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Abstract
OBJECTIVE—There is concern that high-deductible health plans may have negative effects on
vulnerable groups. The objective of this study was to compare the characteristics of families who
have children and switch to high-deductible health plans with those who stay in traditional plans.

METHODS—This double-cohort study included families who had children aged <18 years and were
enrolled in a Massachusetts health plan through employers who did not offer a choice of health plans.
We identified families who had traditional health maintenance organization plans for a 12-month
baseline period between 2001 and 2004 and compared families whose coverage was then switched
to a high-deductible health plan by their employers with similar families whose employer chose to
remain in the traditional plan (controls). Data came from health plan enrollment and claims datasets
and census data. We used multivariate logistic regression models to compare the characteristics of
families who were switched to high-deductible health plans with controls.

RESULTS—We identified 839 families who had children and whose employer switched them to
high-deductible health plans and 5133 controls. Among families with large employers, the adjusted
odds of the employer switching to a high-deductible health plan were higher for families living in
high-poverty neighborhoods. Among families with small employers, the adjusted odds of the
employer switching to a high-deductible health plan were lower for families with more children,
above-average family morbidity, and baseline total expenditures >$7000.

CONCLUSIONS—Among families with large employers offering a single health plan, those from
low-income neighborhoods are more likely to be switched to high-deductible health plans. In
contrast, families with small employers offering a single plan are more likely to be switched to high-
deductible health plans if they are healthier and have lower baseline costs. These findings suggest
that families with children in high-deductible plans may represent two distinct groups, one with
higher-risk characteristics and another with lower-risk characteristics compared with those in
traditional plans.
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What’s Known on This Subject
Poor children are vulnerable to the effects of cost-sharing. Although adults who choose HDHPs
seem less poor and sick, children and families without a choice of plans are an understudied
and possibly higher risk population of HDHP enrollees.

What This Study Adds
This study is unique in focusing on children and families in HDHPs and on enrollees without
a choice of plans. It alerts clinicians and policy makers to vulnerable subgroups who may be
exposed to cost-sharing in HDHPs.

Because of escalating health care costs, patients and families are required to share more of the
responsibility for health care spending. High-deductible health plans (HDHPs) are one of the
most important and controversial developments in health insurance in recent years. Such plans
attempt to control costs by increasing the enrollee share of health care expenses with annual
deductibles of at least $2000 per family. The prevalence of HDHPs has been rising, with 10%
of employers offering a plan with a high deductible and 14.8 million adults enrolled in
2007.1,2 The percentage of HDHP enrollees with children has increased in the past several
years as well.2–4

Proponents maintain that HDHPs will help contain costs and that their lower premiums will
make coverage affordable to the uninsured.5,6 Critics argue that these plans will be ineffective
and potentially harmful to enrollees.7,8 Pediatricians have expressed concern that the increased
cost-sharing under HDHPs may lead to unmet health care needs and hurt quality of care.9

It is important to understand the characteristics of HDHP enrollees to monitor patients and
populations at particular risk. Some have raised concern that disadvantaged groups will be
adversely affected in HDHPs.10 The Rand Health Insurance Experiment showed that poor
children are especially vulnerable to the effects of cost-sharing.11,12 There is also concern
that HDHPs will contribute to adverse selection in the health insurance market if they
preferentially attract healthier enrollees, leaving sicker individuals in increasingly expensive
traditional plans.

Little information exists about children and families in HDHPs, although approximately one
third of HDHP enrollees have children covered under their plan.3 Pediatric providers and policy
makers need to know whether chronically ill and low-income children are being enrolled in
HDHPs. In addition, data are limited regarding HDHP enrollees who did not have a choice of
plans. These enrollees constitute half of the population in HDHPs nationally2 and may be a
more vulnerable population than those with a choice of plans.13 Industry sources suggest that
HDHP enrollees without a choice of plans are more likely to have chronic conditions than those
who choose HDHPs over other plans (Harris Interactive Strategic Health Perspectives
Presentation to Harvard Pilgrim, unpublished data, December 15, 2004).

This study was designed to address the gap in information about which types of families are
enrolled in HDHPs. The objectives were to describe the socioeconomic and clinical
characteristics of families with children in HDHPs and to compare the characteristics of
families whose employer switched them to HDHPs with those whose employer kept them in
traditional plans.
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METHODS
Design and Setting

This double-cohort study used health plan enrollment and claims data from Harvard Pilgrim
Health Care, the largest nonprofit health plan in New England. Harvard Pilgrim currently serves
>1 million members who receive care in a variety of organizational settings. This study focused
on employer-sponsored plans in Massachusetts, including those in which the employer
purchased insurance through associations (independent brokers or trade organizations that
negotiate contracts with health insurers for small employers).

In March 2002, Harvard Pilgrim began offering HDHPs. During the study period, the family
deductibles ranged from $1000 to $4000 per year, but the benefit structure was the same across
HDHPs. Emergency department visits, diagnostic tests, hospitalizations, hospital outpatient
services and day surgery, and therapeutic procedures (eg, physical therapy) were subject to the
deductible. Most preventive care services were exempt from the deductible and were covered
at no cost; these included immunizations, routine hemoglobin and lead levels, sexually
transmitted disease screening, and tuberculosis skin testing. Routine newborn nursery services
were also covered at no cost. Office visits (including specialist, mental health, and hospital
outpatient clinic visits) and prescription drugs were not part of the deductible but were subject
to copayments. A health reimbursement arrangement (an account that can be used for out-of-
pocket [OOP] health care expenses) was available but offered by only a small minority of
employers. In contrast, traditional health maintenance organization (HMO) plans in Harvard
Pilgrim had copayments for emergency department visits, full coverage for preventive care
and most diagnostic tests, and limited cost-sharing for hospitalizations; copayments for office
visits and prescription drugs were similar to those in the HDHPs. This study was approved by
the Harvard Pilgrim Health Care Human Studies Committee.

Population
We identified families whose members all were enrolled in a traditional Harvard Pilgrim HMO
for a 12-month baseline period anytime between March 2001 and June 2004; then for a follow-
up period of at least another 12 months, these families’ employers either (1) switched them to
an HDHP HMO or (2) kept them in the same traditional Harvard Pilgrim HMO plan (controls).
Families were excluded when (1) there was not a child ≤18 years of age in the family, (2) a
family member was ≥65 years of age and thus eligible for Medicare, or (3) a family member
did not have continuous enrollment through the same employer for the baseline and follow-up
periods.

We selected all eligible families who were switched to HDHPs and randomly matched them
1:8 with eligible control families on the basis of matched enrollment periods. The date the
family switched to an HDHP was assigned as the index date separating the baseline and follow-
up periods. Control families were assigned the same index date as their matched HDHP family.
Because we were interested in families who did not have a choice of whether to enroll in HDHPs
(who comprise 89% of families in HDHPs in Harvard Pilgrim), we selected families who were
insured through employers who offered only one health plan (ie, they did not offer a choice of
Harvard Pilgrim or other health plans). Employers ranged from small businesses with < 10
employees who purchased a health plan through an association to firms with >1000 employees.

Variables
The primary dependent variable in this study was whether the family was switched to an HDHP
or was kept in a traditional HMO after the baseline period. The independent variables in our
analyses included demographic, socioeconomic, clinical, and employer variables. Using
census block group data from the 2000 US Census linked through the family’s geocoded
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address, we defined a family’s neighborhood (census block group) as high poverty when ≥10%
of residents had incomes below the federal poverty level14 and as low education when ≥25%
of the residents who were ≥25 years of aged lacked a high school degree.14,15

We used the Johns Hopkins Adjusted Clinical Group System to measure morbidity for each
family member by using age, gender, and International Classification of Diseases, Ninth
Revision diagnosis codes from claims from the 12-month baseline period when all families
were in traditional plans.16–18 On the basis of a national employed reference population of
adults and children, each individual was assigned a morbidity weight that was scaled around
an average of 1.0, with higher scores indicating sicker patients.16,17,19,20 We calculated the
mean morbidity weight across all family members and categorized a family as having above-
average morbidity when this mean family score was greater than the standardized average of
1.0.

To identify chronic conditions in adults and children during the baseline period, we used the
Chronic Condition Checklist created by researchers at the Johns Hopkins School of Public
Health to identify conditions that were expected to last >12 months and have a substantive
impact on future health or functional status.21 A claim for an International Classification of
Diseases, Ninth Revision code on the checklist signifies a chronic condition; claims for
laboratory and radiology services were excluded to avoid rule-out diagnoses.

We measured health care expenditures by using claims data for all billed services in the baseline
period summed across all family members. We determined OOP expenditures from amounts
paid as copayments, co-insurance, or deductibles; copayments made up nearly all of the OOP
expenditures. Total expenditures were based on the allowed amount payable to the provider,
which included the amount paid by the health plan and the patient liability. Approximately
15% of families did not have drug coverage through Harvard Pilgrim; to maintain
comparability among subjects, we did not include pharmacy expenditures in calculations of
costs. We created dichotomous variables that approximated the top quintile of expenditures
for the study population: more than $450 for OOP expenditures and more than $7000 for total
expenditures.

Employer size data were derived from Harvard Pilgrim market segment classifications, and
we categorized families’ employers as small (≤50 employees) or large (>50 employees).
Employer type was categorized by using Standard Industry Classification codes grouped into
10 categories defined by the Department of Labor.22

Statistical Analyses
We used χ2 and Wilcoxon rank-sum tests to identify bivariate differences in family
characteristics between groups. Among HDHP families, we performed bivariate comparisons
of characteristics of families whose employers were small versus large. We tested for
differences on the basis of employer size because key informant interviews of parents in
HDHPs that were done to inform related studies suggested differences between families with
large and small employers. Small business owners reported in key informant interviews that
they often chose HDHPs as their company’s single plan because they and their employees were
relatively healthy and wanted to reduce premium costs. This raised the possibility that families
with small employers who chose HDHPs might have lower morbidity than those with large
employers because small employers might have more direct knowledge of the preferences of
their employees and use these in choosing between HDHPs and traditional plans.

We used multivariate logistic regression to identify family characteristics that were
independently associated with being switched to an HDHP versus being kept in a traditional
plan. Models were stratified by employer size and included independent variables of interest
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a priori: average parent and child age, number of children, neighborhood poverty and education,
family morbidity, presence of children or adults with chronic conditions, and baseline total and
OOP expenditures.

RESULTS
We identified 839 families with 1598 children and whose employer switched from a traditional
plan to an HDHP and matched them to 5133 control families who had 10093 children and
whose employer continued to offer only a traditional plan.

Bivariate Analyses
In bivariate analyses among families who were switched to HDHPs, those insured through
small employers differed from those with large employers on several characteristics (Table 1).
Families with small employers seemed healthier, and families with large employers had
significantly greater prevalence of high-risk characteristics. Families with large employers
were more likely than those with small employers to live in neighborhoods with high poverty
(21.5% vs 10.6%, respectively; P < .001) and low education (9.3% vs 3.6%; P =.003), have
above-average family morbidity (49.3% vs 33.3%; P < .001), and have baseline total
expenditures of more than $7000 (27.6% vs 17.6%; P = .005).

Families who were switched to HDHPs were more likely to have small employers than those
who were kept in traditional plans (Table 2). Of HDHP families, 82% were enrolled through
small employers compared with 56% of control families (P < .001). Among families with small
employers, nearly 80% of both the HDHP and control groups had employers with a Standard
Industry Classification code for the service industry, which included business, health, legal,
automotive, hotel, and recreation services. Among families with large employers, a little less
than half of both the HDHP and control groups had employers in the service industry. Families
with large employers in the HDHP group were more likely to work in manufacturing than
families with large employers in the traditional plan group (34% vs 14%, respectively) and less
likely to work in finance, insurance, and real estate (5% vs 14%) and wholesale trade (3% vs
11%).

Multivariate Analyses
Given confirmation of differences between HDHP families with large and small employers,
multivariate analyses comparing the HDHP and control groups were stratified according to
employer size (Table 3). Among families with large employers, the adjusted odds of being
switched to an HDHP versus being kept in a traditional plan were higher for families living in
high-poverty neighborhoods (odds ratio [OR]: 1.78 [95% confidence interval (CI): 1.12–
2.83]). Among families with small employers, the adjusted odds of being switched to an HDHP
versus being kept in a traditional plan were lower for those with more children (OR: 0.85 [95%
CI: 0.77–0.95]), above-average family morbidity (OR: 0.57 [95% CI: 0.46–0.70]), and baseline
total expenditures of more than $7000 (OR: 0.75 [95% CI: 0.59–0.95]); the adjusted odds were
higher for those with baseline OOP expenditures of more than $450 (OR: 1.42 [95% CI: 1.14–
1.78]).

DISCUSSION
Clinicians who take care of children need to be aware of families whose health care choices
may be affected by high deductibles, particularly those who are at high risk as a result of
socioeconomic or clinical factors. This is one of the first studies to examine the characteristics
of families with children in HDHPs. We focused on families whose employers chose to offer
only one type of health insurance plan. Families with large employers were more likely to be

Galbraith et al. Page 5

Pediatrics. Author manuscript; available in PMC 2010 April 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



switched to HDHPs when they lived in lower income neighborhoods. In contrast, families with
small employers were more likely to be switched to HDHPs when they were healthier or had
fewer children.

Understanding the characteristics of HDHP enrollees who do not have a choice of plans is
important. A national survey showed that approximately half of HDHP enrollees did not have
a choice of plans,2 and 89% of families with children in HDHPs in the Harvard Pilgrim
population that we studied did not have a choice of plans. Other studies suggest that families
are less well represented among HDHP enrollees with a choice of plans.23,24 Employees
without a choice of plans may be a higher risk population, because they are more likely to have
lower incomes than those with choices.13 Our finding of an association between HDHP
enrollment and residence in a low-income neighborhood for families with large employers is
consistent with data that lower wage workers tend to be offered less generous plans.25
Although offering an HDHP as the only plan may not be common among large employers,1,
26 this smaller population seems to be a more vulnerable group.

Our finding among families with small employers that those who were switched to HDHPs
were healthier than those who were kept in traditional plans suggests that employer-level
selection may exist in HDHP enrollment even when employees are offered no direct choice of
coverage. Our data from key informant interviews supports the idea that small business owners
may recognize when they have healthy employees and select HDHPs for their businesses as a
way to lower premium costs. This raises concern that small employers with sicker families are
more likely to choose to remain in traditional plans, which may contribute to increasing per-
member costs in such plans.27,28 Given that employees in small firms nationally are less likely
to have a choice of plans1 and more likely to be enrolled in HDHPs29 compared with those in
large firms, this population merits monitoring. Future studies of HDHPs will need to account
for this potential employer-level selection bias, which may make health care use and costs seem
lower in HDHPs with many members from small employers.

Despite the seemingly favorable selection of healthier families into HDHPs, however,
approximately one third of families in HDHPs from both large and small employers had
children with chronic conditions. Pediatric providers and health plans will need to be aware of
the insurance coverage of children with chronic conditions to monitor whether the need to pay
OOP to meet deductible costs adversely affects use of recommended services.

From a clinician’s perspective, it may not be simple to infer which pediatric patients are
enrolled in HDHPs. Clinicians who have populations in which many families have small
employers or have large employers in manufacturing may be more likely to see children with
HDHPs; however, routine information collected in pediatric visits about parental employment
may not be enough for providers to determine which families are exposed to high deductibles,
and it is still uncommon for patients and physicians to discuss OOP costs during clinical visits.
30 As high deductibles and other cost-sharing mechanisms become more prevalent, providers
may need to inquire about patients’ type of insurance coverage and cost-sharing arrangements
when recommending health services, especially those with potentially high costs.

Enrollment in HDHPs may be influenced by factors that our study’s claims and enrollment
data did not capture, such as family income, education, race/ethnicity, and employee premium;
however, we were able to measure neighborhood income and education, which can serve as
reasonable proxies for individual-level socioeconomic measures.14,15,31 Children who live
in low-income neighborhoods might not have families with low incomes, and low-income
children are more likely to be enrolled in public insurance programs; however, ~40% of
Massachusetts children with family incomes at 100% to 199% of the federal poverty level have
private insurance.32 Because our study used data from a single health insurer, our conclusions
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may not generalize to HDHPs that are offered by insurers in other areas or HDHPs that include
health savings accounts; however, most HDHP enrollees nationally do not have such accounts
to pay for OOP costs.2,33 We are also unable to determine whether employers of families in
HDHPs in our study provided payment for deductible costs outside of formal accounts. Because
some families in our study did not have drug coverage, our analyses of baseline expenditures
did not include pharmacy expenditures. Although expenditures are likely to be higher when
pharmacy expenditures are included, we expect that the relative relationship between baseline
expenditures and HDHP enrollment should be similar regardless of whether pharmacy
expenditures are included. To test this, we examined mean baseline OOP expenditures for the
subset of families with drug coverage and found similar relationships between OOP
expenditures and HDHP enrollment regardless of whether pharmacy expenditures were
included (data not shown).

CONCLUSIONS
This study of families without a choice of health plans suggests that families in HDHPs likely
comprise at least 2 distinct groups: one with higher risk characteristics and another with lower
risk characteristics than those in traditional plans. Among families with large employers,
HDHP enrollees may have lower incomes than those in traditional plans, whereas HDHP
enrollees may be healthier than those in traditional plans among families with small employers.
Additional research on the short-and long-term effects of HDHPs is needed to ensure that
children and families, especially those with low incomes, receive high-quality health care.

Acknowledgements
Funding for this research was provided by the Harvard Pilgrim Health Care Foundation, the Charles H. Hood
Foundation, and the National Institute of Child Health and Human Development (K23HD052742). Drs Galbraith and
Wharam have received grant support from the Harvard Pilgrim Health Care Foundation through faculty grants.

We thank David Cochran for advice and support for this work and Christopher Forrest and Linda Dunbar for making
the Chronic Condition Checklist available and assisting with its use.

Abbreviations
HDHP  

high-deductible health plan

OOP  
out-of-pocket

HMO  
health maintenance organization

OR  
odds ratio

CI  
confidence interval

References
1. The Kaiser Family Foundation and Health Research and Educational Trust. Employer Health Benefits

2007 Annual Survey. [Accessed September 29, 2007]. Available at:
www.kff.org/insurance/7672/index.cfm

2. Fronstin, P.; Collins, SR. Findings From the 2007 EBRI/Commonwealth Fund Consumerism in Health
Survey. [Accessed March 19, 2008]. Available at:

Galbraith et al. Page 7

Pediatrics. Author manuscript; available in PMC 2010 April 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



www.commonwealthfund.org/usr_doc/
Fronstin_consumerism_survey_2007_issue_brief_FINAL.pdf?section=4039

3. Employee Benefits Research Institute and the Commonwealth Fund. The 2007 EBRI/Commonwealth
Fund Consumerism in Health Care Survey: Topline Results. [Accessed September 8, 2008]. Available
at: www.commonwealthfund.org/usr_doc/CHCS_2007_Toplines_11-7-07.pdf?section=4056

4. Employee Benefits Research Institute and the Commonwealth Fund. The 2005 EBRI/Commonwealth
Fund Consumerism in Health Care Survey: Topline Results. [Accessed September 8, 2008]. Available
at:
www.commonwealthfund.org/usr_doc/Consumerism_in_Health_Care_Toplines.pdf?section=4056

5. Scandlen G. Commentary: how consumer-driven health care evolves in a dynamic market. Health Serv
Res 2004;39(4 pt 2):1113–1118. [PubMed: 15230914]

6. Rowland C. Shake-up envisioned in health insurance: higher deductibles seen possible for many.
Boston Globe November;2005 7:A1–B4.

7. Halvorson GC. Commentary: current MSA theory—well-meaning but futile. Health Serv Res 2004;39
(4 pt 2):1119–1122. [PubMed: 15230915]

8. Davis, K.; Doty, M.; Ho, A. How high is too high?. Implications of high-deductible health plans.
[Accessed April 22, 2005]. Available at:
www.cmwf.org/publications/publications_show.htm?doc_id=274007

9. Johnson AD, Wegner SE. Committee on Child Health Financing, American Academy of Pediatrics.
High-deductible health plans and the new risks of consumer-driven health insurance products.
Pediatrics 2007;119(3):622–626. [PubMed: 17332218]

10. Bloche MG. Consumer-directed health care and the disadvantaged. Health Aff (Millwood) 2007;26
(5):1315–1327. [PubMed: 17848442]

11. Valdez RB, Brook RH, Rogers WH, et al. Consequences of cost-sharing for children’s health.
Pediatrics 1985;75(5):952–961. [PubMed: 3991284]

12. Newhouse, JP. Insurance Experiment Group. Free for All? Lessons From the RAND Health Insurance
Experiment. Cambridge, MA: Harvard University Press; 1993.

13. Gawande AA, Blendon R, Brodie M, Benson JM, Levitt L, Hugick L. Does dissatisfaction with health
plans stem from having no choices. Health Aff (Millwood) 1998;17(5):184–194. [PubMed: 9769582]

14. Selby JV, Fireman BH, Swain BE. Effect of a copayment on use of the emergency department in a
health maintenance organization. N Engl J Med 1996;334(10):635–641. [PubMed: 8592528]

15. Krieger N. Overcoming the absence of socioeconomic data in medical records: validation and
application of a census-based methodology. Am J Public Health 1992;82(5):703–710. [PubMed:
1566949]

16. Forrest CB, Majeed A, Weiner JP, Carroll K, Bindman AB. Referral of children to specialists in the
United States and the United kingdom. Arch Pediatr Adolesc Med 2003;157(3):279–285. [PubMed:
12622678]

17. Shenkman E, Pendergast J, Wegener DH, et al. Children’s health care use in the Healthy Kids Program.
Pediatrics 1997;100(6):947–953. [PubMed: 9374562]

18. Hwang W, Ireys HT, Anderson GF. Comparison of risk adjusters for Medicaid-enrolled children with
and without chronic health conditions. Ambul Pediatr 2001;1(4):217–224. [PubMed: 11888404]

19. The Johns Hopkins ACG Case-Mix System Reference Manual, Version 7.0. Baltimore, MD: The
Johns Hopkins University; 2005.

20. Parente ST, Feldman R, Christianson JB. Evaluation of the effect of a consumer-driven health plan
on medical care expenditures and utilization. Health Serv Res 2004;39(4 pt 2):1189–1210. [PubMed:
15230920]

21. Dunbar, L. Alternative Methods of Identifying Children With Special Health Care Needs:
Implications for Medicaid Programs. Baltimore, MD: University of Maryland; 2005.

22. United States Department of Labor, Occupational Safety and Health Administration. SIC Division
Structure. [Accessed March 15, 2006]. Available at: www.osha.gov/pls/imis/sic_manual.html

23. Fowles JB, Kind EA, Braun BL, Bertko J. Early experience with employee choice of consumer-
directed health plans and satisfaction with enrollment. Health Serv Res 2004;39(4 pt 2):1141–1158.
[PubMed: 15230917]

Galbraith et al. Page 8

Pediatrics. Author manuscript; available in PMC 2010 April 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



24. Tollen LA, Ross MN, Poor S. Risk segmentation related to the offering of a consumer-directed health
plan: a case study of Humana Inc. Health Serv Res 2004;39(4 pt 2):1167–1188. [PubMed: 15230919]

25. Bundorf MK. Employee demand for health insurance and employer health plan choices. J Health
Econ 2002;21(1):65–88. [PubMed: 11845926]

26. Fronstin, P.; Collins, SR. The 2nd Annual EBRI/Commonwealth Fund Consumerism in Health Care
Survey, 2006: Early Experience With High-Deductible and Consumer-Driven Health Plans.
[Accessed September 15, 2008]. Available at: www.ebri.org/pdf/briefspdf/EBRI_IB_12-20061.pdf

27. Gabel JR, Lo Sasso AT, Rice T. Consumer-driven health plans: are they more than talk now? Health
Aff (Millwood) 2002;(Suppl Web Exclusives):W395–W407. [PubMed: 12703601]

28. Kaiser Family Foundation. Illustrating the Potential Impacts of Adverse Selection on Health Insurance
Costs in Consumer Choice Models. Nov2006 [Accessed November 10, 2006]. Available at:
www.kff.org/insurance/snapshot/chcm111006oth2.cfm

29. DiJulio, B. Employer Sponsored Health Insurance: A Comparison of the Availability and Cost of
Coverage for Workers in Small Firms and Large Firms. Nov2008 [Accessed November 20, 2008].
Available at: www.kff.org/insurance/snapshot/chcm0111898oth.cfm

30. Alexander G, Casalino L, Meltzer D. Patient-physician communication about out-of-pocket costs.
JAMA 2003;290(7):953–958. [PubMed: 12928475]

31. Krieger N. Women and social class: a methodological study comparing individual, household, and
census measures as predictors of black/white differences in reproductive history. J Epidemiol
Community Health 1991;45(1):35–42. [PubMed: 2045742]

32. National Survey of Children’s Health, Data Resource Center. Child and Adolescent Health
Measurement Initiative. 2003 [Accessed September 15, 2008]. Available at:
www.nschdata.org/DataQuery/Survey/Areas.aspx

33. The Kaiser Family Foundation and Health Research and Educational Trust. Employer Health Benefits
2006 Annual Survey. [Accessed April 12, 2007]. Available at:
www.kff.org/insurance/7527/upload/7527.pdf

Galbraith et al. Page 9

Pediatrics. Author manuscript; available in PMC 2010 April 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Galbraith et al. Page 10

TABLE 1
Characteristics of Families Who Switched to HDHPs, According to Employer Size

Characteristic

Small
Employer
(n = 687)a

Large
Employer
(n = 152)b P

Age of children, mean, y 9.5 9.1 .376

Subscriber age, mean, y 42.9 41.9 .251

No. of children in family, mean 1.9 1.8 .114

High-poverty block group, % 10.6 21.5 <.001

Low-education block group, % 3.6 9.3 .003

Above-average family morbidity, % 33.3 49.3 <.001

Chronic condition in child, % 32.3 40.1 .065

Chronic condition in adult, % 53.3 55.9 .554

Baseline total expenditures >$7000, % 17.6 27.6 .005

Baseline OOP expenditures >$450, % 25.0 21.1 .300

a
Two to 50 employees.

b
More than 50 employees.
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TABLE 2
Employer Characteristics for Families in HDHPs and Traditional Plans

Characteristic
HDHP Traditional Plan

% of Families No. of Employers % of Families No. of Employers

Small employers

 Associations (<10 employees) 54.0 a 34.8 a

 2–50 employees 27.9 104 21.2 708

Large employers

 51–250 employees 16.2 20 10.3 145

 251–999 employees 0.4 1 17.0 50

 ≥1000 employees 1.6 1 16.7 42

a
There were 3 associations (independent brokers or trade groups) in the study population. These associations separately contracted with multiple small

employers who could offer either an HDHP or a traditional plan to their employees. Data are not available on employers who obtained insurance through
the association.
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TABLE 3
Multivariate Analyses of Characteristics Associated With Being Switched to an HDHP Versus Staying in a Traditional
Plan, Stratified According to Employer Size

Characterstic
OR of Being Switched to HDHP Versus Staying in Traditional Plan (95% CI)

Small Employers (n = 3557)a Large Employers (n = 2406)b

Mean age of children, y 1.01 (0.99–1.04) 0.99 (0.95–1.03)

Subscriber age, mean, y 1.00 (0.99–1.02) 1.00 (0.97–1.03)

No. of children in family 0.85 (0.77–0.95) 0.81 (0.65–1.02)

High-poverty block group 1.10 (0.82–1.48) 1.78 (1.12–2.83)

Low-education block group 0.70 (0.43–1.12) 0.70 (0.36–1.38)

Above-average family morbidity 0.57 (0.46–0.70) 1.24 (0.83–1.87)

Chronic condition in child 0.93 (0.77–1.12) 1.24 (0.86–1.78)

Chronic condition in adult 1.03 (0.85–1.24) 0.92 (0.64–1.34)

Baseline total expenditures >$7000 0.75 (0.59–0.95) 1.34 (0.86–2.08)

Baseline OOP expenditures >$450 1.42 (1.14–1.78) 1.12 (0.69–1.82)

Multivariate models include all variables listed.

a
Two to 50 employees.

b
More than 50 employees.
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