CSR loading on premiums and reducing the 
value of APTCs. Hence, we estimate that purchasing power would decline for some consumers, 
and they would opt not to enroll. 

A similar effect occurs in the public option scenarios (1.b and 2.b). We estimate that the 
public option would become the benchmark plan, which would reduce APTCs available to 
consumers. This would result in a loss of purchasing power for subsidy-eligible people who wish 
to enroll in more-expensive, private plans. As a result, total insurance enrollment fell in both of 
these scenarios relative to Scenario 1.a and 2.a, respectively, as well as relative to the current-law 
scenario. In an alternate specification of the public option scenarios, we found that the state 
could avoid these unintended consequences by offering the public option only on the bronze and 
gold premium tiers; however, this approach is not currently legal given ACA requirements. The 
impacts of the public option also are sensitive to our assumptions about whether the ARP is in 
place. In scenarios without the ARP, the public option led to a substantial increase in enrollment 
because it improved affordability for people with incomes above 400 percent of FPL, who were 
no longer eligible for APTCs. With the ARP, those with incomes above 400 percent of FPL can 
receive APTCs, so the public option could lead to a decrease in affordability for a larger 
proportion of enrollees, since the value of subsidies falls, and more enrollees are subsidized 
under the ARP.  
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Figure S.1. Estimated Change in Total Insured Under Age 65 in Connecticut Relative to ARP 
Status Quo, 2023, Alternative Options to Enhance the Individual Market 

    
NOTE: Our analysis assumed that the ARP health insurance subsidy enhancements remain in place. Without any 
reforms (i.e., under current law), the estimated number of uninsured people in Connecticut in 2023 is 226,700. 
 

Affordability: As alluded to above, the proposed changes have complicated effects on 
affordability, which we measure as health care expenditures (OOP premium contributions plus 
cost-sharing) as a share of income. We note that increases in spending can reflect higher 
premiums or cost-sharing but can also reflect increased health care utilization and moves to 
more-generous plan types. Table S.3 shows this measure for people who were insured on the 
individual market in the status quo scenario. The reforms would unambiguously increase 
affordability for people with incomes between 175 and 200 percent of FPL, who newly receive 
$0 premiums and $0 cost-sharing in all scenarios. (Expenses did not fully fall to zero for this 
group because some people were ineligible for subsidies because of ESI offers, and, in Scenario 
2.b, some people opted to enroll in the more expensive private plan.) Affordability also increased 
or remained unchanged for people with incomes between 200 and 250 percent of FPL in all 
scenarios.  

In scenarios with the public option, affordability decreased slightly for some income groups 
because of the reduced purchasing power of the subsidy. These results are somewhat sensitive to 
assumptions about the ARP; in sensitivity analyses without the ARP’s subsidy enhancements, 
the public option increased affordability for people with incomes over 400 percent of FPL, 
although some lower-income groups continued to be adversely affected. Again, the adverse 
consequences could be avoided if the public option could be offered outside of the silver tier. 

1,200

-2,100
-1,600

-3,700-4,000

-3,000

-2,000

-1,000

0

1,000

2,000

Subsidy Scenario 1,
without Public

Option

Subsidy Scenario 1,
with Public Option

Subsidy Scenario 2,
without Public

Option

Subsidy Scenario 2,
with Public Option



 ix 

Table S.3. Estimated Health Insurance Spending (Premium Contributions Plus Cost-Sharing) in 
Connecticut as a Share of Income, 2023, Alternative Options to Enhance the Individual Market 

FPL Level Status Quo Scenario 1.a Scenario 1.b Scenario 2.a Scenario 2.b 
138–175% 2.2% 2.2% 2.4% 2.2% 3.1% 
175–200% 5.8% 2.9% 2.8% 2.8% 3.8% 
200–250% 8.2% 8.2% 8.2% 6.3% 6.3% 
250–400% 7.3% 7.2% 7.6% 6.9% 7.5% 
400%+ 4.4% 4.4% 4.4% 4.4% 4.4% 

NOTE: Green highlighting indicates that affordability increased relative to the status quo, while orange highlighting 
indicates that affordability decreased. We limited the analytic sample to people who enrolled in individual market 
coverage in the status quo. Our analysis assumed that the ARP subsidy enhancements remain in place. 

 
Costs to Connecticut: Figure S.2 shows the new costs that Connecticut would incur (in 

millions) under the policy scenarios described above. New costs to the state ranged from $19 
million to $94 million, depending on the scenario. Costs were lower in scenarios 1.a and 1.b, 
which targeted a narrower range of enrollees, than in scenarios 2.a and 2.b. Adding the public 
option did not substantially change costs in Scenario 1. By contrast, the public option reduced 
costs to the state in Scenario 2, because both premiums and cost-sharing amounts fell when 
providers were paid publicly negotiated rates, but Medicaid costs changed only slightly. 

In sensitivity testing in which we assumed that subsidy enhancements expired after 2022, 
additional costs to the state were substantially higher than those shown below for scenarios 1.a 
and 1.b. Additional costs to the state were not particularly different between scenarios 2.a and 
2.b under the assumption that ARP subsidy enhancements expire after 2022, because fewer 
people with incomes between 200 and 400 percent of FPL enrolled in the marketplace when the 
APTC enhancements offered by the ARP were eliminated. 
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Figure S.2. Additional Costs to Connecticut Relative to Current Law (in Millions of Dollars), 2023, 
Alternative Options to Enhance the Individual Market 

  
NOTE: This analysis assumed that the ARP subsidy enhancements remain in place. 
 

Impacts by Race and Ethnicity: We examined insurance transitions across scenarios and 
changes in affordability across race and ethnicity to better understand whether there were 
differential impacts of these policies. We found that although there were large differences in 
insurance enrollment and affordability at baseline, the changes across scenarios did not differ 
substantially by racial or ethnic group. 

Employer Reforms 

Enrollment: In all four SEHP scenarios, total insurance enrollment and total ESI enrollment 
(traditional ESI plus SEHP) increased when the SEHP plan was introduced (Figure S.3). The 
total number of uninsured individuals in the state fell by 3 to 4 percent across scenarios. This 
result reflects that most employees were offered lower premiums for more-comprehensive 
coverage with the introduction of the SEHP option.  
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Figure S.3. Estimated Change in Total Insured in Connecticut Relative to ARP Status Quo, 2023, 
Alternative Options to Expand SEHP 

  
 
Affordability: Figure S.4 shows total employer premiums for SEHP plan enrollees and for 

individuals at SEHP-eligible firms who remained on traditional employer coverage. The cost of 
the SEHP plan was substantially lower than the cost of traditional employer coverage under 
current law, reflecting the lower administrative costs of these plans, despite the higher 
generosity. 

Figure S.4. Premiums for SEHP and Traditional ESI at SEHP-Eligible Firms, 2023 
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Table S.4 shows OOP costs (premium contributions plus cost-sharing) as a share of income 
for people who were eligible for SEHP and enrolled in ESI in the status quo. These costs were, in 
general, low, representing less than 5 percent of income. Across income groups, spending as a 
percentage of income remained the same or fell slightly as a result of the introduction of the 
SEHP plan. 

Table S.4. Estimated Health Insurance Spending (Premium Contributions Plus Cost-Sharing) in 
Connecticut as a Share of Income, 2023, SEHP Scenarios 

FPL Level Current Law 
SEHP 1 

(82.5% AV) 
SEHP 2 

(86.5% AV) 
SEHP 3 

(87.7% AV) 
SEHP 4 

(96.5% AV) 
<250% of FPL 4.4% 4.3% 4.3% 4.3% 4.2% 

250–400% of FPL 3.0% 3.0% 3.0% 2.9% 2.8% 

400%+ of FPL 1.5% 1.4% 1.4% 1.4% 1.4% 
NOTE: The analytic sample is limited to people who were enrolled in ESI under the status quo. 

 
Cost to Connecticut: Because the cost of the SEHP plan is borne by employers and their 

workers, it is not obvious that these policy options should have implications for spending by the 
state. This is consistent with our findings; the four SEHP scenarios resulted in little to no effect 
on the state budget.  

Impacts by Race and Ethnicity: We again examined insurance transitions across scenarios 
and changes in affordability across race and ethnicity. Similar to the subsidy analysis, we found 
that although there were differences in insurance enrollment and affordability at baseline, the 
changes across scenarios did not differ substantially by racial or ethnic group. However, based 
on the existing population that has an offer of ESI, the increase in total insurance enrollment 
following the SEHP expansion likely would benefit white, Asian, and higher-income individuals 
more than other groups. 

Limitations 
As with any analysis that attempts to estimate future outcomes, there is a high degree of 

uncertainty in our results. Partly, this is because we must estimate how consumers will respond 
to new choices that have not previously been available to them. Beyond the difficulties of 
estimating consumers’ response to new policies, there are many implementation decisions that 
would need to be made to develop a public plan in Connecticut. We made important assumptions 
related to issues such as how provider payment rates would be set and how risk adjustment 
would be implemented that may not hold in practice. We also assumed that commercial insurers 
would respond to the public option by lowering premiums and that people would have a slight 
preference for private plans because of concerns about network adequacy in the public option. 
Finally, we assumed that the SEHP plan would be able to achieve administrative savings relative 
to current employer insurance policies. 
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Discussion 
In this analysis, we modeled several reforms aimed at enhancing health insurance coverage 

and improving affordability in the individual and employer insurance markets in Connecticut. 
The individual market reforms that we considered substantially increased affordability for people 
with incomes between 175 and 200 percent of FPL, reducing OOP spending as a share of income 
by 50 percent in some scenarios. Changes to affordability for higher-income groups were 
smaller, in part because the proposed policy changes for people with incomes between 200 and 
400 percent of FPL were relatively modest and focused only on reducing cost-sharing (not 
premiums). Adding a public option improved affordability for unsubsidized enrollees but may 
decrease affordability for subsidized individuals by reducing the benchmark premium and hence 
lowering APTCs. This finding is sensitive to assumptions about the ARP; in scenarios without 
the ARP, adding a public option unambiguously increased affordability for people with incomes 
over 400 percent of FPL. We also considered sensitivity analyses in which the lower-cost public 
option plan was offered on the bronze and gold tiers only and therefore did not substantially 
affect the benchmark premium. In these scenarios, both subsidized and unsubsidized individuals 
were better off when the public option was introduced. However, such an option would require a 
waiver or change to federal law to be feasible. 

Unexpectedly, we found that state-funded CSR enhancements for people with incomes 
between 200 and 400 percent of FPL could reduce the number of people with insurance slightly. 
This surprising result stems from the fact that, as modeled, the state-funded CSRs were offered 
on the silver marketplace tier. Bringing more people onto this tier diluted the value of federal 
CSR loading on premiums, reducing APTCs. One potential solution to this problem would be to 
offer the state cost-sharing enhancements only on the gold metal tier. However, this would 
require implementing both a state-funded APTC increase to allow people to purchase a gold plan 
and a CSR increase to bring the gold plan AV up to the desired level. A possible solution to the 
issue of losing federal CSRs would be for the state to offer the enhanced gold plan only to people 
who are ineligible for federal CSRs while offering state-funded CSR enhancements on the silver 
tier for those who are currently eligible for federal CSRs.  

Estimated costs to the state for 2023 varied substantially across the individual market 
scenarios, from $19 million in scenarios that limited subsidy enhancements to people with 
incomes between 175 and 200 percent of FPL to $85 to $94 million in scenarios that also 
enhanced CSRs for higher-income people. In Subsidy Scenario 2, adding a public option 
decreased costs to the state. 

Our analysis of the SEHP suggests that enabling employers to buy into a SEHP option would 
improve insurance coverage and affordability by offering higher-AV plans at a lower premium, 
assuming that the SEHP plan is able to achieve lower administrative costs relative to traditional 
ESI. We found that the addition of a SEHP plan increased affordability, on average, for 
consumers, given the lower premiums (due to lower administrative costs for the plan) and higher 
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generosity of the plan. We also found that the addition of the SEHP led to increases in insurance 
enrollment. There were minor differences between the four SEHP specifications, but they all led 
to the same bottom-line conclusion that offering a SEHP plan would improve insurance coverage 
and affordability for those eligible for the plan. 

Overall, this analysis suggests that expanding eligibility for the SEHP holds promise for 
stabilizing or reducing consumer costs, improving plan generosity, and bringing more people 
into the market. This finding is driven by the lower administrative costs associated with the 
SEHP. The effects of options to enhance affordability on the individual market are less clear-cut. 
In some cases, such policies can have unintended effects, due to interactions with existing ACA 
policies. In particular, offering enhanced CSRs brought more people onto the marketplace silver 
tier, which diluted the effect of CSR loading, thereby reducing the value of APTCs. To avoid this 
issue, state policymakers could consider offering state-funded CSRs to those with incomes above 
250 percent of FPL on the gold tier rather than on the silver tier. We found that offering a public 
option could also reduce the value of premium subsidies if the public option plan has a lower 
premium than the existing benchmark plan. In theory, this issue could be avoided by offering the 
public option plan on the bronze and gold tiers only; however, this would require a waiver or 
change to federal law to implement. Alternatively, if the introduction of the public option plan 
leads to federal APTC savings, the state could apply for a waiver to use the federal savings 
toward reducing costs for low-income individuals. 
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1. Introduction 

The Affordable Care Act (ACA) greatly increased the number of health insurance options 
available to many individuals via expansion of Medicaid eligibility (in some states), 
requirements that insurers offer coverage to all applicants regardless of pre-existing conditions, 
and the establishment of state health care exchanges, which allow individuals and families to 
purchase private health insurance coverage. These reforms, along with other ACA regulations, 
improved access to health insurance. Other ACA regulations that limit age variation in premiums 
on the individual market and prohibit insurers from basing premiums on health status are 
designed to ensure that individuals are not priced out of purchasing health insurance because of 
high premiums. However, affordability of health insurance remains a major issue for many 
individuals and families. For example, insurance premiums for marketplace plans have risen 
substantially in recent years (Centers for Medicare & Medicaid Services [CMS], 2019). While 
those who are eligible for subsidies are largely sheltered from these increases, unsubsidized 
individuals, particularly those who have incomes just above the eligibility threshold, bear the full 
impact of higher premiums. The small-group insurance market, which includes groups with up to 
50 employees, has also seen rising premiums in recent years (McCue and Hall, 2020). 
Enrollment has declined steadily over the same period, although uninsurance among employees 
of small businesses has dropped, as many enrolled in marketplace plans or became eligible for 
Medicaid due to expansion. 

To address affordability concerns, a number of states have taken or are considering taking 
various actions aimed at reducing premiums on the individual market, including introducing 
reinsurance programs, adopting state-based individual mandates that require most individuals to 
carry health insurance, introducing state-funded enhanced subsidies on the individual market, 
and introducing public plan options (Tolbert et al., 2019). 

The state of Connecticut has considered a number of such options to improve affordability of 
health insurance options in the state. In particular, Connecticut’s Office of the State Comptroller 
is interested in better understanding the predicted outcomes associated with the following 
initiatives: 

1. the introduction of state-based subsidies to supplement federal advance premium tax 
credits (APTCs) and cost-sharing reduction (CSR) subsidies for individual plans 
purchased on the state exchange, Access Health CT 

2. the introduction of a publicly contracted health plan (“public option”) to be offered on the 
individual market 

3. an expansion of Connecticut’s state employee health plan (SEHP) to small groups, large 
nonprofit organizations, and Taft-Hartley plans (plans that are collectively bargained, 
often by unions). 
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To conduct analyses of the potential impact of the above proposals, we used a 
microsimulation approach to estimate plan premiums, costs to the state government, changes in 
insurance enrollment (including changes to the number of uninsured individuals) in Connecticut, 
high-level impacts on hospitals, and changes to plan affordability associated with the 
introduction of the policy initiatives described above. The proposals would build on several 
existing ACA policies: 

• federal APTCs: Federal APTCs are available to those with incomes between 100 and 400 
percent of the federal poverty level (FPL) who do not have another affordable coverage 
option. Prior to 2021, the ACA APTC structure capped premium spending at 2.07 to 9.83 
percent of income for the benchmark silver plan. This means that subsidies rise when the 
benchmark premium rises, and vice versa. 

• revised federal APTC structure due to American Rescue Plan Act of 2021 (ARP) 
(McDermott, Cox, and Amin, 2021): 

- This is an extension of APTCs to individuals with incomes over 400 percent of FPL, 
with a cap on premium spending of 8.5 percent of income for the benchmark silver 
plan. 

- This would also enhance APTCs for the population that was already eligible (100–
400 percent of FPL), with premium spending caps reduced to 0 to 8.5 percent of 
income for the benchmark silver plan. 

- These policies are currently set to expire at the end of 2022. When this report was 
published (early 2022), there was uncertainty regarding whether these subsidies 
would continue past 2022. 

• federal CSR structure: CSRs are made available to APTC-eligible marketplace enrollees 
who have incomes between 100 and 250 percent of FPL and are enrolled in a silver plan. 
In 2017, the Trump administration halted federal payments of CSRs, and most states, 
including Connecticut, responded by allowing insurers to load the costs of CSRs onto 
silver marketplace plans, thereby increasing the benchmark premium. In turn, the higher 
premium increases APTCs, giving consumers more purchasing power. 

• Covered Connecticut1: Passed in 2021, Covered Connecticut uses state funding to 
enhance APTCs and CSRs for marketplace enrollees who are subsidy-eligible and have 
incomes of up to 175 percent of FPL, such that they pay $0 in premiums for the 
benchmark plan and 0 percent cost-sharing. The state-funded portion of CSRs are paid 
directly by the state rather than loaded onto the cost of the silver plan. 

Our analyses address the following two aims: 
Aim 1: Analyze state-based subsidies in the individual market. The goal of this task was 

to estimate of the impacts of additional state-based subsidies to supplement APTCs and CSR 
 

1 Covered Connecticut builds on the enhanced subsidies under the ARP. Based on the state’s 1115 demonstration 
waiver to continue the program (Connecticut Department of Social Services, 2022), it is possible that the state would 
amend Covered Connecticut because of the increased costs of the program in the absence of the ARP subsidy 
enhancements. Because it is not clear how the state would address these higher costs (e.g., it could add more state 
funding, it could reduce eligibility for the program), we assumed in our modeling that Covered Connecticut remains 
in place with no changes. 
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subsidies inside Access Health CT (the state’s ACA marketplace), both with and without the 
addition of a public option offered on the individual market. The specific policy scenarios we 
considered are described below. For each simulation option, we included one version that 
incorporates the public option plan and one that does not. 

• Subsidy Scenario 1: This scenario increases APTCs and CSRs such that those with 
incomes of up to 200 percent of FPL pay $0 in premiums and 0 percent cost-sharing (i.e., 
100 percent effective actuarial value [AV]) for a silver plan. 

• Subsidy Scenario 2: This scenario increases APTCs and CSRs such that those with 
incomes of up to 200 percent of FPL pay $0 in premiums and 0 percent cost-sharing (i.e., 
100 percent effective AV) for a silver plan; for those with incomes between 200 and 250 
percent of FPL, the effective AV is increased to 90 percent; for those with incomes 
between 250 and 300 percent of FPL, the effective AV is increased to 85 percent; and for 
those with incomes between 300 and 400 percent of FPL, the effective AV is increased to 
80 percent. 

Aim 2: Analyze expanded SEHP insurance eligibility. The goal of this task was to 
estimate the impacts of a policy to expand health insurance coverage through the existing SEHP. 
These reforms aim to make employer insurance more affordable by allowing small businesses, 
large nonprofit businesses, and Taft-Hartley plans to offer a more comprehensive plan built on 
the existing SEHP. We assumed that businesses eligible for the SEHP plan would be combined 
into a new insurance risk pool, so that premiums for existing SEHP enrollees would not be 
affected, and that SEHP-eligible firms that offer employer-sponsored insurance (ESI) would 
choose to offer either traditional ESI or the SEHP plan but not both. Then, we considered several 
modifications to SEHP benefit design, including three modifications that lower the AV of the 
plan to be offered: 

• SEHP Scenario 1: 82.5 percent AV, $1,400 deductible, $7,000 out-of-pocket (OOP) 
maximum 

• SEHP Scenario 2: 85.6 percent AV, $1,000 deductible, $6,500 OOP maximum 
• SEHP Scenario 3: 87.7 percent AV, $800 deductible, $5,000 OOP maximum 
• SEHP Scenario 4: 96.5 percent AV, $0 deductible, $2,000 OOP maximum (approximates 

Connecticut’s existing SEHP plan). 

SEHP Scenario 4 offers a SEHP plan that is similar to the current health plan available to 
state employees, with an AV of 96.5 percent. This is substantially more comprehensive than 
typical small employer coverage, where the average AV is around 80 percent. The other 
scenarios reduce the AV of the SEHP plan, although these plans still have AVs that are higher, 
on average, than a typical small employer plan (though, other than the 96.5 percent AV plan, 
these plans are similar in AV to large employer plans). In all cases, we assume that employers 
can achieve administrative savings by offering the SEHP plan relative to traditional ESI. The 
analyses also accounted for federal policies related to the coronavirus disease 2019 (COVID-19) 
pandemic.  



 4 

To conduct analyses in support of these aims, we used the RAND COMPARE 
microsimulation model, customized to represent the state of Connecticut. Our analyses build on 
prior work by members of this project team to describe in detail the status of health insurance 
enrollment among the under-65 population in Connecticut and to provide breakdowns of 
insurance enrollment by age and ethnicity (Rao, Girosi, and Eibner, 2021).  
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2. Methodology 

In order to address the aims of this work, we used the RAND COMPARE microsimulation 
model to estimate health insurance enrollment, premiums, and costs to the state under a number 
of specific policy options for each study aim. In addition to these outcomes, we also examined 
health equity at a high level (i.e., whether the policies affected different racial, ethnic, and 
income groups differentially), affordability, and high-level impacts on hospitals. COMPARE is a 
microsimulation model that uses nationally representative data and economic theory to analyze 
the effects of health policy changes. In the model, individuals and households choose insurance 
coverage based on the costs and benefits of available plans, and employers decide whether to 
offer insurance to their employees. The primary data sources in the model are the 2020 Current 
Population Survey, the 2018 Medical Expenditures Panel Survey (MEPS), and the 2019 Kaiser 
Family Foundation (KFF) Employer Health Benefits Survey. We regularly update the model to 
reflect population growth, health care cost growth, and policy changes. We describe the details 
of the COMPARE model in Appendix A. 

Because COMPARE is nationally representative, we reweighted the model to be 
representative of Connecticut in 2019, using health insurance enrollment estimates by age, 
gender, race, and ethnicity from prior work conducted by the study team (Rao, Girosi, and 
Eibner, 2021). For the analysis of SEHP plan designs, we incorporated data from underwriting 
analyses conducted by the Segal Company on benefit design, AV, and costs into the model. For 
both study aims, we estimated differences in insurance enrollment, premiums, state spending, 
affordability, and, at a high level, hospital spending by comparing the estimated outcomes under 
each policy scenario to current law.  

Reweighting of COMPARE Model 
The COMPARE simulation was originally designed to be representative of the United States. 

In order to adapt it to the state of Connecticut, we used a reweighting methodology that has been 
applied numerous times to produce state-specific simulation results (Auerbach et al., 2011; 
Nowak et al., 2017; Rao, Eibner, and Nowak, 2018). The idea behind reweighting is that the 
nationally representative COMPARE simulation already contains all the types of individuals that 
are present in Connecticut but not in the proportions specific to the state. The individual types 
are defined by a list of individual characteristics, including demographic and socioeconomic 
status variables, as well as insurance status and medical expenditures. We used the Connecticut-
specific demographic and insurance enrollment information gathered under a prior analysis (Rao, 
Girosi, and Eibner, 2021) to reassign the weights of the individuals in the COMPARE simulation 
in such a way that the distribution of relevant individual characteristics matched the Connecticut 
distribution. We used the iterative proportional fitting (IPF) algorithm to implement the 
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reweighting. Because there are about 80,000 simulated individuals in the COMPARE simulation, 
the IPF algorithm had ample space to match the Connecticut-specific information. We then 
validated the accuracy of the reweighting procedure by comparing the desired distribution of 
individual characteristics with the distribution observed in the reweighted COMPARE data. The 
IPF was very accurate in matching the desired marginal distribution, with an error that was 
below the uncertainty level intrinsic to the simulation. However, the error in reproducing the 
overall distribution of the relevant variables for Connecticut remains undetermined, because the 
underlying joint distribution was not observed and there was no basis for a comparison. 

For each policy scenario we describe below, we incorporated changes in the amount and 
structure of APTCs that are currently in place due to the ARP of 2021, assuming that such 
changes will still be in place in 2023. As we noted above, the federal policies we took into 
account are 

1. the extension of APTCs to individuals with incomes over 400 percent of FPL 
2. the enhancement of APTCs for the population that was already eligible (100–400 percent 

of FPL). 
It is unclear how long changes in insurance enrollment as a result of the COVID-19 pandemic 
will last. Although the changes to APTCs are currently slated to end after 2022 per the ARP, it is 
possible that they may be extended beyond that time frame, as they were included in the health 
care platform during President Biden’s campaign (Biden Presidential Campaign, 2021). 
Therefore, we also conducted each simulation analysis without incorporating the changes to 
APTCs under the ARP; these results are presented in Appendix B. 

We used 2019 as our baseline for reweighting the COMPARE microsimulation model, and 
we reported out simulation results for the year 2023. We used 2019 as the baseline year because 
the forecasted unemployment rate for the year 2023 (3.7 percent) is similar to the actual 
unemployment rate for 2019 (3.5 percent) (Federal Open Market Committee, 2020). We did not 
use 2020 for our baseline year because the short-term effects of the COVID-19 pandemic and 
related policy changes make data from that year unrepresentative. For example, unemployment 
spiked in the spring of 2020 (Bureau of Labor Statistics, 2021). 

Current-Law Policy Scenario 
For each policy scenario that we simulated (described below in Tables 2.1 and 2.2), we 

compared the outcomes of that scenario with a “current-law” scenario that is intended to 
represent the status quo projected to 2023. For these analyses, we note that the current-law 
scenario incorporates the extensions and enhancements to APTCs that are included in the ARP as 
described above, as well as a recently passed policy in Connecticut, Covered Connecticut, that 
offers $0 premiums and 0 percent cost-sharing for silver plans on Access Health CT for 
individuals otherwise eligible for marketplace subsidies with incomes up to 175 percent of FPL. 
However, given the uncertainty at the time this report was completed (early 2022) regarding 
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whether the enhanced subsidies passed under the ARP might continue past 2022, we repeated all 
of the analyses under the assumption that the enhancements were no longer in place by 2022; 
these results are described briefly in the main text and presented in full in Appendixes B and C. 

Analysis of State-Based Subsidy Enhancements in the Individual Market 
We used the reweighted COMPARE model to understand the likely impacts of state-based 

subsidies to supplement federal APTC and CSR subsidies available through Access Health CT. 
We considered the impacts of such subsidies both with and without the concurrent introduction 
of a new health insurance option offered by the state on the individual market as a public option. 

Because of the Trump administration’s decision to halt federal CSR payments, federal CSR 
costs for people with incomes under 250 percent of FPL are loaded onto the silver marketplace 
plans, increasing the benchmark premium. In turn, the higher premium increases APTCs, giving 
consumers more purchasing power. Unlike federal CSRs, state-sponsored CSRs would not be 
loaded onto silver premiums; they would be paid directly by Connecticut.  

Public Option Plan Parameters 

When Connecticut state policymakers last actively considered a public option plan, they 
planned to model it after the public option plan offered in Washington (the only state with a 
public option plan currently in operation). Therefore, we used Washington’s public option plan 
as the basis for the public option plan in our modeling (Wynne, 2019; Prasad, 2019). In 
particular, we used the following parameters: 

• metal tiers: Bronze, silver, and gold versions of the public option were included and were 
offered on-marketplace only. 

• rate-setting: Washington capped payment rates at 160 percent of Medicare’s payment 
rates, slightly lower than the 174 percent of Medicare rates that were paid on average in 
Washington’s marketplace (Cousart, 2019). Using a similar approach, we capped 
payment rates for the public option at 125 percent of Medicare, relative to weighted 
average payment rates for Connecticut’s SEHP of approximately 138 percent of 
Medicare, which state officials confirmed are similar to rates paid by Connecticut’s 
marketplace plans. 

• market-wide premium reduction: Previous research has found that premiums on the 
individual market decline when a new insurer enters the market (Dafny, Gruber, and Ody, 
2015; Blumberg et al., 2019). Therefore, in line with the estimates in the literature, we 
assumed that premiums in the remainder of the marketplace fell by 5 percent when the 
public option plan was introduced. 

• benchmark plan: We assumed that the silver public option plan became the benchmark 
plan.2  

 
2 We considered various options for setting the benchmark plan. In order for the public option plan to be the lowest-
cost silver (LCS) plan, it would need to have lower premiums than the existing LCS plan. Based on premium 
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• financial assistance: We assumed that financial assistance was available for the public 
option plans in the same way it is available for marketplace plans. 

• risk pool: We assumed that the risk pool was combined with the existing individual 
market and was rated by age only, because Connecticut does not allow rating by tobacco 
use on its marketplace.3 

To model a public option, we had to account for the ACA’s risk adjustment transfer program, 
which requires plans with lower-than-average actuarial risk to make payments to plans with 
higher-than-average actuarial risk. The goal of risk adjustment is to stabilize the insurance 
market and to ensure that plans that happen to enroll higher-risk people are not subject to adverse 
selection. Federal regulations currently require that risk adjustment transfer payments are 
calculated based on the statewide average premium in the marketplaces.  

Tying payments to the state average premium could disfavor public option plans with lower 
reimbursement rates, which might be required to make risk adjustment payments based on 
average premiums even though their revenue reflects a lower-than-average payment level. This 
issue was at the heart of a 2018 lawsuit filed by New Mexico Health Connections, a health 
insurance consumer-operated and -oriented plan (CO-OP), that argued that the current risk-
adjustment approach disadvantaged efficient health plans with lower-than-average risk (New 
Mexico Health Connections v. HHS, 2019). The New Mexico CO-OP lost the lawsuit in the U.S. 
Court of Appeals for the 10th Circuit (Keith, 2020). Ultimately, nearly all CO-OPs, including 
HealthyCT, Connecticut’s CO-OP, went out of businesses, in part because of financial pressures 
created by the risk adjustment approach (Sparer and Brown, 2020).  

To avoid a situation in which the public option was either insolvent or would need to raise 
premiums to near-private levels to offset the cost of risk adjustment, we assumed that risk-
adjustment payments to and from the public option plan would reflect rate differentials between 
public and private reimbursement. Our approach to the risk adjustment calculation remains 
revenue neutral, resolving a key issue raised by the federal government in arguing for the use of 
the statewide average premium in setting the transfer amounts. However, it is not clear whether 
this risk adjustment approach would be feasible in practice given the litigation history 
surrounding the CO-OPs. See Appendix A for more details. 

 
differences between the existing second-lowest-cost silver (SLCS) and LCS plans in recent years in Connecticut 
(KFF, undated), this would require that we assume aggressive rate-setting by the state. When we assumed moderate 
rate setting, the public option silver plan and the existing LCS had similar premiums. The exact difference is 
dependent on two factors: (1) the differential between the existing LCS and SLCS premiums and (2) assumptions of 
market-wide premium reductions that may occur in response to the introduction of the public option plan (estimated 
in existing research to be a 5 to 7 percent reduction) (Dafny, Gruber, and Ody, 2015; Blumberg et al., 2019). 
Therefore, for simplicity, we made the assumption that the public option plan would become the new benchmark 
plan. This is consistent with our assumptions of rate-setting at 125 percent of Medicare rates and a market-wide 
premium reduction of 5 percent. 
3 Connecticut also allows rating by geography, but our model assumes a statewide rate that incorporates geographic 
differences. 
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Other Considerations for the Public Option Plan 

Programs that are intended to lower premiums on the marketplace, such as a public option or 
reinsurance, may have a differential impact on premiums for silver plans relative to premiums 
for other tiered plans because of the loading of CSR costs onto silver plans. In the event that 
premiums for the silver plan fall by more than premiums for other tiered plans, spending power 
for subsidized individuals falls, because subsidies are pegged to the premium of the benchmark 
silver plan. To address this possibility, we modeled an alternate version of the public option plan 
that was offered only on the bronze and gold tiers but not on the silver tier. This allowed for the 
introduction of the lower-cost public option plan without impacting the silver tier and, therefore, 
the subsidy amount. However, a major caveat for the results from this scenario is that this setup 
is not permissible under current law; issuers on the health insurance marketplaces are required to 
offer plans on the silver tier (Patient Protection and Affordable Care Act, 2012). In order for the 
described scenario to be workable, states would need to seek waivers or the federal law would 
need to change. 

Microsimulation Policy Scenarios 

Table 2.1 summarizes the specific simulation options to study the impacts of these state-
based subsidies using COMPARE.  

Table 2.1. Subsidy Analysis Scenarios 

 
Increase in APTC Increase in CSRs 

Public 
Option 

Subsidy 
Scenario 1.a 

$0 premiums for those with 
incomes up to 200% of FPL 

100% AV for those with incomes up to 200% of FPL No 

Subsidy 
Scenario 1.b 

$0 premiums for those with 
incomes up to 200% of FPL 

100% AV for those with incomes up to 200% of FPL Yes 

Subsidy 
Scenario 2.a 

$0 premiums for those with 
incomes up to 200% of FPL 

100% AV for those with incomes up to 200% of FPL; 
90% AV for those with incomes of 200–250% of FPL; 
85% AV for those with incomes of 250–300% of FPL; 
80% AV for those with incomes of 300–400% of FPL 

No 

Subsidy 
Scenario 2.b 

$0 premiums for those with 
incomes up to 200% of FPL 

100% AV for those with incomes up to 200% of FPL; 
90% AV for those with incomes of 200–250% of FPL; 
85% AV for those with incomes of 250–300% of FPL; 
80% AV for those with incomes of 300–400% of FPL 

Yes 

Analyses of SEHP Plan Options 
We also simulated the effect of a policy under consideration that is aimed at increasing 

insurance coverage and affordability in the state of Connecticut: an expansion of the SEHP to 
individuals eligible for insurance through small groups, large nonprofits, or Taft-Hartley plans. 
The main tool for the simulation was again the reweighted COMPARE microsimulation model, 
but we also incorporated underwriting analyses performed by Segal to inform plan design. 
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Incorporating Underwriting Analyses of SEHP Plan Options into COMPARE 

Segal conducted underwriting analysis on a number of benefit designs provided by the state 
for the SEHP plan option. One was reflective of the existing SEHP plan for state workers, and 
the remaining scenarios considered changes to various plan benefit design parameters, such as 
network, deductible, OOP maximum, coinsurance, and copay. For each of the options, Segal 
provided us with the following outputs of its analyses: 

• AV 
• proposed premium rates, incorporating both claims and administrative costs 
• mean, standard deviation, and distribution of expected per member per month OOP costs. 

For the analysis of this proposed policy, we utilized the estimates of total expenditure, OOP 
costs, and maximum OOP limits to model four simulation options, as summarized in Table 2.2. 
The plan design parameters modeled by Segal were more detailed than what is included below, 
including network breadth and detailed coinsurance and copayment information by type of care. 
RAND’s COMPARE microsimulation model does not include such granular plan design 
parameters, so we created analogous plans using the plan design parameters available in 
COMPARE: deductible, coinsurance rate, and maximum OOP expenditure. 

We modeled the distribution of total expenditures for each SEHP plan by reweighting the 
MEPS data to match the age distribution of Connecticut and transforming the resulting 
distribution such that the percentiles and overall mean matched the figures provided by Segal.  

The transformation was necessary because the distribution of medical expenditures in 
Connecticut differs from the national distribution in the MEPS data. In our calculations, we had 
to adjust the MEPS median upward by approximately $1,000 and the MEPS 90th percentiles 
downward by several thousand dollars. Given a plan design and the total expenditure, the OOP 
expenditure can be calculated. We chose the plan that, given the total expenditures, most 
accurately reproduced the OOP expenditure distribution provided by Segal. To find this plan, we 
fixed the OOP maximum as specified by Segal and explored which combinations of deductible 
and coinsurance best reproduced its plans. Plans were fitted on overall mean OOP expenditure, 
the OOP expenditure percentiles, and the ratio of OOP to total expenditures. 

The plan designs identified by us tended to have similar deductibles to those specified by 
Segal but lower coinsurance rates (Table 2.2). These lower coinsurance rates are explained by 
the relatively low copays in Segal plans. SEHP Scenario 1 has a 0 percent coinsurance rate but 
includes several copays, which is why our equivalent plan’s coinsurance is nonzero. 

SEHP Plan Assumptions 

The SEHP plan was available for offer by small groups, large nonprofits, and Taft-Hartley 
plans within the simulation. We made the simplifying assumption that, for each firm, the 
decision of whether to offer health insurance was fixed and did not change due to the availability 
of the SEHP plan. Furthermore, each eligible firm makes the choice to offer traditional ESI or 
the SEHP plan. This assumption is consistent with the existing version of this legislation in 
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Connecticut (Office of Legislative Research, 2021), and we believe that it is reasonable because 
many firms (small firms in particular) offer only a single health insurance plan option to their 
employees (KFF, 2020; Agency for Healthcare Research and Quality, 2020). The firm’s choice 
is based on model iterations in which both traditional ESI and the SEHP plan are available to 
employees. After a number of iterations, we assumed that firms in which greater than 50 percent 
of employees would choose the SEHP plan would offer that plan, and vice versa. Finally, 
consistent with the legislation, we assumed that the SEHP plan for newly eligible firms would be 
subject to modified community rating such that premiums would vary to some degree with the 
age and risk composition of the enrolled population. This allowed the existing premiums for state 
employees to remain unaffected by the expansion of the SEHP plan and avoided large changes in 
premiums from year to year. Furthermore, we assumed that the SEHP achieved administrative 
savings relative to traditional employer insurance. 

Microsimulation Policy Scenarios 

Table 2.2 summarizes the specific simulation options to study the impacts of expanding 
eligibility for the SEHP using COMPARE. All SEHP plans assume that administrative costs are 
11.3 percent, consistent with the existing state employee plan in Connecticut. This represents 
substantially lower administrative costs than under traditional ESI for firms with less than 100 
employees. 

Table 2.2. SEHP Analysis Scenarios 

Scenario AV 

Deductible 
(input by 

Segal) 

Inpatient/ 
Outpatient 

Coinsurance Rate 
(input by Segal) 

OOP 
Maximum 

Deductible 
Used by 
RAND 

Coinsurance 
Rate Used 
by RAND 

SEHP Scenario 1 82.5% $1,400 20% $7,000 $1,634 7.2% 
SEHP Scenario 2 85.6% $1,000 15–25% $6,500 $1,113 6.3% 
SEHP Scenario 3 87.7% $800 15% $5,000 $829 6.0% 
SEHP Scenario 4 96.5% $0 0% $6,600 $1 3.8% 

Outcomes 
For both analyses, we used COMPARE to provide output on insurance enrollment, insurance 

transitions, premiums, consumer spending, costs to the state government, and impacts on hospital 
spending. We also provide the insurance transitions and consumer spending results stratified on 
income and race/ethnicity. More specifically, we calculated the following outcomes for each 
policy scenario, as well as for the current-law scenario: 

• insurance enrollment by coverage category 
• insurance transitions relative to current law 
• plan premiums 
• impact on affordability 
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• cost to state government 
• high-level impacts on hospitals (e.g., estimates of hospital spending, assuming a similar 

distribution of utilization of hospital services relative to other services). 

Insurance enrollment, transitions, and plan premiums were calculated directly in the 
microsimulation model. Costs to the state government were calculated as the sum of the state’s 
contribution to Medicaid spending (i.e., Federal Medical Assistance Percentage [FMAP]4) and 
the state’s contribution to APTC and CSR payments. In all analyses of the SEHP plan, the state’s 
contribution reflects only the contributions already passed in Covered Connecticut. 

We calculated affordability as the OOP spending on health care (i.e., premiums plus cost-
sharing) as a percentage of total family income. For the affordability analysis of individual 
market subsidies, we focused only on individuals who were covered by individual market 
insurance under current law. Similarly, for the analysis of SEHP plans, we focused only on 
individuals who were covered by ESI under current law. 

Finally, we used a high-level approach to estimate the impact of each policy scenario on 
hospital costs relative to the status quo. We drew estimates of uncompensated care provided by 
hospitals in Connecticut produced by the Connecticut Health Policy Project (Andrews, 2020), as 
well as estimates of the uninsured population in the state of Connecticut calculated by KFF 
(KFF, 2019b). We also made two major assumptions: first, that all uncompensated care in 
Connecticut was provided to uninsured individuals and, second, that those who newly gained 
insurance in any of our policy scenarios had average hospital spending under current law. This 
approach did not account for unpaid patient OOP costs among insured patients, since we did not 
have detailed information on specific categories of uncompensated care. 
  

 
4 We used the FMAP percentages in place prior to the implementation of the Families First Coronavirus Response 
Act, which temporarily increases the FMAP for the duration of the COVID-19 public health emergency. 
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3. Results from Analysis of Supplemental Subsidies and Public 
Option Plan 

Enrollment 
Table 3.1 shows health insurance enrollment under the status quo (i.e., under current law) 

and under the four subsidy scenarios. Subsidy Scenario 1 represents the scenario in which 
premiums and cost-sharing are both reduced to 0 for individuals with incomes between 175 and 
200 percent of FPL, and Scenario 2 includes that policy change plus additional CSR subsidies for 
those with incomes between 200 and 400 percent of FPL. Compared with current law, total 
insurance enrollment did not change substantially across all of the subsidy scenarios. In Subsidy 
Scenario 1 without a public option, total enrollment increased by roughly 1,200 individuals 
relative to current law, representing a marginal decrease in the uninsurance rate (from 226,700 to 
225,600). This increase was largely due to increased subsidized enrollment on the individual 
market. After adding in the public option, total insurance enrollment decreased by 2,100 
individuals relative to current law. Enrollment in the individual market was 179,500, slightly 
higher than under current law or under Subsidy Scenario 1.a, but this was due to increased 
unsubsidized enrollment, which was offset by reductions in subsidized marketplace enrollment 
and ESI coverage relative to current law. 

In Subsidy Scenario 2 without a public option, despite more-generous subsidies, total 
insurance enrollment was actually slightly lower than under current law, by 1,500 individuals. 
Total enrollment in the individual market was lower by about 5,700 relative to current law. 
While subsidized enrollment remained steady relative to current law, unsubsidized enrollment 
fell by more than 6,000. Once the public option plan was added to this scenario, total insurance 
decreased by about 3,800 relative to current law. Individual market enrollment was lower by 
2,700 than under current law, with nearly two-thirds of individual market enrollment in the 
public option plan. 
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Table 3.1. Enrollment 

   Current Law 

Subsidy 
Scenario 1, 

Without 
Public 
Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public 
Option 

Subsidy 
Scenario 2, 
with Public 

Option 
Total insured  2,781,100   2,782,300   2,779,000   2,779,600   2,777,300  
ESI  1,868,700   1,868,800   1,865,000   1,871,200   1,867,500  
Individual market  178,200   179,200   179,500   172,500   175,500  

Public option plan 
N/A N/A 

 150,900  
N/A 

 107,700  
Subsidized  100,300   60,400  
Unsubsidized  50,600   47,300  

Other  178,200   179,200   28,600   172,500   67,800  
Subsidized  108,900   110,200   200   109,500   41,500  
Unsubsidized  69,300   69,000   28,400   63,000   26,300  

Medicaid  646,100   646,200   646,400   647,800   646,200  
Other  88,100   88,100   88,100   88,100   88,100  
Uninsured  226,700   225,600   228,900   228,400   230,500  

 
Figure 3.1 displays the high-level insurance status (uninsured, individual market, and all 

other insurance) in each scenario by race and ethnicity for individuals who were uninsured under 
current law. In Subsidy Scenario 1 without the public option plan, more than 99 percent of those 
who were uninsured under current law remained uninsured across all race/ethnicity groups. The 
majority of those who gained insurance moved to individual market coverage. When the public 
option was added under Subsidy Scenario 1, uninsurance rates for those who were uninsured 
under current law ranged from 97 percent among white and non-Hispanic individuals to 99 
percent among those in the “other” race or ethnicity category. Again, the majority of those who 
gained insurance moved to the individual market. Similarly, in Subsidy Scenario 2, the majority 
of those who were uninsured under current law remained uninsured, and there was little variation 
in those rates by race or ethnicity. Overall, the changes to subsidies did not substantially impact 
the existing differences in insurance status by race and ethnicity. 
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Figure 3.1. Insurance Transitions Among Those Uninsured Under Current Law, by Race and 
Ethnicity 

  
 NOTE: Axes do not begin at 0. 

Premiums and Consumer Spending 
Table 3.2 displays premiums in the individual market for traditional individual market plans 

and for the public option plan. Prior to the addition of the public option plan, premiums in the 
individual market rose by less than 1 percent on all metal tiers in Subsidy Scenario 1. Adding in 
the public option plan caused premiums to fall by 4.9 percent for traditional bronze and gold 
plans and for off-marketplace silver plans (which do not incorporate silver loading and for which 
individuals cannot receive subsidies) relative to current law. However, the majority of subsidized 
individuals chose to enroll in the public option plan, and unsubsidized individuals enrolled in the 
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lower-premium silver plan off-marketplace. This leads to a situation in which enrollment in the 
on-marketplace traditional silver plan becomes extremely low, making the plan unstable and 
ultimately untenable. For Subsidy Scenario 2 without a public option, the increase in premiums 
relative to current law was 4.9 percent for plans other than the benchmark silver plan, while the 
benchmark premium actually fell by 2.1 percent. When the public option was added, premiums 
fell by 0.1 percent relative to current law for bronze, gold, and off-marketplace silver plans, 
while premiums fell by 5.4 percent for existing on-marketplace silver plans. 

Table 3.2. Individual Market Premiums 

  
Current 

Law 

Subsidy 
Scenario 1, 

Without 
Public 
Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public 
Option 

Subsidy 
Scenario 2, 
with Public 

Option 
Individual market (other than public option) 

Bronze $5,500 $5,600 $5,300 $5,800 $5,500 
Silver (off-marketplace) $6,500 $6,500 $6,200 $6,800 $6,500 
Silver (on-marketplace with loading) $7,400 $7,400 Untenable $7,300 $7,000 
Gold $8,300 $8,300 $7,900 $8,700 $8,300 

Public option plan 
Bronze 

N/A N/A 

$5,000 

N/A 

$5,300 
Silver $6,800 $6,700 
Gold $7,600 $7,900 

 
Table 3.3 displays average annual consumer spending among individuals who were enrolled 

in individual market coverage under current law. We note that increased spending in this table 
should not be interpreted as a loss of welfare; increases in spending can reflect higher premiums 
or cost-sharing but can also reflect increased health care utilization and moves to more-generous 
plan types. In both scenarios, spending fell for subsidized individuals relative to current law in 
scenarios without the public option but rose when the public option was introduced; the opposite 
pattern was true for unsubsidized individuals. Across all scenarios, there were large reductions in 
spending among those with incomes targeted by the simulated policy. Although differences in 
spending exist by race and ethnicity, changes in spending did not differ substantially by race or 
ethnicity as a result of the added subsidies. 
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Table 3.3. Average Annual Consumer Spending Among Those on the Individual Market Under 
Current Law 

  Current Law 

Subsidy 
Scenario 1, 

Without 
Public Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public Option 

Subsidy 
Scenario 2, 
with Public 

Option 
By subsidy status 

Subsidized $3,800 $3,700 $4,300 $3,400 $4,000 
Unsubsidized $8,500 $8,500 $8,100 $9,000 $8,300 

By income as a percentage of FPL 
138–175% $1,200 $1,200 $1,300 $1,100 $1,600 
175–200% $3,000 $1,500 $1,500 $1,500 $2,000 
200–250% $4,900 $4,900 $4,900 $3,800 $3,800 
250–400% $5,600 $5,600 $5,900 $5,300 $5,800 
400%+ $7,600 $7,600 $7,600 $7,600 $7,700 

By race 
White $5,900 $5,800 $5,900 $5,500 $5,800 
Black $4,400 $4,300 $4,400 $4,000 $4,500 
Asian $4,300 $4,200 $4,500 $4,200 $4,700 
Other $4,200 $4,200 $4,100 $3,800 $4,000 

By ethnicity 
Hispanic $4,400 $4,300 $4,400 $4,000 $4,400 
Non-Hispanic $5,900 $5,800 $5,900 $5,600 $5,900 

NOTE: Consumer spending calculations include only those who were on the individual market and maintained their 
metal tier in both the status quo and the given scenario. 

 
Table 3.4 displays health care spending as a percentage of income among those who were 

enrolled in individual market coverage under current law; this serves as a measure of 
affordability. As we note above in our discussion of Table 3.3, an increase in this percentage 
should not necessarily be interpreted as a reduction in welfare; we include these figures to 
provide a high-level picture of affordability, but differences in the percentage of income spent 
also reflect changes in consumer utilization or plan generosity. The findings follow the same 
patterns in terms of percentage change relative to current law as in Table 3.3 (since we do not 
expect income to change). We note that across all subgroups and scenarios, none result in 
consumer health care spending that is more than 9 percent of income on average. However, the 
highest spending is among those with incomes between 200 and 400 percent of FPL. 
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Table 3.4. Health Care Spending as a Percentage of Income Among Those on the Individual Market 
Under Current Law 

  Current Law 

Subsidy 
Scenario 1, 

Without 
Public Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public Option 

Subsidy 
Scenario 2, 
with Public 

Option 
By subsidy status 

Subsidized 4.7% 4.5% 5.3% 4.2% 4.9% 
Unsubsidized 6.0% 6.0% 5.7% 6.2% 5.9% 

By income as a percentage of FPL 
138–175% 2.2% 2.2% 2.4% 2.2% 3.1% 
175–200% 5.8% 2.9% 2.8% 2.8% 3.8% 
200–250% 8.2% 8.2% 8.2% 6.3% 6.3% 
250–400% 7.3% 7.2% 7.6% 6.9% 7.5% 
400%+ 4.4% 4.4% 4.4% 4.4% 4.4% 

By race 
White 5.5% 5.4% 5.5% 5.2% 5.5% 
Black 5.1% 5.0% 5.0% 4.7% 5.2% 
Asian 3.4% 3.3% 3.6% 3.3% 3.7% 
Other 5.2% 5.2% 5.1% 4.6% 5.0% 

By ethnicity 
Hispanic 4.8% 4.7% 4.8% 4.4% 4.8% 
Non-Hispanic 5.5% 5.4% 5.5% 5.1% 5.4% 

NOTE: Affordability calculations include only those who were on the individual market and maintained their metal tier 
in both the status quo and the given scenario. 

Costs to the State and Spending on Uncompensated Care 
Figure 3.2 illustrates the changes in costs to the state of Connecticut, relative to current law, 

under each scenario (in millions of dollars). Under current law, the costs to the state are 
estimated to be just over $1 billion for the state’s portion of Medicaid spending, $0.9 million for 
state spending on APTCs, and $20.8 million for state spending on CSR subsidies. In all four 
subsidy scenarios, changes to state Medicaid spending were small ($1.1 million or less). Under 
Subsidy Scenario 1, APTC spending increased by $3.7 million, and CSR spending increased by 
$15.6 million. When the public option plan was offered, total spending by the state remained 
roughly the same, as the decreased spending on CSRs due to disenrollment of subsidized 
individuals was offset by increased Medicaid spending due to a very small increase in Medicaid 
enrollment. Under Subsidy Scenario 2, spending was much higher due to the increase in CSR 
spending; state APTC spending was similar to Subsidy Scenario 1, but spending on CSRs was 
almost six times higher. 
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Figure 3.2. Costs to Connecticut, Relative to Current Law (in Millions of Dollars) 

  
 
Figure 3.3 illustrates the high-level impact of each scenario on hospital spending on 

uncompensated care. Subsidy Scenario 1 without a public option resulted in lower hospital 
spending on uncompensated care, since we measured spending on uncompensated care based on 
the number of uninsured individuals in the state, and this scenario led to lower uninsurance. 
Under an assumption that each uninsured individual resulted in close to $4,000 of 
uncompensated care to hospitals, we found that Subsidy Scenario 1.a saved hospitals $4.3 
million; in the remaining scenarios, spending on uncompensated care increased by $6.7 million 
to $15.0 million relative to current law. These costs are relative to total hospital spending on 
uncompensated care of close to $900 million under current law. 
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Figure 3.3. Estimated Hospital Spending on Uncompensated Care Relative to Current Law (in 
Millions of Dollars) 

  

Results from Additional Analyses 

Assuming APTC Extensions and Enhancements Are No Longer in Place by 2023 

The analyses above were all conducted under the assumption that the extensions and 
enhancements to APTCs that are part of the ARP will remain in effect for 2023. Given the 
uncertainty over whether those extensions and enhancements will continue beyond 2022 at the 
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spending as a percentage of income were higher in the no-ARP scenarios for those with incomes 
above 200 percent of FPL; these are consumers who benefit from the enhanced APTCs under the 
ARP but do not qualify for $0 premiums under Connecticut’s existing or planned subsidy 
enhancements. 

Considering costs to the state, costs would be substantially higher if the ARP were no longer 
in place by 2023 (see Figure B.2). Under current law, spending on Medicaid and CSRs was 
similar, but spending on APTCs increased from $0.9 million if the ARP is in place to $11.6 
million if it is not. This is because the premium subsidy enhancements in Connecticut build on 
the premium subsidy enhancements in the ARP; if the ARP is eliminated, then Connecticut 
would need to cover those costs for those with incomes between 138 and 175 percent of FPL 
under current law and for those with incomes between 138 and 200 percent of FPL under the 
four subsidy scenarios. APTC spending increased under the subsidy scenarios to $13 million to 
$16 million relative to current law in the no-ARP scenarios compared with $4 million or less in 
each of the ARP subsidy scenarios. However, in Subsidy Scenario 2 (both with and without the 
public option), CSR spending was substantially lower than in the ARP versions of the same 
scenarios due to decreased enrollment by those eligible for the subsidies (and because the ARP 
did not change the structure or amount of CSR subsidies). 

Allowing the Public Option Plan to Be Offered Only on Bronze and Gold Tiers 

In the main analyses presented in the previous section, we assumed that the public option 
plan was offered on the silver metal tier, consistent with federal law (Patient Protection and 
Affordable Care Act, 2012). This leads to the result we saw above—namely, that the value of 
subsidies falls because premiums on the silver tier fall, leading to reduced purchasing power for 
subsidized enrollees. Therefore, we also considered a scenario in which the public option plan 
was offered only on the bronze and gold tiers. This had the benefit of reducing premiums while 
not substantially impacting subsidy amounts that were tied to silver premiums. We note that such 
an offering would not currently be permissible under the ACA; states would need to seek 
waivers or federal law would need to change to allow this option. 

Our findings were as expected. Relative to current law, Subsidy Scenario 1 with the public 
option offered on all tiers reduced total insurance by 2,100 people, while the same scenario with 
the public option plan offered only on the bronze and gold tiers increased total insurance by 
9,500 (Figure 3.4). In Subsidy Scenario 2, the public option offered on all tiers reduced insurance 
by 3,800 people, while the public option offered only on the bronze and gold tiers increased 
insurance by 3,900. 
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Figure 3.4. Total Insurance Enrollment Relative to Current Law, Alternate Public Option Scenarios 

 

Premiums on the individual market did not change substantially when the public option plan 
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Figure 3.5. Costs to Connecticut Relative to Current Law, Alternate Public Option Scenarios 
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4. Results from SEHP Analysis 

Enrollment 
Table 4.1 shows health insurance enrollment under current law and under the four SEHP 

scenarios. Compared with current law, total insurance enrollment increased across all SEHP 
scenarios, rising by 6,800 (Scenario 4) to 8,900 (Scenario 3). Regarding enrollment in employer 
sponsored plans, the same patterns emerged in all of the SEHP scenarios; there were substantial 
reductions in traditional ESI enrollment, ranging from 359,400 fewer enrollees (Scenario 1) to 
598,600 fewer enrollees (Scenario 3) than under current law, while enrollment in the SEHP plan 
was more than offset by the drop in traditional ESI enrollment. Overall, total enrollment in ESI 
(traditional plus SEHP) was higher by 24,000 or more across all of the SEHP scenarios 
compared with current law. Furthermore, unsubsidized individual market enrollment decreased 
substantially in each scenario, suggesting that many individuals switched from unsubsidized 
individual market coverage to ESI due to the offer of the SEHP plan. 

Table 4.1. Enrollment 

  Current Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
Total insured 2,781,100 2,788,400 2,789,500 2,790,000 2,787,900 
Traditional ESI 1,868,700 1,509,300 1,308,100 1,270,100 1,296,100 
SEHP N/A 383,600 590,800 629,800 597,800 
Individual market 178,200 162,400 157,900 157,400 159,900 

Subsidized 108,900 106,600 106,800 106,800 106,900 
Unsubsidized 69,300 55,800 51,100 50,600 53,000 

Medicaid 646,100 645,000 644,600 644,600 646,000 
Other 88,100 88,100 88,100 88,100 88,100 
Uninsured 226,700 219,500 218,400 217,900 219,900 

 
Figure 4.1 displays the high-level insurance status (ESI, all other insurance, and uninsured) 

under current law by race and ethnicity for individuals who were insured under the SEHP plan in 
each scenario. Across all four scenarios, more than 90 percent of SEHP enrollees had ESI 
coverage under the current-law scenario. The remainder were largely covered by other insurance 
under current law, but 1–3 percent of SEHP enrollees in each scenario were previously 
uninsured. There were not substantial differences by race or ethnicity. Overall, the expansion of 
the SEHP plan did not substantially impact the existing differences in insurance status by race 
and ethnicity. However, based on the existing population that has an offer of ESI, the increase in 
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total insurance enrollment following the SEHP expansion likely would benefit white, Asian, and 
higher-income individuals more than other groups. 

Figure 4.1. Status Quo Insurance Status Among Those Who Transition to SEHP Coverage, by 
Race and Ethnicity 

 
NOTE: Axes do not begin at 0. 

Premiums and Consumer Spending 
Table 4.2 displays premiums in the individual market for traditional ESI (both among firms 

not eligible for the SEHP and firms eligible for the SEHP but that choose to continue offering 
traditional ESI) and for the SEHP plan. SEHP premiums were lowest in SEHP Scenario 1 
($7,400 annually), which represents the lowest AV plan; premiums for the SEHP increased as 
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AV increased, up to $8,700 for SEHP Scenario 4. Across all four scenarios, average SEHP 
premiums were substantially lower than average ESI premiums among SEHP-eligible firms 
under current law, stemming from the lower administrative costs of SEHP plans. Individual 
market premiums rose slightly (by $100–$200 annually) across the four SEHP scenarios, likely 
due to lower enrollment in the individual market by those who switched to the SEHP plan when 
it was offered. 

Table 4.2. Individual Market and Group Premiums 

  
Current 

Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
Individual market for a 40-year-old 

Bronze $5,500 $5,600 $5,700 $5,700 $5,600 
Silver (on marketplace with loading) $7,400 $7,500 $7,600 $7,600 $7,500 
Silver (off-marketplace) $6,500 $6,500 $6,600 $6,600 $6,600 
Gold $8,300 $8,400 $8,500 $8,500 $8,400 

ESI (groups not eligible for SEHP) $8,000 $7,900 $7,900 $7,900 $7,900 
ESI (groups eligible for SEHP) $9,800 Not reported Not reported Not reported Not reported 
SEHP plan N/A $7,400 $7,800 $8,300 $8,700 

NOTE: We do not report the traditional ESI premium among firms eligible for the SEHP in scenarios when the SEHP 
is offered. This is because the premium calculation is based on a small number since most firms choose to offer the 
SEHP plan. 

Table 4.3 displays average annual consumer spending among individuals who were enrolled 
in ESI coverage under current law. We note that increased spending in this table should not be 
interpreted as a loss of welfare (or vice versa); increases in spending can reflect higher premiums 
or cost-sharing but can also reflect increased health care utilization and moves to more-generous 
plan types. For SEHP scenarios 1, 2, and 3, consumer spending was generally similar to or 
slightly lower than under current law (representing changes of roughly $100 annually). In 
Scenario 4, spending fell by more than $100 for some subgroups ($200 to $300 per year). There 
were no observable patterns in spending across the scenarios by race or ethnicity in scenarios 1, 
2, and 3, but white and non-Hispanic individuals saw slightly larger reductions in spending in 
Scenario 4. 
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Table 4.3. Average Consumer Spending Among Consumers Covered by ESI Under Current Law 

  Current Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
By income as a percentage of FPL 

<250% of FPL $2,500 $2,400 $2,500 $2,400 $2,400 
250–400% of FPL $2,700 $2,600 $2,600 $2,600 $2,500 
400%+ of FPL $3,000 $2,900 $2,900 $2,900 $2,700 

By race 
White $3,000 $2,900 $2,900 $2,800 $2,700 
Black $2,400 $2,400 $2,400 $2,400 $2,300 
Asian $2,500 $2,400 $2,400 $2,400 $2,300 
Other $2,500 $2,400 $2,400 $2,400 $2,300 

By ethnicity 
Hispanic $2,700 $2,700 $2,600 $2,600 $2,500 
Non-Hispanic $2,900 $2,800 $2,800 $2,800 $2,600 

NOTE: Consumer spending calculations include only those who were covered by ESI in the current-law scenario. 
 
Table 4.4 displays health care spending as a percentage of income among those who were 

enrolled in ESI under current law; this serves as a measure of affordability. As we note above in 
our discussion of Table 4.3, an increase in this percentage should not necessarily be interpreted 
as a reduction in welfare; we include these figures to provide a high-level picture of affordability, 
but differences in the percentage of income spent also reflect changes in consumer utilization or 
plan generosity. The findings follow the same patterns in terms of percentage change relative to 
current law as in Table 4.3 (since we do not expect income to change); small decreases in 
spending as a percentage of income were observed for all SEHP scenarios relative to current law. 
Among this population (those on ESI, for whom generally a large portion of premiums are 
covered by the employer), health care expenditures were low in general, ranging from 1.2 to 4.4 
percent of income across scenarios and subgroups; the high end of that range was observed for 
those with the lowest incomes (less than 250 percent of FPL). 
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Table 4.4. Health Care Spending as a Percentage of Income Among Those on ESI Under Current 
Law 

  Current Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
By income as a percentage of FPL 

<250% of FPL 4.4% 4.3% 4.3% 4.3% 4.2% 
250-400% of FPL 3.0% 3.0% 3.0% 2.9% 2.8% 
400%+ of FPL 1.5% 1.4% 1.4% 1.4% 1.4% 

By race 
White 1.9% 1.8% 1.8% 1.8% 1.7% 
Black 2.2% 2.1% 2.1% 2.1% 2.0% 
Asian 1.3% 1.3% 1.3% 1.3% 1.2% 
Other 1.8% 1.7% 1.7% 1.7% 1.6% 

By ethnicity 
Hispanic 2.2% 2.2% 2.2% 2.2% 2.1% 
Non-Hispanic 1.8% 1.7% 1.7% 1.7% 1.6% 

NOTE: Consumer spending calculations include only those who were covered by ESI in the current-law scenario. 
 

Costs to the State and Spending on Uncompensated Care 
Figure 4.2 illustrates changes in costs to the state of Connecticut under each SEHP scenario 

relative to current law, in millions of dollars. Under the SEHP scenarios, we assumed that the 
costs of the SEHP plan were paid to the state by the employer, so the state does not directly 
accrue costs. However, costs may occur if Medicaid enrollment increases or if the number of 
subsidized enrollees with incomes between 138 and 175 percent of FPL (for whom the state 
provides additional APTC and CSR subsidies) increases. Although we observed changes in 
unsubsidized individual market enrollment following the expansion of the SEHP plan, changes 
to subsidized enrollment were minor, resulting in decreases to APTC and CSR spending by the 
state that were $0.4 million or less in each scenario. Conversely, Medicaid spending rose 
slightly, by up to $0.6 million. Under current law, the costs to the state for APTCs, CSRs, and 
Medicaid are estimated to be $1.028 billion (with Medicaid costs accounting for 98 percent of 
those costs). Across the four SEHP scenarios, total spending by the state changed by less than 
$0.5 million in either direction relative to current law. 
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Figure 4.2. Costs to Connecticut, Relative to Current Law (in Millions of Dollars) 

 
 
Figure 4.3 illustrates the high-level impact of each scenario on hospital spending on 

uncompensated care. We measured spending on uncompensated care based on the number of 
uninsured individuals in the state, so all SEHP scenarios led to decreased spending. 

Figure 4.3. Estimated Hospital Spending on Uncompensated Care Relative to Current Law (in 
Millions of Dollars) 
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Results from Additional Analyses 
The analyses above were all conducted under the assumption that the extensions and 

enhancements to APTCs that are part of the ARP will remain in effect for 2023; we also 
conducted the same analyses under the opposite assumption. We describe here the high-level 
results and how they differ from the main analyses; Appendix C contains the full set of results. 
Under the no-ARP current-law scenario, total insurance enrollment, enrollment in ESI, and 
enrollment in the individual market were very similar to under the ARP current-law scenario (see 
Table C.1). However, in the no-ARP version, there were substantially fewer subsidized enrollees 
(76,100 versus 108,900) and substantially more unsubsidized enrollees (103,200 versus 69,300). 
Across the four SEHP scenarios, we saw similar results to the main analyses in terms of patterns, 
though the magnitudes differed. 

Premiums did not differ between the main analyses and under the no-ARP scenarios (Table 
C.2). Generally, consumer spending and spending as a percentage of income were similar in the 
no-ARP scenarios. 

Considering costs to the state, Medicaid costs relative to current law would be similar if the 
ARP were no longer in place by 2023 (Figure C.2). However, total costs were substantially 
higher, driven by Connecticut’s costs to continue funding APTC subsidies on the individual 
market, which is currently financed in part by the ARP. These higher costs are unrelated to the 
SEHP plan offering. 
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5. Discussion 

Additional Subsidies on the Individual Market 
Providing more-generous premium and CSR subsidies to those who were already subsidy-

eligible (those with incomes between 175 and 200 percent of FPL) on the individual market 
(Subsidy Scenario 1 without a public option) led to a modest increase of 1,200 additional 
insurance enrollees overall, including 1,000 additional enrollees in the individual market. 
Generally, the majority of individuals who were uninsured under current law remained so (more 
than 98 percent), and there was relatively little variation by race or ethnicity. Changes in 
premiums were very small relative to current law (less than 1 percent). This is likely due to the 
fact that the subsidy enhancements, particularly in Scenario 1, were targeted toward improving 
affordability for those who were already subsidy-eligible, rather than toward reducing 
uninsurance. 

We also examined consumer spending (premiums plus cost-sharing) and found that, 
compared with current law, consumer spending in Subsidy Scenario 1 (without a public option) 
fell slightly for subsidized individuals and did not change for unsubsidized individuals. As we 
would expect, the reduction in spending for subsidized individuals was driven primarily by those 
with incomes between 175 and 200 percent of FPL, the population toward whom the policy was 
targeted. Across all subgroups by subsidy status, income, race, and ethnicity, consumer spending 
on the individual market was lower than 10 percent of income both under current law and under 
Subsidy Scenario 1. The University of Washington Center for Women’s Welfare (in partnership 
with the Connecticut Office of Health Strategy and Office of the State Comptroller) developed 
the Connecticut Healthcare Spending Target, which estimates income needed to meet basic 
needs, including health care (Manzer, 2021). Based on family structure, they estimated that the 
maximum percentage of income that can be spent on health care and be considered affordable is 
6.8 to 10.8 percent. In general, spending in Subsidy Scenario 1 was below or around these levels 
and was substantially lower for those with incomes between 138 and 200 percent of FPL (2 to 3 
percent of income). We note, however, that changes in affordability across policy scenarios 
should be interpreted carefully because they report affordability for everyone who was insured 
on the individual market under current law, including people who became uninsured or changed 
insurance type in the subsidy scenarios. Costs to the state for this scenario were approximately 
$19 million higher than under current law; this incorporates the increased costs of APTC and 
CSR subsidies, as well as changes in Medicaid enrollment that affect the state’s Medicaid 
spending (though Medicaid enrollment and spending did not change in this scenario relative to 
current law). 
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The addition of a public option plan to Subsidy Scenario 1 resulted in just slightly higher 
coverage on the individual market but reduced the total number of insured individuals by a few 
thousand. Although there was a substantial increase in enrollment from unsubsidized individuals 
who fully realized the lower premiums of the public option plan, there was an almost offsetting 
reduction in subsidized enrollment, as these individuals experienced a reduction in the value of 
their subsidy following the introduction of the lower-premium public option plan. Among those 
uninsured under current law, only a small proportion gained insurance coverage (primarily on the 
individual market), ranging from 1.3 percent among those in the “other” race or ethnicity 
category to 3.0 percent among white individuals and non-Hispanic individuals. Premiums for the 
public option plan were lower for each metal tier than for the traditional individual market 
because we assumed that the state was able to set provider payment rates that were lower than 
existing marketplace rates. This also influenced premiums on the traditional individual market, 
which fell due to the competitive effect of a new plan in the market.  

The introduction of the public option made the on-marketplace traditional silver plan 
unsustainable. Essentially, because silver loading is done only for on-marketplace silver plans in 
Connecticut, unsubsidized individuals only enroll in the lower-premium off-marketplace silver 
plan. When the public option was introduced, it became the new benchmark plan to which APTC 
subsidies were pegged; this caused subsidized individuals to switch to the public option silver 
plan, which led to a situation in which the traditional on-marketplace silver plan became 
untenable. This happened because of a combination of circumstances. First, in Connecticut, 
CSRs are loaded onto on-marketplace silver plans only, which drives unsubsidized enrollees who 
wish to enroll in silver plans to off-marketplace plans. Second, higher-income individuals who 
are eligible for APTCs but not CSRs are not tied to enrollment on the silver plan and might be 
eligible for a $0 premium bronze plan or a low-cost gold plan. As a result, the majority of on-
marketplace silver plan enrollees are CSR eligible. When the public option was introduced, these 
lower-income individuals were largely unwilling to pay a higher premium for the traditional on-
marketplace silver plan, leading to a scenario in which fewer and fewer enrollees chose the 
traditional on-marketplace silver plan. Those who wished to enroll in the private, on-marketplace 
silver plan and pay a premium typically had high spending, resulting in large silver loading costs, 
which in turn increased the private, on-marketplace silver premium. Ultimately, the private, on-
marketplace silver plan became inviable due to low enrollment and high costs. 

By contrast, for unsubsidized individuals, spending decreased substantially following the 
introduction of the public option, because they realized the full value of lower premiums. The 
number of unsubsidized enrollees was larger in scenarios without the ARP, making the public 
option more successful at expanding coverage in sensitivity scenarios in which we assumed that 
the ARP was no longer in effect. Costs to the state were nearly the same when the public option 
was introduced, relative to the same scenario without the public option. Although the lower 
premiums and lower subsidized enrollment reduced APTC and CSR costs to the state, Medicaid 
enrollment—and, therefore, costs—rose.  
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In general, the findings from Subsidy Scenario 2 followed similar patterns from the findings 
in Subsidy Scenario 1 but differed in a few important ways. Premiums in Scenario 2 without a 
public option were slightly higher compared with both current law and Scenario 1, so 
unsubsidized individual market enrollment fell relative to those scenarios in the absence of the 
public option plan, leading to lower total insurance coverage in the state. Consumer spending 
was similar among those with incomes between 138 and 200 percent of FPL, for whom there 
were no policy differences between Scenarios 1 and 2, but was substantially reduced for those 
with incomes between 200 and 400 percent of FPL in Scenario 2 without a public option and for 
those with incomes between 200 and 250 percent of FPL in Scenario 2 with a public option. 

In Subsidy Scenario 2, the additional CSR subsidies caused movement into the silver plan 
among those with higher incomes who were eligible for the state-funded subsidies but were not 
eligible for federal subsidies. Unlike federal CSRs, state-sponsored CSRs are not loaded onto 
silver premiums; they are paid directly by the state of Connecticut. However, the influx of 
additional people who are ineligible for federal CSRs would spread federal CSR costs across a 
larger number of enrollees, diluting the effects of federal CSR loading on premiums and 
reducing the value of APTCs. One way to address this issue would be for the state to offer CSRs 
to those with incomes above 400 percent of FPL on the gold tier rather than silver. 

When the public option plan was also introduced, it led to market-wide premium reductions. 
However, those reductions were larger for the on-marketplace silver plan than for all other plans, 
which reduced the value of APTCs for plans on other metal tiers and for traditional individual 
market plans relative to the public option plan. Although the lower premiums led to increased 
enrollment among unsubsidized individuals, the APTC effect caused subsidized individuals to 
leave the individual market, causing total insurance coverage in the state to fall.  

Costs to the state were substantially higher with the more generous CSR subsidies in 
Scenario 2; costs were $94.2 million higher than current law in the scenario with no public 
option and $85.0 million higher in the scenario with the public option, indicating cost savings to 
the state as a result of the public option plan. 

If the enhancements and extensions to APTCs that are part of the ARP do not extend beyond 
2022, then results of the analyses differ in an interesting way: The introduction of the public 
option plan led to substantial reductions in uninsurance, while, in the main analyses, increases in 
total insurance coverage following the introduction of the public option plan were more modest. 
This likely stems from the population with incomes over 400 percent of FPL. Under the ARP, 
they were eligible for premium subsidies, and the introduction of the public option and 
subsequent drop in premiums reduced the value of their subsidies. However, without the ARP in 
place, these individuals were unsubsidized, and the lower premiums effected by the public option 
made insurance more affordable for them. The other primary difference in the no-ARP scenarios 
is that costs to the state increased substantially relative to the same scenario when the ARP was 
in place because the state’s premium subsidies were built on top of the ARP’s premium 
subsidies. 
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The primary reason that the introduction of the lower-cost public option plan led to lower 
enrollment among subsidized enrollees is that lowering the benchmark silver premium decreased 
the value of subsidies. One way of addressing this issue would be to offer a public option plan on 
the bronze and gold tiers only, therefore not impacting subsidies. Our findings from a simulation 
of such an offering confirmed our hypothesis that this would increase enrollment and improve 
affordability for both subsidized and unsubsidized individuals. However, offering a plan only on 
the bronze and gold tiers is not consistent with current law, which requires issuers to offer plans 
on the silver tier. Therefore, a state waiver or change to federal law would be required for this 
scenario to be viable. 

Expanding Eligibility for the SEHP 
Allowing employers who offered ESI via small groups, large nonprofits, or Taft-Hartley 

plans under current law to choose to offer the SEHP resulted in substantial changes to the 
employer market. SEHP Scenario 1 represents a plan closest in AV to the average AV for small-
group plans (80 percent), while scenarios 2 and 3 each represent slightly higher-AV plans with 
lower consumer cost-sharing relative to Scenario 1. Scenario 4 is the most generous plan and 
represents the existing benefit structure of the SEHP plan for Connecticut state employees. Total 
insurance enrollment and total ESI enrollment (ESI plus SEHP) increased in all scenarios 
relative to current law, with increases in total insurance enrollment ranging from 6,800 in 
Scenario 4 to 8,900 in Scenario 3. All SEHP plans represented lower-premium, higher-AV plans 
on average, and differences in enrollment across the four plan specifications were not large. 

Across all SEHP scenarios, consumer spending generally decreased by $100 to $300 
annually across the scenarios and subgroups as a result of decreased spending by those enrolled 
in the SEHP plan who were previously enrolled in traditional ESI or on the unsubsidized 
individual market. Across these three scenarios, spending did not exceed 4.4 percent of income.  

The state does not directly accrue costs from the SEHP plan, as it is subject to modified 
community rating and would be separate from the ACA’s small business risk pool, and plan 
costs are passed to employers. State spending changed by less than half a million dollars across 
all scenarios. 

Policy Implications 
In this analysis, we modeled several reforms aimed at enhancing health insurance coverage 

and improving affordability in the individual and employer insurance markets in Connecticut. 
The individual market reforms that we considered substantially increased affordability for people 
with incomes between 175 and 200 percent of FPL, reducing OOP spending as a share of income 
by 50 percent in some scenarios. Changes to affordability for higher-income groups were 
smaller, in part because the proposed policy changes for people with incomes between 200 and 
400 percent of FPL were relatively modest and focused only on reducing cost-sharing (not 
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premiums). Adding a public option improved affordability for unsubsidized enrollees but may 
decrease affordability for subsidized individuals by reducing the benchmark premium and hence 
lowering APTCs. This finding is sensitive to assumptions about the ARP; in scenarios without 
the ARP, adding a public option unambiguously increased affordability for people with incomes 
over 400 percent of FPL. We also considered an option in which the lower-cost public option 
plan was offered on the bronze and gold tiers only, therefore not substantially impacting the 
benchmark premium. In these scenarios, both subsidized and unsubsidized individuals were 
better off when the public option was introduced. However, such an option would require a 
waiver or change to federal law to be feasible, in addition to the adjustment to the risk 
adjustment methodology that we described in the methods chapter. Alternatively, because the 
introduction of the public option plan would lead to federal APTC savings, the state could apply 
for a waiver to use the federal savings toward reducing costs for low-income individuals. 

Unexpectedly, we found that state-funded CSR enhancements for people with incomes 
between 200 and 400 percent of FPL (Subsidy Scenario 2 without a public option) could reduce 
the number of people with insurance slightly. This surprising result stems from the fact that, as 
modeled, the state-funded CSRs were offered on the silver marketplace tier. Bringing more 
people onto this tier who were not eligible for federal CSRs dilutes the value of federal CSR 
loading on premiums, reducing APTCs. One potential solution to this problem that the state 
could implement without the need for a waiver would be to offer the state cost-sharing 
enhancements on the gold metal tier. This would require implementing both a state-funded 
APTC increase to allow people to purchase a gold plan and a CSR increase to bring the gold plan 
AV up to the desired level. Furthermore, to avoid losing federal CSRs, the state might wish to 
offer the enhanced gold plan only to people who are ineligible for federal CSRs while offering 
state-funded CSR enhancements on the silver tier for those who are currently eligible for federal 
CSRs.  

Estimated costs to the state for 2023 varied substantially across the individual market 
scenarios, from $19 million in scenarios that limited subsidy enhancements to people with 
incomes between 175 and 200 percent of FPL to $85 million to $94 million in scenarios that also 
enhanced CSRs for higher-income people. Costs to the state were similar or lower in scenarios 
that included a public option, due to the public option’s lower cost (approximately 90 percent of 
commercial marketplace rates).  

Our analysis of the SEHP suggests that enabling employers to buy into a SEHP option 
improved insurance coverage and affordability by offering higher-AV plans at a lower premium 
due to our assumption that the SEHP plan would lead to administrative savings relative to 
traditional ESI (particularly among small groups). We found that the addition of a SEHP plan 
increased affordability, on average, for consumers, given the lower premiums and higher 
generosity of the plan. We also found that the addition of the SEHP led to increases in insurance 
enrollment. There were minor differences between the four SEHP specifications, but they all led 
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to the same bottom-line conclusion that offering an SEHP plan would improve insurance 
coverage and affordability for those eligible for the plan. 

Differential Impacts of Policies by Race, Ethnicity, and Income 
Across our analyses of increased subsidies on the individual market, the introduction of a 

public option plan, and the offering of a SEHP plan to a subset of firms, we did not find notable 
differences in changes in enrollment, consumer spending, or affordability across race and 
ethnicity relative to current law. Although underlying differences in insurance rates exist by 
these factors (Rao, Girosi, and Eibner, 2021), the policy changes that we simulated in these 
analyses did not have differential effects. However, based on the existing population that has an 
offer of ESI, the increase in total insurance enrollment following the SEHP expansion likely 
would benefit white, Asian, and higher-income individuals more than other groups. 

There are also considerations for the state related to differential impacts of the policies by 
income level. For example, while the introduction of a public option plan reduced premiums in 
the individual market, these reductions also reduced the value of premium subsidies. In 
particular, if the premium for the benchmark silver plan fell by more than the premium of plans 
on other metal tiers, buying power was reduced for the subsidized population, while higher-
income unsubsidized individuals fully realized the lower premiums. 

We also note that, in general, the subsidy-related policies studied in this report did not 
substantially reduce uninsurance rates, while the SEHP plan options led to modest reductions in 
uninsurance (because they were only available to individuals who already had ESI offers). If 
policymakers are interested in reducing uninsurance more broadly, they should consider more-
targeted efforts to draw in the remaining uninsured population in the state. 

Limitations 
We note several limitations of the analyses described in this report. First, we incorporated 

changes related to the ARP and Covered Connecticut into our status quo scenarios to reflect 
current law and, importantly, to ensure that the outcomes of each simulated policy scenario 
would represent the marginal changes due to those policy options (e.g., increased CSR amount) 
rather than changes due to the ARP or Covered Connecticut. However, because of the recency of 
both of those policies, data were not available to provide actual targets in terms of enrollment or 
premiums. In particular, both Covered Connecticut and the additional individual market 
subsidies modeled in this report have sharp eligibility thresholds, which, in theory, could elicit 
income responses from individuals close to the cutoffs whereby they adjust their employment 
such that their income falls just below the eligibility threshold. However, it is unlikely that this 
effect is large or widespread. It would require highly savvy consumers who understand both the 
structure of the subsidies and how their incomes compare with the FPL. Covered Connecticut 
also includes dental coverage and coverage for medical transportation, which we did not 
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separately model. We also note that the issue of whether the ARP’s subsidy enhancements will 
remain in place in 2023 is uncertain. Currently, these enhancements are set to expire after 2022. 
The Build Back Better Act proposed to make them permanent, but as of early 2022, the 
legislation likely faces substantial paring down before being put to a vote in the Senate. It is 
possible that the enhanced subsidies will not be included in future versions of the legislation. 

In our analysis of a public health insurance option offered by the state of Connecticut, we 
made assumptions about the design of such a plan offering, guided by information from the 
state’s most recent discussions that its public option plan was intended to be modeled on 
Washington’s public option plan. However, the specific assumptions made, particularly those 
related to rate-setting by the state, may have driven the outcomes to some extent, and future 
research could focus more specifically on the impacts of the public option plan alone. We also 
made assumptions about how risk adjustment would be implemented that may not hold in 
practice. 

We also note that we made several assumptions in our calculation of the impact of each 
policy scenario on hospital costs. Namely, we assumed that all uncompensated care provided by 
hospitals was provided to uninsured individuals and that individuals who were uninsured in the 
status quo and gained insurance in a given policy scenario had average hospital spending in the 
status quo related to the uninsured population as a whole. 

In our analysis of the SEHP plan offering, we assumed a lower administrative cost that what 
is generally observed among ESI plans; this drove our findings of lower premiums for the SEHP 
plans. Although this is consistent with the administrative costs of the existing state employee 
plan, it is possible that administrative costs would not be as low once the plan is offered more 
broadly. 

Finally, we note that we modeled consumers to be rational decisionmakers, which does not 
always hold in practice. This is a limitation inherent to work that simulates the behavior of 
individual consumers. Although we made adjustments in our model to account for known issues 
(e.g., that not all Medicaid-eligible individuals enroll in Medicaid, despite it having no costs), the 
model cannot fully account for irrational behavior. 

Conclusion 
Overall, this analysis suggests that expanding eligibility for the SEHP holds promise for 

stabilizing or reducing consumer costs, improving plan generosity, and bringing more people 
into the market. This finding was driven by the lower administrative costs associated with the 
SEHP. The effects of options to enhance affordability on the individual market were less clear-
cut. In some cases, such policies can have unintended effects, due to interactions with existing 
ACA policies. In particular, offering enhanced CSRs brought more people onto the marketplace 
silver tier, which diluted the effect of CSR loading, thereby reducing the value of APTCs. To 
avoid this issue, state policymakers could consider offering state-funded CSRs to those with 
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incomes above 250 percent of FPL on the gold tier rather than on the silver tier. We also found 
that offering a public option could reduce the value of premium subsidies if the public option 
plan has a lower premium than the existing benchmark plan. In theory, this issue could be 
avoided by offering the public option plan on the bronze and gold tiers only; however, this would 
require a waiver or change to federal law to implement. Alternatively, because the introduction 
of the public option plan would lead to federal APTC savings, the state could apply for a waiver 
to use the federal savings toward reducing costs for low-income individuals. 
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Appendix A. Overview of the COMPARE Microsimulation Model 

Overview 
COMPARE is a RAND Corporation microsimulation model that uses economic theory, 

nationally representative data, and evidence from past experience to estimate how consumers and 
businesses will respond to health policy changes (Cordova et al., 2013). The model creates a 
synthetic population of individuals, families, and firms and assigns health expenditures using 
data from the 2020 Current Population Survey, the 2018 MEPS, and the 2019 KFF Employer 
Health Benefits Survey. Although the data sources predate the implementation of the ACA, we 
updated them to reflect population growth based on factors reported by the U.S. Census Bureau 
and to reflect health care cost growth using the CMS National Health Expenditures Accounts 
(CMS, 2018). 

We assigned each individual in the Current Population Survey a spending amount using the 
spending of a similar individual from the MEPS. We then augmented spending imputations with 
data on high-cost claims from the Society of Actuaries. These adjustments account for the fact 
that the MEPS underrepresents individuals with high spending. We also adjusted the MEPS 
spending estimates to align with the National Health Expenditure Accounts estimates, according 
to the procedure developed by researchers from the Agency for Healthcare Research and Quality 
(Sing et. al., 2006; Bernard, Selden, and Pylypchuk, 2015). 

Individuals in COMPARE make health insurance enrollment decisions by weighing the costs 
and benefits of available options, an approach that is referred to by economists as utility 
maximization. The utility-maximization framework accounts for the following: 

• premium costs 
• anticipated OOP health care spending 
• the value of health care consumption 
• the risk of incurring a financially devastating health care bill. 

Premium costs are adjusted to account for tax credits, if such credits are available to the 
enrollee. All else being equal, higher premiums reduce an individual’s probability of enrolling in 
health insurance. In contrast, several factors encourage enrollment, such as a lower risk of 
catastrophic spending, reduced OOP spending, and increases in health care utilization. 

We calibrated the model to ensure that it accurately predicted outcomes for years in which 
complete data exist. As new data emerged, we updated the model to reflect this information. For 
example, we added an adjustment to our Medicaid enrollment algorithm to account for the 
“welcome mat” effect in which people who were previously eligible for Medicaid enrolled after 
the ACA’s Medicaid expansion. 
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Health Insurance Enrollment Decisions 
To model individual and family health insurance enrollment decisions under the ACA, 

COMPARE uses a utility-maximization approach, in which decisionmakers weigh the costs and 
benefits of available options. The utility-maximization framework accounts for the value of 
health care consumption, premium costs, expected OOP health care spending, and financial risk 
associated with OOP spending. 

We scaled each of these components of utility to dollars and assumed that they were 
additively separable.5 We further assumed that individuals’ utilities were separable in 
consumption and health. The health-related component of the utility function is modeled as 
follows (Equation A.1): 

𝑈!"# = 𝑢$𝐻!"& − 𝐸$𝑂𝑂𝑃!"& − 𝑝!" − ,0.5 ∗ 𝑟# ∗ 𝑉𝐴𝑅$𝑂𝑂𝑃!"&5 + 𝐶𝑎𝑙𝑖𝑏𝑟𝑎𝑡𝑖𝑜𝑛"#     (A.1) 
 
Within this equation: 

• u(Hij) is the utility associated with consuming health care services for individual i under 
insurance option j. 

• k represents an individual’s demographic group based on age and income. 
• OOPij is the OOP spending expected. 
• pij is the individual’s premium contribution (after adjusting for tax credits). 
• rk is the coefficient of risk aversion for members of demographic group k. 
• Calibrationjk is the calibration factor under insurance option j for group k. 

Possible health insurance enrollment choices (j) under the ACA may include employer 
coverage, Medicaid or Children’s Health Insurance Program coverage, a private individual-
market plan (including plans available on and off the marketplaces), or another source of 
coverage.6 Individuals can also choose to forgo insurance. Not all individuals will have access to 
all forms of coverage. For example, access to Medicaid is contingent on eligibility, and 
individuals will have access to employer coverage only if they (or their spouse or parent) work 
for a business that offers insurance. 

The term Calibrationjk is a factor that adjusts utilities to match enrollment patterns observed 
in the Current Population Survey 2020 data. The term accounts for nonpecuniary factors that 
may influence preferences for different types of insurance. Such factors include the convenience 
associated with enrolling in employer coverage and access constraints associated with Medicaid. 
Specific modeling strategies for each source of coverage j are described next. 

Small-group employer coverage. Small employers (those with 50 or fewer workers) choose 
whether to offer coverage based on worker preferences and a small set of other factors, including 
the employer’s industry and whether workers are unionized. Under the ACA, all small firms are 

 
5 This approach follows Goldman, Buchanan, and Keeler, 2000. 
6 Other sources of coverage include Medicare for the nonelderly with qualifying conditions and military-related 
sources of coverage, such as TRICARE. 
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part of a single risk pool with guaranteed issue; three-to-one rate banding on age; and restrictions 
that preclude insurers from charging different premiums to different groups based on factors 
other than geography, family size, tobacco use, and plan generosity. 

Large-group employer coverage. Like small employers, large employers (those with more 
than 50 workers) choose whether to offer coverage based on worker preferences and several 
other characteristics, including union status and industry. We estimated premiums for the large-
group market based a weighted average of estimated premiums given the firm’s own workers 
and community-rated premiums for all large firms. The weight on firm-specific experience 
increases with firm size. The firm’s decision to offer is modeled using structural econometric 
techniques. 

Medicaid. Through our calibration process, the model accounts for the fact that not all 
Medicaid-eligible individuals chose to enroll, perhaps because of stigma, lack of information, or 
transaction costs associated with enrolling.  

Individual market. Private individual-market premiums are calculated endogenously in the 
model based on the health expenditure profile of those who choose to enroll. The total, 
unsubsidized premium is based on enrollees’ age, smoking status, and market-rating reforms 
implemented under the ACA (Patient Protection and Affordable Care Act, 2013). We modeled 
three-to-one rate banding on age for adults 21 and older, with a separate age band for children 
and young adults under 21. We also accounted for the ACA’s risk adjustment requirements, 
which transfer funds from plans with lower-than-average actuarial risk to plans with higher-than-
average actuarial risk. 

Marketplace Subsidies With and Without the ARP 
Under the scenarios we modeled that assumed that the changes to APTCs under the ARP 

were no longer in effect by 2023, the enrollee marketplace premiums were adjusted to account 
for tax credits available to qualifying individuals with incomes between 100 percent and 400 
percent of FPL who did not have affordable offers of insurance from another source (e.g., 
employer coverage, Medicaid), as well as recent legal immigrants with incomes below 100 
percent of FPL. The tax credit amount is equal to the difference between the cost of a benchmark 
premium and the applicable percentage contribution that is a function of the enrollee’s income (if 
the applicable contribution exceeds the cost of the benchmark plan, the tax credit is zero). 
Eligible individuals who have incomes between 100 percent and 250 percent of poverty can also 
receive CSR subsidies that help to lower OOP spending. As required by the ACA, individuals 
who receive CSR subsidies in COMPARE must be tax-credit-eligible and purchase a silver plan 
(i.e., 70 percent AV). With the CSR subsidies, the effective AV of the plan is increased to 94 
percent if income is between 100 and 150 percent of FPL, 87 percent if income is between 150 
and 200 percent of FPL, and 73 percent if income is between 200 and 250 percent of FPL. 
Accordingly, OOP spending is adjusted downward to reflect the higher AV of the plan. Note that 
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OOP spending enters the individual’s utility function; hence, individuals receiving CSR 
subsidies are more likely to purchase coverage. 

Given the Trump administration’s decision to halt federal payments for CSRs, we assumed in 
the model that insurers built the costs of the CSR payments into premiums for their silver plans. 
We took this into account in COMPARE by eliminating CSR payments from the federal 
government and loading the costs of CSRs onto the premiums of subsidized silver nongroup 
market plans. Individuals who would have previously been eligible to receive CSR subsidies 
continued to be eligible. 

When modeling scenarios with the ARP, we incorporated ARP provisions that extended tax 
credits to individuals with incomes over 400 percent of FPL and reduced the applicable 
percentage contribution for all enrollees. Table A.1 shows the contribution amounts we modeled 
in each scenario. 

Table A.1. APTCs Under the ARP, 2021 

Income 
Original Applicable Percentage 

Contribution 
Revised Applicable Percentage 

Contribution Under ARP 
<100% of FPL N/A N/A 
100–138% of FPL 2.07% 0 
139–150% of FPL 3.10–4.14% 0 
150–200% of FPL 4.14–6.52% 0–2.0% 
200–250% of FPL 6.52–8.33% 2.0–4.0% 
250–300% of FPL 8.33–9.83% 4.0–6.0% 
300–400% of FPL 9.83% 6.0–8.5% 
Over 400% of FPL N/A 8.5% 

NOTE: Original applicable percentage contributions are from Internal Revenue Service guidance (26 C.F.R. 
601.105). Revised percentages are from the ARP. 

Public Option Plan 

Risk Adjustment with the Public Option 

The risk adjustment formula used by the Center for Consumer Information and Insurance 
Oversight is as follows: 

 

𝑇! = @A
𝑃𝐿𝑅𝑆! ∗ 𝐼𝐷𝐹! ∗ 𝐺𝐶𝐹!

∑𝑠" ∗ 𝑃𝐿𝑅𝑆" ∗ 𝐼𝐷𝐹" ∗ 𝐺𝐶𝐹"
J − A

𝐴𝑉! ∗ 𝐴𝑅𝐹! ∗ 𝐼𝐷𝐹! ∗ 𝐺𝐶𝐹!
∑𝑠" ∗ 𝐴𝑉" ∗ 𝐴𝑅𝐹" ∗ 𝐼𝐷𝐹" ∗ 𝐺𝐶𝐹"

JK ∗ (𝑃M)								(A. 2) 

Within this equation (Equation A.2): 

• Ti = the transfer received by each plan i 
• PLRSi = plan liability risk score, which is a measure of enrollee health risk adjusted for 

AV and an age rating factor 
• si = the plan’s market share 
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• IDFi = induced demand factor 
• GCFi = geographic cost factor 
• AVi = actuarial value 
• ARFi = age rating factor 
• 𝑃M = state average premium 
• j indexes across all plans. 

In COMPARE, we set GCFi equal to 1, because spending in our model is estimated using a 
national-level data source (the MEPS) that does not enable us to capture state or local variation 
in spending. We also assumed that IDFi was equal to 1 for simplification purposes. In addition, 
because we do not have risk scores, we measure risk using utilization, which is defined as total 
expenditure (Expi) over the payment rate (ci). 

To model the public option, we added an adjustment for the plan’s payment rate in both the 
numerator and the denominator in each of the fraction terms shown in Equation A.2. This 
approach adjusts transfer payments in a manner that scales with reimbursement levels while 
maintaining revenue neutrality for the federal government. The COMPARE risk adjustment 
formula is thus (Equation A.3): 

 

𝑇! = @A
𝑢! ∗ 𝑐! ∗ 𝐴𝑉! ∗ 𝐴𝑅𝐹!

∑𝑠" ∗ 𝑢" ∗ 𝑐" ∗ 𝐴𝑉" ∗ 𝐴𝑅𝐹"
J − A

𝑐! ∗ 𝐴𝑉! ∗ 𝐴𝑅𝐹!
∑𝑠" ∗ 𝑐" ∗ 𝐴𝑉" ∗ 𝐴𝑅𝐹"

JK ∗ (𝑃M)																										(A. 3) 

 
If we sum Ti across all plans, this expression reduces to 0, ensuring that the budget neutrality 

of the transfer program is sustained. Furthermore, the approach prorates transfer payments to and 
from the public option to account for lower rates. However, in including ci as an adjustment 
factor, Equation A.3 deviates from the risk adjustment approach described in Pope et al., 2014, 
and set forth in CMS’s Notices of Benefit and Payment Parameters that are released each year to 
clarify the risk adjustment approach. Given the 10th Circuit Court’s decision discussed in the 
main text, it is unclear whether this risk adjustment approach would be permitted. 

Enrollment 

One additional assumption we made related to the public option plan is that individuals who 
are enrolled in Medicaid coverage in the subsidy scenario without a public option will not move 
to unsubsidized individual market coverage following the introduction of the public option plan. 
Without this assumption, a small number of individuals in our model with preferences for 
individual market coverage that are similar to their preferences for Medicaid coverage would 
switch from Medicaid to the public option, despite not being eligible for subsidies. However, we 
think this behavior would be unlikely to happen in reality. 
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Modeling the SEHP 
In the policy scenarios that include the availability of the SEHP plan to small groups, large 

nonprofits, and Taft-Hartley plans, we assumed that the availability of the SEHP plan did not 
change firms’ offer decisions—that is, firms eligible for the SEHP that offered ESI to their 
workers in the status quo would make the choice between offering the SEHP plan or continuing 
to offer traditional ESI but would not stop offering health insurance all together; similarly, firms 
that did not previously offer health insurance would not begin to do so because of the availability 
of the SEHP plan. We also assumed that firms’ share of premiums that they cover for their 
employees did not change. 
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Appendix B. Subsidies and Public Option Plan Results If ARP 
Subsidy Enhancements End After 2022 

We present here the results of the subsidy analyses presented in the main text above, but 
under the assumption that the changes to APTCs via the ARP are no longer in effect by 2023. 
We note that Covered Connecticut builds on the enhanced subsidies under the ARP. Based on 
the state’s 1115 demonstration waiver to continue the program (Connecticut Department of 
Social Services, 2022), it is possible that the state would amend Covered Connecticut because of 
the increased costs of the program in the absence of the ARP subsidy enhancements. Because it 
is not clear how the state would address these higher costs (e.g., it could add more state funding, 
it could reduce eligibility for the program), we assumed in our modeling that Covered 
Connecticut remains in place with no changes regardless of the status of the ARP. 

Enrollment 
Under the no-ARP current-law scenario, total insurance enrollment and insurance enrollment 

in the individual market were very similar to under the ARP current-law scenario. However, in 
the no-ARP version, there were substantially fewer subsidized enrollees (76,100 versus 108,900) 
and substantially more unsubsidized enrollees (103,200 versus 69,300) (Table B.1). Across the 
four subsidy scenarios, the primary difference we observed is in terms of the impact of the public 
option; for both scenarios, the addition of the public option reduced uninsurance substantially (by 
2.6 percent for Scenario 1 and 1.6 percent for Scenario 2, relative to current law). This is the 
opposite finding relative to the ARP versions of the same scenarios, for which uninsurance 
increased by 1.0 percent and 1.7 percent, respectively. These coverage gains reflect that, without 
the ARP, fewer people have APTCs, and thus more people benefit from the public option’s 
lower premiums than observed in our main text scenarios. 
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Table B.1. Enrollment Across Subsidy Scenarios If ARP APTC Enhancements Are Not in Effect in 
2023 

  Current Law 

Subsidy 
Scenario 1, 

Without 
Public 
Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public 
Option 

Subsidy 
Scenario 2, 
with Public 

Option 
Total insured  2,781,200   2,783,000   2,787,300   2,778,700   2,785,000  

ESI  1,868,200   1,868,900   1,863,400   1,869,500   1,866,200  

Individual market  179,300   180,000   189,900   174,000   184,900  

Public option plan 
N/A N/A 

 149,600  

N/A 

 106,000  

Subsidized  70,900   31,000  

Unsubsidized  78,700   75,000  

Other  179,300   180,000   40,300   174,000   78,900  

Subsidized  76,100   78,600  0     78,000   41,700  

Unsubsidized  103,200   101,400   40,300   96,000   37,200  

Medicaid  645,600   646,000   645,900   647,100   645,800  

Other  88,100   88,100   88,100   88,100   88,100  

Uninsured  226,600   225,000   220,600   229,200   222,900  

 
Figure B.1 displays the high-level insurance status (uninsured, individual market, and all 

other insurance) in each scenario by race and ethnicity for individuals who were uninsured under 
current law. Similar to the results in the main text, the majority of those who gained insurance 
moved to individual market coverage, and, overall, the changes to subsidies did not substantially 
impact the existing differences in insurance status by race and ethnicity. 
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Figure B.1. Enrollment Transitions Across Subsidy Scenarios If ARP APTC Enhancements Are Not 
in Effect in 2023 
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Premiums and Consumer Spending 
Premiums in the traditional individual market were similar under the no-ARP scenarios to 

those in the main analyses, within $200 annually across all scenarios and metal tiers (Table B.2). 
The on-marketplace silver plan under Subsidy Scenario 1 with the public option was again 
untenable, similar to what was observed in the no-ARP version. Generally, consumer spending 
and spending as a percentage of income were higher in the no-ARP scenarios for those with 
incomes above 200 percent of FPL; these are consumers who benefit from the enhanced APTCs 
under the ARP but do not qualify for $0 premiums under Connecticut’s existing or planned 
subsidy enhancements. 

Table B.2. Individual Market Premiums Across Subsidy Scenarios If ARP APTC Enhancements Are 
Not in Effect in 2023 

  
Current 

Law 

Subsidy 
Scenario 1, 

Without 
Public 
Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public 
Option 

Subsidy 
Scenario 2, 
with Public 

Option 
Individual market (other than public option) 

Bronze $5,500 $5,500 $5,200 $5,700 $5,400 

Silver (off-marketplace) $6,400 $6,400 $6,000 $6,600 $6,300 

Silver (on-marketplace with loading) $7,500 $7,500 Untenable $7,200 $6,900 

Gold $8,200 $8,200 $7,700 $8,500 $8,100 

Public option plan 
Bronze 

N/A N/A 

$4,900 

N/A 

$5,200 

Silver $6,700 $6,600 

Gold $7,400 $7,700 

 

Table B.3 displays average annual consumer spending among individuals who were enrolled 
in individual market coverage under current law. We note that increased spending in this table 
should not be interpreted as a loss of welfare; increases in spending can reflect higher premiums 
or cost-sharing but can also reflect increased health care utilization and moves to more-generous 
plan types. Similar to the main results, in both scenarios, spending fell for subsidized individuals 
relative to current law in scenarios without the public option but rose when the public option was 
introduced; the opposite pattern was true for unsubsidized individuals. Across all scenarios, there 
were large reductions in spending among those with incomes targeted by the simulated policy. 
Although existing differences in spending exist by race and ethnicity, changes in spending did 
not differ substantially by race or ethnicity as a result of the added subsidies. 
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Table B.3. Average Annual Consumer Spending Among Those on the Individual Market Under 
Current Law Across Subsidy Scenarios If ARP APTC Enhancements Are Not in Effect in 2023 

 

Current Law 

Subsidy 
Scenario 1, 

Without 
Public 
Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public 
Option 

Subsidy 
Scenario 2, 
with Public 

Option 
By subsidy status 

Subsidized $3,400 $3,100 $3,900 $3,000 $3,700 
Unsubsidized $8,700 $8,700 $8,200 $9,100 $8,400 

By income as a percentage of FPL 
138–175% of FPL $1,200 $1,100 $1,300 $1,100 $1,700 

175–200% of FPL $4,000 $1,800 $1,700 $1,700 $2,400 
200–250% of FPL $5,300 $5,300 $5,700 $4,600 $4,800 

250–400% of FPL $6,000 $5,900 $6,500 $6,100 $6,600 

400%+ of FPL $8,800 $8,800 $8,300 $8,800 $8,600 
By race 

White $6,700 $6,500 $6,600 $6,400 $6,600 
Black $5,100 $4,800 $4,900 $4,700 $5,100 

Asian $5,200 $5,000 $5,100 $5,100 $5,400 

Other $5,000 $4,900 $5,000 $4,900 $5,100 
By ethnicity 

Hispanic $5,200 $5,000 $5,000 $4,900 $5,100 
Non-Hispanic $6,700 $6,600 $6,600 $6,500 $6,700 

 

Table B.4 displays health care spending as a percentage of income among those who were 
enrolled in individual market coverage under current law; this serves as a measure of 
affordability. The findings follow the same patterns in terms of percentage change relative to 
current law as in Table B.3, and the results are similar to the findings in the main text. 
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Table B.4. Health Care Spending as a Percentage of Income Among Those on the Individual 
Market Under Current Law If ARP APTC Enhancements Are Not in Effect in 2023 

  

Current Law 

Subsidy 
Scenario 1, 

Without 
Public 
Option 

Subsidy 
Scenario 1, 
with Public 

Option 

Subsidy 
Scenario 2, 

Without 
Public 
Option 

Subsidy 
Scenario 2, 
with Public 

Option 
By subsidy status 

Subsidized 5.2% 4.7% 6.2% 4.6% 5.9% 
Unsubsidized 5.8% 5.8% 5.4% 6.0% 5.6% 

By income as a percentage of FPL 
138–175% of FPL 2.3% 2.2% 2.4% 2.2% 3.3% 

175–200% of FPL 7.7% 3.4% 3.3% 3.3% 4.5% 
200–250% of FPL 8.9% 8.8% 9.5% 7.7% 7.9% 

250–400% of FPL 7.7% 7.6% 8.4% 7.8% 8.5% 

400%+ of FPL 4.6% 4.6% 4.4% 4.6% 4.5% 
By race 

White 5.7% 5.6% 5.6% 5.5% 5.7% 
Black 5.9% 5.6% 5.7% 5.5% 5.9% 

Asian 3.9% 3.8% 3.9% 3.9% 4.1% 

Other 5.7% 5.6% 5.7% 5.5% 5.7% 
By ethnicity 

Hispanic 5.2% 5.0% 5.1% 4.9% 5.1% 
Non-Hispanic 5.7% 5.6% 5.6% 5.5% 5.7% 

 

Costs to the State and Spending on Uncompensated Care 
Considering costs to the state, costs would be substantially higher if the ARP were no longer 

in place by 2023 (Figure B.2). Under current law, spending on Medicaid and CSRs was similar, 
but spending on APTCs increased from $0.9 million with the ARP in place to $11.6 million 
without the ARP. This is because the premium subsidy enhancements in Connecticut build on 
the premium subsidy enhancements in the ARP; if the ARP is eliminated, then Connecticut 
would need to cover those costs for those with incomes between 138 and 175 percent of FPL 
under current law and would need to cover those costs for those with incomes between 138 and 
200 percent of FPL under the four subsidy scenarios. APTC spending increased under the 
subsidy scenarios to $13 to $16 million relative to current law in the no-ARP scenarios compared 
with $4 million or less in each of the ARP subsidy scenarios. However, in Subsidy Scenario 2 
(both with and without the public option), CSR spending was substantially lower than in the 
ARP versions of the same scenarios due to decreased enrollment by those eligible for the 
subsidies.  
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Figure B.2. Costs to Connecticut Relative to Current Law Across Subsidy Scenarios (in Millions of 
Dollars) If ARP APTC Enhancements Are Not in Effect in 2023 

  

Figure B.3 illustrates the high-level impact of each scenario on hospital spending on 
uncompensated care. We measured spending on uncompensated care based on the number of 
uninsured individuals in the state. The difference in findings from the main results reflects the 
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the total number of uninsured individuals under the assumption that the ARP subsidy 
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Figure B.3. Estimated Hospital Spending on Uncompensated Care Relative to Current Law (in 
Millions of Dollars) If ARP APTC Enhancements Are Not in Effect in 2023 

 
 

Eliminating the Silver Public Option Plan 
Figure B.4 shows total insurance enrollment relative to current law under both the standard 

public option scenarios and the public option scenario in which the public option plan is not 
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Figure B.4. Total Insurance Enrollment Relative to Current Law, Alternate Public Option Scenarios 
If ARP APTC Enhancements Are Not in Effect in 2023 
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Figure B.5. Costs to Connecticut Relative to Current Law, Alternate Public Option Scenarios If 
ARP APTC Enhancements Are Not in Effect in 2023 
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Appendix C. Analysis of SEHP Plan If ARP Subsidy 
Enhancements End After 2022 

We present here the results of the SEHP analyses presented in the main text above, but under 
the assumption that the changes to APTCs via the ARP are no longer in effect by 2023. Because 
the SEHP plan is not substantially impacted by the dynamics of the individual market, the results 
in this section are very similar to those presented in the main text; we include them here for 
completeness. 

Enrollment 
Under the no-ARP current-law scenario, total insurance enrollment, enrollment in ESI, and 

enrollment in the individual market were very similar to those under the ARP current-law 
scenario (Table C.1). However, in the no-ARP version, there were substantially fewer subsidized 
enrollees (76,100 versus 108,900) and substantially more unsubsidized enrollees (103,200 versus 
69,300). Across the four SEHP scenarios, we saw similar results to the main analyses in terms of 
patterns, though the magnitudes differed. 

Table C.1. Enrollment Across SEHP Scenarios If ARP APTC Enhancements Are Not in Effect in 
2023 

 Current Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
Total insured 2,781,200 2,788,000 2,787,500 2,788,100 2,786,700 
Traditional ESI 1,868,200 1,503,800 1,305,600 1,269,600 1,295,500 
SEHP N/A 389,000 593,600 630,000 598,000 
Individual market 179,300 162,500 155,800 156,300 159,600 

Subsidized 76,100 73,500 73,600 73,700 73,900 
Unsubsidized 103,200 89,000 82,200 82,600 85,700 

Medicaid 645,600 644,600 644,400 644,100 645,500 
Other 88,100 88,100 88,100 88,100 88,100 
Uninsured 226,600 220,000 220,400 219,900 221,200 

 
Figure C.1 displays the high-level insurance status (ESI, all other insurance, and uninsured) 

under current law by race and ethnicity for individuals who were insured under the SEHP plan in 
each scenario. Across all four scenarios, more than 90 percent of SEHP enrollees had ESI 
coverage under the current-law scenario; the results are nearly indistinguishable from the main 
set of results. 
 



 56 

Figure C.1. Status Quo Insurance Status Among Those Who Transition to SEHP Coverage, by 
Race and Ethnicity, If ARP APTC Enhancements Are Not in Effect in 2023 

 
 

Premiums and Consumer Spending 
Premiums did not differ between the main analyses and under the no-ARP scenarios (Table 

C.2). Generally, consumer spending and spending as a percentage of income were similar in the 
no-ARP scenarios (Tables C.3 and C.4). 
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Table C.2. Individual Market and Group Premiums for a 40-Year-Old Across SEHP Scenarios If 
ARP APTC Enhancements Are Not in Effect in 2023 

 
Current 

Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
Individual market for a 40-year-old 

Bronze $5,500 $5,500 $5,600 $5,600 $5,600 
Silver (on marketplace with loading) $7,500 $7,600 $7,700 $7,700 $7,600 
Silver (off-marketplace) $6,400 $6,400 $6,600 $6,500 $6,500 

Gold $8,200 $8,300 $8,400 $8,400 $8,300 

ESI (groups not eligible for SEHP) $8,000 $7,900 $7,900 $7,900 $7,900 

ESI (groups eligible for SEHP) $9,800 Not reported Not reported Not reported Not reported 

SEHP plan N/A $7,400 $7,800 $8,300 $8,700 

 

Table C.3. Average Consumer Spending Among Consumers Covered by ESI Under Current Law If 
ARP APTC Enhancements Are Not in Effect in 2023 

  Current Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
By income as a percentage of FPL 

<250% of FPL $2,500 $2,400 $2,500 $2,400 $2,400 
250–400% of FPL $2,700 $2,600 $2,600 $2,600 $2,500 
400%+ of FPL $3,000 $2,900 $2,900 $2,900 $2,700 

By race 
White $3,000 $2,900 $2,900 $2,800 $2,700 
Black $2,400 $2,400 $2,400 $2,400 $2,300 
Asian $2,500 $2,400 $2,400 $2,400 $2,300 
Other $2,500 $2,400 $2,400 $2,400 $2,300 

By ethnicity 
Hispanic $2,700 $2,700 $2,600 $2,600 $2,500 
Non-Hispanic $2,900 $2,800 $2,800 $2,800 $2,600 

NOTE: Consumer spending calculations include only those who were covered by ESI in the current-law scenario. 
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Table C.4. Health Care Spending as a Percentage of Income Among Those on ESI Under Current 
Law If ARP APTC Enhancements Are Not in Effect in 2023 

  Current Law 
SEHP 

Scenario 1 
SEHP 

Scenario 2 
SEHP 

Scenario 3 
SEHP 

Scenario 4 
By income as a percentage of FPL 

<250% of FPL 4.4% 4.3% 4.3% 4.3% 4.2% 
250–400% of FPL 3.0% 3.0% 3.0% 2.9% 2.8% 
400%+ of FPL 1.5% 1.4% 1.4% 1.4% 1.4% 

By race 
White 1.9% 1.8% 1.8% 1.8% 1.7% 
Black 2.2% 2.1% 2.1% 2.1% 2.0% 
Asian 1.3% 1.3% 1.3% 1.3% 1.2% 
Other 1.8% 1.7% 1.7% 1.7% 1.6% 

By ethnicity 
Hispanic 2.2% 2.2% 2.2% 2.2% 2.1% 
Non-Hispanic 1.8% 1.7% 1.7% 1.7% 1.6% 

NOTE: Consumer spending calculations include only those who were covered by ESI in the current-law scenario. 
 

Costs to the State and Spending on Uncompensated Care 
Considering costs to the state, Medicaid costs relative to current law would be similar if the 

ARP were no longer in place by 2023 (Figure C.2). However, total costs would be substantially 
higher, driven by Connecticut’s costs to continue funding APTC subsidies on the individual 
market, which is currently financed in part by the ARP. These higher costs were unrelated to the 
SEHP plan offering and did not vary by much across the scenarios. 
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Figure C.2. Costs to Connecticut Across SEHP Scenarios (in Millions of Dollars) If ARP APTC 
Enhancements Are Not in Effect in 2023 

  
 

Figure C.3 illustrates the high-level impact of each scenario on hospital spending on 
uncompensated care. We measured spending on uncompensated care based on the number of 
uninsured individuals in the state. The findings were very similar to the main results. 

Figure C.3. Estimated Hospital Spending on Uncompensated Care Relative to Current Law (in 
Millions of Dollars) If ARP APTC Enhancements Are Not in Effect in 2023 
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Abbreviations 

ACA Affordable Care Act 
APTC advance premium tax credit 
ARP American Rescue Plan Act of 2021 
AV actuarial value 
CMS Centers for Medicare & Medicaid Services 
CO-OP consumer-operated and -oriented plan 
COVID-19 coronavirus disease 2019 
CSR cost-sharing reduction 
ESI employer-sponsored insurance 
FMAP Federal Medical Assistance Percentage 
FPL federal poverty level 
IPF iterative proportional fitting 
KFF Kaiser Family Foundation 
LCS lowest-cost silver 
MEPS Medical Expenditures Panel Survey 
OOP out-of-pocket 
SEHP state employee health plan 
SLCS second-lowest-cost silver 
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