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INTRODUCTION

Introduction

Employer‑sponsored insurance covers 154 million people under the age of 65. To provide a current snapshot
of employer‑sponsored health benefits, KFF conducts an annual survey of private and non‑federal public
employers with ten or more workers. This is the 27th Employer Health Benefits Survey (EHBS) and reflects
employer‑sponsored health benefits in 2025. As in years past, the survey examines trends in employer
coverage, including premiums, employee contributions, cost sharing, offer rates, wellness programs, and
employer practices. This year, we asked employers detailed questions about provider networks; coverage for
GLP‑1 agonists; employers’ perspectives on premium cost drivers; and employees’ concerns about utilization
management. The 2025 survey includes 1,862 interviews with non‑federal public and private firms. The survey
was fielded from January through July 2025.

• The average annual family coverage premiums reached $26,993 this year‑6 percent higher than last year.
On average, workers contributed $6,850 toward the cost of family coverage.

• The average deductible among covered workers in a plan with a general annual deductible is $1,886 for
single coverage.

• Fifty‑nine percent of small firms and 97% of large firms offer health benefits to at least some workers, with
an overall offer rate of 61%.

• Nearly one in five (19 percent) large firms that offer health benefits cover GLP‑1 agonists when used
primarily for weight loss.

Survey results are released in several formats, including a full report with downloadable tables, a summary of
findings, and an article published in the peer‑reviewed journal Health Affairs. Additional resources—including an
interactive graphic of premium trends, and a de‑identified public‑use dataset—are available at ehbs.kff.org.

KFF / Page 6
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SUMMARY OF FINDINGS

Summary of Findings

Employer‑sponsored insurance covers 154 million people under the age of 651. To provide a current snapshot
of employer‑sponsored health benefits, KFF conducts an annual survey of private and non‑federal public
employers with ten or more workers. This is the 27th Employer Health Benefits Survey (EHBS) and reflects
employer‑sponsored health benefits in 2025.

HEALTH INSURANCE PREMIUMS ANDWORKER CONTRIBUTIONS

The average annual premiums for employer‑sponsored health insurance in 2025 are $9,325 for single coverage
and $26,993 for family coverage. Over the last year, the average single premium increased by 5% and the average
family premium increased by 6%. Comparatively, there was an increase of 4% in workers’ wages and inflation of
2.7%2 3. Over the last five years, the average premium for family coverage has increased by 26%, compared to a
28.6% increase in workers’ wages and inflation of 23.5% [Figure A, Figure B].

The average premium for firms with 10 to 199 workers is comparable to the average premium at larger firms for
covered workers with single coverage ($9,211 and $9,361) but lower for family coverage ($26,054 vs. $27,280).
The average premiums for covered workers in high‑deductible health plans with a savings option (HDHP/SO)
are lower than the overall average premiums for both single coverage ($8,620) and family coverage ($25,379). In
contrast, average premiums for covered workers enrolled in PPOs are higher than the overall average premiums
for both single ($9,818) and family coverage ($28,272).

Premiums also differ with firm characteristics. The average premiums for both single and family coverage are
relatively low for covered workers at private for‑profit firms and relatively high for covered workers in private
not‑for‑profit firms. The average premiums for covered workers at firms with larger shares of older workers
(where at least 35% of the workers are age 50 or older) are higher than the average premiums for covered workers
at firms with smaller shares of older workers for both single ($9,599 vs. $9,068) and family ($27,699 vs. $26,332)
coverage. The average premiums for covered workers at firms with relatively large shares of higher‑wage workers
(where at least 35% of workers earn $80,000 a year or more) are higher than the average premiums for covered
workers at firms with smaller shares of higher‑wage workers for both single ($9,600 vs. $9,133) and family
($27,957 vs. $26,313) coverage [Figure C].
1KFF’s analysis of data from the 2023 American Community Survey. See KFF. Health insurance coverage of the population ages 0–64
[Internet]. San Francisco (CA): KFF; [cited 2025 Sep 15]. [Time frame: 2023]. Available from: https://www.kff.org/state‑health‑policy‑
data/stateindicator/health‑insurancecoverage‑population‑0‑64/

2Bureau of Labor Statistics, Mid‑Atlantic Information Office. Consumer Price Index historical tables for U.S. city average (1967=100), Consumer
Price Index for All Urban Consumers (CPI‑U) (not seasonally adjusted) [Internet]. Philadelphia (PA): BLS, Mid‑Atlantic Information Office;
[cited 2025 Sep 15]. Available from: https://www.bls.gov/regions/mid‑atlantic/data/consumerprice indexhistorical1967base_us_table.htm

3Average hourly earnings of production and nonsupervisory employees (seasonally adjusted) from the Current Employment Statistics
survey. See Bureau of Labor Statistics. Current Employment Statistics—CES (national) [Internet]. Washington (DC): BLS; [cited 2025 Sep 15].
Available from: https://www.bls.gov/ces/data/
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SUMMARY OF FINDINGS

Most covered workers contribute to the cost of the premium directly. On average, covered workers contribute
16% of the premium for single coverage and 26% of the premium for family coverage, similar to the percentages
contributed in 2024. The average contribution rates for single coverage are the same for covered workers in firms
with 10 to 199 workers and in larger firms (16%) but the average contribution rate for family coverage is higher for
covered workers in firms with 10 to 199 workers than for those in larger firms (36% vs. 23%). On average, covered
workers at private, for‑profit firms have relatively high premium contribution rates and covered workers in public
firms have relatively low contribution rates for both single coverage and family coverage.

Twenty‑nine percent of covered workers at firms with 10 to 199 workers are enrolled in a plan where the
employer pays the entire premium for single coverage, compared with only 7% of covered workers at larger firms.
In contrast, 29% of covered workers at firms with 10 to 199 workers are in a plan where they must contribute
more than half of the premium for family coverage, compared to 5% of covered workers at larger firms [Figure D].

The average annual contribution amounts for covered workers are $1,440 for single coverage, similar to the
amount last year, and $6,850 for family coverage, higher than the amount last year. The average contribution
amount for family coverage for covered workers at firms with 10 to 199 workers ($8,889) is higher than the
amount for covered workers at larger firms ($6,227) [Figure C]. Eleven percent of covered workers, including 28%
of covered workers at firms with 10 to 199 workers, are in a plan with a worker contribution of $12,000 or more for
family coverage.

KFF / Page 9



SUMMARY OF FINDINGS

PLAN ENROLLMENT

PPOs continue to be the most common plan type in 2025. Forty‑six percent of covered workers are enrolled
in a PPO, 33% are enrolled in a high‑deductible plan with a savings option (HDHP/SO), 12% are enrolled in an
HMO, 9% are enrolled in a POS plan, and less than one percent are enrolled in a conventional (also known as an
indemnity) plan [Figure E].
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SUMMARY OF FINDINGS

SELF FUNDING

Many firms ‑ particularly larger firms ‑ have self‑funded health plans, which means that they pay for the health
services of enrollees directly from their own funds rather than through the purchase of health insurance.
Sixty‑seven percent of covered workers, including 27% of covered workers at firms with 10 to 199 workers and
80% at larger firms, are enrolled in plans that are self‑funded.

Thirty‑seven percent of covered workers in firms with 10 to 199 workers are covered by a level‑funded plan,
similar to the percentage in 2024. Level‑funded arrangements combine a relatively small self‑funded component
with stop‑loss insurance, which limits the employer’s liability and transfers a substantial share of risk to insurers.
These plans have the potential to meaningfully affect competition in the small groupmarket because, unlike
insured plans, they use health status in rating and underwriting, and are not required to provide all of the
essential health benefits that are mandatory for insured plans.

EMPLOYEE COST SHARING

Eighty‑eight percent of workers with single coverage have a general annual deductible that must be met before
most services are paid for by the plan, the same percentage last year (88%).

The average deductible amount in 2025 for workers with single coverage and a general annual deductible is
$1,886, similar to last year. The average deductible for covered workers at firms with 10 to 199 workers ($2,631) is
higher than the average deductible at larger firms ($1,670). For covered workers with an annual deductible, the
average deductible for single coverage has increased 17% over the last five years and 43% over the last 10 years.
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SUMMARY OF FINDINGS

Thirty‑four percent of covered workers in 2025 are in a plan with a general annual deductible of $2,000 or more
for single coverage, similar to the percentage (32%) last year. Over half (53%) of covered workers in firms with 10
to 199 workers are in such a plan, compared with 28% of covered workers in larger firms. The share of covered
workers in a plan with a general annual deductible of $2,000 or more for single coverage has increased 32% over
the last five years and 77% over the last ten years [Figure F].

Some workers in health plans with high deductibles also receive contributions to savings accounts from their
employers. These contributions can be used to reduce cost sharing amounts. Thirty‑three percent of covered
workers in an HDHP with a Health Reimbursement Arrangement (HRA), and 3% of covered workers in a Health
Savings Account (HSA)‑qualified HDHP receive an account contribution for single coverage that is greater than
or equal to their deductible amount. Additionally, 19% of covered workers in an HDHP with an HRA and 10% of
covered workers in an HSA‑qualified HDHP receive account contributions that, if applied to their deductible,
would reduce their personal annual liability to less than $1,000.

In addition to any general annual deductible they may have, most covered workers also pay a portion of the
cost of care when they use health care services, typically a copayment (a fixed dollar amount) or coinsurance (a
percentage of the covered amount). For physician office visits, the average copayment for a primary care visit is
$27, similar to the amount last year, and the average copayment for a visit to a specialist is $45, higher than the
amount last year. The average coinsurance rate is 19% for both primary care and specialist visits, similar to the
percentages last year.

When admitted to the hospital, 65% of covered workers have coinsurance requirements, 11% have a copayment,
and 8% have both a copayment and coinsurance requirement. The average coinsurance rate for a hospital
admission is 20% and the average copayment amount is $313. The cost sharing requirements for outpatient
surgery follow a similar pattern to those for hospital admissions, although the average copayment amount for
outpatient surgery is lower ($186).

Virtually all covered workers are in plans with an annual limit on in‑network cost sharing (called an out‑of‑pocket
maximum) for single coverage, although these limits vary significantly. Among covered workers in plans with an
out‑of‑pocket maximum for single coverage, 12% are in a plan with an out‑of‑pocket limit of $2,000 or less, while
21% are in a plan with a limit above $6,000.
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AVAILABILITY OF EMPLOYER‑SPONSORED COVERAGE

Sixty‑one percent of firms with 10 or more workers offer health benefits to at least some of their workers, similar
to the percentage last year (65%). As explained in the Methods, the 2025 survey sample was limited to firms with
10 or more employees, resulting in a higher overall offer rate than previously published estimates. Firms with 200
or more workers are muchmore likely than smaller firms to offer health benefits (97% vs. 59%).

Because most firms are small, the overall offer rate can fluctuate over time, as estimates for smaller firms tend to
vary considerably from year to year. Most workers, however, work for larger firms, where offer rates are higher
andmuchmore stable. Among firms with 200 or more workers, 96% of firms with 200 to 999 workers, and over
99% of firms with 1,000 or more workers, offer health benefits to at least some of their workers. Overall, 91%
of workers are employed by a firm that offers health benefits to at least some of its workers. This percentage is
similar to the percentages five years ago (92%).

Even in firms offering health benefits, many workers are not covered by health benefits provided by the firm.
Some are not eligible to enroll (due to factors such as waiting periods or part‑time or temporary work status),
while others who are eligible choose not to enroll (they may feel the coverage is too expensive, or they may
be covered through another source). Additionally, some firms provide incentives for workers or spouses of
workers not to enroll in their plans, or to enroll in a spouses’ plan. On average, at firms that offer coverage, 80%
of workers are eligible. Among eligible workers, 76% take up the firm’s offer. Overall, 61% of workers at firms that
offer health benefits are enrolled in that coverage.

The coverage rate varies with workforce characteristics. Among workers at firms offering health benefits,
those working for firms with a relatively large share of younger workers are less likely to be covered by their
own firm than workers in firms with a smaller share of younger workers (39% vs. 64%) and those working at
firms with a relatively large share of lower‑wage workers are less likely to be covered by their own firm than
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workers at firms with a smaller share of lower‑wage workers (43% vs. 64%)4 The share of workers employed at
public organizations covered by their own employer (72%) is higher than the shares of workers covered that are
employed at private for‑profit firms (59%), or private non‑for‑profit firms (60%).

Across firms that offer health benefits and firms that do not, 55% of workers are covered by a health plan offered
by their employer, similar to the percentage last year (57%).

HEALTH PROMOTION ANDWELLNESS PROGRAMS

Many firms sponsor programs to help workers identify health issues andmanage chronic conditions. These
programs include health risk assessments, biometric screenings, and health promotion programs.

Health Risk Assessments. Among firms offering health benefits, 35% of firms with 10 to 199 workers and 53% of
larger firms provide workers the opportunity to complete a health risk assessment. Among large firms that offer
a health risk assessment, 53% use incentives or penalties to encourage workers to complete the assessment,
similar to the percentage last year.

Biometric Screenings. Among firms offering health benefits, 22% of firms with 10 to 199 workers and 43%
of larger firms provide workers the opportunity to complete a biometric screening. Among large firms with a
biometric screening program, 62% use incentives or penalties to encourage workers to complete the assessment,
similar to the percentage last year.

Health andWellness Promotion Programs. Many firms offering health benefits offer programs to help workers
identify and address health risks and unhealthy behaviors. Fifty‑six percent of firms with 10 to 199 workers and
83% of larger firms offer a program in at least one of these areas: smoking cessation, weight management, and
behavioral or lifestyle coaching. The percentage of both smaller firms and larger firms offering one of these
programs are similar to the percentages last year (61% and 79%, respectively).

GLP‑1 DRUG COVERAGE FORWEIGHT LOSS

GLP‑1 (Glucagon‑like peptide‑1) agonists, used to help control blood sugar levels in people with type 2 diabetes
and certain other conditions, have also been shown to be an effective drug to help people lose weight. The high
cost of these drugs, however, combined with the large number of people who could benefit and the potential for
long‑term usage, has raised concerns about the costs of covering them as a weight‑loss treatment.

Among firms that offer health benefits with 200 or more workers, 16% of firms with 200 to 999 workers, 30% of
firms with 1,000 to 4,999 workers, and 43% of firms with 5,000 or more workers cover GLP‑1 agonists when used
primarily for weight loss in 2025. The percentage of firms with 5,000 or more workers covering GLP‑1 agonists for
weight loss is higher than the percentage last year (43% vs. 28%) [Figure G]. Thirty‑four percent of firms covering
these drugs for weight loss require enrollees to meet with a dietitian, case manager, or therapist, or participate in
a lifestyle program in order to receive the coverage.

Firms covering GLP‑1 agonists primarily for weight loss were asked how the use of the drug compared to
expectations and about the impact on the firm’s spending for prescription drugs. Forty‑four percent of these
firms with 1,000 to 4,999 workers, and 59% of these firms with 5,000 or more workers, say that the use of these
medications for weight loss was higher than expected. Forty‑three percent of these firms with 1,000 to 4,999
workers, and 66% of these firms with 5,000 or more workers say that covering GLP‑1 agonists for weight loss had
a “significant” impact on the health plan’s prescription drug spending [Figure H].

Among firms with 200 or more workers that offer health benefits and do not cover GLP‑1 agonists for weight loss,
only 1% say that they are “very likely” to begin covering GLP‑1 agonists for weight loss within the next 12 months,
4This threshold is based on the twenty‑fifth percentile of workers’ earnings ($37,000 in 2025). Seasonally adjusted data from the Current
Employment Statistics Survey. Bureau of Labor Statistics. Current Employment Statistics—CES (national) [Internet]. Washington (DC): BLS.
Available from: https://www.bls.gov/ces/publications/highlights/highlights‑archive.htm
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24% say that they were “somewhat likely,” 67% say that they were “not likely,” and 8% do not know the answer to
the question.
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EMPLOYEE CONCERNSWITH PLAN AND UTILIZATIONMANAGEMENT

Consumer concerns about health plan management—such as prior authorization requirements—have received
growing public attention in recent years. Firms offering health benefits were asked to assess how concerned they
believe their employees are about various aspects of health plan management. Among large firms (200 or more
workers):

Affordability of Cost Sharing. Twenty percent believe that their employees level of concern over the
affordability of cost sharing is “high,” 27% believe the level of concern is “moderate,” 33% believe the level of
concern is “low,” 12% believe the level of concern is “none,” and 7% do not know the level of concern [Figure I].
Firms with 10 to 199 workers are more likely than larger employers to believe their employees have no concern
about the affordability of cost sharing (21%).

Scheduling Timely Appointments With Providers. Seventeen percent believe that their employees level of
concern over their ability to schedule timely appoints is “high,” 26% believe the level of concern is “moderate,”
29% believe the level of concern is “low,” 20% believe the level of concern is “none,” and 8% do not know the
level of concern [Figure I]. Firms with 200 or more workers are more likely than smaller firms to believe that
employees have a “high” or “moderate” level of concern about their ability to schedule timely appointments with
providers (29%).

Complexity of Prior Authorization Requirements. Twelve percent believe that their employees level of
concern over the complexity of prior authorization requirements is “high,” 32% believe the level of concern is
“moderate,” 31% believe the level of concern is “low,” 16% believe the level of concern is “none,” and 9% do not
know the level of concern [Figure I].

Finding In‑Network Providers. Seven percent believe that their employees level of concern over the difficulty
of finding in‑network providers is “high,” 19% believe the level of concern is “moderate,” 43% believe the level of

KFF / Page 16



SUMMARY OF FINDINGS

concern is “low,” 25% believe the level of concern is “none,” and 7% do not know the level of concern [Figure I].
Firms with 10 to 199 workers are more likely than larger employers to believe their employees have no concern
about their ability to find in‑network providers (29%).

Number of Denied Claims. Six percent believe that their employees level of concern about the number of
denied claims is “high,” 12% believe the level of concern is “moderate,” 50% believe the level of concern is “low,”
14% believe the level of concern is “none,” and 17% do not know the level of concern [Figure I].

SUFFICIENCY OF PROVIDER NETWORKS

Firms offering health benefits were asked whether they believed the provider network for their health plan
with the largest enrollment included a sufficient number of providers to ensure timely access to primary care,
specialty care, andmental health services. Ninety‑two percent of these firms believe their largest health plan
provides timely access to primary care services, 89% believe it provides timely access to specialty care, and
70% believe it provides timely access tomental health services. These percentages are similar among small and
large firms.

HEALTH PLAN PROVIDER NETWORKS

Tiered and Narrow Networks. Health plans structure their networks of providers to provide access to care
and to encourage enrollees to use providers that are lower cost, or that provide better care. One option to
accomplish these goals are high‑performance or tiered network plans, which use cost‑sharing or other incentives
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to encourage enrollees to certain in‑network providers. Another option are narrow network plans, which
significantly restrict the number of participating providers in order to reduce costs.

Among firms with 50 or more employees that offer health benefits, 15% have a high‑performance network
or tiered network as part of their health plan with the largest enrollment in 2025. Firms with 5,000 or more
employees are more likely to include a high‑performance or tiered network in their largest health plan than
smaller employers (24% vs. 15%). Eight percent of firms with 50 or more employees that offer health benefits
offer a health plan that can be considered a narrow network in 2025, similar to the percentage last year (8%).
Firms with 5,000 or more employees are more likely to offer a narrow network plan than employers with fewer
employees (17% vs. 8%) [Figure J].

MENOPAUSE SUPPORT BENEFITS

Some employers contract with a vendor to offer specialized care or a virtual care benefit to provide support
for enrollees during menopause. These services may include education, access to specialty care, andmental
health support. Among employers with 200 or more workers that offer health benefits, 4% of firms with 200 to
999 workers, 10% of firms with 1,000 to 4,999 workers, and 13% of firms with 5,000 or more workers have vendor
contracts to provide support for workers or their dependents during menopause [Figure J].

APPROACHES TO PRIMARY CARE

Some employers are using alternative approaches to provide primary care options for their workers. These
include approaches using virtual care and direct contracts with networks of primary care providers. Among firms
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with 50 or more workers that offer health benefits, 30% have a contract to provide virtual primary care services,
including telehealth primary care options, that go beyond the services provided to workers in their health plan
networks. Firms with 1,000 or more workers are more likely than smaller firms to have a contract for virtual
primary care services (45% vs. 29%).

Seven percent of firms with 50 or more workers that offer health benefits contract directly with an organization
to provide primary care services to their workers in addition to the primary care providers offered through their
health plan networks. The percentage is similar for smaller and larger firms [Figure J].

ICHRA AND ASSISTING EMPLOYEESWITH PURCHASING COVERAGE IN THE
NON‑GROUPMARKET

Some employers provide funds to some or all of their employees to help them purchase coverage in the
individual (“non‑group”) market. Employers that do not otherwise offer health benefits may offer these funds
as an alternative to offering a group plan. Additionally, employers that offer a group plan to some employees
may use this approach for other types or classes of workers, such as those working part time or remotely. One
way an employer can provide tax‑preferred assistance for employees to purchase non‑group coverage is through
an Individual Coverage Health Reimbursement Arrangement, or ICHRA. In 2025, 4% of firms that offer health
benefits and 9% of firms that do not offer health benefits offered funds to one or more of their employees to
purchase non‑group coverage.

Modest shares of employers not currently offering an ICHRA option are considering doing so in the near future.
Among firms with 10 or more workers that offer health benefits, 2% say they are “very likely” and an additional
6% are “somewhat likely” to offer an ICHRA to at least some employees in the next two years. Among firms with
10 to 199 workers that do not offer health benefits, 2% say they are “very likely” and an additional 16% say they
are “somewhat likely” to offer an ICHRA to at least some employees in the next two years.

DISCUSSION

Average annual premiums increased by 5% for single coverage and 6% for family coverage in 2025, similar to the
rate of growth over the past two years. Over the last five years, average family premiums have risen 26%, roughly
in line with the cumulative increase in inflation (23.5%) and wage growth (28.6%) over the same period.

Early reports suggest that cost trends will be higher for 2026, potentially leading to higher premium increases
unless employers and plans find ways to offset higher costs through changes to benefits, cost sharing, or plan
design. One place where this story is playing out is coverage of GLP‑1 agonists for weight loss. The share of
the largest firms covering these medications for weight loss increased significantly in 2025, but many of these
firms also reported higher than expected use, as well as a significant impact on prescription costs. Discussions
with individual employers suggest that some have stopped covering these medications for weight loss, with a
few even tightening up coverage for those with diabetes. While concerns over the negative health impacts of
obesity remain, they are now in competition with concerns about the high cost and proper use of GLP‑1 agonist
medications, particularly at a time when other cost pressures may be growing. Whether and how to provide
coverage for GLP‑1 agonists will continue to be an important topic for employers and workers over the next few
years.

Another potential strategy for managing rising costs is to increase employee cost sharing. While key measures
such as the average deductible have grownmore modestly in recent years, continued premium growth could
prompt employers to raise out‑of‑pocket amounts for workers. Yet manymay feel constrained in doing so;
nearly half of large employers report that their employees have “high” or “moderate” concern about current
cost‑sharing levels. Many covered workers already face substantial cost‑sharing, for example more than one‑third
of covered workers are enrolled in a plan with a deductible of $2,000 or more for single coverage.
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METHODOLOGY

The KFF 2025 Employer Health Benefits Survey reports findings from a survey of 1,862 randomly selected
non‑federal public and private employers with ten or more workers. Davis Research, LLC conducted the field
work between January and July 2025. The overall response rate is 13%, which includes firms that offer and
do not offer health benefits. Unless otherwise noted, differences referred to in the text and figures use the 0.05
confidence level as the threshold for significance. Small firms have 10‑199 workers unless otherwise noted.
Values below 3% are not shown on graphs to improve readability. Some distributions may not sum due to
rounding. For more information about survey methodology, see the Survey Design and Methods section at
http://ehbs.kff.org/.

Filling the need for trusted information on national health issues, KFF is a nonprofit organization based in San
Francisco, California.
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Survey Design and Methods

KFF has conducted this annual survey of employer‑sponsored health benefits since 1999. Since 2020, KFF has
employed Davis Research LLC (Davis) to field the survey. From January to July 2025, Davis interviewed business
owners as well as human resource and benefits managers at 1,862 firms.

SURVEY TOPICS

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

Firms that offer health benefits are asked about the attributes of their largest HMO, PPO, POS and HDHP/SO
plans. Exclusive provider organizations (EPOs) are grouped with HMOs, and conventional (or indemnity) plans
are grouped with PPOs.

Plan Definitions:

• HMO (Health Maintenance Organization): A plan that does not cover non‑emergency services provided out
of network.

• PPO (Preferred Provider Organization): A plan that allows use of both in‑network and out‑of‑network
providers, with lower cost sharing for in‑network services and no requirement for a primary care referral.

• POS (Point‑of‑Service Plan): A plan with lower cost sharing for in‑network services, but that requires a
primary care gatekeeper for specialist or hospital visits.

• HDHP/SO (High‑Deductible Health Plan with a Savings Option): A plan with a deductible of at least $1,000
for single coverage or $2,000 for family coverage, paired with either a health reimbursement arrangement
(HRA) or a health savings account (HSA). While HRAs can be offered with non‑HDHPs, the survey collects
data only on HRAs paired with HDHPs. (See the introduction to Section 8 for more detail on HDHPs, HRAs,
and HSAs.)

To reduce respondent burden, questions on cost sharing for office visits, hospitalization, outpatient surgery,
and prescription drugs are limited to the firm’s largest plan. Firms offering multiple plan types report premium
contributions and deductibles for their two largest plans. Within each plan type, respondents are asked about
the plan with the highest enrollment.

Firms report attributes of their current plans as of the time of the interview. While the survey fielding begins
in January, many firms have plan years that do not align with the calendar year. In some cases, firms may
report data based on the prior year’s plan. As a result, some reported attributes—such as HSA deductible
thresholds—may not align with current regulatory requirements. Additionally, plan decisions may have been
mademonths prior to the interview.

SAMPLE DESIGN

The sample for the annual KFF Employer Health Benefits Survey includes private firms and nonfederal
government employers with ten or more employees. The universe is defined by the U.S. Census’ 2021 Statistics
of U.S. Businesses (SUSB) for private firms and the 2022 Census of Governments (COG) for non‑federal public
employers. At the time of sample design (December 2024), this data represented the most current information
on the number of public and private firms. The sample size is determined based on the number of firms needed
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to achieve a target number of completes across five firm‑size categories and whether the firm was located in
California.

We attempted to re‑interview prior survey respondents who participated in either the 2023 or 2024 survey, or
both. In total,
* 186 firms participated in 2023, * 423 firms participated in 2024, and * 693 firms participated in both years.

Non‑panel firms were randomly selected within size and industry groups.

Since 2010, the sample has been drawn from a Dynata list (based on a census compiled by Dun & Bradstreet)
of the nation’s private employers, and from the COG for public employers. Starting in 2025, we included an
augmented sample of 50 firms from the Forbes America’s Largest Private Companies list. This list includes
U.S.‑based firms with annual revenue of $2 billion or more and is intended to complement the Dynata sample
frame.

To increase precision, the sample is stratified by ten industry categories and six size categories. Education is
treated as a separate category for sampling but included in the “Service” category for weighting.

For more information on changes to sampling methods over time, please consult the extendedmethods
(http://ehbs.kff.org) which describes changes made in each year’s survey.

RESPONSE RATE

Response rates are calculated using a CASROmethod, which accounts for firm eligibility in the study. The rate
is computed by dividing the number of completes by the sum of refusals and the estimated number of eligible
firms among those with unknown eligibility. The overall response rate is 13% [Figure M.1]. As in prior years, the
response rate for panel firms is higher than for non‑panel firms.

Similar to other employer and household surveys, response rates have declined over time. Since 2017, we have
attempted to increase the number of completes by expanding the number of non‑panel firms in the sample.
While this strategy improves the precision of estimates—particularly for subgroups—it tends to reduce the overall
response rate.

Most survey questions are asked only of firms that offer health benefits. A total of 1,610 of the 1,862 firms
responding to the full survey indicated that they offer health benefits.

We asked one question of all firms we contacted by phone, even if they declined to complete the full survey:
“Does your company offer a health insurance program as a benefit to any of your employees?” A total of
2,560 firms responded to this question, including 1,862 full survey respondents and 698 firms who responded to
this question only.

These responses are included in the estimates of the percentage of firms offering health benefits presented in
Chapter 2. The response rate for this question is 17.4% [Figure M.1].
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While response rates have decreased, elements of the survey design limit the potential impact of a response
bias. Most major statistics are weighted by the number of covered workers at a firm. Collectively, 3,600,000 of the
67,600,000 workers covered by their own employer’s health benefits nationwide were employed at firms that
completed the survey. The most important statistic weighted by the number of employers is the offer rate. Firms
that do not complete the full survey are still asked whether they offer health benefits, ensuring a larger sample.
As in previous years, most responding firms are very small. As a result, fluctuations in the offer rate for these
small firms significantly influence the overall offer rate.

FIRM SIZES AND KEY DEFINITIONS

Throughout the report, we present data by firm size, region, and industry; [Figure M.2] displays selected
characteristics of the sample. Unless otherwise noted, firm size is defined as follows: small firms have 10‑199
workers, and large firms have 200 or more workers.

A firm’s primary industry classification is based on Dynata’s designation, which in turn is derived from the U.S.
Census Bureau’s North American Industry Classification System (NAICS) [Figure M.3]. Firm ownership type,
average wage level, and workforce age are based on respondents’ self‑reported information.

While there is considerable overlap between firms categorized as “State/Local Government” in the industry
classification and those identified as publicly owned, the two categories are not identical. For example, public
school districts are included in the “Service” industry category, even though they are publicly owned.

Family coverage is defined as health insurance coverage for a family of four.
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[Figure M.4] shows the categorization of states into regions, based on the U.S. Census Bureau’s regional
definitions. State‑level data are not reported due to limited sample sizes in many states and because the survey
collects information only on a firm’s primary location—not where employees may be based. Somemid‑size and
large employers operate in multiple states, so the location of a firm’s headquarters may not correspond to the
location of the health plan for which premium information was collected.

KFF / Page 25



SURVEY DESIGN ANDMETHODS

[Figure M.5] displays the distribution of the nation’s firms, workers, and covered workers (employees receiving
health coverage from their employer). Beginning in 2025, firms with fewer than 10 employees were excluded
from the survey universe. Althoughmost firms in the United States are small, most workers covered by health
benefits are employed at large firms: 76% of the covered worker weight is controlled by firms with 200 or more
employees. Conversely, firms with 10‑199 employees represent 96% percent of the employer weight.

Because small firms make up the vast majority of all firms, they heavily influence statistics weighted by the
number of employers. For this reason, most firm‑level statistics are reportedc by firm size. In contrast, large
firms—especially those with 1,000 or more workers—have the greatest influence on statistics related to covered
workers. Even with the large firm category (those with 200 or more workers), 81% of the employer weight is
driven by firms with 200‑999 employees.

Statistics for small firms and employer‑weightedmeasures tend to exhibit greater variability.
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The survey asks firms what percentage of their employees earn more or less than a specified amount in order to
identify the portion of the workforce that has relatively lower or higher wages. This year, the income threshold is
$37,000 or less per year for lower‑wage workers and $80,000 or more for higher‑wage workers. These thresholds
are based on the 25th and 75th percentile of workers’ earnings as reported by the Bureau of Labor Statistics
using data from the Occupational Employment Statistics (OES) (2023).5 The cutoffs were inflation‑adjusted and
rounded to the nearest thousand.

Annual inflation estimates are calculated as an average of the first three months of the year. The 12 month
percentage change for this period was 2.7%.6 Data presented is nominal unless indicated specifically otherwise.

ROUNDING AND IMPUTATION

Some figures may not sum to totals due to rounding. While overall totals and totals by firm size and industry are
statistically valid, some breakdowns are not reported due to limited sample sizes or high relative standard errors.
Where the unweighted sample size is fewer than 30 observations, figures are labeled “NSD” (Not Sufficient Data).
Estimates with high relative standard errors are reviewed and, in some cases, suppressed. Many subset estimates
may have large standard errors, meaning that even large differences between groups may not be statistically
significant.
5Seasonally Adjusted Data from the Current Employment Statistics Survey. Bureau of Labor Statistics. Current Employment Statistics—CES
(National) [Internet]. Washington (DC): BLS; [cited 2024 Aug 1]. Available from: https://www.bls.gov/ces/publications/highlights/highlights‑
archive.htm

6Bureau of Labor Statistics, Mid‑Atlantic Information Office. Consumer Price Index historical tables for, U.S. City Average (1967 =
100) of Annual Inflation [Internet]. Washington (DC): BLS; [cited 2024 Aug 1]. Available from: https://www.bls.gov/regions/mid‑
atlantic/data/consumerpriceindexhistorical1967base_us_table.htm
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To improve readability, values below 3% are not shown in graphical figures. The underlying data for all estimates
presented in graphs are available in Excel files accompanying each section at http://ehbs.kff.org.

To control for item nonresponse bias, we impute missing values for most variables. On average, 10% of
observations are imputed. All variables—except single coverage premiums—are imputed using a hotdeck
method, which replaces missing values with observed values from a similar firm (based on size and industry).

When both single and family coverage premiums are missing for a firm, the single coverage premium is first
predicted using a random forest algorithm based on other known plan and firm characteristics. This predicted
value is then used to impute related variables, such as family premiums and worker contributions, using the
hotdeck approach. Some variables are hotdecked based on their relationship to another variable. For example,
if a firm reports a family worker contribution but not a family premium, we impute a ratio between the two and
then calculate the missing premium.

In 2025, there were forty‑six variables where the imputation rate exceeded 20%, most of which were related
to plan‑level statistics. When constructing aggregate estimates across all plans, the imputation rate is typically
much lower. A few variables are not imputed—these are usually cases where a “don’t know” response is
considered valid.

To ensure data quality, we conduct multiple reviews of outliers and illogical responses. Each year, several
hundred firms are recontacted to verify or correct their responses. In some cases, responses are edited based on
open‑ended comments or established logic rules.
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WEIGHTING

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

The employer weight was determined by calculating the firm’s probability of selection. This weight was
trimmed of overly influential weights and calibrated to U.S. Census Bureau’s 2021 Statistics of U.S. Businesses
for firms in the private sector, and the 2022 Census of Governments totals. The worker weight was calculated
by multiplying the employer weight by the number of workers at the firm and then following the same weight
adjustment process described above. The covered‑worker weight and the plan‑specific weights were calculated
by multiplying the percentage of workers enrolled in each of the plan types by the firm’s worker weight. These

KFF / Page 29



SURVEY DESIGN ANDMETHODS

weights allow analyses of workers covered by health benefits and of workers in a particular type of health plan.

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

To account for design effects, the statistical computing package R version 4.5.1 (2025‑06‑13 ucrt) and the library
“survey” version 4.4.8 were used to calculate standard errors.

STATISTICAL SIGNIFICANCE AND LIMITATIONS

All statistical tests are performed at the 0.05 confidence level. For figures spanning multiple years, comparisons
are made between each year and the previous year shown, unless otherwise noted. No statistical tests are
conducted for years prior to 1999.

Subgroup comparisons are made against all other firm sizes not included in the specified group. For example,
firms in the Northeast are compared to an aggregate of firms in the Midwest, South, and West. For plan type
comparisons (e.g., average premiums in PPOs), results are tested against the “All Plans” estimate. In some
cases, plan‑specific estimates are also compared to similar estimates for other plan types (e.g., single and family
premiums in HDHP/SOs vs. HMO, PPO, and POS plans); such comparisons are noted in the text.

Two statistical tests are used: the t‑test and the Wald test. A small number of observations for certain variables
can result in large variability around point estimates. Readers should be cautious of these when interpreting
year‑to‑year changes, as large shifts may not be statistically significant. Standard errors for selected estimates are
available in a technical supplement at http://ehbs.kff.org.

Due to the complexity of many employer health benefit programs, the survey may not capture all elements of
any given plan. For instance, employers may offer intricate and varying prescription drug benefits, premium
contributions, or wellness incentives. Interviews were conducted with the individual most knowledgeable about
the firm’s health benefits, though some respondents may not have complete information on all aspects of the
plan. While the survey collects data on the number of workers enrolled in coverage, it does not capture the
characteristics of those offered or enrolled in specific plans.

DATA COLLECTION AND SURVEY MODE

Starting in 2022, we expanded the use of computer assisted web interview (CAWI), offering most respondents
the opportunity to complete the survey using an online questionnaire rather a telephone interview. In 2025,
fifty‑seven percent of survey responses were completed via telephone interview, and the remainder were
completed online. Previous analysis has found that survey mode had little impact onmajor statistics such as
annual premiums, contributions, and deductibles.

Preferred Reporting Items for Complex Sample Survey Analysis
(PRICSSA)

In their Journal of Survey Statistics and Methodology article, Seidenberg, Moser, and West (2023) propose a
checklist for survey administrators and sponsoring organizations to help external researchers quickly understand
the methods used to create a complex sample dataset.7 The Preferred Reporting Items for Complex Sample
7Seidenberg, Andrew B, Richard P Moser, and Brady T West. 2023. “Preferred Reporting Items for Complex Sample Survey Analysis
(PRICSSA).” Journal of Survey Statistics and Methodology 11 (4): 743‑57. https://doi.org/10.1093/jssam/smac040.
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Survey Analysis (PRICSSA) recommends a standard format to enumerate data collection and analysis techniques
across a variety of different surveys. KFF has adopted this checklist to increase transparency for our readership
and also to promote reproducibility among external researchers granted access to our public use files.

• 1.1 Data collection dates: January 27, 2025‑July 23, 2025.

• 1.2 Data collection mode(s): fifty‑seven percent computer‑assisted telephone interviewing (CATI), and the
remainder completed with computer assisted web interview (CAWI).

• 1.3 Target population: Private firms as well as state and local government employers with ten or more
employees in 50 US states and Washington DC.

• 1.4 Sample design: A sample stratified by ten industry categories and six size categories drawn from a
Dynata list (based on a census assembled by Dun and Bradstreet) of the nation’s private employers and the
Census of Governments for public employers.

• 1.5 Full Survey response rate: 13 percent (CASROmethod).

• 2.1 Missingness rates: On average, 10% of observations are imputed.

• 2.2 Observation deletion: Observations found to be duplicated firms, out of business, or no longer exisiting
in the sample universe.

• 2.3 Sample sizes: 1,862 firms completed the entire survey, 2,560 completed at least the offer question, out
of 30,150 initially sampled firms, generalizing to a total of about onemillion firms.

• 2.4 Confidence intervals / standard errors: All statistical tests are performed at the .05 confidence level.

• 2.5 Weighting: empwt (firms), empwt_a6 (firms, including those answering only the offer question), wkrwt
(workers), covwt (policyholders), hmowt, ppowt, poswt, and hdpwt (plan weights)

• 2.6 Variance estimation: Taylor Series Linearization with newcell used as the stratum variable but no PSU
variable.

• 2.7 Subpopulation analysis: The R survey package toolkit such as svyby and a complex sample design’s
subset method allowed for most analysis of subdomains.

• 2.8 Suppression rules: Where the unweighted sample size is fewer than 30 observations, figures include the
notation “NSD” (Not Sufficient Data). Estimates with high relative standard errors are reviewed and in some
cases not published.

• 2.9 Software and code: All design‑based analyses were performed using R version 4.5.1 (2025‑06‑13 ucrt)
and survey library version 4.4.8.

2025 SURVEY

The 2025 survey includes new questions on primary care, menopause benefits, direct contracting, specialty
networks, and transparency, among other topics. As in previous years, modifications were also made to existing
questions to improve clarity and reflect changes in the health care marketplace.
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California Oversample

In 2025, we fielded an oversample of California‑based employers to generate separate state‑level estimates
for the CHCF/KFF California Employer Health Benefits Survey (CHBS). KFF and the California Health Care
Foundation (CHCF) have previously included California‑specific questions and an oversample of firms located
in the state. The 2025 California Employer Health Benefits Survey will produce estimates comparable to those
in the 2022 CHBS. Firms with workers in California are included in both the 2025 EHBS and CHBS. To ensure
statistical reliability at both the national and state levels, firm weights for the California sample were calibrated
to state‑specific targets from the U.S. Census Bureau’s Statistics of U.S. Businesses (SUSB). All firms were asked
about the characteristics of their workforce nationwide and if applicable in California.

Augmented Sample

Firms with 70,000 or more employees account for 14% of workers in the United States. As a result, the accuracy of
estimates depends heavily on the participation of these large employers. In recent years, however, participation
among the largest firms has declined. In 2014, survey respondents included firms of this size employing about
9% of the nation’s covered workforce; by 2024, this share had fallen to 4%. While the total number of responding
firms has remained relatively stable, the survey now includes fewer firms that have large workforces. Although
there are likely multiple reasons for the decline in participation among large firms, one potential concern is that
these firms may be underrepresented in the sample frame.

To address this issue, beginning in 2025, we implemented an augmented sample drawn from the Forbes
America’s Largest Private Companies list, which includes U.S.‑based firms with annual revenues of $2 billion
or more. This supplemental sample was designed to enhance representation of the largest employers and
complement the primary Dynata sample frame. For this augmented sample, Davis Research conducted outreach
to multiple individuals at each firm, targeting staff with human resources‑related titles.

Exclusion of Firms with Fewer than 10 Employees

Beginning in 2025, the survey will no longer include firms with 3 to 9 employees. This change reflects
longstanding challenges in surveying the smallest firms and their limited influence on national estimates.
Although there are 1.95 million such firms in the U.S., they employ a very small share of the workforce and
present significant methodological difficulties.

In 2024, only 151 firms in this size range responded to the survey, and just 29 reported offering health benefits.
Due to their small numbers, each responding firm carried substantial weight in employer‑level estimates—on
average, offering firms with 3‑9 employees were weighted 58 times more heavily than larger firms. As a result, a
small number of responses have disproportionate influence on employer‑weighted estimates, even though these
firms often hadmore limited knowledge of their health plans. The response rate for offering firms in this group
was also significantly lower than the overall rate (6.5% vs. 14%).

At the same time, these firms have minimal impact onmost covered worker‑weighted estimates, such as
premiums, contributions, deductibles and other cost‑sharing. For example, the average family premiumwhen
including versus excluding 3‑9 employee firms in 2024 differed by only $13 because they account for just 3.7% of
all covered workers. For more information on the sample distribution and responses rates including firms with 3
to 9 employees see the 2024 methods section.

Given these factors — low response rates, high variability, and limited influence on key national estimates — firms
with fewer than 10 employees were removed from the sample universe starting in 2025.

This changemost directly affects the firm offer rate. In 2024, the offer rate among firms with 10 or more
employees was 65% compared to 54% among firms with 3 or more employees. While this adjustment reduces
insight into the smallest firms, it improves the precision and reliability of estimates for the remaining sample
universe.
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SURVEY DESIGN ANDMETHODS

Decline in Single‑Question A6 Firm Counts

After fielding the 2025 survey, we discovered a skip pattern mistake that led to a sharp reduction in the number
of firms refusing the full survey but responding to the question “Does your company offer a health insurance
program as a benefit to any of your employees?” In the past few years, more than 2,000 firms have answered
only this question but not the full survey; however, the error reduced this segment’s 2025 unweighted sample
to only about 700 firms. Although this oversight decreased the precision of our 2025 offer rate estimates,
we reviewed the questionnaire pathways and do not believe to have introduced bias in the manner of data
collection. Both including and excluding these additional firms yielded the same percentage point estimates
both last year and this year: 65% in 2024 and 61% in 2025. This oversight also reduced our 2025 combined
response rate to 17% compared to 30% last year, since fewer eligible firms were given an opportunity to answer
this standalone question. (The 2024 Table M.1 shows 31% including firms with 3‑9 employees.) We expect to
remedy this issue in the 2026 setup and hope to collect single‑question information from a larger pool of firms as
consistent with recent years.

OTHER RESOURCES

Additional information about the Employer Health Benefits Survey is available at http://ehbs.kff.org., including
a Health Affairs article, an interactive graphic, and historical reports. Researchers may also request access to a
public use dataset at https://www.kff.org/contact‑us/.

The Survey Design and Methods section on our website includes an extendedmethodology document that is not
available in the PDF or printed versions of this report. Readers interested in more detailed information on survey
methods should consult the online edition.

Published: October 22, 2025. Last Updated: October 21, 2025.
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SECTION 1. COST OF HEALTH INSURANCE

Section 1

Cost of Health Insurance

The average annual health insurance premiums in 2025 are $9,325 for single coverage and $26,993 for family
coverage. The average single coverage premium increased 5% in 2025 while the average family premium
increased 6%. The average family premium has increased 26% since 2020 and 53% since 2015.

As part of this report, KFF publishes an online tool which allows users to look at changes in premiums and
worker contributions for covered workers at different types of firms over time: https://www.kff.org/interactive/
premiums‑and‑worker‑contributions/

PREMIUMS FOR SINGLE AND FAMILY COVERAGE

The average premium for single coverage in 2025 is $9,325 per year. The average premium for family coverage is
$26,993 per year [Figure 1.1].

• The average annual premiums for single coverage are similar for covered workers at firms with 10 to 199
workers ($9,211) and at larger firms ($9,361) [Figure 1.3].

• The average annual premiums for family coverage are lower for covered workers at firms with 10 to 199
workers ($26,054) than for those at larger firms ($27,280) [Figure 1.3].

• The average annual premiums for covered workers in HDHP/SOs are lower than the average premiums for
coverage overall for both single coverage ($8,620 vs. $9,325) and family coverage ($25,379 vs. $26,993). The
average premiums for covered workers in PPOs are higher than the overall average premiums for both
single coverage ($9,818 vs. $9,325) and family coverage ($28,272 vs. $26,993) [Figure 1.1].

• The average premium for covered workers with both single and family coverage is relatively higher in the
Northeast and relatively lower in the South [Figure 1.4].

• The average premium for covered workers at firms with relatively large shares of lower‑wage workers
(where at least 35% of workers earn $37,000 a year or less) is lower than the average premium for covered
workers at firms with smaller shares of lower‑wage workers for family coverage ($25,500 vs. $27,176). The
average premium for covered workers at firms with relatively large shares of higher‑wage workers (where at
least 35% of workers earn $80,000 a year or more) is higher than the average premium for covered workers
at firms with smaller shares of higher‑wage workers for both single coverage ($9,600 vs. $9,133) and family
coverage ($27,957 vs. $26,313) [Figure 1.6] and [Figure 1.7].

• The average premiums for covered workers at firms with relatively large shares of younger workers (firms
where at least 35% of the workers are age 26 or younger) are lower than the average premiums for covered
workers at firms with smaller shares of younger workers for family coverage ($24,834 vs. $27,174). The
average premiums for covered workers at firms with relatively large shares of older workers (firms where at
least 35% of the workers are age 50 or older) are higher than the average premiums for covered workers at
firms with smaller shares of older workers for both single coverage ($9,599 vs. $9,068) and family coverage
($27,699 vs. $26,332) [Figure 1.6] and [Figure 1.7].

• The average premiums for single coverage and family coverage are relatively lower for covered workers at
private for‑profit firms and relatively higher for covered workers at private not‑for profit firms [Figure 1.6]
and [Figure 1.7].
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SECTION 1. COST OF HEALTH INSURANCE

PREMIUM DISTRIBUTION

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

• Seventeen percent of covered workers are employed at a firm where the single coverage premium is at
least 20% higher than the average single premium, while 19% of covered workers are at firms with a single
premium less than 80% of the average single premium [Figure 1.9].

• For family coverage, 17% of covered workers are employed at a firm with a family premium at least 20%
higher than the average family premium, while 19% of covered workers are at firms with a family premium
less than 80% of the average family premium [Figure 1.9].

• Nine percent of covered workers are employed at a firm with an average annual premium of at least
$12,500 for single coverage [Figure 1.10]. Fifteen percent of covered workers are employed at a firm with an
average annual premium of at least $33,000 for family coverage [Figure 1.11].
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PREMIUM CHANGES OVER TIME

The average premiums for covered workers for single and family coverage increased 5% and 6% respectively
from last year [Figure 1.12].

• The average premium for single coverage has grown 24% in the past five years [Figure 1.12].

• The $26,993 average family premium in 2025 is 26% higher than the average family premium in 2020 and
53% higher than the average family premium in 2015. The 26% family premium growth in the past five
years is similar to the 21% growth between 2015 and 2020 [Figure 1.15].

• The average family premiums for covered workers at firms with 10 to 199 workers and at larger firms have
grown at similar rates since 2020 (26% at firms with 10 to 199 workers and 26% at larger firms). For firms
with 10 to 199 workers, the average family premium rose from $20,616 in 2020 to $26,054 in 2025. For larger
firms, the average family premium rose from $21,691 in 2020 to $27,280 in 2025 [Figure 1.13].

• The average family premiums for covered workers at firms with 10 to 199 workers and at larger firms have
grown at similar rates since 2015 (53% at firms with 10 to 199 workers and 52% at larger firms). For firms
with 10 to 199 workers, the average family premium rose from $16,977 in 2020 to $26,054 in 2025. For larger
firms, the average family premium rose from $17,938 in 2020 to $27,280 in 2025 [Figure 1.13].

• Over the past five years, the average family premium for covered workers at large firms that are fully
insured has grown at a similar rate to the average family premium for covered workers in fully or partially
self‑funded plan (27% for fully‑insured plans and 26% for self‑funded firms) [Figure 1.14].
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• The average family premium grew 6% in 2025 while the rate of inflation was 2.7%. Over the last 5 years,
family premiums grew 26%, similar to the rate of inflation during this period (23.5%). Over the last ten
years, the growth in the average premium for family coverage far outpaced inflation (53% vs. 35.8%) [Figure
1.15].

• The average family premium grew 6% in 2025 while wages grew 4%. Over the last 5 years, family premiums
grew 26%, similar to the 28.6% growth in wages. Over the last ten years, the average family premium and
average wages grew at roughly comparable rates (53% vs. 48.2%) [Figure 1.15].
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SECTION 2. HEALTH BENEFITS OFFER RATES

Section 2

Health Benefits Offer Rates

Nearly all (97%) firms with 200 or more workers offer health benefits to at least some workers, while almost two
in three (59%) smaller firms do. Almost all (96%) firms that offer health benefits offer both single and family
coverage.

Firms with fewer than 200 workers that do not offer health benefits say the most important reason they do not
offer coverage is that the “cost of insurance is too high”.

This year, the survey sample frame changed from including firms with 3 or more employees to only those with
10 or more employees. Since the majority of firms have fewer than 10 employees, this change will affect certain
statistics, such as offer rates, which are weighted by the number of firms. Historically, offer rates have been lower
among firms with 3 to 9 employees. As a result, excluding these smaller firms will lead to higher overall offer rates
compared to previous years. Additionally, because many non‑offering employers fell within the 3 to 9 employee
range, their removal will affect estimates based on responses from firms that do not offer coverage. For more
information, see the Methods section.

FIRM OFFER RATES

• In 2025, 61% of firms with 10 or more workers offer health benefits, similar to the percentage last year
(65%) but lower than the percentage (68%) five years ago.

– Among smaller firms (10 to 199 workers), the likelihood of offering health benefits increases with firm
size: 51% of firms with 10‑24 workers, 64% of firms with 25‑49 workers, and 89% of firms with 50‑199
workers offer health benefits to at least some of their workers [Figure 2.3].

– The percentage of firms with 10 to 199 workers that offer health benefits (59%) is similar to the
percentage last year (64%) but lower than the percentage (67%) five years ago.

* Over ninety percent (91%) of firms with 50 or more workers offer health benefits in 2025; this
percentage has remained over ninety percent for each of the last 10 years.

• A large majority of firms are small, so the fluctuation we see across years in the small firm offer rate drives
fluctuations in the overall offer rate. Most workers, however, work for larger firms, where offer rates are
much higher.

– Among firms with 200 or more workers, 96% of firms with 200 to 999 workers and over 99% of firms
with 1,000 or more workers offer health benefits to at least some of their workers. These percentages
are similar to those last year.

• Because most workers are employed by larger firms, most workers work at a firm that offers health benefits
to at least some of its employees. In 2025, 91% of all workers are employed by a firm that offers health
benefits to at least some of its workers. This percentage is similar to the percentages last year (92%) and
five years ago (92%)[Figure 2.4].
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OFFERS TO SPOUSES AND DEPENDENTS

• Almost all firms that offer health benefits offer family coverage; in 2025, nearly all firms with 200 or more
workers and 96% of smaller firms that offer health benefits offer family coverage to their workers [Figure
2.5].

• The vast majority of firms with 10 or more workers that offer health benefits offer them to spouses and
dependents, such as children. Ninety‑six percent of firms with 10 to 199 workers and virtually all larger
firms that offer health benefits offer coverage to spouses. These percentages are similar to the percentages
in 2024 [Figure 2.7].

– Ninety‑six percent of firms with 10 to 199 workers and virtually all larger firms that offer health
benefits offer coverage to dependents other that spouses, such as children. These percentages are
similar to the percentages in 2024 [Figure 2.7].

– Five percent of firms with 10 to 49 workers offering health benefits offer only single coverage to their
workers, similar to the percentage as last year [Figure 2.7].
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PART‑TIMEWORKERS

Among firms that offer health benefits, relatively few offer benefits to part‑time workers.

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

• Twenty‑seven percent of firms with 200 or more workers that offer health benefits in 2025 offer health
benefits to part‑time workers, similar to the percentage (26%) that did so in 2024 [Figure 2.7]. The share
of firms with 200 or more workers that offer health benefits to part‑time workers increases with firm size
[Figure 2.8].

1Employer Responsibility Under the Affordable Care Act. KFF. https://www.kff.org/infographic/employer‑responsibility‑under‑the‑
affordable‑care‑act/.

KFF / Page 53

https://www.kff.org/infographic/employer-responsibility-under-the-affordable-care-act/
https://www.kff.org/infographic/employer-responsibility-under-the-affordable-care-act/


SECTION 2. HEALTH BENEFITS OFFER RATES

KFF / Page 54



SECTION 2. HEALTH BENEFITS OFFER RATES

ICHRA AND ASSISTING EMPLOYEESWITH PURCHASING COVERAGE IN THE
NON‑GROUPMARKET

Some employers provide funds to some or all of their employees to help them purchase coverage in the
individual (“non‑group”) market. Employers that do not otherwise offer health benefits may offer these funds as
an alternative to offering a group plan. Additionally, employers that offer a group plan to some employees may
use this approach for other types or classes of workers, such as those working part time or remotely. One way
an employer can provide tax‑preferred assistance for employees to purchase non‑group coverage is through an
Individual Coverage Health Reimbursement Arrangement, or ICHRA. Both employers that offer and those that
do not offer health benefits were asked if they provide funds to any employee to purchase non‑group coverage.
Starting in 2025, we revised the question wording to include contributions through a Qualified Small Employer
Health Reimbursement Arrangement, or QSEHRA.

• Four percent of firms that offer health benefits, and 9% of firms that do not offer health benefits, offer
funds to one or more of their employees to purchase non‑group coverage in 2025 [Figure 2.9].

• Among firms with 10 to 199 workers that do not offer health benefits, 9% offered funds to one or more of
their employees to purchase non‑group coverage, a similar percentage (11%) as last year [Figure 2.11].

• Firms that do not offer funds to any employees to purchase non‑group coverage in 2025 were asked if they
were likely to do so in the next two years.

– Among firms with 10 or more workers that offer health benefits, 2% say they are “very likely” and an
additional 6% are “somewhat likely” to offer an ICHRA to at least some employees in the next two
years [Figure 2.10].

– Among firms with 10 to 199 workers that do not offer health benefits, 2% say they are “very likely” and
an additional 16% say they are “somewhat likely” to offer an ICHRA to at least some employees in the
next two years [Figure 2.12].
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FIRMS NOT OFFERING HEALTH BENEFITS

Firms that do not offer health benefits were asked several questions, including whether they have offered
insurance or shopped for insurance in the recent past, what their most important reasons for not offering
coverage are, and their opinion on whether their employees would prefer an increase in wages or health
insurance if additional funds were available to increase their compensation. Because such a small percentage of
larger firms report not offering health benefits, we present responses only for firms with 10 to 199 workers that
do not offer health benefits.

• The “cost of insurance is too high” is the most common reasons small firms cite for not offering health
benefits. Among small firms asked about the most important reason for not offering health benefits, 41%
say the “cost of insurance is too high,” 15% say the “firm is too small,” 15% say that their “employees are
covered under another plan, including coverage on a spouse’s plan,” 7% say that “their employees will get
a better deal on the health insurance exchanges,” 7% say that “most employees are part‑time or temporary
workers”, and 6% say their “employees are not interested.” [Figure 2.14]

• Some small non‑offering firms have either offered health insurance in the past five years or shopped for
health insurance in the past year.

– Fourteen percent of small non‑offering firms have offered health benefits in the past five years [Figure
2.15]. Among these small non‑offering firms, 22% stopped offering coverage within the past year.

– Sixteen percent of small non‑offering firms have shopped for coverage in the past year, similar to the
percentage last year (15%) [Figure 2.15].

• Eighty‑one percent of small firms not offering health benefits agreed with the statement that their
employees would prefer a two dollar per hour increase in wages rather than health insurance [Figure 2.1].
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SECTION 3. EMPLOYEE COVERAGE, ELIGIBILITY, AND PARTICIPATION

Section 3

Employee Coverage, Eligibility, and
Participation

Employers are the principal source of health insurance in the United States, providing health benefits for 154
million non elderly people.1 Most workers are offered health coverage at work, andmost of the workers who are
offered coverage take it. Workers may not be covered by their own employer for several reasons: their employer
may not offer coverage, they may not be eligible for the benefits offered by their firm, they may elect to receive
coverage from another source (such as through their spouse’s employer), or they may just refuse the offer of
coverage from their firm. In 2025, 61% of workers in firms offering health benefits are covered by their own firm,
similar to the percentages last year, five years ago, and ten years ago.

ELIGIBILITY

• Some workers employed at firms that offer health benefits may not be eligible to participate. Many firms,
for example, do not offer coverage to part‑time or temporary workers2. Among workers in firms offering
health benefits in 2025, 80% are eligible to enroll in the benefits offered by their firm, similar to the
percentages last year, five years ago, and ten years ago [Figure 3.1].

– Eligibility varies considerably with firm wage level. Workers in firms with a relatively large share of
lower‑wage workers (where at least 35% of workers earn $37,000 a year or less) have a lower average
eligibility rate than workers in firms with a smaller share of lower‑wage workers (67% vs. 83%) [Figure
3.6].

– Workers in firms with a relatively large share of higher‑wage workers (where at least 35% earn $80,000
or more annually) have a higher average eligibility rate than workers in firms with a smaller share of
higher‑wage workers (89% vs. 75%) [Figure 3.6].

– Eligibility also varies by the age of the workforce within firms. Those in firms with a relatively small
share of younger workers (where fewer than 35% of the workers are age 26 or younger) have a higher
average eligibility rate than those in firms with a larger share of younger workers (83% vs. 60%). Those
in firms with a relatively large share of older workers (where more than 35% of the workers are age 50
or older) have a higher average eligibility rate than those in firms with a smaller share of older workers
(84% vs. 77%) [Figure 3.6].

– Eligibility rates vary considerably for workers in different industries. The average eligibility rate
remains particularly low for workers in retail firms (53%) [Figure 3.3].

1KFF. Health Insurance Coverage of the Non elderly [Internet]. San Francisco (CA): KFF; 2023 [cited 2025 Aug 5. Available from:
https://www.kff.org/other/state‑indicator/nonelderly‑0‑64/.

2See Section 2 for part‑time and temporary worker offer rates.
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TAKE‑UP RATE

• On average, 76% of eligible workers take up coverage when it is offered to them, the same percentage as
last year [Figure 3.7].

– Eligible workers in firms with 10 to 199 workers have a lower average take up rate than those in larger
firms (72% vs. 77%) [Figure 3.8].

* Eligible workers in firms with a relatively large share of lower‑wage workers have a lower average
take up rate than those in firms with a smaller share of lower‑wage workers (65% vs. 77%) [Figure
3.7].

– Eligible workers in firms with a relatively large share of higher‑wage workers have a higher average
take up rate than those in firms with a smaller share of higher‑wage workers (80% vs. 73%) [Figure
3.7].

– Eligible workers in private, for‑profit firms have a lower average take up rate (73%) and eligible
workers in public firms have a higher average take up rate (86%) than workers in other firm types
[Figure 3.7].

– Eligible workers in firms with some union workers have a higher average take up rate (80%) than
eligible workers in firms with no union workers (74%) [Figure 3.7].

• The average percentages of eligible workers taking up benefits in offering firms also varies across industries
[Figure 3.3].

• The share of eligible workers taking up benefits in offering firms (76%) is similar to the share in 2020 (78%)
but lower than the share in 2015 (79%) [Figure 3.1].
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COVERAGE

• In 2025, the percentage of workers at firms offering health benefits covered by their firm’s health plan is
61%, the same percentage as last year [Figure 3.10].

– The coverage rate at firms offering health benefits is similar for smaller firms (10 to 199 workers) and
larger firms in 2025. These rates are similar to the rates last year for both smaller firms and larger
firms [Figure 3.1].

• There is significant variation by industry in the coverage rate among workers in firms offering health
benefits. The average coverage rate is particularly low in the retail industry (34%) [Figure 3.3].

• The coverage rate also varies with firm wage levels. Among workers in firms offering health benefits, those
in firms with a relatively large share of lower‑wage workers are less likely to be covered by their own firm
than workers in firms with a smaller share of lower‑wage workers (43% vs. 64%). A similar pattern exists in
firms with a relatively large share of higher‑wage workers, with workers in these firms being more likely
to be covered by their employer’s health benefits than those in firms with a smaller share of higher‑wage
workers (71% vs. 55%) [Figure 3.9].

• The age distribution of workers is also related to variation in coverage rates. Among workers in firms
offering health benefits, those in firms with a relatively small share of younger workers are more likely to
be covered by their own firm than those in firms with a larger share of younger workers (64% vs. 39%).
Similarly, workers in offering firms with a relatively large share of older workers are more likely to be
covered by their own firm than those in firms with a smaller share of older workers (66% vs. 56%) [Figure
3.9].

• Among workers in firms offering health benefits, those working in public firms are more likely than workers
in other firm types to be covered by their own firm [Figure 3.9].

• Among workers in all firms, including those that offer and those that do not offer health benefits, 55% are
covered by health benefits offered by their employer, similar to the percentages last year (57%) and ten
years ago (59%) but lower than five years ago (59%) [Figure 3.10].
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WAITING PERIODS

• Waiting periods are a specified length of time after beginning employment before a worker is eligible to
enroll in health benefits. With some exceptions, the Affordable Care Act (ACA) requires that waiting periods
cannot exceed 90 days. For example, employers are permitted to have orientation periods before the
waiting period begins which, in effect, means a worker is not eligible for coverage three months after being
hired. If a worker is eligible to enroll on the 1st of the month after three months of employment, this survey
rounds up and considers the firm’s waiting period four months. For these reasons, some employers still
have waiting periods exceeding the 90‑day maximum.

• Sixty‑eight percent of covered workers are in firms where they face a waiting period before coverage is
available, similar to the percentage in 2023, the last time we asked this question [Figure 3.14]. Covered
workers in firms with 10 to 199 workers are more likely than those in larger firms to have a waiting period
(79% vs. 64%) [Figure 3.12].

• The average waiting period among covered workers who face a waiting period is 1.8 months [Figure 3.12].
A small percentage (5%) of covered workers with a waiting period have a waiting period of more than 3
months.
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Section 4

Types of Plans Offered

Most firms (66%) that offer health benefits offer only one type of health plan. Firms with 200 or more workers are
more likely than smaller firms to offer more than one plan type.

NUMBER OF PLAN TYPES OFFERED

• Among firms that offer health benefits, 66% offer only one type of health plan in 2025. Firms with 200 or
more workers are more likely than smaller firms to offer more than one plan type (63% vs. 32%) [Figure
4.1].

• While most firms are small, most workers work for larger firms and are more likely to be offeredmore than
one type of health plan. Sixty‑eight percent of covered workers in 2025 are employed in a firm that offers
more than one type of health plan. Seventy‑seven percent of covered workers in firms with 200 or more
workers are employed by a firm that offers more than one plan type, compared to 40% of covered workers
in smaller firms [Figure 4.2].

• Seventy percent of covered workers in firms that offer health benefits work in firms that offer one or more
PPOs; 68%work in firms that offer one or more HDHP/SOs; 19%work in firms that offer one or more
HMOs; 12%work in firms that offer one or more POS plans; and 1%work in firms that offer one or more
conventional plans [Figure 4.4].

• Among covered workers in firms offering only one type of health plan, 52% are in firms that offer only PPOs
and 26% are in firms that offer only HDHP/SOs [Figure 4.5].
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The survey collects information on a firm’s plan with the largest enrollment in each of the plan types. While we
know the number of plan types a firm has, we do not know the total number of plans a firm offers workers. In
addition, firms may offer different types of plans to different workers. For example, some workers might be
offered one type of plan at one location, while workers at another location are offered a different type of plan.

HMO is a health maintenance organization. The survey defines an HMO as a plan that does not cover
non‑emergency out‑of‑network services.

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

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

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

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

Market Shares of Health Plans

Health plans are often characterized into plan types based on their coverage for out‑of‑network services and their
use of primary care gate keeping. In 2025, PPOs remain the most common plan type.

• Forty‑six percent of covered workers are enrolled in PPOs in 2025, followed by HDHP/SOs (33%), HMOs
(12%), POS plans (9%), and conventional plans (less than one percent). All of these percentages are similar
to the enrollment percentages in 2024 [Figure 5.1].

• The percentage of covered workers enrolled in HDHP/SOs is similar to last year (28%) and five years ago
(31%), but higher than the percentage 10 years ago (25%). The percentage of covered workers enrolled in
PPOs has decreased 6% over the past decade [Figure 5.1].

• The percentage of covered workers enrolled in HMOs (12%) is similar to the percentages last year (14%) and
five years ago (13%) [Figure 5.1].

• A larger share of covered workers are enrolled in HDHP/SOs than in HMOs in both smaller firms (10 to 199
workers) and larger firms (200 or more workers) [Figure 5.2].

• The share of covered workers enrolled in an HDHP/SO plan is larger in firms with 200 or more workers than
the share in smaller firms (35% and 26%). The share of covered workers enrolled in a POS plan is larger in
firms with 10 to 199 workers than the share in larger firms (19% vs. 6%) [Figure 5.2].

• Plan enrollment patterns also differ across regions.

– Covered workers in the West (24%) are more likely to be enrolled in a HMO than workers in other
regions while covered workers in the Midwest (7%) and South (9%) are less likely to be enrolled in an
HMO [Figure 5.3].

– Covered workers in the Midwest (40%) are more likely to be enrolled in HDHP/SOs than workers in
other regions [Figure 5.3].

– Covered workers in the South (53%) are more likely to be enrolled in a PPO plan than workers in other
regions and covered workers in the West (37%) are less likely to be enrolled in a PPO plan [Figure 5.3].
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Section 6

Worker and Employer Contributions for
Premiums

The vast majority of covered workers make contributions towards the cost of their coverage.

• In 2025, the average contribution amounts for covered workers are 16% of the premium for single coverage
and 26% of the premium for family coverage, the same as the levels last year [Figure 6.1].1

– Covered workers in firms with 10 to 199 workers contribute, on average, a much higher percentage of
the premium for family coverage than covered workers in larger firms (36% vs. 23%) [Figure 6.2].

– The average contribution percentage for single coverage is the same for covered workers in firms with
10 to 199 workers and those in larger firms [Figure 6.2].

• The average contribution amount for covered workers for single coverage is $120 per month ($1,440
annually), similar to the amount last year [Figure 6.4]. The average contribution amount for covered
workers for family coverage is $571 per month ($6,850 annually), higher than the amount ($6,366 annually)
last year [Figure 6.5].

– The average contribution amount for covered workers for family coverage in firms with 10 to 199
workers is much higher than the average contribution amount for covered workers in larger firms
($8,889 vs. $6,227) [Figure 6.7].

* The average contribution amount for family coverage for covered workers enrolled in HDHP/SOs
is lower than the overall average contribution amount for covered workers ($5,815 vs. $6,850)
[Figure 6.6].

1The average percentage contribution is calculated as a weighted average of all a firm’s plan types andmay not necessarily equal the average
worker contribution divided by the average premium.
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DISTRIBUTIONS OFWORKER CONTRIBUTIONS TO THE PREMIUM

Almost nine in ten (89%) of covered workers are in a plan where the employer contributes at least half of the
premium for both single and family coverage.

• Twelve percent of covered workers are in a plan where the employer pays the entire premium for single
coverage, while only 3% of covered workers are in a plan where the employer pays the entire premium for
family coverage [Figure 6.10].

• Covered workers in firms with 10 to 199 workers are muchmore likely than covered workers in larger firms
to be in a plan where the employer pays the entire premium for single coverage.

– Twenty‑nine percent of covered workers in firms with 10 to 199 workers are in a firm where their
employer pays the full premium for single coverage, compared to 7% of covered workers in larger
firms [Figure 6.10].

– For family coverage, 9% of covered workers in firms with 10 to 199 workers have an employer that
pays the full premium, compared to 1% of covered workers in larger firms [Figure 6.10].

• Eleven percent of covered workers are in a plan where the worker contributes more than half of the
premium for family coverage [Figure 6.10].

– This percentage differs significantly with firm size. Twenty‑nine percent of covered workers in firms
with 10 to 199 workers are in a plan where the worker contribution for family coverage is more than
half of the premium, compared to 5% of covered workers in larger firms [Figure 6.10].
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– Small shares of covered workers in firms with 10 to 199 workers (4%) or in larger firms (1%) are in a
plan where the worker must contribute more than 50% of the premium for single coverage [Figure
6.10].

• There is substantial variation in the dollar amounts that covered workers must contribute towards health
coverage.

– Among covered workers in firms with 10 to 199 workers, 34% have a contribution for single coverage
of less than $500 a year, while 29% have a contribution of $2,000 or more [Figure 6.13]. For family
coverage, 12% have a contribution of less than $1,500, while 33% have a contribution of $10,500 or
more [Figure 6.14].

– Among covered workers in firms with 200 or more workers, 13% contribute less than $500 a year for
single coverage, while 23% have a contribution of $2,000 or more [Figure 6.13]. For family coverage,
only 3% contribute less than $1,500 a year, while 9% have a contribution of $10,500 or more [Figure
6.14].
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DIFFERENCES BY FIRM CHARACTERISTICS

The average share of the premium paid by covered workers varies with firm characteristics.

• Covered workers in private, for‑profit firms have relatively high average contribution rates for single
coverage (19%) and for family coverage (28%) coverage. Covered workers in public firms have relatively low
average premium contribution rates for single coverage (10%) and for family coverage (22%) [Figure 6.17].

• Covered workers in firms with relatively large shares of younger workers (where at least 35% are age 26
or younger) have a higher average contribution rate for family coverage than those in firms with smaller
shares of older workers (31% vs. 26%) [Figure 6.17].

• Covered workers in firms with relatively large shares of lower‑wage workers (where at least 35% earn
$37,000 or less annually) have higher average contribution rates than those in firms with smaller shares
of higher‑wage workers for both single coverage (19% vs. 16%) and family coverage (31% vs. 26%) [Figure
6.17].

• Covered workers in firms with relatively large shares of higher‑wage workers (where at least 35% earn
$80,000 or more annually) have a lower average contribution rate for family coverage than those in firms
with a smaller share of higher‑wage workers (24% vs. 28%) [Figure 6.17].

• Covered workers in firms that have at least some union workers have a lower average contribution rate for
family coverage than those in firms without any union workers (21% vs. 29%) [Figure 6.17].

• Covered workers in large firms that are fully insured have a higher average contribution rate for family
coverage than those in firms with self‑funded plans (28% vs. 22%) [Figure 6.17].
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DIFFERENCES BY REGION AND INDUSTRY

The average worker contribution rate for single coverage is relatively low in the West (14%) [Figure 6.20].

The average worker contribution rate for family coverage is relatively low in the Northeast (22%) and the Midwest
(24%) and relatively high in the South (29%) [Figure 6.20].

Average worker contribution rates vary across industries for both single and family coverage [Figure 6.21].
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CHANGES OVER TIME

The average worker contribution amount in 2025 for single coverage ($1,440) is similar to the amount last year
($1,408). The average worker contribution amount for family coverage ($6,850) is higher than the amount last
year ($6,366) [Figure 6.4] and [Figure 6.5].

• Over the last five years, the average worker contribution amount for single coverage has increased 16% and
the average worker contribution for family coverage increased 23%.

• Over the last 10 years, the average worker contribution amount for single coverage has increased 31% and
the average worker contribution amount for family coverage has increased 37% [Figure 6.4] and [Figure
6.5].
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Section 7

Employee Cost Sharing

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

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

GENERAL ANNUAL DEDUCTIBLES FORWORKERS IN PLANSWITH
DEDUCTIBLES

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

• Eighty‑eight percent of covered workers in 2025 are enrolled in a plan with a general annual deductible for
single coverage, similar to the percentage last year (88%) but higher than the percentages five years ago
(83%) and ten years ago (81%) [Figure 7.2].

• The percent of covered workers enrolled in a plan with a general annual deductible for single coverage
is the same for covered workers in firms with 10 to 199 workers (88%) and for those in larger firms (88%)
[Figure 7.2].

• The likelihood of a plan having a general annual deductible varies by plan type. Forty‑seven percent of
covered workers in HMOs do not have a general annual deductible for single coverage, compared to 14% of
workers in POS plans and 12% of workers in PPOs [Figure 7.1].

• For workers with single coverage in a plan with a general annual deductible, the average annual deductible
is $1,886, similar to the average deductible last year ($1,773) [Figure 7.3] and [Figure 7.8].

• For covered workers in plans with a general annual deductible, the average deductibles for single coverage
are $1,649 in HMOs, $1,337 in PPOs, $2,122 in POS plans, and $2,609 in HDHP/SOs [Figure 7.6].
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• The average deductibles for single coverage are higher for covered workers at firms with 10 to 199 workers
than at larger firms across plan types. For covered workers in PPOs, the most common plan type, the
average deductibles for single coverage are $2,012 in firms with 10 to 199 workers and $1,145 in firms with
200 or more workers [Figure 7.6]. Overall, for covered workers in plans with a general annual deductible,
the average deductible for single coverage at firms with 10 to 199 workers ($2,631) is higher than the
average deductible at larger firms ($1,670) [Figure 7.3].

• The average general annual deductible for single coverage ($1,886) for workers in plans with a deductible is
higher than the amounts five years ago ($1,617) and ten years ago ($1,320) [Figure 7.8].
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GENERAL ANNUAL DEDUCTIBLES AMONG ALL COVEREDWORKERS

As discussed above, the share of covered workers in plans with a general annual deductible has increased over
time, from 81% in 2015 to 88% this year [Figure 7.7]. The average deductible amount for covered workers in plans
with a deductible has also increased over this period, from $1,320 in 2015 to $1,886 in 2025 [Figure 7.10]. Neither
trend by itself, however, captures the full impact that changes in deductibles have had on all covered workers.
We can look at the average impact of both trends together by assigning a zero deductible value to covered
workers in plans with no deductible and looking at how the resulting averages change over time. These average
deductible amounts are lower in any given year than the averages for only people in plans with deductibles, but
the changes over time reflect both workers facing higher monetary deductible amounts and a greater number of
workers facing deductibles.

• Using this approach, the average general annual deductible for single coverage for all covered workers
(with or without a deductible) in 2025 is $1,663, similar to the amount last year ($1,573) [Figure 7.10].

• The 2025 value is 23% higher than the average general annual deductible in 2020 ($1,350) and 54% higher
than in 2015 ($1,078) [Figure 7.10].

• Another way to examine the impact of deductibles on covered workers is to look at the percent of all
covered workers who are in a plan with a deductible that exceeds a certain amount. Thirty‑four percent of
covered workers are in plans with a general annual deductible of $2,000 or more for single coverage, similar
to the percentages last year (32%) but higher than the amount five years ago (26%) [Figure 7.14].

– Workers at firms with 10 to 199 workers are considerably more likely to have a general annual
deductible of $2,000 or more for single coverage than workers at larger firms (53% vs. 28%) [Figure
7.12].
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GENERAL ANNUAL DEDUCTIBLES AND ACCOUNT CONTRIBUTIONS

HDHP/SOs, which are defined by their relatively higher deductibles, have an important impact on the average
deductible amounts across the market. The higher deductibles in these plans, however, often are paired with
contributions to an HRA or an HSA funded by the employer, partially or sometimes fully offsetting the higher
cost‑sharing in these plans.

• Thirty‑three percent of covered workers in an HDHP with an HRA and 3% of covered workers in an
HSA‑qualified HDHP receive an account contribution from their employer for single coverage that is at least
equal to their deductible. Another 19% of covered workers in an HDHP with an HRA and 10% of covered
workers in an HSA‑qualified HDHP receive account contributions that, if applied to their deductible, would
reduce the deductible to $1,000 or less [Figure 7.16].

• If we subtract employer account contributions from the general annual deductibles, the percent of covered
workers with a deductible of $2,000 or more would be reduced from 34% to 26% [Figure 7.14] and [Figure
7.15].
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GENERAL ANNUAL DEDUCTIBLES FORWORKERS ENROLLED IN FAMILY
COVERAGE

General annual deductibles for family coverage are structured in two primary ways: (1) an aggregate family
deductible, where the out‑of‑pocket expenses of all family members count against a specified family deductible
amount and where the deductible is consideredmet when the combined family expenses exceed the deductible
amount, or (2) a separate per‑person family deductible, where each family member is subject to a specified
deductible amount before the plan covers expenses for that member. Many plans with a per‑person deductible,
however, consider the deductible for all family members met once a certain number of family members (such as
two or three) meet their specified deductible amount.1

• Forty‑seven percent of covered workers in HMOs are in plans without a general annual deductible for
family coverage. The percent of workers in plans without family deductibles is lower for workers in PPOs
(12%) and POS plans (15%). As defined, all covered workers in HDHP/SOs have a general annual deductible
for family coverage [Figure 7.20].

• Among covered workers enrolled in family coverage, the percent of covered workers in a plan with an
aggregate general annual deductible is 41% for workers in HMOs, 58% for workers in PPOs, 64% for workers
in POS plans, and 79% for workers in HDHP/SOs [Figure 7.20].

1Some workers with separate per‑person deductibles or out‑of‑pocket maximums for family coverage do not have a specific number of family
members that are required to meet the deductible amount and instead have another type of limit, such as a per‑person amount with a total
dollar amount limit. These responses are included in the averages and distributions for separate family deductibles and out‑of‑pocket
maximums.
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– The average deductible amounts for covered workers in plans with an aggregate annual deductible
for family coverage are $3,285 for HMOs, $3,118 for PPOs, $4,842 for POS plans, and $5,095 for
HDHP/SOs [Figure 7.21]. The average deductible amounts for aggregate family deductibles are similar
to last year for each plan type.

• For covered workers in plans with an aggregate deductible for family coverage, the average annual family
deductibles at firms with 10 to 199 workers are higher than at larger firms for covered workers in all four
plan types [Figure 7.21].

• Among workers enrolled in family coverage, the percent of workers in plans with a separate per‑person
annual deductible for family coverage is 12% for workers in HMOs, 30% for workers in PPOs, 21% for
workers in POS plans, and 21% for workers in HDHP/SOs [Figure 7.20].

– The average deductible amounts for covered workers in plans with separate per‑person annual
deductibles for family coverage are $1,361 for PPOs, and $3,762 for HDHP/SOs [Figure 7.21].

• Thirty‑five percent of covered workers in plans with a separate per‑person annual deductible for family
coverage have a limit for the number of family members required to meet the separate deductible amounts
[Figure 7.24]. Among those covered workers, the most frequent number of family members who are
required to meet the separate per‑person deductible is two [Figure 7.25].
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COVERAGE OF SERVICES AND PRODUCTS BEFOREMEETING THE GENERAL
ANNUAL DEDUCTIBLES

Themajority of covered workers with a general annual deductible are enrolled in plans where the deductible
does not have to bemet before certain services, such as physician office visits or prescription drugs, are covered.
Covered workers in HSA qualified HDHP/SOs are not included in these estimates, because HSA‑qualified plans
generally only pay for preventive services before the deductible is met.

• Among covered workers enrolled in a plan with a general annual deductible, large shares (69% in HMOs,
78% in PPOs, 57% in POS plans, and 66% in HDHP/HRAs) are enrolled in plans where the deductible does
not have to bemet before physician office visits for primary care are covered [Figure 7.27].

• Similarly, among covered workers enrolled in a plan with a general annual deductible, large shares (86%
in HMOs, 91% in PPOs, 75% in POS plans, and 77% in HPHD/HRAs) do not have to meet the general annual
deductible before prescription drugs are covered [Figure 7.27].
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HOSPITAL ADMISSIONS AND OUTPATIENT SURGERY

Whether or not a worker has a general annual deductible, most workers face additional types of cost‑sharing
(such as a copayment, coinsurance, or a per diem charge) when admitted to a hospital or having outpatient
surgery. The distribution of workers with cost‑sharing for hospital admissions or outpatient surgery does not
equal 100%, as workers may face a complex combination of types of cost‑sharing. For this reason, the average
copayment and coinsurance rates include workers whomay have a combination of these cost‑sharing methods.
Coinsurance, in particular, may include minimums or maximums which affect an enrollee’s liability. We report
the distribution of cost‑sharing for covered workers enrolled in a plan which covers hospital admissions and
outpatient surgery, respectively. A small share of firms indicate that they have some “other” type of cost‑sharing
arrangement.

• In addition to any general annual deductible that may apply, 65% of covered workers have coinsurance
and 11% have a copayment that apply to an inpatient hospital admission. A lower percentage of covered
workers have per‑day (per diem) payments (5%), a separate hospital deductible (1%), or both a copayment
and coinsurance (8%). Fourteen percent of covered workers have no additional cost‑sharing for hospital
admissions after any general annual deductible has beenmet [Figure 7.28]. Covered workers with both a
copay and coinsurance may be required to pay both or to pay the greater or lesser amount.

– On average, covered workers in HMO and POS plans are more likely than workers in other plan types
to have a copayment for hospital admissions, while workers in HDHP/SOs are less likely to have a
copayment [Figure 7.28].

– On average, covered workers in PPO plans and HDHP/SOs are more likely than workers in other plan
types to have a coinsurance requirement for hospital admissions [Figure 7.28].
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– The average coinsurance rate for a hospital admission is 20%, the average copayment is $313 per
hospital admission, and the average per diem charge is $311 [Figure 7.31]. Seventy‑five percent of
workers enrolled in a plan with a per diem for hospital admissions have a limit on the number of days
for which a worker must pay the cost‑sharing amount [Figure 7.32].

• The cost‑sharing provisions for outpatient surgery are similar to those for hospital admissions, as most
workers have coinsurance or copayments. In 2025, 13% of covered workers have a copayment and 67%
have a coinsurance rate for outpatient surgery. In addition, 6% have both a copayment and a coinsurance
rate, while 14% have no additional cost‑sharing after any general annual deductible has beenmet [Figure
7.29] and [Figure 7.30].

– For covered workers with cost‑sharing for outpatient surgery, the average coinsurance rate is 20% and
the average copayment is $186 [Figure 7.31].
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COST‑SHARING FOR PHYSICIAN OFFICE VISITS

Themajority of covered workers are enrolled in health plans that require cost‑sharing for an in‑network physician
office visit, in addition to any general annual deductible.2

• The most common form of cost‑sharing for an in‑network physician office visit is a copayment. Sixty‑six
percent of covered workers have a copayment for a primary care physician office visit and 22% have
coinsurance. For office visits with a specialty physician, 65% of covered workers have a copayment and
24% have coinsurance [Figure 7.35].

• The form of cost‑sharing for physician office visits varies by firm size.

– Covered workers at firms with 10 to 199 workers are more likely to have a copayment than workers at
larger firms for in‑network primary care office visits (72% vs. 64%) [Figure 7.37].

– Covered workers at firms with 10 to 199 workers are less likely to have coinsurance than workers at
larger firms for in‑network primary care office visits (7% vs. 27%), and for in‑network office visits with
specialists (8% vs. 29%) [Figure 7.37].

• Covered workers in HMOs, PPOs, and POS plans are muchmore likely to have copayments for both primary
care and specialty care physician office visits than workers in HDHP/SOs. For primary care physician office
visits, 18% of covered workers in HDHP/SOs have a copayment, 61% have coinsurance, and 13% have no
cost‑sharing after the general annual plan deductible is met [Figure 7.35].

• Among covered workers with a copayment for in‑network physician office visits, the average copayment for
primary care physician office visits is $27, which is similar to the average copayment ($26) last year [Figure
7.36].

• Among covered workers with a copayment for in‑network physician office visits, the average copayment for
specialty physician office visits is $45, an increase from the amount ($42) last year [Figure 7.36].

• For covered workers with a copayment for physician office visits, average copayment amounts are higher
for workers at firms with 10 to 199 workers than for those at larger firms for both primary care physician
office visits ($29 vs. $26) and specialty physician office visits ($51 vs. $43).

• Among covered workers with coinsurance for in‑network physician office visits, the average coinsurance
rates are 19% for a visit with a primary care physician and 19% for a visit with a specialist, similar to the
rates last year [Figure 7.36].

2Starting in 2010, the survey asked about the prevalence and cost of physician office visits separately for primary care and specialty care.
Prior to the 2010 survey, if the respondent indicated the plan had a copayment for office visits, we assumed the plan had a copayment for
both primary and specialty care visits. The survey did not allow for a respondent to report that a plan had a copayment for primary care
visits and coinsurance for visits with a specialist physician. The changes made in 2010 allow for variations in the type of cost‑sharing for
primary care and specialty care visits. The survey includes cost‑sharing for in‑network services only.
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OUT‑OF‑POCKETMAXIMUMS

Virtually all covered workers are in a plan that either partially or totally limits the cost‑sharing that enrollees must
pay in a year. This limit is generally referred to as an out‑of‑pocket maximum. The Affordable Care Act (ACA)
requires that non‑grandfathered health plans have an annual out‑of‑pocket maximum of nomore than $9,200
for single coverage and $18,400 for family coverage in 2025. Out‑of‑pocket limits in HSA qualified HDHP/SOs are
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required to be somewhat lower.3 Many plans have complex out‑of‑pocket structures, which makes it difficult to
accurately collect information on this element of plan design.

• In 2025, more than 99% of covered workers are in a plan that has an out‑of‑pocket maximum for single
coverage [Figure 7.43].

• For covered workers in plans with an out‑of‑pocket maximum for single coverage, there is wide variation in
spending limits: 12% of covered workers in plans with an out‑of‑pocket maximum have an out‑of‑pocket
maximum of $2,000 or less for single coverage, while 21% of these workers have an out‑of‑pocket
maximum above $6,000 [Figure 7.44].

3For those enrolled in an HDHP/HSA, the out‑of‑pocket maximummay be nomore than $8,300 for an individual plan and $16,600 for a family
plan in 2025.

KFF / Page 134



SECTION 7. EMPLOYEE COST SHARING

KFF / Page 135



$2
6,

99
3

$9,325

2025

61%
EMPLOYER HEALTH BENEFITS

2025 Annual Survey

SECTION

8

High-Deductible
Health Plans with

Savings Option



SECTION 8. HIGH‑DEDUCTIBLE HEALTH PLANSWITH SAVINGS OPTION

Section 8

High‑Deductible Health Plans with
Savings Option

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

PERCENTAGE OF FIRMS OFFERING HDHP/HRAS AND HSA‑QUALIFIED
HDHPS

Thirty‑six percent of firms with 10 or more workers offering health benefits offer an HDHP/HRA, an HSA‑qualified
HDHP, or both. Among firms offering health benefits, 8% offer an HDHP/HRA and 31% offer an HSA‑qualified
HDHP [Figure 8.1]. The percentage of firms offering an HDHP/SO is similar to last year.

• Firms with 200 or more workers more likely than smaller firms to offer an HDHP/SO to at least some
workers (62% vs. 35%) [Figure 8.3].

1There is no legal requirement for the minimum deductible in a plan offered with an HRA. The survey defines a high‑deductible HRA plan as a
plan with a deductible of at least $1,000 for single coverage and $2,000 for family coverage. Federal law requires a deductible of at least
$1,600 for single coverage and $3,200 for family coverage for HSA‑qualified HDHPs in 2025 (or $1,500 and $3,000, respectively, for plans in
their 2024 plan year). Not all firms’ plan years correspond with the calendar year, so some firms may report a plan with limits from the prior
year. See definitions at the end of this Section for more information on HDHP/HRAs and HSA‑qualified HDHPs.

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

Thirty‑three percent of covered workers are enrolled in an HDHP/SO in 2025, similar to the percentage last year
(28%) [Figure 8.4].

• The percentage of covered workers enrolled in HDHP/SOs is similar to the percentage five years ago (33% v.
31%) but is higher than the percentage ten years ago (33% v. 25%) [Figure 8.4].

• Four percent of covered workers are enrolled in HDHP/HRAs and 29% of covered workers are enrolled in
HSA‑qualified HDHPs in 2025.

– The percentage of enrollees in HDHP/HRAs is similar to the percentage last year [Figure 8.4].

– The percentage of enrollees in HSA‑qualified HDHPs in 2025 (29%) is higher than the percentage
(22%) last year but is similar to the percentage (24%) five years ago [Figure 8.4].

• The percentage of covered workers enrolled in HDHP/SOs is higher in firms with 200 or more workers than
the percentage enrolled in smaller firms (35% vs.26%) [Figure 8.5].

– The percentage of covered workers enrolled in HSA‑qualified HDHPs is higher in firms with 200 or
more workers than the percentage enrolled in smaller firms (32% vs.19%).
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PREMIUMS ANDWORKER CONTRIBUTIONS

In 2025, average annual premiums for covered workers in HDHP/HRAs are $8,940 for single coverage and $25,961
for family coverage [Figure 8.6]. The average single annual premium amount is lower than the average single
premium for covered workers in plans that are not HDHP/SOs [Figure 8.7].

The average annual premiums for workers in HSA‑qualified HDHPs are $8,575 for single coverage and $25,303 for
family coverage [Figure 8.6]. These amounts are lower than the average single and family premiums for covered
workers in plans that are not HDHP/SOs [Figure 8.7].

The average annual worker premium contribution amounts for covered workers enrolled in HDHP/HRAs are
$1,676 for single coverage and $7,212 for family coverage [Figure 8.6]. These amounts are similar to the average
premium contribution amounts for covered workers in plans that are not HDHP/SOs [Figure 8.7].

The average annual worker premium contribution amounts for covered workers in HSA‑qualified HDHPs are
$1,319 for single coverage and $5,634 for family coverage [Figure 8.6]. The average family premium contribution
amount is lower than the average premium family contribution amount for covered workers in plans that are not
HDHP/SOs [Figure 8.7].
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OUT‑OF‑POCKETMAXIMUMS AND PLAN DEDUCTIBLES

HSA‑qualified HDHPs are legally required to have an annual out‑of‑pocket maximum of nomore than $8,300 for
single coverage and $16,600 for family coverage in 2025. Non‑grandfathered HDHP/HRA plans are required to
have out‑of‑pocket maximums of nomore than $9,200 for single coverage and $18,400 for family coverage.

• The average annual out‑of‑pocket maximum amounts for single coverage are $4,926 for HDHP/HRAs and
$4,509 for HSA‑qualified HDHPs [Figure 8.6].

As expected, workers enrolled in HDHP/SOs have higher deductibles than workers enrolled in HMOs, PPOs, or
POS plans [Figure 8.14].

• The average general annual deductible for single coverage is $3,004 for HDHP/HRAs and $2,578 for
HSA‑qualified HDHPs [Figure 8.6]. There is wide variation around these averages: 37% of covered workers
enrolled in an HDHP/SO are in a plan with a deductible between $1,000 and $1,999 for single coverage
while 35% have a deductible of $3,000 or more [Figure 8.12].

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

– The average aggregate deductibles for workers with family coverage are $6,912 for HDHP/HRAs and
$4,932 for HSA‑qualified HDHPs [Figure 8.6]. As with single coverage, there is wide variation around
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these averages for family coverage: 28% of covered workers enrolled in HDHP/SOs with an aggregate
family deductible have a deductible between $2,000 and $3,500 while 16% have a deductible of
$7,000 dollars or more [Figure 8.15].
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EMPLOYER CONTRIBUTIONS

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

• The average annual employer contributions to premiums for covered workers in HDHP/HRAs are $7,264 for
single coverage and $18,748 for family coverage [Figure 8.7]. The average employer contribution amount
for single coverage is lower than the average employer contribution amount for workers in plans that are
not HDHP/SOs [Figure 8.7].

• The average annual employer contributions to premiums for covered workers in HSA‑qualified HDHPs are
$7,256 for single coverage and $19,669 for family coverage. These amounts are higher than the average
employer contribution amounts to premiums for single and family coverage for covered workers in
HSA‑qualified HDHPs last year [Figure 8.7].

– The average employer contributions to premiums for covered workers in HSA‑qualified HDHPs for
single coverage are lower than the average employer contribution amounts for workers in plans that
are not HDHP/SOs [Figure 8.7].

Covered workers enrolled in HDHP/HRAs on average receive an annual employer contribution to their HRA of
$1,966 for single coverage and $3,810 for family coverage [Figure 8.7].

• HRAs are generally structured in such a way that employers may not actually spend the whole amount that
they make available to their employees’ HRAs.3 Amounts committed to an employee’s HRA that are not
used by the employee generally roll over and can be used in future years, but any balance may revert back
to the employer if the employee leaves his or her job. Thus, the employer contribution amounts to HRAs
that we capture in the survey may exceed the amount that employers will actually spend.

Covered workers enrolled in HSA‑qualified HDHPs receive an average annual employer HSA contribution of $690
for single coverage and $1,296 for family coverage [Figure 8.7].

• In many cases, employers that sponsor HSA‑qualified HDHP/SOs do not make a contributions to HSAs
established by their employees. Thirty‑three percent of employers offering single coverage and 34%
offering family coverage through HSA‑qualified HDHPs do not make contributions toward the HSAs that
their workers might establish. Among covered workers enrolled in an HSA‑qualified HDHP, 14% enrolled
in single coverage and 15% enrolled in family coverage do not receive an account contribution from their
employer [Figure 8.16] [Figure 8.17].

• The average HSA contributions reported above include the portion of covered workers whose employer
contribution to the HSA is zero. When those firms that do not contribute to the HSA are excluded from the
calculation, the average employer contribution for covered workers is $806 for single coverage and $1,523
for family coverage.

• The percentages of covered workers enrolled in a plan where the employer makes no HSA contribution,
(14% for single coverage and 15% for family coverage), are similar to the percentages in recent years.

• The amounts that employers contribute to savings accounts varies considerably.
3The survey asks “Up to what dollar amount does your firm promise to contribute each year to an employee’s HRA or health reimbursement
arrangement for single coverage?” We refer to the amount that the employer commits to make available to an HRA as a contribution for ease
of discussion. As discussed, HRAs are notional accounts, and employers are not required to actually transfer funds until an employee incurs
expenses. Thus, employers may not expend the entire amount that they commit to make available to their employees through an HRA.
Some employers maymake their HRA contribution contingent on other factors, such as completing wellness programs.
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– 17% of covered workers in an HDHP/HRA receive an annual HRA contribution of less than $1,000 for
single coverage, while 21% receive an annual HRA contribution of $3,000 or more.

– Twenty‑five percent of covered workers in an HSA‑qualified HDHP receive an annual HSA contribution
of less than $400 for single coverage, including 14%who receive no HSA contribution from their
employer [Figure 8.16]. In contrast, 13% of covered workers in an HSA‑qualified HDHP receive an
annual HSA contribution of $1,200 or more. One percent of covered workers have an employer that
matches worker HSA contributions for single coverage.

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

• For HDHP/HRAs, the average annual total employer contribution for covered workers is $9,230 for single
coverage and $22,559 for family coverage. The average total employer contribution for single coverage for
covered workers in HDHP/HRAs is higher than the average employer contribution for single coverage in
plans that are not HDHP/SOs [Figure 8.7].

• For HSA‑qualified HDHPs, the average total annual employer contribution for covered workers is $7,940 for
single coverage and $21,005 for workers with family coverage. These amounts are similar to the average
employer contributions for single and family coverage in health plans that are not HDHP/SOs [Figure 8.7].
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COST SHARING FOR OFFICE VISITS

The cost‑sharing pattern for physician office visits in HSA‑qualified plans is quite different than the pattern in
other plan types.

• For primary care office visits, 68% of covered workers in HSA qualified HDHPs have a coinsurance
requirement, compared to 6% of covered workers enrolled in PPOs, 5% of covered workers enrolled in
HMOs, 2% of covered workers enrolled in POS plans, and 16% of covered workers enrolled in HDHP/HRAs
[Figure 8.20]. Workers in other plan types are muchmore likely to face copayments than coinsurance for
physician office visits (see Section 7 for more information).

• The pattern is similar for office visits for specialty services, where 69% of covered workers in HSA qualified
plans have a coinsurance requirement, compared to 9% of covered workers enrolled in PPOs, 5% of
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covered workers enrolled in HMOs, 5% of covered workers enrolled in POS plans, and 16% of covered
workers enrolled in HDHP/HRAs [Figure 8.20]

Health Reimbursement Arrangements (HRAs) are medical care reimbursement plans established by employers
that can be used by employees to pay for health care. HRAs are funded solely by employers. Employers may
commit to make a specified amount of money available in the HRA for premiums andmedical expenses incurred
by employees or their dependents. HRAs are accounting devices, and employers are not required to expend
funds until an employee incurs expenses that would be covered by the HRA. Unspent funds in the HRA usually
can be carried over to the next year (sometimes with a limit). Employees cannot take their HRA balances with
them if they leave their job, although an employer can choose to make the remaining balance available to former
employees to pay for health care. HRAs often are offered along with a high‑deductible health plan (HDHP). In
such cases, the employee pays for health care first from his or her HRA and then out‑of‑pocket until the health
plan deductible is met. Sometimes certain preventive services or other services such as prescription drugs are
paid for by the plan before the employee meets the deductible.

Health Savings Accounts (HSAs) are savings accounts created by individuals to pay for health care. An individual
may establish an HSA if he or she is covered by a “qualified health plan” ‑ a plan with a high deductible (at least
$1,600 for single coverage and $3,200 for family coverage in 2025 or $1,500 and $3,000, respectively, in 2024) that
also meets other requirements. Employers can encourage their employees to create HSAs by offering an HDHP
that meets the federal requirements. Employers in some cases also may assist their employees by identifying
HSA options, facilitating applications, or negotiating favorable fees from HSA vendors. Both employers and
employees can contribute to an HSA, up to the statutory cap of $4,300 for single coverage and $8,550 for family
coverage in 2025. Employee contributions to the HSA are made on a pre‑income tax basis, and some employers
arrange for their employees to fund their HSAs through payroll deductions. Employers are not required to
contribute to HSAs established by their employees but if they elect to do so, their contributions are not taxable to
the employee. Interest and other earnings on amounts in an HSA are not taxable. Withdrawals from the HSA by
the account owner to pay for qualified health care expenses are not taxed. The savings account is owned by the
individual who creates the account, so employees retain their HSA balances if they leave their job.
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Section 9

Prescription Drug Benefits

Nearly all (99%) covered workers are at a firm that provides prescription drug coverage to enrollees in its largest
health plan. Over time, employer plans have incorporatedmore complex benefit designs for prescription drugs
as employers and insurers expand the use of formularies with multiple cost‑sharing tiers, as well as other
management approaches. To reduce the burden on respondents, we ask offering firms about the attributes of
prescription drug coverage only for their largest health plan. This survey asks employers about the cost‑sharing
in up to four tiers, plus, if applicable, a tier exclusively for specialty drugs. Some plans may have more than one
tier for specialty drugs or other variations that are not captured in the survey. There also may be other areas of
variation in how plans structure their formularies that also are not captured.

DISTRIBUTION OF COST SHARING

The large majority of covered workers (92%) are in a plan with tiered cost sharing for prescription drugs [Figure
9.1]. Cost‑sharing tiers generally refer to a health plan placing a drug on a formulary or preferred drug list
that classifies drugs into categories that are subject to different cost sharing or management. Often, there are
different tiers for generic, preferred and non‑preferred drugs. Plans also create additional tiers that may be used
for specialty drugs or more expensive drugs such as biologics. Some plans may have multiple tiers for different
categories.

• Eighty‑four percent of covered workers are in a plan with three, four, or evenmore tiers of cost sharing
for prescription drugs [Figure 9.1]. These totals include tiers that cover only specialty drugs, although the
cost‑sharing information for the specialty tier is reported separately below.

• Compared to covered workers in other plan types, those in HDHP/SOs are less likely to be in a plan with
four or more tiers of cost sharing (49% vs. 65%) [Figure 9.2].

• Compared to covered workers in other plan types, those in HDHP/SOs are more likely to be in a plan that
has no cost sharing for prescriptions once the plan deductible is met (9% vs. 2%) [Figure 9.2].

– Covered workers in firms with 10 to 199 workers are more likely than those in larger firms to have no
cost sharing after the deductible is met (8% vs. 2%) [Figure 9.2].
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TIERS NOT EXCLUSIVELY FOR SPECIALTY DRUGS

Even when formulary tiers covering only specialty drugs are not counted, a large share (82%) of covered workers
are in a plan with three or more tiers of cost sharing for prescription drugs. The cost‑sharing statistics presented
in this section do not include information about tiers that cover only specialty drugs. In cases in which a plan
covers specialty drugs on a tier with other drugs, they will be included in these averages. Cost‑sharing statistics
for tiers covering only specialty drugs are presented separately below.

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

– Among covered workers in plans with three or more tiers of cost sharing for prescription drugs, the
average copayment is $12 for first‑tier drugs, $40 second‑tier drugs, $71 for third‑tier drugs, and $123
for fourth‑tier drugs [Figure 9.6].

– Among covered workers in plans with three or more tiers of cost sharing for prescription drugs, the
average coinsurance rate is 19% for first‑tier drugs, 25% for second‑tier drugs, 35% for third‑tier drugs,
and 31% for fourth‑tier drugs [Figure 9.6].

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

– For these workers, copayments are more common than coinsurance in both tiers [Figure 9.3]. The
average copayment is $12 for the first tier and $37 for the second tier. The average coinsurance rate is
18% for the first tier and 25% for the second tier [Figure 9.6].

• Eight percent of covered workers are in a plan with the same cost sharing for prescriptions regardless of the
type of drug (excluding tiers covering only specialty drugs) [Figure 9.2].

– Among these workers, 18% have copayments and 82% have a coinsurance rate [Figure 9.3].
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COINSURANCEMAXIMUMS

Coinsurance rates for prescription drugs often include maximum and/or minimum dollar amounts. Depending
on the plan design, coinsurance maximums can significantly limit the amount an enrollee must spend
out‑of‑pocket for higher‑cost drugs. Even in plans without explicit coinsurance maximum amounts, the overall
plan out‑of‑pocket maximum limits enrollee cost sharing on covered services, including prescription drugs.

Coinsurance minimum andmaximum amounts vary across tiers and plan designs.

• For example, among covered workers in a plan with coinsurance for the third cost‑sharing tier, 42% have
only a maximum dollar amount attached to the coinsurance rate, 6% have only a minimum dollar amount,
22% have both a minimum andmaximum dollar amount, and 28% have neither.

• For those in a plan with coinsurance for the fourth cost‑sharing tier, 69% have only a maximum dollar
amount attached to the coinsurance rate, 5% have only a minimum dollar amount, 6% have both a
minimum andmaximum dollar amount, and 19% have neither [Figure 9.7].

SEPARATE TIERS FOR SPECIALTY DRUGS

Specialty drugs, such as biologics that may be used to treat chronic conditions or some cancer drugs, can be
quite expensive and often require special handling and administration. In 2016, we revised our survey questions
to obtain more information about formulary tiers that are exclusively for specialty drugs.

• In 2025, 87% of covered workers at firms with 10 or more workers to be in a plan with coverage for specialty
drugs, the same percentage as last year.
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– Covered workers in firms with 200 or more workers are more likely than workers in smaller firms to be
in a plan with coverage for specialty drugs (92% vs. 71%).

– Covered workers in firms with 10 to 199 workers are more likely than workers in larger firms to be in a
firm that did not know if its plan with the largest enrollment covers specialty drugs (18% vs. 4%).

• Among covered workers in firms with 200 or more workers in a plan with coverage for specialty drugs, 63%
are in a plan with at least one cost‑sharing tier just for specialty drugs [Figure 9.8].

– Among covered workers at firms with 200 or more workers in a plan with at least one separate tier
for specialty drugs, 40% have a copayment for specialty drugs and 58% have coinsurance [Figure
9.10]. The average copayment is $111 and the average coinsurance rate is 27% [Figure 9.11]. Sixty‑two
percent of those with coinsurance have a maximum dollar limit on the amount of coinsurance they
must pay.
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PRESCRIPTION DRUG ADMINISTRATION

Forty‑five percent of covered workers in firms with 50 or more workers are enrolled in a plan that reduces or
waives cost sharing for prescription drugs needed to maintain health for one or more chronic illnesses, such as
insulin products for diabetics [Figure 9.12]. Firms with 5,000 or more workers are more likely to have this policy
(52%) [Figure 9.13].
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Generic drugs

• Drugs that are no longer covered by patent protection and thus may be produced and/or distributed by
multiple drug companies.

Preferred drugs

• Drugs included on a formulary or preferred drug list; for example, a brand‑name drug without a generic
substitute.

Non‑preferred drugs

• Drugs not included on a formulary or preferred drug list; for example, a brand‑name drug with a generic
substitute.

Fourth‑tier drugs

• New types of cost‑sharing arrangements that typically build additional layers of higher copayments or
coinsurance for specifically identified types of drugs, such as lifestyle drugs or biologics.

Specialty drugs

• Specialty drugs such as biological drugs are high cost drugs that may be used to treat chronic conditions
such as blood disorder, arthritis or cancer. Often times they require special handling andmay be
administered through injection or infusion.
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Section 10

Plan Funding

Many firms, particularly larger firms, choose to pay for some or all of the health services of their workers directly
from their own funds rather than by purchasing health insurance to cover them. This is called self‑funding.
Both public and private employers can use self‑funding to provide health benefits. Federal law (the Employee
Retirement Income Security Act of 1974, or ERISA) exempts self‑funded plans established by private employers
(but not public employers) frommost state insurance laws, including reserve requirements, mandated benefits,
premium taxes, and some consumer protection regulations. In 2025, 67% of covered workers are in a self‑funded
health plan. Some employers which sponsor self‑funded plans purchase stoploss coverage to limit their
liabilities.

In recent years, a complex funding option, often called level‑funding, has becomemore widely available to small
employers. Level‑funded arrangements are nominally self‑funded options that package together a self‑funded
plan with extensive stoploss coverage that significantly reduces the risk retained by the employer. Thirty‑seven
percent of covered workers in firms with 10 to 199 workers are in a level‑funded plan in 2025.

SELF‑FUNDED PLANS

• Sixty‑seven percent of covered workers are in a plan that is self‑funded, similar to the percentage (65%) last
year [Figure 10.2].

– The percentage of covered workers enrolled in self‑funded plans is similar to the percentages five
years ago (69%) and ten years ago (66%) [Figure 10.2].

– As expected, covered workers in firms with 200 or more workers are significantly more likely to be in a
self‑funded plan than covered workers in smaller firms (80% vs. 27%) [Figure 10.1] and [Figure 10.3].
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LEVEL‑FUNDED PLANS

In recent years, insurers have been offering health plans that provide a nominally self‑funded option for small
andmid‑sized employers that incorporates stoploss insurance with relatively low attachment points. In these
arrangements, the insurer calculates an expectedmonthly expense for the employer, which includes a share of
the estimated annual cost for benefits, premiums for the stoploss protection, and an administrative fee. The
employer pays this “level premium” amount, with the potential for some reconciliation between the employer
and the insurer at the end of the year, although small employers are often protected from anymeaningful
additional liability. These policies are sold as self‑funded plans, so they generally are not subject to state
requirements for insured plans and, for those sold to employers with fewer than 50 employees, are not subject to
the rating and benefit standards in the ACA for small firms.

Due to the complexity of the funding (and regulatory status) of these plans, and because employers often pay a
monthly amount that resembles a premium, respondents may be confused as to whether or not their health plan
is self‑funded or insured. There also may be confusion because different plan administrators (generally insurers)
use different labels to refer to these arrangements. We asked employers with fewer than 200 workers whether
they have a level‑funded plan.

• Thirty‑seven percent of firms that offer health benefits with 10 to 199 workers offer a level‑funded plan in
2025, the same percentage as last year.

• Thirty‑seven percent of covered workers in firms with 10 to 199 workers are enrolled in a level‑funded plan
in 2025, similar to the percentage last year [Figure 10.6] [Figure 10.8]. Fifty‑one percent of covered workers
in firms with 10 to 199 workers are enrolled in either a level‑funded plan or a self‑insured plan, similar to
the percentage (47%) last year [Figure 10.7] and [Figure 10.8].
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STOPLOSS COVERAGE

Employers purchase insurance, often referred to as “stoploss” coverage, to protect themselves from unexpected
losses for claims incurred by a self‑funded plan. There are different types of stoploss; for example a stoploss
policy may cover any amount that the plan sponsor must pay over a specified amount for each worker or
enrollee (referred to as specific stoploss coverage) or it may limit the total amount the plan sponsor must pay
for all claims in the plan over the plan year (referred to as aggregate stoploss coverage). Stoploss coverage also
may be focused on particular types of claims (e.g., transplants). A firmmay have more than one type of stoploss
coverage.

• At firms with 200 or more workers, 75% of covered workers in self‑funded health plans are in plans that
have stoploss insurance, similar to the percentage last year (75%) [Figure 10.9]. Covered workers in firms
with 5,000 or more workers are less likely than covered workers in smaller firms to be in a plan with
stopless insurance [Figure 10.10].
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Self‑Funded Plan An insurance arrangement in which the employer assumes direct financial responsibility for
the costs of enrollees’ medical claims. Employers sponsoring self‑funded plans typically contract with a
third‑party administrator or insurer to provide administrative services for the self‑funded plan. In some
cases, the employer may buy stoploss coverage from an insurer to protect the employer against very large
claims.

Fully‑Insured Plan An insurance arrangement in which the employer contracts with a health plan that assumes
financial responsibility for the costs of enrollees’ medical claims.

Level‑Funded Plan An insurance arrangement in which the employer makes a set payment eachmonth to an
insurer or third party administrator which funds a reserve account for claims, administrative costs, and
premiums for stop‑loss coverage. When claims are lower than expected, surplus claims payments may be
refunded at the end of the contract.

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

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

Retiree Health Benefits

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

Twenty‑seven percent of large firms offering health benefits offer retiree health benefits in 2025, similar to the
percentage in 2024 (24%).

This survey asks retiree health benefits questions only of firms with 200 or more workers.

EMPLOYER RETIREE BENEFITS

In 2025, 27% of firms with 200 or more workers that offer health benefits offer retiree health benefits for at least
some current workers or retirees [Figure 11.1]. Starting in 2019, we instructed firms to respond “yes” if they were
providing coverage for retirees but weren’t offering current employees these benefits, or if they were planning to
give current employees retiree health coverage in the future.

• Retiree health benefits offer rates vary with firm characteristics.

– Among firms with 200 or more workers that offer health benefits, firms with 5,000 or more workers are
more likely to offer retiree health benefits than smaller firms (41% v. 26%) [Figure 11.2].

* The share of firms with 200 or more workers that offer retiree health benefits varies considerably
by industry [Figure 11.2].

* Among firms with 200 or more workers that offer health benefits, public employers are more
likely (63%) and private for‑profit employers are less likely (13%) to offer retiree health benefits
than other firm types [Figure 11.3].

* Firms with 200 or more workers that offer health benefits and that have at least some union
workers are more likely to offer retiree health benefits than firms without any union workers
(46% vs. 20%) [Figure 11.3].
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BENEFIT ELIGIBILITY

Among firms with 200 or more workers that offer retiree health benefits,

• Eighty‑two percent offer benefits to early retirees under the age of 65 [Figure 11.4].

• Fifty‑four percent offer them to Medicare‑age retirees [Figure 11.4].

• Forty‑seven percent offer benefits to both early and Medicare‑age retirees.

Among firms with 200 or more workers that offer retiree benefits, three‑in‑four (74%) offer health benefits to the
spouses of retirees [Figure 11.5].
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MEDICARE ADVANTAGE

Forty‑seven percent of firms with 200 or more workers that offer retiree health benefits to Medicare‑age retirees
offer coverage to at least some Medicare‑age retirees through a contract with a Medicare Advantage plan, similar
to the share last year (56%) [Figure 11.7]. This share has risen considerably since 2017 (26%).

• Among firms with 200 or more workers that offer retiree health benefits through a Medicare Advantage
plan,

– Sixty‑one percent offer retiree health benefits only through Medicare Advantage plans while 39% offer
a choice of other types of plans for retiree for retiree health benefits [Figure 11.8]. Both of these shares
are similar to last year.

– Fifty‑eight percent said to the best of their knowledge that the shift to offering Medicare Advantage
plans lowered their per retiree costs, 7% said the shift to Medicare Advantage plans did not lower their
per retiree costs, while 35% did not know the answer [Figure 11.9].

• Among firms with 200 or more workers that offer retiree health benefits that do not offer benefits through a
Medicare Advantage plan in 2025, 6% are “Very Likely” or “Somewhat Likely” to do so in the next two years
[Figure 11.10].
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Section 12

Health Screening and Health Promotion
andWellness Programs

Most large firms offer some form of wellness program to help workers and their family members identify health
issues andmanage chronic conditions. Some employers believe that improving the health of workers and their
family members can improve well‑being and productivity, as well as reduce health care spending.

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

Among large firms (more than 200 workers) offering health benefits in 2025, 53% offer workers the opportunity
to complete a health risk assessment, 43% offer workers the opportunity to complete a biometric screening,
and 83% offer workers one or more wellness programs, such as programs to help them stop smoking or lose
weight, or lifestyle and behavioral coaching. Substantial shares of these firms provide incentives for workers to
participate in or complete the programs.

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

HEALTH RISK ASSESSMENTS

Many firms give their workers the option to complete a health risk assessment to identify potential health issues.
Health risk assessments generally include questions about medical history, health status, and lifestyle. Health
risk assessments may be administered by an insurer.

• Among firms that offer health benefits, 35% of firms with 10 to 199 workers and 53% of larger firms provide
workers with the option to complete a health risk assessment, similar to the percentages last year [Figure
12.1].

– Focusing on firms with 200 or more workers, firms with 5,000 or more workers are more likely than
smaller firms to provide workers with an opportunity to complete a health risk assessment (75%
vs. 52%) and firms with 200 to 999 workers are less likely to do so compared to larger firms (51%
vs. 61%) [Figure 12.1].

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

– Among firms with 200 or more workers that offer workers an opportunity to complete a health risk
assessment, 51% of firms with 200 to 999 workers, 60% of firms with 1,000 to 4,999 workers, and 69%
of firms with 5,000 or more workers use incentives or penalties to encourage workers to complete the
assessment.
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– The percentage for firms with 200 or more workers that use incentives or penalties to encourage
workers to complete a health risk assessment (53%) is similar to the percentage (54%) last year
[Figure 12.2].
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BIOMETRIC SCREENING

Biometric screening is a health examination that looks at a person’s key health metrics, such such as cholesterol
level, body mass index (BMI), blood pressure, and blood glucose levels, to assess a person’s general health and to
identify their risk factors for different health conditions. As defined by this survey, assessing smoking status is not
considered biometric screening.

• Among firms that offer health benefits, 22% of firms with 10 to 199 workers and 43% of larger firms provide
workers the opportunity to complete a biometric screening. These percentages are similar to those last
year [Figure 12.3] [Figure 12.5].

• Some firms developed options for workers to complete biometric screening remotely.

– Among firms providing workers the opportunity to complete a biometric screening, 61% allow
employees to complete the screening remotely, similar to the percentage last year (62%) [Figure 12.4].

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

– Among firms with a biometric screening program, 34% of firms with 10 to 199 workers and 62% of
larger firms use incentives or penalties to encourage workers to complete the assessment. These
percentages are similar to those last year year [Figure 12.6].

• In addition to incentives for completing a biometric screening, some firms have incentives or penalties
based on whether or not workers meet specified biometric outcomes, such as maintaining a certain
cholesterol level or body weight. Incentives related to tobacco use are not considered for this question.
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– Among firms with a biometric screening program, 21% have incentives or penalties tied to whether
workers meet specified biometric outcomes. This percentage is similar to the percentage (15%) last
year.
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HEALTH SCREENING PROGRAMS

• Among firms offering health benefits, 42% of firms with 10 to 199 workers and 63% of larger firms offer
workers a health risk assessment, biometric screening, or both, to their workers. These percentages are
similar to those last year [Figure 12.9].
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WELLNESS AND HEALTH PROMOTION PROGRAMS

Large shares of employers offer wellness and health promotion programs to help workers engage in healthy
lifestyles and reduce health risks. These may include exercise programs, health education classes, health
coaching, and stress‑management counseling. These programsmay be offered directly by the firm, or by an
insurer or third‑party vendor.

• Stop Smoking or Using Tobacco. Among firms offering health benefits, 43% of firms with 10 to 199
workers and 68% of larger firms offer programs to help workers stop smoking or using tobacco [Figure
12.11]. Firms with 5,000 or more workers are more likely than other larger firms to offer such a program
(83% vs. 68%).

• Weight Loss. Among firms offering health benefits, 42% of firms with 10 to 199 workers and 63% of larger
firms offer programs to help workers lose weight [Figure 12.11]. Firms with 5,000 or more workers are more
likely than other larger firms to offer such a program (84% vs. 62%).

• Life Style Coaching. Among firms offering health benefits, 48% of firms with 10 to 199 workers and 74%
of larger firms offer one or more other lifestyle or behavioral coaching programs to their workers [Figure
12.11]. Firms with 5,000 or more workers are more likely than other larger firms to offer such programs
(88% vs. 73%).

• Overall, 56% of small firms and 83% of large firms offering health benefits offer at least one of these three
types of programs to their workers [Figure 12.10] and [Figure 12.11]. These percentages are similar to those
last year.

• Twenty‑three percent of firms with 10 to 199 workers and 46% of larger firms offering one of these wellness
or health promotion programs offer an incentive for workers to participate in or complete the program.
These percentages of firms with 200 or more workers offering an incentive is similar to the percentage last
year. [Figure 12.13].

– Firms with 5,000 or more workers are more likely than other larger firms to offer an incentive for
workers to participate in or complete a wellness or health promotion program (61% vs. 45%) [Figure
12.13].
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SURCHARGES AND INCENTIVES RELATED TO TOBACCO USE

Some firms require employees that use tobacco products to pay higher premium contributions or cost sharing.
A small share of firms say that not smoking is a condition of employment and they are not included in the
estimates here.

• Among firms that offer health benefits, 5% of firms with 10 to 199 workers and 14% of larger firms have
higher premium contributions or cost‑sharing for employees who use tobacco products or vape [Figure
12.15].

– Firms with 5,000 or more workers are more likely than other larger firms (200 to 4,999 workers) to
have higher contributions or cost sharing for employees that use tobacco produces or vape (38%
vs. 13%) [Figure 12.15].

• Among firms that offer health benefits, 1% of firms with 10 to 199 workers and 7% of larger firms provide
employees with some form of direct payment (such as a higher account contribution) or payroll deduction
based on whether or not an employee uses tobacco products or vapes [Figure 12.16].

– Firms with 5,000 or more workers are more likely than other larger firms (200 to 4,999 workers)
to provide employees with some form of direct payment incentive or payroll deduction based on
whether or not an employee uses tobacco products or vapes (19% vs. 7%) [Figure 12.16].
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Section 13

Employer Practices, Employee Concerns,
and Access to Care: Provider Networks,
Coverage for GLP‑1s, and Primary Care

Employers frequently review andmodify their health plans to incorporate new options or adapt to
circumstances. The topics this year include: factors contributing to higher premiums; the structure and breadth
of provider networks; direct contracting; specialty networks; alternative pricing approaches, such as reference
pricing and variable copayments; access to primary care; menopause benefits; GLP‑1 drug coverage for weight
loss; employee concerns with plans and utilization management; price and cost‑sharing information for
enrollees; employer coverage and Medicaid; and flexible spending accounts (FSAs).

FACTORS CONTRIBUTING TO HIGHER PREMIUMS

Firms that offer health benefits with 200 or more workers were asked about the factors that they believe have
contributed to higher health plan premiums in recent years.

• Thirty‑six percent of large firms say that prescription drug prices contributed “a great deal” to higher
premiums, 35% say that they contributed “somewhat” to higher premiums, while smaller shares say
prescription drug prices contributed “very little” (10%) or “not at all” (6%) [Figure 13.1]. Firms with 1,000
or more workers are more likely than firms with 200 to 999 workers to say that prescription drug prices
contributed “a great deal” to higher premiums.

• Thirty percent of large firms say that the prevalence of chronic diseases contributed “a great deal” to
higher premiums, 39% say that it contributed “somewhat” to higher premiums, 12% say that it contributed
“very little” to higher premiums, and 6% say that it contributed “not at all” [Figure 13.1]. Firms with 5,000
or more workers are more likely to say that the prevalence of chronic diseases contributed “a great deal” to
higher premiums while firms with 200 to 999 workers are less likely to respond so.

• Twenty‑six percent of large firms say that higher utilization of health care services contributed “a great
deal” to higher premiums, 37% say that it contributed “somewhat” to higher premiums, 18% say that it
contributed “very little” to higher premiums, and 6% say that it contributed “not at all” [Figure 13.1]. Firms
with 1,000 or more workers are more likely than firms with 200 to 999 workers to say that higher utilization
of health care services contributed “somewhat” to higher premiums.

• Twenty‑two percent of large firms say that higher prices for hospital services contributed “a great deal”
to higher premiums, 41% say that they contributed “somewhat” to higher premiums, 13% say that they
contributed “very little” to higher premiums, and 7% say that contributed “not at all” [Figure 13.1]. Firms
with 1,000 or more workers are more likely than firms with 200 to 999 workers to say that higher prices for
hospital services contributed “somewhat” to higher premiums.

• Twenty‑two percent of large firms say that new prescription drugs contributed “a great deal” to higher
premiums, 36% say that they contributed “somewhat” to higher premiums, 17% say that they contributed
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“very little” to higher premiums, and 9% say that contributed “not at all” [Figure 13.1]. Firms with 1,000
or more workers are more likely than firms with 200 to 999 workers to say that new prescription drugs
contributed “a great deal” to higher premiums.
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PROVIDER NETWORKS AND CONTRACTING APPROACHES

Firms and health plans structure their networks of providers to ensure access to care, and to encourage
enrollees to use providers who are lower cost, or who provide better care. Some firms, particularly larger firms,
are incorporating direct contracting arrangements with providers or using tiered cost‑sharing to encourage
employees to use lower‑cost or higher quality providers.

HIGH PERFORMANCE OR TIERED PROVIDER NETWORKS

Some firms offer high‑performance networks or tiered networks. These types of networks use cost‑sharing or
other incentives to encourage enrollees to use in‑network providers that have better performance or quality or
have lower costs.

• Among firms that offer health benefits with 50 or more workers, 15% offer a health plan with a
high‑performance or tiered network in 2025, lower than the percentage (20%) last year [Figure 13.3].

• Firms with 1,000 or more workers are more likely to include a high‑performance or tiered network in their
largest health plan than smaller firms (25% vs. 15%) [Figure 13.4].
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NARROWNETWORKS

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

• Among firms that offer health benefits, 9% offer a health plan that can be considered a narrow network in
2025, similar to the percentage (8%) last year. Firms with 5,000 or more workers are more likely to offer a
narrow network plan than smaller firms [Figure 13.5].
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DIRECT CONTRACTINGWITH HOSPITALS AND HEALTH SYSTEMS

Some large employers contract directly with providers, such as hospital or health systems, to provide for their
employees outside of their health plan’s network.

• Among firms that offer health benefits with 200 or more workers, 5% of firms with 200 to 999 workers, 10%
of firms with 1,000 to 4,999 workers, and 18% of firms with 5,000 or more workers have direct contracts
with hospitals or health systems to provide services to enrollees separate from their health plan contracts.
A larger percentage of firms with 5,000 or more workers have direct contracts in 2025 compared to 2019
[Figure 13.7].
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SPECIALTY NETWORKS

Some large employers contract with vendors that offer networks of specialists to provide care for certain types
of services. These can include cancer, heart disease, musculoskeletal care or other types of specialty care. These
networks offer access to specialty services beyond those that otherwise would be available in the firm’s health
plans’ networks.

• Among firms that offer health benefits with 500 or more workers, 4% of firms with 500 to 999 workers, 8%
of firms with 1,000 to 4,999 workers, and 19% of firms with 5,000 or more workers have vendor contracts to
provide specialty care for their employees outside of their health plan network [Figure 13.8].

• Firms with vendor contracts for specialty care were asked if enrollees had lower out‑of‑pocket costs if
they received services through the specialty network. Among these firms, 26% have lower cost sharing
for enrollees who use services through the specialty network, 17% cover some services only through the
specialty network, 32% do not have lower cost sharing for services provided through the specialty network,
and 25% did not know.
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VARIABLE COPAYMENTS AND REFERENCE PRICING

Some plans and vendors, such as Surest and Coupe Health, have developed products that eliminate deductibles
for some services but use copayment amounts that vary based on the cost and practices of the provider they
choose. The approach allows enrollees to lower their cost sharing by choosing more cost efficient providers.

• Among firms that offer health benefits with at least 500 workers, 9% offer a plan to at least some employees
that uses the variable copayment approach. This percentage is similar across firm sizes for these large
firms [Figure 13.9].

Reference pricing is an approach where a health plan pays a prescribed amount for a service and the enrollee is
responsible for the difference between the plan payment and the amount charged by the provider. The reference
price may be based on a benchmark, such as a percentage of Medicare payments or some percentile of the cost
for similar services. Larger firms were asked if their plan with the largest enrollment paid for any services other
than prescription drugs using reference pricing.

• Among firms that offer health benefits with at least 500 workers, 7% use reference pricing for at least some
services other than prescriptions in their plan with the largest enrollment. This percentage is similar to the
percentage of firms that used reference pricing in 2018 and 2014 [Figure 13.10].
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SUFFICIENCY OF PROVIDER NETWORKS

Firms offering health benefits were asked about whether they believed that the provider network for their health
plan with the largest enrollment had sufficient numbers of providers to provide timely access to primary care,
specialty care, andmental health services.

• Ninety‑two percent of firms that offer health benefits believe that there are a sufficient number of providers
in their health plan with the largest enrollment to provide timely access to primary care services for their
workers [Figure 13.11]. This percentage is similar for smaller and larger firms [Figure 13.12].

– Although there appears to be broad satisfaction in the sufficiency of provider networks for primary
care, 4% of small firms with 50 or more workers and 8% of large firms, including 14% of firms with
5,000 or more workers, asked their insurer or plan administrator to increase the number of in‑network
primary care providers within the last two years [Figure 13.14].

• Eighty‑nine percent of firms that offer health benefits believe that there are a sufficient number of
providers in their health plan with the largest enrollment to provide timely access to specialty care
services for their workers [Figure 13.11]. This percentage is similar for smaller and larger firms [Figure
13.12].

• Seventy percent of firms that offer health benefits believe that there are a sufficient number of providers in
their health plan with the largest enrollment to provide timely access tomental health services for their
workers [Figure 13.11]. This percentage is similar for smaller and larger firms [Figure 13.12].
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APPROACHES TO PRIMARY CARE

Some employers are using alternative approaches to provide primary care options for their workers. These
include approaches using virtual care and direct contracts with networks of primary care providers.

• Among firms with 50 or more workers that offer health benefits, 30% have a contract to provide virtual
primary care services, including telehealth primary care options, that go beyond the services provided to
workers in their health plan networks [Figure 13.14]. Firms with 1,000 or more workers are more likely than
smaller firms to have a contract for virtual primary care services (45% vs. 29%).

• Among firms with 50 or more workers that offer health benefits, 7% contract directly with an organization
to provide primary care services to their workers in addition to the primary care providers offered through
their health plan networks [Figure 13.14]. The percentage is similar for smaller and larger firms.
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MENOPAUSE SUPPORT BENEFITS

Some employers contract with a vendor to offer specialized care or a virtual care benefit to provide support for
enrollees during menopause. These services may include education, access to specialty care andmental health
support.

• Among employers with 200 or more workers that offer health benefits, 4% of firms with 200 to 999 workers,
10% of firms with 1,000 to 4,999 workers, and 13% of firms with 5,000 or more workers have vendor
contracts to provide support for workers or their dependents during menopause [Figure 13.15].

GLP‑1 DRUG COVERAGE FORWEIGHT LOSS

GLP‑1 agonists, used to help control blood sugar levels in people with type 2 diabetes, have also been shown to
be an effective drug to help people lose weight. Common brand names include Ozempic, Wegovy, Mounjaro,
Saxenda, and Victoza. Health plans generally have covered these medications when prescribed for people with
diabetes, but there has been a growing interest in the extent to which employer plans and other payers cover
them for people who have a clinical need to lose weight. The relatively high cost of these drugs, combined with
the likelihood of long‑term usage, has raised questions about the potential costs to plans that cover them.

Firms that offer health benefits with 200 or more workers were asked about their coverage of GLP‑1 agonists
when used primarily for weight loss.

• Among firms that offer health benefits with 200 or more workers, 16% of firms with 200 to 999 workers,
30% of firms with 1,000 to 4,999 workers, and 43% of firms with 5,000 or more workers cover GLP‑1 agonists
when used primarily for weight loss [Figure 13.16].
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• The overall percentage of firms with 200 or more workers that cover GLP‑1 agonists for weight loss (19%) is
similar to the percentage last year (18%).

• The percentage of firms with 5,000 or more workers that cover GLP‑1 agonists for weight loss is higher than
the percentage last year (43% vs. 28%).

• The percentage of firms that did not know if they covered GLP‑1 agonists for weight loss is higher for firms
with 200 to 999 workers than for larger firms [Figure 13.16].

Thirty‑four percent of firms with 200 or more workers that cover GLP‑1 agonists for weight loss require enrollees
to meet with a dietitian, case manager, or therapist, or participate in a lifestyle program in order for the drug to
be covered. Firms with 200 to 999 workers are more likely than larger firms to respond that they do not to know
the answer to this question [Figure 13.17].

Firms with 200 or more workers that cover GLP‑1 agonists for weight loss were asked how the use of GLP‑1
agonists for weight loss compared to their expectations.

• 44% of firms with 1,000 to 4,999 workers, and 59% of firms with 5,000 or more workers say that the use of
these medications for weight loss was higher than expected.

• Firms with 200 to 999 workers were much less likely than larger firms to say that the use of these
medications for weight loss was higher than expected (12% vs. 48%) and were more likely to respond that
they did not know the answer to the question (36% vs. 11%). These smaller firms may not receive as much
information about the utilization of specific services as larger firms [Figure 13.18].

Firms with 200 or more workers that cover GLP‑1 agonists for weight loss were asked about the impact that
covering GLP‑1 agonists had on their spending for prescription drugs.

• Forty‑three percent of firms with 1,000 to 4,999 workers, and 66% of firms with 5,000 or more workers say
that covering GLP‑1 agonists for weight loss had a “significant” impact on the health plan’s prescription
drug spending.

• Firms with 200 to 999 workers were less likely than larger firms to say that covering these medications for
weight loss had a “significant” impact on their health plan’s prescription drug spending (22% vs. 49%) and
were more likely than larger firms to say that the impact on plan prescription drug spending was “minor”
(26% vs. 11%) [Figure 13.19].

Firms with 200 or more workers were asked about the importance of covering GLP‑1 agonists for weight loss for
employee satisfaction with their health plan.

• Among these firms that cover GLP‑1 agonists for weight loss, 26% say that covering these medications
for weight loss is “very important” for employee satisfaction, 37% say that it is “important,” 20% say it is
“somewhat important,” 5% say that it is “not important,” and 12% do not know the answer to this question
[Figure 13.20].

• Among these firms that do not cover GLP‑1 agonists for weight loss, 18% say that covering these
medications for weight loss is “very important” for employee satisfaction, 27% say that it is “important,”
36% say it is “slightly important,” 13% say that it is “not important,” and 6% do not know the answer to this
question.

Firms with 200 or more workers that offer health benefits but do not cover GLP‑1 agonists for weight loss were
asked how likely it is that they would begin doing so within the next 12 months.

• Among these firms, only 1% say that they are “very likely” to begin covering GLP‑1 agonists for weight loss
within the next 12 months, 24% say that they were “somewhat likely,” 67% say that they were “not likely,”
and 8% do not know the answer to the question [Figure 13.21].
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EMPLOYEE CONCERNSWITH PLAN AND UTILIZATIONMANAGEMENT

Consumer concerns about health plan management—such as prior authorization requirements—have received
growing public attention in recent years. Firms offering health benefits were asked to assess how concerned they
believe their employees are about various aspects of health plan management.

Affordability of Cost Sharing. Among firms offering health benefits, 16% believe that their employees level
of concern over the affordability of cost sharing is “high,” 29% believe the level of concern is “moderate,” 28%
believe the level of concern is “low,” 20% believe the level of concern is “none,” and 7% do not know the level of
concern [Figure 13.22].

• Firms with 10 to 199 workers are more likely than larger employers to believe their employees have no
concern about the affordability of cost sharing (21% vs. 12%).

Scheduling Timely Appointments With Providers. Among firms offering health benefits, 10% believe that
their employees level of concern over their ability to schedule timely appoints is “high,” 20% believe the level of
concern is “moderate,” 32% believe the level of concern is “low,” 30% believe the level of concern is “none,” and
8% do not know the level of concern [Figure 13.22].

• Firms with 200 or more workers are more likely than smaller firms to believe that employees have a “high”
or “moderate” level of concern about their ability to schedule timely appointments with providers (43%
vs. 29%).

• Firms with 10 to 199 workers are more likely than larger employers to believe their employees have no
concern about their ability to schedule timely appointments with providers (31% vs. 20%).

Complexity of Prior Authorization Requirements. Among firms offering health benefits, 5% believe that their
employees level of concern over the complexity of prior authorization requirements is “high,” 23% believe the
level of concern is “moderate,” 33% believe the level of concern is “low,” 28% believe the level of concern is
“none,” and 10% do not know the level of concern.

• Firms with 200 or more workers are more likely than smaller firms to believe that employees have a “high”
or “moderate” level of concern about the complexity of prior authorization requirements (44% vs. 27%).

• Firms with 10 to 199 workers are more likely than larger employers to believe their employees have no
concern about the complexity of prior authorization requirements (29% vs. 16%).

Finding In‑Network Providers. Among firms offering health benefits, 4% believe that their employees level
of concern over the difficulty of finding in‑network providers is “high,” 13% believe the level of concern is
“moderate,” 42% believe the level of concern is “low,” 35% believe the level of concern is “none,” and 5% do not
know the level of concern.

• Firms with 10 to 199 workers are more likely than larger employers to believe their employees have no
concern about their ability to find in‑network providers (29% vs. 16%).

Number of Denied Claims. Among firms offering health benefits, 4% believe that their employees level of
concern about the number of denied claims is “high,” 11% believe the level of concern is “moderate,” 40%
believe the level of concern is “low,” 23% believe the level of concern is “none,” and 21% do not know the level of
concern.
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PRICE AND COST SHARING INFORMATION FOR ENROLLEES

Firms that offer health benefits with 200 or more workers were asked how they think enrollees use information
on the cost of services provided by their health plan.

• Among these firms, 8% say that enrollees use cost information provided by their health plans “a great
deal,” 41% say that they use it “somewhat,” 36% say that they use it “very little,” and 5% say that they use it
“not at all,” and 10% do not know the answer to the question [Figure 13.24].

Federal rules require health plans (including self‑funded plans) to make information available to enrollees about
the estimated cost of services and cost‑sharing on a “real‑time” basis. Firms that offer health benefits with 200 or
more workers were asked about the potential effectiveness of these new requirements.

• Among these firms, 27% say that providing employees with additional information about the cost of
services will help their health care decision making “a great deal,” 45% say that it will help their decision
making “somewhat,” 21% say that it will help their decision making “very little,” and 3% say that it will help
their decision making “not at all” [Figure 13.25].

Firms also were asked if they have conducted or received data analyses that used price transparency information.

• Eighteen percent of firms that offer health benefits with 200 or more workers say that they have conducted
or received analyses using price transparency data [Figure 13.26].
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EMPLOYER COVERAGE ANDMEDICAID

Some lower‑income employees are covered by Medicaid. Firms that offer health benefits and firms that do not
were each asked about the importance of Medicaid coverage of their employees, both as primary coverage for
employees not covered by the firm and as a source of payment for out of pocket expenses for employees covered
by the firm.

• Among firms that do not offer health benefits with 10 to 199 workers, 34% say that Medicaid is “very
important” in providing health coverage to their employees, 22% say that Medicaid is “somewhat
important,” 9% say that Medicaid is “neither important nor unimportant,” 12% say that Medicaid is “not
very important,” 13% say Medicaid is “not at all important,” and 11% did not know the answer to the
question [Figure 13.27].

• Firms with 50 to 199 employees were more likely than smaller firms to say that Medicaid is “very
important” in providing health coverage to the firm’s employees (63% vs. 33%).

• Among small firms that offer health benefits, 29% say that Medicaid is “very important” in providing
health coverage to employees not covered by the firm’s health plan, 18% say that Medicaid is “somewhat
important,” 10% say that Medicaid is “neither important nor unimportant,” 14% say that Medicaid is “not
very important,” 16% say Medicaid is “not at all important,” and 13% did not know the answer to the
question [Figure 13.27].

• Firms with 10 to 49 workers that offer health benefits are less likely than larger firms to say that Medicaid is
“very important” or “somewhat important” in providing health coverage to employees not covered by the
firm’s health plan (43% vs. 60%).

• Firms with 10 to 49 workers that offer health benefits are more likely than larger firms to say that Medicaid
is “not at all important” in providing health coverage to employees not covered by the firm’s health plan
(19% vs. 6%).

• Among large firms that offer health benefits, 17% say that Medicaid is “very important” in helping to pay for
out‑of‑pocket expenses or to pay for services for employees covered by the firm’s health plan, 25% say that
Medicaid is “somewhat important,” 15% say that Medicaid is “neither important nor unimportant,” 16% say
that Medicaid is “not very important,” 11% say Medicaid is “not at all important,” and 17% did not know the
answer to the question [Figure 13.28].
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PRE‑TAX ACCOUNTS FORMEDICAL EXPENSES

Flexible spending accounts (FSAs) allow employees to set aside funds on a pre‑tax basis to pay for medical
expenses not covered by health insurance. The legal maximum contribution for employee FSA contributions for
2025 is $3,300.

• Among firms that offer health benefits, 30% of small firms and 70% of large firms offer their employees an
FSA for medical care [Figure 13.29]. The likelihood that a firm will offer an FSA for medical care increases
with firm size, ranging from 25% for firms with 10 to 49 workers up to 96% for firms with 5,000 or more
workers [Figure 13.30].

Firm contributions towards health plan premiums are not subject to federal income or payroll taxes. Firms have
the option of sponsoring a plan under Section 125 of the Internal Revenue Code, which allows employees to
make their contributions for health plan premiums on a pre‑tax basis.

• Among firms that offer health benefits, 70% of small firms and 85% of large firms sponsor a plan that
allows their employees to make their health plan premium contributions on a pre‑tax basis.

• Firms with 10 to 49 workers are less likely than larger firms to offer such a plan (66% vs. 84%) [Figure 13.30].

• Firms with 1000 or more workers are more likely small larger firms to offer such a plan (92% vs. 71%).
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