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The Outlook for Marketplace Open Enrollment
By Aviva Aron-Dine and Tara Straw
On November 1, 2017, HealthCare.gov and state marketplaces will start the Affordable Care Act
(ACA)’s fifth open enrollment period, with consumers able to sign up for 2018 health coverage.
This open enrollment will be the first under an Administration that has sought to undermine the
ACA marketplaces, rather than strengthen them, and the Administration’s actions to date
undoubtedly will depress enrollment. But even taking into account these headwinds, there are also
important factors that will sustain consumer demand for marketplace coverage, although likely not
at the levels seen during the last two open enrollment periods when over 12 million people signed
up for plans.

Administration Actions Will Depress Enrollment
2018 Premiums Are Higher Because of the Administration’s Actions
The Trump Administration’s decision (and earlier threats) to stop making cost-sharing reduction
(CSR) payments to insurers (payments reimbursing insurers for the cost-sharing assistance they are
required to provide to lower-income enrollees), along with uncertainty about how and whether the
Administration would administer other provisions of the ACA, have significantly increased 2018
marketplace premiums. Many insurers have raised premiums substantially due to concerns that the
Administration would fail to enforce (or would work with Congress to repeal) the ACA’s individual
mandate and due to broader uncertainty about the future of the ACA and how the Administration
would administer it.1 On top of that, insurers have increased silver plan premiums by an additional 7
to 38 percent this year to account for non-payment of CSRs.2
These increases are especially unfortunate given growing evidence that marketplace premium
increases would have moderated this year, were it not for the Administration’s actions. Last year’s
premium increases largely made up for insurers’ earlier underpricing, and 2018 premium increases
would be under 10 percent in a stable policy environment, a Brookings Institution analysis
concludes.3 Similarly, an Oliver Wyman study published earlier this year forecast 2018 premium
increases of 8 to 11 percent in a stable policy environment, compared to 28 to 40 percent with
continued uncertainty about CSR payments and mandate enforcement.4 (See Figure 1.) Actual
premium increases for benchmark silver plans average 37 percent across the 39 states using the
HealthCare.gov eligibility and enrollment platform (“HealthCare.gov states”), consistent with these
projections.5
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FIGURE 1

While tax credits will adjust to shield the large majority of marketplace consumers from premium
increases (as discussed below), consumers with incomes too high to qualify for subsidies will face
another year of steep premium increases, instead of more moderate premium growth. Some will
likely drop coverage as a result.

Outreach Cuts Will Mean Greater Confusion, Lower Enrollment
The Administration’s large cuts to outreach and enrollment assistance make it less likely that new
consumers will learn about the marketplace coverage and financial assistance available to them and
harder for them to sign up if they do. The Centers for Medicare & Medicaid Services (CMS) is
planning to spend 90 percent less this year on consumer outreach and education (budgeting just $10
million) and 40 percent less on navigator programs that offer enrollment help (budgeting $36
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million) than it did for the 2017 open enrollment
period.6 CMS and the rest of the Administration
are also reducing their outreach efforts in less
quantifiable ways; for example, Department of
Health and Human Services (HHS) staff will no
longer participate in local enrollment events.7

FIGURE 2

Outreach remains critically important to
enrollment. Two in five uninsured adults were
unaware of the marketplaces as of earlier this
year, and about half were unaware of
marketplace financial assistance as of early
2016.8 Marketing is effective at closing these
information gaps. HHS research during the 2015
and 2016 open enrollment periods found that 20
to 37 percent of sign-ups by consumers new to
the marketplace were attributable to outreach
activities, such as television and digital
advertisements.9 Studies by California’s
marketplace (Covered California) and outside
experts confirm the effectiveness of advertising
in reaching new consumers.10
These studies indicate that the
Administration’s outreach cuts will have large
effects on enrollment. Covered California
estimates that these cuts will lead at least 1 million fewer consumers to enroll in coverage
nationwide, while HealthCare.gov’s former chief marketing officer projects at least a 1.1 million
drop.11 (See Figure 2.)

Halving the Open Enrollment Period Will Also Depress Sign-Ups
The Administration announced earlier this year that it would cut the 2018 open enrollment period
in half for states using HealthCare.gov, with open enrollment running from November 1 through
December 15, instead of through January 31. (Most states that run their own marketplace
enrollment platforms are maintaining longer open enrollment periods.12)
This change will likely depress enrollment in several ways. First, requiring all consumers to sign up
by December 15 may overtax HealthCare.gov resources in the days leading up to the deadline,
resulting in long website and call center wait times, or even website outages. Second, the shorter
enrollment period means consumers will not have the option to wait out the holiday season and sign
up for coverage in January. Low- and moderate-income families experience especially high levels of
financial stress in December, which may discourage them from enrolling in coverage at that time of
year, a study by Harvard and Vanderbilt University researchers found.13 (See Figure 3.) Third, the
shorter open enrollment means fewer opportunities for consumers to hear about HealthCare.gov
and less time for them to visit, shop for plans, and get questions answered.
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Even as consumers gain more experience with the marketplace, January has remained an
important time for new consumer sign-ups. Last year, almost 1 million new HealthCare.gov
consumers (30 percent) signed up after late December. January is typically a key month for
enrollment of so-called “healthy procrastinators,” including many young people.14 The shorter
enrollment period also means that returning consumers will have less opportunity to switch plans
after learning that they have been automatically re-enrolled.15
FIGURE 3

Nine-Month Effort to Repeal the ACA Has Left Consumers Confused
The Administration and Congress’s nine-month effort to repeal the ACA has resulted in
confusion among consumers, with some mistakenly believing that the ACA has been repealed, and
marketplace coverage is no longer available. In one early October survey, 39 percent of voters said
that the ACA had already been fully or partially repealed; that belief was even more prevalent among
young people.16 A separate survey found that nearly a fifth of uninsured adults (mistakenly) believe
the ACA’s individual mandate is no longer in effect, while nearly a quarter are unsure.17
Unsurprisingly, people who believe that marketplace coverage has been or will soon be eliminated
are less likely to sign up for a marketplace plan. Last year’s open enrollment coincided with the start
of the repeal and replace debate in Congress and with a Trump Administration executive order
widely seen as directing federal agencies to weaken the ACA. In a Commonwealth Fund survey,
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more than one-third of uninsured adults who knew about but did not visit the ACA marketplaces
last year cited as one reason their belief that the ACA would soon be repealed.18 (See Figure 4.)
FIGURE 4

Why Consumer Demand for Coverage May Stay Strong
Despite the headwinds described above, there are also important reasons marketplace coverage
will remain attractive to consumers.

Most Marketplace Consumers Are Satisfied with Their Coverage
The starting point for open enrollment sign-ups are the roughly 10 million current marketplace
consumers.19 More than 80 percent of 2017 marketplace consumers are satisfied with their coverage,
similar to previous years, surveys show.20 (See Figure 5.) Consistent with that, 80 percent of
individual market enrollees (on- and off-marketplace) plan to re-enroll in health insurance during the
upcoming open enrollment period. 21 Re-enrollment is not appropriate for all consumers, since some
obtain job-based coverage, experience income changes that make them eligible for Medicaid, or
otherwise find a new source of coverage.
Nonetheless, in previous years, high satisfaction rates among marketplace consumers have indeed
translated into high re-enrollment rates. Last year, for example, 5.3 million consumers — a majority
of those enrolled — came back to HealthCare.gov or their state marketplace and actively selected a
plan, in addition to the 2.8 million who were automatically re-enrolled.
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Additionally, as the ACA marketplaces mature, a growing number of people have prior, often
positive marketplace experience: they enrolled in the marketplace and then left, often because they
obtained other coverage. This group may be more likely to return to the marketplace as “new”
consumers if their circumstances change again.
FIGURE 5

Most Current and Potential Marketplace Consumers Are Protected from Rate
Increases
Under the ACA, marketplace consumers with incomes below 400 percent of the poverty level
(about $100,000 for a family of four) can purchase benchmark coverage for no more than a set
fraction of their income, regardless of sticker price premiums. That means that these subsidy-eligible
consumers are fully shielded from premium increases. For example, a family of four with income of
$50,000 is guaranteed the option to purchase benchmark coverage for no more than about 6.5
percent of their income, or about $270 per month. Whether sticker price premiums increase to
$1,000 or $2,000, the family’s net premium remains the same, with premium tax credits adjusting as
needed to make up the difference.
The large majority of both current and potential marketplace enrollees are eligible for premium
tax credits. Among 2017 marketplace enrollees, 84 percent qualify for tax credits.22 Likewise, HHS
estimated in 2016 that more than 80 percent of the marketplace-eligible uninsured had incomes
below 400 percent of the poverty level, suggesting they could qualify for subsidies. Even taking into
account people purchasing individual market coverage off-marketplace, HHS and independent
analysts have estimated that a substantial majority of individual market consumers either receive
premium tax credits or could qualify for them if they switched to purchasing marketplace coverage.23
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Last year, sticker price premiums for benchmark coverage increased by an average of 25 percent
in HealthCare.gov states.24 Nonetheless, average net premiums for the more than 80 percent of
consumers qualifying for subsidies remained unchanged at $106 per month.25 As would be expected
given these figures, there’s no evidence that sticker price premium increases in 2017 significantly
reduced marketplace enrollment. In fact, rate increases and enrollment changes were uncorrelated
across states in 2017 (see Figure 6); the same was true in 2015 and 2016 as well.26
FIGURE 6

Many Subsidized Consumers Will Be Able to Find Lower-Cost Plans This Year
Not only will subsidy-eligible consumers be protected from premium increases, the nature of this
year’s premium increases means that many subsidized consumers will be able to find better bargains
than in previous years. As noted above, a large share of this year’s premium increases is due to the
Trump Administration’s decision to stop CSR payments: payments reimbursing insurers for the
cost-sharing assistance they are required to provide to lower-income enrollees. But this assistance is
available only to consumers who enroll in marketplace silver plans. For that reason, insurers in most
states have raised premiums for silver — but not for bronze, gold, or platinum — plans to account
for the loss of CSRs.27 Because premium tax credits increase to match increases in silver plan
premiums, that means that tax credits in many places are increasing by much larger amounts than
bronze or gold plan premiums are.28
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For many subsidized consumers, that will
result in unusually low premiums (net of tax
credits) for bronze and gold plans this year. For
example, the Kaiser Family Foundation
estimates that premiums for the lowest-price
available bronze and gold plans will fall for
subsidized consumers at most income levels in
most of the country — in many cases by
significant amounts. For a 40-year-old with
income of $30,000 (about 250 percent of the
poverty level), the cost of purchasing the lowestprice available bronze plans will fall by an
average of 54 percent across HealthCare.gov
states, while the cost of purchasing the lowestprice available gold plan will fall by an average of
16 percent. These decreases occur because silver
plan premiums, and therefore tax credits, are
increasing significantly more than bronze and
gold plan premiums are.29 Overall, HHS
estimates that 80 percent of HealthCare.gov
consumers will be able to find a 2018 plan with a
premium of less than $75 per month after tax
credits, a larger share than in any previous year
(see Figure 7).30

FIGURE 7

Lower-income consumers who are eligible for generous cost-sharing assistance will usually still be
best served by enrolling in silver plans.31 But moderate-income consumers may be able to purchase
plans with much lower deductibles for lower or similar prices and may have access to highdeductible plans with extremely low premiums. These unusual bargains could attract new enrollees
who previously found marketplace coverage unaffordable (although unfortunately, fewer people will
learn about them, due to the Administration’s cuts to marketplace outreach discussed above).

Unsubsidized Consumers May Also Find Better Deals Than Expected
Lower premium increases for gold and bronze plans compared to silver plans also mean that
unsubsidized consumers may find better deals than they expect, although most will still face
significant premium increases (in large part reflecting the Administration’s actions, as discussed
above). The average premium increases reported by state regulators and in the press are heavily
weighted toward silver plans, which enroll about three-quarters of HealthCare.gov consumers. But
more than half of unsubsidized consumers are enrolled in bronze or gold plans. Many unsubsidized
consumers may therefore see premium increases lower than reported averages even if they stick with
a plan within their current coverage tier. Others may be able to secure smaller increases in total costs
(premiums plus deductibles, copays, and coinsurance) if they shop around and consider bronze or
gold plan options.32
On average across HealthCare.gov states, premiums for the lowest-price available bronze and gold
plans are increasing by only about half as much as lowest-cost silver plan premiums.33 One result is
that there are parts of the country where gold plans now cost about the same amount as, or less
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than, silver plans. (See Figure 8.) In some areas, therefore, unsubsidized consumers can both reduce
their year-over-year premium increase and lower their deductibles by switching from silver to gold
plans. Likewise, bronze plans may offer a better deal than silver plans, because, while they still have
higher deductibles, the premium discount they offer is larger than normal this year. The lowest-price
available bronze plan costs 29 percent less than the benchmark silver plan this year, on average
across HealthCare.gov states, compared to 17 percent less last year.34
Projections for unsubsidized consumer attrition that are based on average silver plan premium
increases — and ignore the better deals available for non-silver plans — are likely to overstate 2018
marketplace enrollment declines.
FIGURE 8
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While there is no comprehensive survey of rate increases due to concerns about individual mandate enforcement,
CareFirst, a major insurer in Maryland, Virginia, and Washington D.C., requested additional rate increases of 15 percent
due to concerns about the individual mandate (https://www.vox.com/2017/5/8/15563448/trump-insurancepremiums-2018), and Pennsylvania’s insurance commissioner reported in June that insurers would request additional rate
increases averaging 14.5 percent if concerns about mandate non-enforcement or repeal were not addressed
(http://www.media.pa.gov/Pages/Insurance-Details.aspx?newsid=248). Insurers in a number of other states, including
Alabama, Arizona, Indiana, Iowa, Louisiana, Oregon, and elsewhere, attributed a portion of their rate increases to
concerns about mandate enforcement or to broader policy uncertainty.
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