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Using Health Data and Information to Better Measure the Affordability of Healthcare

Sally Dreslin and Adrienne Anderson
Introduction

The Step Two Policy Project has been focusing recently on the affordability of healthcare, which needs to start
with asking the question, "affordable for whom?" Before addressing that question for New York, we wanted to
make some observations about how the question relates to another of our focus areas, which is the need for in-
depth health data and information to better understand these complicated policy issues.

The lack of comprehensive health data, information, and policy analysis infrastructure in New York hampers the
ability of policymakers to improve the healthcare delivery system, and health outcomes for our residents. Our
Policy Brief in this area, Democratization of Health Data, Information and Policy Analysis, compared the general
opacity of health data and information in New York to the robust health data infrastructure in Massachusetts.
We argued that a prerequisite to effectively restructuring the healthcare delivery system in New York was a level
of transparency that would enable policymakers and health stakeholders to better understand the system as it
exists today so that we could chart a better course for the future. A follow-up Issue Brief in this area, Categories
of Health Data and Information, identified specific categories of “health data and information” and the
importance of integrating the data and information that currently reside in the silos of physical health,
behavioral health, and health-related human services. Integration across all payers is essential to presenting a
clear and comprehensive picture of New York’s healthcare delivery system.

The catalyst in Massachusetts in 2012 for developing a robust health data and information infrastructure was to
support a statewide health expenditure growth target. Seven other states subsequently followed the lead of
Massachusetts in creating healthcare expenditure growth targets, which also serve as something of a proxy for
measuring the affordability of healthcare. At least in part because of the need to track and explain the growth in
health expenditures, these states have each developed a health data and information infrastructure that
provides a multifaceted understanding of healthcare delivery in their state. The programs in the states that
support their health data infrastructure include Massachusetts’ Center for Health Information and Analysis and
Health Policy Commission, Rhode Island’s Health Spending Accountability and Transparency Program,
Connecticut’s Office of Health Strategy, Delaware’s Health Care Commission, Nevada’s Health Care Cost Growth
Benchmark Program, New Jersey’s Office of Health Care Affordability and Transparency, Oregon’s Office of Health
Policy, and Washington’s Health Care Cost Transparency Board.

The actual record of states with health expenditure and cost growth targets in controlling costs has been mixed.
For example, in 2021, four out of five states that were studied exceeded their growth targets. So, it may be the
case that the greatest benefit of establishing a health expenditure or cost growth target is the health data and
information infrastructure itself. This infrastructure enables State policymakers and stakeholders to be smarter
both tactically and strategically when developing, implementing, and evaluating healthcare policies. Although it
undoubtedly is helpful to better understand the drivers of cost growth in the healthcare system, it will not
necessarily result in reduced healthcare expenditures, because the reality is that states do not control all the
levers contributing to healthcare cost growth, including the cost of labor, supplies, and pharmaceuticals.
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Resources for Understanding the Growth of Healthcare Spending in New York

New York State does not publish an integrated picture of healthcare expenditures and cost growth in New York,
and we have called for the creation of an Executive level Office of Health Data, Information, and Policy Analysis,
which could easily support such an infrastructure. In the absence of more easily accessible data and information
in New York, we wanted to increase transparency and understanding of these issues based on other sources. We
found that we could get a good start by taking advantage of the analytic suite made available through the
Peterson-Milbank Program for Sustainable Health Care Costs. This valuable tool addresses such issues as:

e Total Health Care Service Spending: Consumer and payer expenditures on health care services by sector
and service category.

e Hospital Finances: Hospital expenditures to provide services (e.g., personnel, overhead, administrative
costs), as well as profit margins, uncompensated care costs, and net patient revenue.

e Consumer Health Care Affordability: Consumer out-of-pocket spending on health care coverage
and services.

e Access to and Utilization of Health Care Services: Consumer access to health care services and service
utilization by population type.

For each topic, the Peterson-Milbank Guide provides a brief overview of the type of data analysis that could be
performed using a selection of relevant data sources from their inventory. The Guide recognizes that different
types of users will have varying levels of need for (and the ability to use) the technical tools available to yield a
deeper level of analysis.! Per the Guide, “The Guide does not address all data sources included in the Inventory.
Analysts should refer to the Inventory for detailed instructions on how to access data sources, the types of
information captured by these data sources, and relevant data limitations. For additional instructions on how
states can analyze one or more data sources to spur policy action, please see the Peterson-Milbank resources,
including:

e Intermediate Data Analytic Guides (forthcoming);
e A Data Use Strategy for State Action to Address Health Care Cost Growth from Bailit Health, and;
o A Playbook for Implementing a State Health Care Cost Growth Target.”

The Step Two Policy Project has produced a version of the Peterson-Milbank Program’s slides customized to New
York State, using the template provided in the Toolkit. These slides, titled, NYS Healthcare Costs and Affordability,
as well as convenient links to the various elements of the Peterson-Milbank Program’s Toolkit, are available in a
new “Resources” section of the Step Two Policy Project’s website. This Issue Brief discusses some of the data in
the slides. The Appendix includes a glossary of relevant terms that explain the assumptions used in the various
data sets (see Appendix: Glossary), as well as an abbreviated set of slides.

1 Per the Guide, “Users of this Guide should note that the level of difficulty associated with each data source is subjective
and may vary based on personal experience. In general, [Low Difficulty] data sources often have online interactive tools to
support analyses or can be analyzed with only minor manipulations to the underlying source data. [Medium Difficulty] data
sources typically require additional manipulation, cleaning, or sub-setting before they can be used to generate insights and
may require additional background knowledge or subject matter expertise to analyze. [High Difficulty] data sources
generally require extensive manipulation and cleaning prior to analyses as well as relevant subject matter expertise, and
often require analysts to use tools like SAS, R, or Stata to conduct analyses.”
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Statistics Relating to Healthcare Affordability, Spending, and Cost Growth in New York
Total health expenditures

The starting point for analyzing affordability is to understand the level of total health expenditures in New York
and how that compares to other parts of the nation.

Total healthcare expenditures in New York in 2020 were $271 billion.2 This represents approximately 6.6% of
U.S. national healthcare expenditure (NHE) in 2020 of $4.1 trillion. Comparative data on total healthcare
expenditures is included in slide 13 of the PowerPoint. This slide displays per capita healthcare expenditures in
New York in 2020 as the highest in the nation at $14,007—37% higher than the national average. Per capita
healthcare expenditures in New York are far above the national average of $10,191 but 18%, 12%, and 5.2%
above the per capita healthcare expenditures of New Jersey, Connecticut, and Massachusetts, respectively.
Notably, per capita health expenditures in California are almost exactly equal to the national average, at $10,299.
The 179% growth in total health expenditures in New York over the 20 years from 2000 to 2020 was also greater
than in our peer states.

Slide 14 includes a breakdown of healthcare spending in New York by category and slide 15 demonstrates growth
in those categories over time. It is worth noting that although hospital costs are only about 25% of total
Medicaid spending, 39% of all healthcare spending in New York is accounted for by hospital care (see Appendix:
Glossary). The lower share in Medicaid reflects the fact that long-term care spending now accounts for the
majority of Medicaid spending.

Affordability for Individuals with Different Types of Healthcare Coverage

Roughly 47% of New Yorkers are covered by Medicaid, CHIP, or the Essential Plan.? For all intents and purposes,
Medicaid has no cost-sharing,* which also applies to the Essential Plans except for de minimis co-pays in a few
situations. CHIP does have cost-sharing and higher income levels since CHIP enrollees are eligible for up to 400%
of the federal poverty level (FPL).

Medicare covers another 13.5% of New Yorkers. Medicare coverage is organized into four parts, A, B, C, and D,
and members can approach coverage through Original Medicare, with or without supplemental coverage, or
with a Medicare Advantage plan:

e Part A, hospital insurance, involves no co-insurance for the first 60 days of hospitalization within the benefit
period, once a $1,632 inpatient deductible has been met.

e Part B, medical insurance, has a $175 monthly premium and a 20% coinsurance rate after meeting a $240
deductible.

e Part C, Medicare Advantage, is administered by third parties, and thus includes a range of potential cost-
sharing for members, depending on the chosen plan. Medicare Advantage plans are alternatives to Original
Medicare, and typically bundle coverage for Parts A, B, and D. Medicare members select their own Medicare
Advantage plans (which limit annual out-of-pocket spending the way traditional commercial plans do). Some
plans include vision, dental, and hearing benefits.

2 Note that in every case in this post, the year cited is the most recent year for which the information is widely available. If
two data points from different sources are being compared, then the most recent year available for both values is used.

3 This includes the 38.3% of New Yorkers enrolled in Medicaid, 2.3% enrolled in CHIP, and 6% enrolled in the Essential Plan.
Undocumented individuals are not eligible for these programs even if they meet the income level criteria.

4 Medicaid and CHIP Eligibility, Enrollment, and Cost Sharing Policies as of January 2020: Findings from a 50-State Survey
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o Inlieu of Medicare Advantage, members with Original Medicare can elect to enroll in supplemental
“Medigap” insurance plans, which can defray the cost sharing of Parts A and B, but a member
cannot enroll in Medicare Advantage and Medigap plans simultaneously. Medigap insurance,
however, is not technically “Part C.”

e Part D, prescription drug coverage, is also administered through third parties, as a supplement to Original
Medicare or as a component of a Medicare Advantage plan. Plan D coverage often carries deductibles and
variable, tiered coinsurance rates for various drugs.

For the roughly 60% of New Yorkers who participate in these publicly funded health insurance programs, the
primary challenge is not affordability, but rather access to providers who will accept the reimbursement levels of
these programs. Other New Yorkers have various forms of commercial coverage or are uninsured (4.9%).
Commercial coverage for individuals (and their dependents) includes fully insured and self-insured plans through
their employers. Some public employers, especially in New York City, provide coverage to their employees by
paying for the purchase of individual plans on the New York State of Health (NYSOH), the State’s health plan
marketplace.

Per the Health Insurance Coverage Update April 2023 released by NYSOH, 214,052 individuals purchased
qualified health plans (QHPs) on the marketplace. The QHPs are for individuals who are not eligible for
Medicaid, the Essential Plan, or for CHIP and who are otherwise eligible for coverage in New York. Two types of
financial assistance are available for individuals who purchase QHPs, and they depend on income levels.
Premium tax credits (PTCs) for individuals with incomes between 100 and 400% of FPL reduce the cost of
premiums, and cost sharing reductions (CSRs) for eligible® individuals enrolled in Silver level plans reduce out-of-
pocket costs, deductibles, and out-of-pocket maximums. During the COVID-19 Public Health Emergency, the
federal government enhanced the PTCs by removing the ceiling of 400% of FPL and as a result, 130,847 New
Yorkers benefitted from tax credits. Of this number, 25% of enrollees with incomes above 400% of FPL were
eligible for PTCs.

Without the financial assistance for individuals, purchasing a QHP is not necessarily “affordable.” The product
design of these policies includes deductibles and co-pays that assume on an actuarial basis that the individual
will pay roughly 30% of the total cost, with insurance covering only the remaining 70% (which is known as the
“actuarial value” of the policy). The result for many New Yorkers is that these individual policies almost
represent what the industry refers to as “catastrophic” insurance. The same could be said about employer-
sponsored plans with particularly high deductibles or co-pays. These additional charges frequently have the
effect of inhibiting the consumer’s service utilization beyond the most basic preventive care and, at the other
end of the spectrum, expensive hospital care that exceeds even relatively high deductibles and co-pays.

In 2020, the average employee deductible for single coverage in New York State was 51,821, up 10% from the
prior year (i.e., 2019). In addition, the share of employees enrolled in self-funded employer-sponsored health
insurance plans has been growing. Nationally, self-funded plans grew 5% overall from 2015 to 2021 and saw at
least some growth in 88% of states. Unlike large group fully insured plans, which are subject to comprehensive
benefit mandates imposed by states, self-funded plans can only be regulated by the federal government.

Slides 16-19 address the average cost and affordability of health care in New York. In 2021, the average family
premium (for a representative family of four) in the commercial market was $27,107, of which the average
deductible was $3,657. From 2011 to 2021, the cost of family health insurance premiums rose by 41.5%, while

5 Individuals and families with incomes between 200% and 250% of the Federal Poverty Level (FPL).
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Medical Debt

Slides 21 and 22 address medical debt in New

York State, highlighting some of the personal

ﬁnan<.:|al risks ?ssouated with having medical Search by state

debt in collections. Select a state you're interested in to see which hospitals KHN has researched in that state

New York v

As we see from the slides that accompany this
Issue Brief, medical debt often arises from an ) ) )

Figure 1 - Diagnosis: Debt. KFF Health News. Data was gathered between
unexpected, one-time, or short-term medical November 2021 and December 2022.
episode. Given how many New Yorkers live from
paycheck to paycheck, going for a medical visit is a real decision point for millions of people. When compared to
the national data, New Yorkers are faring better with respect to medical debt. As we’ve discussed previously,
though, the impact of the high costs of and limited access to healthcare on individuals who are not well-off and
who do not have public or robust employer-sponsored health insurance coverage can be “buried under the law
of averages.”

KFF Health News recently offered a striking examination of the negative cycle generated by individuals’ lack of
health insurance and inability to manage the costs of medical care in a struggling, rural community in Oklahoma
and the actions of the struggling, rural hospital — the sole community hospital. As the headline reads, “In This
Oklahoma Town, Most Everyone Knows Someone Who's Been Sued by the Hospital.” Many residents forgo
seeking healthcare services for fear of being sued by the hospital over unpaid bills.

New York has enacted policies to address medical debt and manage healthcare affordability for individuals, and
this year’s State of the State includes a “comprehensive plan to establish New York as a leading state in the fight
against medical debt.” But as we see from the work done by KHN'’s investigation into 500 U.S. Hospitals as part of
their project with NPR called Diagnosis: Debt, there is still work to do related to related to denying care, credit
reporting (now prohibited in New York), legal action, and selling debt when patients cannot pay their bills.
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Spotlight on Affordability of Dental Care and Coverage

In addition to the healthcare affordability and access challenges described above, dental care can present
particular challenges for New Yorkers across the state and all types of insurance coverage, but for differing
reasons. While oral health is closely linked to many other health conditions, dental coverage is not an essential
benefit under the Affordable Care Act, and health insurance plans are not required to cover dental services.
According to an August 2023 report produced by CareQuest Institute for Oral Health, 73% of U.S. adults have
dental insurance, compared with 90.7% of adults who have health insurance.

Dental Coverage in the US

M Lost dental insurance Overall source of
in the past year dental coverage

Job loss
Other No dental
coverage

M Private insurance through
employer or union

W Medicaid
Medicare Advantage or
supplemental plan

0,
M Changes to company benefits 59.6%

M Decided to opt out

M Took a new position that does
not offer dental insurance

M Changes in benefits

M Private insurance purchased
on own

due to COVID-19 W Other
W Other state-sponsored
41.3% health plan
o
1_::::;: | Military
Mo ——

n 4%,{_-—-—"’"-7:- Other government programs
3'7%/ M Children’s Health Insurance

1'7%,"' Program (CHIP)

M Indian Health Services

CareQuest Institute.
Uninsured and in Need.

12.2%

There are many barriers to accessing affordable, high-quality dental and oral care in New York, including lack of
comprehensive private dental insurance coverage, low reimbursement for dental services in public insurance
programs, uneven geographic distribution of dental care providers, limited access to fluoridation, and a lack of
integration between dental care and physical health care. Rural New Yorkers struggle to find a dental provider —
92% of rural counties in New York are federally designated Health Professional Shortage Areas for Dental Care.

Dental care is covered by Medicaid, but relatively few dentists accept Medicaid.® StateWide Senior Action Council
conducted an informal survey and found that “[O]f the roughly 3,000 people who responded, about 40% said
that they couldn’t afford dental care, and 13% said they only received dental care through their local emergency
facility. Dental supplies like toothbrushes, toothpaste, and floss were deemed too expensive by 22%.”’

In June 2023, the NYS Public Health and Health Planning Council’s Health Planning Committee discussed the
utilization of emergency departments (EDs) and extended offloading times for EMS. They identified that 70% of
New Yorkers visiting EDs have non-emergent conditions that could be treated in a less acute setting. Of those
70%, 15% of patients presented with non-traumatic dental complaints, meaning that 10.5% of all ED visits in
New York are for potentially preventable, non-traumatic dental conditions. Additionally, the ED visit seldom

6 Combating an Oral Health Crisis, Health Foundation for Western & Central New York.
7 Ibid.
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addresses the specific dental issue. Instead, the typical treatment consists of pain medication, antibiotics, and a
recommendation to follow up with a dentist.

It is difficult to get a clear picture of access and utilization of dental services because while various stakeholders
periodically conduct surveys, there is little clear and consistent data available. The Healthcare Effectiveness Data
and Information Set (HEDIS®) quality measure sets, a tool used by over 90% of U.S. health plans® that facilitates
comparisons across plans, include three dental measures for children 2 to 20 years old (two of which were added
in 2023), and zero measures for adults with dental benefits.® Dental care is often provided in Federally Qualified
Health Centers (FQHCs) and School-Based Health Centers (SBHCs) in New York, and often the patients lack dental
coverage. Patient and facility-level data are submitted to the State’s Statewide Planning and Research
Cooperative System (SPARCS) that,

... collects patient-level detail on patient characteristics, diagnoses and treatments, services, and charges
for each hospital inpatient stay and outpatient (ambulatory surgery, emergency department, and
outpatient services) visit; and each ambulatory surgery and outpatient services visit to a hospital
extension clinic and diagnostic and treatment center licensed to provide ambulatory surgery services.°

The healthcare and dental care services provided in these settings, which serve many New Yorkers who are
uninsured or underinsured, are not identifiable in the SPARCS system. In the case of FQHCs, the data are not
included in the public data sets and, in the case of the SBHCs, their data are mingled in with the Article 28
sponsor hospital data submissions and there is no identifiable information to indicate that a SBHC provided the
services. This lack of data leads to an inability to develop nuanced information about the varying impacts of
healthcare affordability and access in New York.

Conclusion

In our posting last week, on The Affordability of Healthcare in New York made the observation that one of the
challenges in understanding affordability is that individual experiences become obscured by the law of averages.
For this reason, really understanding the question of healthcare affordability for individuals, particularly nuanced
data is required.

While obtaining such nuanced data remains an aspirational goal, New York should start by ensuring that at least
aggregate data is more readily available. In the meantime, the data included in this Issue Brief includes many of
the foundational elements for the affordability analysis as it relates to taxpayers, employers, and individuals.
Organizations such as the Peterson-Milbank Program for Sustainable Health Care Costs provide an important
public service by increasing the transparency of healthcare data and information.

For a variety of reasons, including the large the number of New Yorkers who receive close to free healthcare
coverage through publicly funded programs, addressing affordability by focusing on the growth of total health
care expenditures has never become an organizing principle in New York State the way it has in at least eight
other states in the nation. We continue to think that the right threshold step is for New York to create an
Executive level entity that can provide more transparency about health data and information in New York, which

8 Healthy People 2030, Healthcare Effectiveness Data and Information Set (HEDIS).
° HEDIS MY 2023: See What’s New, What’s Changed and What’s Retired.
10 https://www.health.ny.gov/statistics/sparcs/
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will enable State policymakers to better understand the nature of the problem of healthcare affordability and
design appropriate responses.

In the meantime, we will continue to rely on publicly available data tools focused on topics of healthcare
affordability and access, and provide additional, New York-specific visualizations and materials similar to the
slides in the Appendix.
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Appendix: Glossary of Terms Relevant to Healthcare Costs and Affordability Slide Deck

Deductible: the amount individuals and families are responsible for paying for covered health care services
before their health insurance begins to cover service costs.

Employee Contribution (also, “Worker Contribution”): the amount an employee contributes to their (and, if
applicable, their dependents’) healthcare coverage costs (typically referring to the premium), with the balance
being covered by their employer.

Employer Contribution: the amount an employer contributes to the healthcare coverage costs of their employee
(most typically referring to the premium), thereby subsidizing the coverage.

Family Coverage: a health plan that covers the enrollee and members of their immediate family (i.e., domestic
partner or spouse and/or children). For this paper and the associated slides, family coverage is any coverage
other than single and employee-plus-one (see definitions). Depending on family size and composition, some
plans offer more than one rate for family coverage. If more than one rate is offered, “family coverage” data
presented herein refer to costs for a family of four.:

Hospital Care Spending: spending for all services hospitals provide to patients, including room and board,
ancillary charges, services of resident physicians, drugs administered in the hospital, and any other services
billed by hospitals.

Medical Debt: a balance an individual may owe for health care services after the payment due date. Some
medical debt enters collections, although in New York State, providers are no longer allowed to report medical
debt to credit agencies.

National Healthcare Expenditure (NHE): annual healthcare spending in the US across public and private funding
sources and various sponsors (businesses, households, governments).

Other Personal Healthcare Spending:*? services that are generally delivered by providers in non-traditional
settings such as schools, community centers, and the workplace, as well as by ambulance providers and
residential mental health and substance abuse facilities.

Per Capita Healthcare Expenditures: annual healthcare spending across public and private funding sources and
various sponsors (businesses, households, governments), divided by the relevant population size (e.g., a state’s
spending divided by its population) to yield spending on a per-resident basis.

Physician and Clinical Services (Spending): spending on services provided in establishments operated by Doctors
of Medicine (M.D.) and Doctors of Osteopathy (D.O.), outpatient care centers, plus the portion of medical
laboratories services that are billed independently by the laboratories. This category also includes services
rendered by an M.D. or D.O. in hospitals if the physician bills independently for those services. Clinical services
provided in freestanding outpatient clinics operated by the U.S. Department of Veterans’ Affairs, the U.S. Coast
Guard Academy, the U.S. Department of Defense, and the U.S. Indian Health Service are also included.
Premium: the amount policyholders pay for health insurance coverage monthly. Policyholders must pay
premiums regardless of whether they visit a doctor or use any other health care service. Premiums are typically

paid by one or a combination of: the policyholder/employee, employer, or union (if applicable).
Single Coverage: insurance coverage held by an individual for that individual only.

11 See definition of family coverage in the Medical Expenditure Panel Survey Insurance Component (MEPS-IC) Glossary of
Health Insurance Terms: https://datatools.ahrg.gov/meps-ic/glossary-health-insurance-terms/#Familycoverage

12 state Health Expenditure Accounts: Methodology Paper, Definitions, Sources, and Methods. State of Provider Definitions
and Methodology, 1980-2020. https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-
expenditure-data/state-residence
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Appendix: Slide Deck Preview

S2P

Making the Case for State

Healthcare Affordability:
New York State Focus

Step Two Policy Project

January 2024

Acknowledgements

Peterson-Milbank
Program for Sustainable
Health Care Costs

The Peterson-Milbank Program for Sustainable Health Care Costs, in partnership with Manatt Health and

Burness, developed a suite of Data Analytic Resources to provide states with direction on how healthcare data resources
may be accessed, integrated, and analyzed in conjunction with benchmarking data to strengthen marketinsightand
supportpolicyaction. The Data Analytic Resources and more information on the Peterson-Milbank Program for
Sustainable Health Care are available on Milbank.org.

Step Two Policy Project has utilized this framework and accompanying publicly-available data to customize these slides to
focus on New York State. We plan to add slides to reflect additional data, as available, and update existing slides as data
are refreshed annually.

Source: Pauly N, Sears L, Zhan A, McAvey K. Leveraging Health Care Cost and Affordability Data: A Suite of Analytic Resources. The Milbank Memorial Fund. November 2023. 2
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Executive Summaries

Executive Summary: The National Picture

Rising healthcare costs are straining state budgets, burdening businesses, and forcing families to choose
between going to the doctor and putting food on the table.

Over the last two decades, national healthcare spending National healthcare spending now comprises almost one out of
has nearly tripled, growing faster than national income. every five dollars of our country’s gross domestic product (GDP).
$ CMS projects that national healthcare spending will only continue
to outpace GDP growth over the next decade.
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Executive Summary: Healthcare Affordability in New York

Healthcare for the
average New Yorker
costs $14,007 annually.

Since 2000, New York’s
per person healthcare
expenditures have
almost tripled.

Hospital care comprised
39% of all personal
healthcare spending in
2020 in New York.

Spending on hospital
care services in New York
has grown nearly five
and a half times, since
2000.

Premiums and
deductibles represent
38.5% of household
wages in New York.

Health insurance
premiums for New York
families are rising faster

than earnings.

Executive Summary: Impacts on New Yorkers

High healthcare costs are keeping New Yorkers from getting the care they need and pushing them into
debt.

High healthcare costs are increasingly contributing to healthcare-
driven debt. In New York, individuals that have medical debt in
collections owe a median amount of $456.

=
6456

Median amount ofmedicul
debt in collections in NY

1in 10 New Yorkers face financial barriers to care.

1 in 7 Hispanic residents face financial barriers to care.
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National Healthcare and Affordability Trends

Over the last two decades, national healthcare spending has nearly tripled, growing faster than national

income to comprise almost $1 out of every $5 of our country’s gross domestic product.

National Health Expe res as % of GDP (2001-2021)
Takeaways:

20 $15.6T
$13.8T

$10.6T

$10

«
@

14.0% 15.7% i

E— — ==
2011

@
8

2001 2006

B NHE (Trillions) GDP (Trillions)

$18.8

17.6%

2016

National health expenditures (NHE)
represent annual healthcare spending in
the US across public and private funding
sources and various sponsors (businesses,
households, governments).

Over the last two decades, NHE has nearly
tripled. In 2001, NHE totaled approximately
$1.5 trillion, growing to nearly $4.3 trillion
dollars by 2021.

Average annual growth in NHE (3.8%) has
outpaced GDP growth (1.3%) over the same
period

In 2021, NHE represented 18% of the
nation’s GDP.

Data Source(s): Historical and projected NHE data and projected GDP data from Centers for Medicare & Medicaid Services, Office of the Actuary, National Health Statistics Group. National Health Expenditure Accounts Data. UpdatedJuly 19,

2023. Available at: https:/fwvw

.cms gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalheath expenddata/nationalhealthaccountsprojected. Accessed July 31, 2023. Historical GDP data from The Bureau of

Economic Analysis Nationalincome and Product Accounts. Updated September 28, 2023. Available at: https://www bea gov/itable/national-gdp-and-personal-income. Accessed October 2, 2023. See Data Inventory Source #F3 (CMS National
Health Expenditures (NHE) and State Health Expenditure Accounts (SHEA)) for fullinformation. See Appendix for research notes.
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National Healthcare Spending

National healthcare spending is projected to continue to outpace GDP growth.

InTrillions

2013 2014 2015 2016 2017 2019 2020 202
Projected

e N2t i0nal Heaith Expenditures Gross Domestic Product

Projected GDP Growth

Projected NHE Growth

2030 2031

Takeaways:

The Centers for Medicare and Medicaid Services
(CMS) projects that NHE will grow from $4.3
trillion to $7.2 trillion over the next decade,
outpacing GDP growth to comprise a greater share
of our national income (increasing from 18% in
2021to 19.6% in 2031).

NHE growth will partially be driven by higher
Medicare enroliment and hospital spending
levels. Hospital spending growth is projected to
outpace spending on physician and clinical
services and prescription drugs (5.8%, 5.3%, and
4.6%, respectively).

Government spending is projected to comprise
almost half of all national healthcare spending by
2031 (49%), up from 46% in 2019 and comparable
to pandemic-level spending in 2021.

Data Source(s): Historical and projected NHE data and projected GDP data from Certers for Medicare & Medicaid Services, Office of the Actuary, National Health Statistics Group. National Health Expenditure Accourtts Data. Updated July 19,

2023. Availableat: hty

/ fwvew cms gov/research-statistics-data-and-systems/ statistics-trends-and-reports/nationalheath expenddata/nationalheaithaccountsprojected. Accessed July 31, 2023. Historical GDP data from The Bureau of

Economic Analysis Nationalincome and Product Accounts. Updated September 28,2023. Available at: https://www.bea.gov/itable/nationatgdp-and-personakincome. Accessad October 2, 2023. See Data Inventory Source#F3 (CMS National

Health Expenditures (NHE) and State Health Expenditure Accounts (SHEA)) for fullinformation. See Appendix for research notes.

National Healthcare Spending

Despite spending twice as much on health, the US has lower life expectancy than comparable nations, and this

gap worsened during the COVID-19 pandemic.

January 25, 2024

Life Expectancy at hin Years (1980-2021)

a2 Comparable Country
Average

Life expectancy, years
®

2007

2013
219

Note: Dollars are adjusted for purchasing power parity (PPP)

Takeaways:

= The US spent nearly $13,000 per person
on healthcare in 2021, more than twice
the level of comparable countries
($6,125). (Data not shown.)

= Despite our higher rate of healthcare
spending, life expectancy at birth in the
US continues to lag that of peer countries
(76.1 years vs. 82.4 years) for both men
and women.

= Life expectancy in most countries
decreased between 2019 and 2021 due
to the COVID-19 pandemic, but the
decrease in life expectancy in the US was
far more acute than that experienced in
peer countries (-2.7 years vs. -0.2 years).

Data Peterson-KFF Health System Tracker. How doesU.S. life expectancy compareto other countries? AccessedJuly 31, 2023. See also: Peterson-KFF Health System Tracker. How does health spending inthe U.S. compareto other

countries? Accessed August 17, 2023. See Appendix for research notes.
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National Healthcare Spending

Cost-related barriers to care vary widely by race and ethnicity.

Share of Nonelderly Adults Reporting Selected Barriers to Accessing Healthcare by Race /
Ethnicity, 2021 Takeaways:
= |n 2021, the share of Black adults (7.2%),
American Indians/Alaskan Natives
(AI/ANs, 7.8%), Native Hawaiians and
20.0% Other Pacific Islanders (NHOPIs, 14.1%),
and Hispanic adults (8%) who reported
going without needed care due to cost in
2021 was higher than the share of white
adults (5.8%) who reported the same
barrier.

15.0% 18.1% 13.9%

= Similarly, the share of Black adults (9.3%),
NHOPIs (21.5%), and Hispanics (8.5%)
who reported not taking medication as
prescribed due to cost was higher than
the share of white adults (6.3%) and
Asian adults (5.1%).

Data Source(s): National Center for Health Statistics. Percentage of adults aged 18 and over whodid not get needed medical care dueto cost inthe past 12 months, US, 2021; Percentage of aduits aged 18 and over whodelayed getting
medical care dueto cost in past 12 months, US, 2021; and Percentage of adults aged 18 and over who did not take medication as prescribed to save money inthe past 12 months, US, 2021. NationalHealth Interview Survey. Available at:
https://wwwn.cdc gov/NHISDataQuenTool/SHS adult/index html. Accessed August 28, 2023. See Appendix for research notes

11

New York State

Healthcare and Affordability Trends

12
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State Healthcare Spending

Since 2000, New York’s healthcare expenditures have more than doubled, to nearly $14,007 per person in 2020.

Takeaways:

= In 2020, Americans spent nearly
$10,200 on healthcare per person
— more than doubling over the
previous two decades (+149%).

$15,000

$12,000

= New York residents have had a
similar experience, with per
capita healthcare spending
growing by 179% during the
previous two decades (from
$5,024in 2000 to $14,007 in

$3,000 | LMD S4277] 2020).
Us., 54,101 = New York’s total growth in per
capita healthcare spending was
$- greater than that of peer states
2000 2005 2010 2015 2020 MA (158%), MD (156%), NJ
Year (151%), PA (147%), and CT (142%),
and lower than only CA (189%).

$9,000
M.

>
i
i
)
=

[
$6,000 )
[

Per Capita Personal Healthcare Spending

——United States ===Connecticut Massachusetts =——=Maryland =—New Jersey New York Pennsylvania California

Data Source(s): Centers for Medicare & Medicaid Services, Office of the Actuary, National Health Statistics Group. National Health Expenditure Data: Health Expenditures by State of Residence, 1891-2020, Accessed
June 22, 2023. These datasets are in five-year increments. See Data Inventory Source #3 (CMS National Health Expenditures (NHE) and State Health Expenditure Accounts (SHEA)) for full information. See Appendix for
research notes.
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State Healthcare Spendi

In 2020, hospital care comprised 39% of per capita personal healthcare spending in New York.

althcare Spending by Category, 2020

Takeaways:

= Hospital care comprised the greatest
Dental Services, $418, 3% proportion of New Yorkers’ personal
healthcare spending in 2020 (39
percent). Hospital care comprises all
services provided by hospitals to patients,
including room and board, ancillary

[ | charges, services of resident physicians,

: Hospital Care, $5,500, 39% | drugs administered in the hospital, and
— any other services billed by hospitals.

Other Personal Healthcare
Spending, $3,761 ,27%

= QOther Personal Healthcare* comprised 27
percent of per capita personal healthcare

Prescription Drugs and spending in New York in 2020.

Other Non-durable
Medical Products,

=  Physician and clinical services
comprised 17 percent of per capita

$1,906 , 14% - - - personal healthcare spending in New York
- Physician & Clinical in 2020

Services, $2,422,17%

Data Source(s): Centers for Medicare & Medicaid Services, Office of the Actuary, National Health StatisticsGroup. National Health Expenditure Data: Health Expenditures by State of Residence, 1991 - 2020. Accessed
July 31, 2023. See Data Inventory Source #F3 (CMS National Health Expenditures (NHE) and State Health Expenditure Accounts [SHEA]) for full information. See Appendix for research notes.

Other Personal Healthcare expenditures are for medical services that are generally delivered by providers in non-traditional settings such as schools, community centers, and the workplace, as well as by ambulance
providers and residential mental health and substance abuse facilities.

14
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State Healthcare Spending

Spending has grown across service categories in New York since 2000.

Takeaways:

*= Healthcare spending growth in New York
varied by service category over the past two
decades. 2503

=  Prescription Drug (adjusted for rebates)
spending grew the most (+224%) over the
20-year period.

= |n addition to consuming the largest share
of personal healthcare spending in New
York from 2000 to 2020, Hospital Care grew
the second-greatest, by nearly five and a
half times (+203%) over the period.

100%

=  Physician & Clinical Services, which includes 50%
services provided by medical professionals
in healthcare establishments, more than 0%
doubled (+141%) in the same period.

= Other Personal Healthcare* spending grew
nearly five times (+168%) from 2000-2020.

203%

Hospital Care

179%

141%

Physician & Clinica
Services

Overall Persona
Health Care Spending

2005 = 2010

m 2015 m2020

Cumulative Spending Growth by Healthcare Service Category in New York State, 2000-2020

224%

I|| I

Prescription Drugs and
Other Non-durable
Medical Products

168%

Other Personal Health
Care Spending

Dental Services

Note: Estimates of prescription drug spending inc!

il sales of productsthat
drugs.

Data Source(s): Centers for Medicare & Medicid Services, Office ofthe Actuary, National Heakh Statistics Group.

ly by prescription. Prescription drug estimatesare adjusted to account for manufacturers’ rebatesthat reduce insurers’ net payments for

Nationa! Health Expenditure Dats: Health Expenditures by State of Residence, 1891 - 2020. Accessed July 31, 2023. See Data

Inventory Source #F3 (CMS National Heath Expenditures(NHE) and State Health Expenditure Accounts [SHEA]) for full information. See Appendix for research notes

Other Personal Healthcare expenditures are for medicl services that are generally delivered by providers in non-traditional settings such as schools, community centers, and the workplace, aswell as by ambulance providers

and residential mentalheaith and substance abuse fadilities.
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Health insurance premiums for New York families continue to rise faster than earnings.

Cumulative Average Fa

0%

2015

= New York Ave rage Family Premium % Change, Cumulative New York

ms and Wage Growth in New Yo

tate, 2011 - 20

41.5%

33.4%

13.8%

Average Family Wage Growth

2021

= New York Average Wage % Change, Cumulative New York

Data Source(s): Agency for Healthcare Research and Quality (AHRQ), Center for Financing, Access and Cost Trends.

(MEPS-IC) and #F11 (OEWS Estimates) for full information. Accessed July 31, 2023. See Appendix for research notes.

January 25, 2024

Issue Brief

Medical Expenditure Panel Survey (MEPS) Insurance Component (IC

Takeaways:

= A health insurance premium is the
amount policyholders pay for health
insurance coverage monthly. Premiums
must be paid by policyholders regardless
of whether they visit a doctor or use any
other healthcare service.

=  From 2011 to 2021, average family health
insurance premiums in New York grew
faster than average wages (41.5% and
33.4%, respectively).

= Average family health insurance
premiums rose from $16,572in 2011 to
$23,450in 2021.

. See Data Inventory Sources #F9
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Families in New York are paying more in premiums but getting less coverage as the size of their deductibles grow.

Average Family Premiums and Deductibles in New

$30,000 $27,107

i . . Takeaways:
Average Family Deductibles

o e voi) oo R, | ST,

sa0000 518490 // covered healthcare services before their
J %////////////////////////////////////// helth Insurance begins tocover srvc

$15,000 [$16,572 = Over the 10 years from 2011 to 2021,

deductibles in New York grew from

$10,000 $1,918to over $3,657, an increase of
97%, compounding the effect of
healthcare premium growth on the
healthcare costs and liabilities facing New
York families.

$5,000

&
2011 2013 2015 2017 2019 2021
% New York, Average Family Premium and Deductible New York, Average Family Premium

Data Source(s): Agency for Healthcare Research and Quality (AHRQ), Center for Financing, Access and Cost Trends. Medical Expenditure Panel Survey (MEPS) Insurance Component (IC). Accessed July 31,
2023. See Data Inventory Sources #F9 (MEPS-IC) and #F11 (OEWS Estimates) for full information. See Appendix for research notes.
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Premium growth is still affecting employees directly, as workers’ contributions to their premiums have risen.

Average Annual Worl ployer Premium Contributions, Fa Takeaways:

*  While premiums have grown significantly,
employers typically subsidize the majority
of premium expense. Though the graph
at left is nation-wide, the yellow bar
represents the three-year average (2020-
2022) New York State worker contribution
of $5,655, which is close to national
averages.

»  Still, as data from the Kaiser Family
Foundation’s annual Employer Health
Benefit survey show, average worker

>250 contributions grew 326% from 1999 to
I 2023.
" 1999 2000 2001 2002 2003 200 08 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 *  Workers’ annual contributions
Year grew 19% just in the last five years
(2018-2023), surpassing $6K for
mm Worker Contribution  mEEE Employer Contribution  emeeTotal Premium New York State Worker Contribution the first time in 2022.

Source: Kaiser Family Foundation. 2023 Employer Health Benefits Survey: Data from the annual KFF Employer Health Benefit Survey. Accessed January 8, 2023.

New York State Data Source: Agency for Healthcare Research and Quality (AHRQ), Center for Financing, Access and Cost Trends. Medical Expenditure Panel Survey (MEPS) Insurance Component (IC). Accessed
July 31, 2023. “Average total employee contribution (in dollars) per enrolled employee for family coverage at private-sector establishments that offer health insurance by total, total, United States, 2020-2022,
3-year average.”. ilable: https://datatools.ahrg.gov/meps-ic/?tab=private-sector-state&dash=26 Accessed January 16, 2024.
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In New York, the cost burden of health insurance spending on premiums and deductibles has increased

over the past 10 years.

Overall Cost Burden of Health Insurance Relative to Average Household Wages,
New York, 201

Wages
w
a8

34.4% 35.8%

31.4% 32.1%

2019 2021

201

2011 2013

W New York, Average Family Deductible as a Percent of Averag

ges M New York, Average Family Premium as a Percent of Average Wages

Takeaways:

= From 2011to 2021, average premiums
and deductibles as a share of average
wages in New York grew from 35% to
38.5%, demonstrating the increasing cost
burden of health insurance spending on
New York families.

®= |n 2021, average family premiums and
deductibles totaled $27,107. Average
family wages were approximately
$70,460in New York.

Data Source(s): Agency for Healthcare Research and Quality (AHRQ), Center for Financing, Access and Cost Trends. Medical Expenditure Panel Survey (MEPS) Insurance Component (IC). Accessed July 31,

2023. See Data Inventory Sources #F9 (MEPS-IC) and #F11 (OEWS Estimates) for full information. See Appendix for research notes.

One in 10 New York residents face financial barriers to healthcare.

Respondentsin New Yc t Needed To See A Doctor But Could Not Due to Cost, 2021
16%

@
u

15%
14%
12%
oo
=S 11%
o 10%
10% i
8%
8%
8%

Hispanic
Ethnicity

American Indian  Asian OtherRace  Multiple Races

/ Alaskan Native

Average White Black

Race and Ethnicity

Takeaways:

®= In 2021, 15% of Hispanic nonelderly
adults in New York reported that they
could not see a doctor when they needed
to due to cost, three times the rate of
white New Yorkers (5%).

= Nonelderly adults who are Black or Asian
(8%), American Indian/Alaskan Native
(Al/AN, 9%), Multiple races (11%), or of
another race (12%) also reported higher
financial barriers to care access than
white individuals (5%).

Data Source(s): Behavioral Risk Factor Surveillance System (BRFSS), 2021. Values included include weighted proportion of individuals in each race / ethnicity category who responded “Yes” to the question
“Was there atime in the past 12 months when you needed to see a doctor but could not because you could not afford it?” BRFSS treatsrace and ethnicity as mutually exclusive categories. Accessed August

27, 2023. See Appendix for research notes.
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High healthcare costs are contributing to increasing levels of healthcare-driven debt.

re of New Yorkers with Medical Debt in Collections, 2022 Takeaways:

= "Medical debt" is a balance an individual may owe for
healthcare services after the payment due
date. Medical debt can appear on credit reports, lower

credit scores, or go to collections (as shown). For some,
medical debt can lead to bankruptcy, home

i H = = foreclosures, or evictions.

in every individuals

= Nationally, almost 1in 8 individuals (12%) has some
amount of medical debt in collections. Rates of

in New York medical debt are higher in communities of color (18%)

than in majority-white communities (11%).

= - . . Py
has some amount of IM ed Ical d e bt In New York, 1 in 17 individuals has some amount of

medical debt in collections (6%).

in coO "ections_ ®= In contrast to national trends, rates of medical debt in
collections in New York are slightly higher in majority-

white communities (6%), than in communities of color
(5%).

Data Source(s): The Urban Institute. Debt in America: Interactive Map. Accessed July 31, 2023. See also: KFF. Health Care Debt InThe U.S.: The Broad Consequences Of Medical And Dental Bills. See Appendix for
research notes.
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In New York individuals that have medical debt in collections owe a median of $456.

Median Medical Debt in Collect

Takeaways:
$480 = Most adults with healthcare debt report that
$470 the bills that led to their debt were from a
$0 one-time or short-term medical expense,

which is often unexpected. As deductibles
$450 continue to grow, they can leave households
$440 $456 more vulnerable to these unexpected and
" increasingly large medical bills.
430

= Nationally, individuals who have medical debt
$420 in collections owe a median of $677. New
$410 Yorkers with medical debt in collections owe a
oo median amount of $456.
$390 = |n contrast to national trends, median medical

debt amounts in collections are higher for
majority-white communities in New York
($470) than communities of color in New York
($422).

Median Medical Debt in Median Medical Debt in Median Medical Debt in
Collections, All Collections, Communities of Color Collections, Majority White
Communities

Data Source(s): The Urban Institute. Debt in America: Interactive Map. Accessed July 31, 2023. See also: KFF, Health Care Debt InThe U.S.: The Broad Consequences Of Medical And Dental Bills. See Appendix for
research notes.
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