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Strong Demand Expected for Marketplace Open
Enrollment, Despite Administration Actions
By Tara Straw, Sarah Lueck, Shelby Gonzales, and Halley Cloud
On November 1, HealthCare.gov and most state-based marketplaces will begin the Affordable
Care Act (ACA)’s sixth open enrollment period, with consumers signing up for 2019 coverage. This
open enrollment launches at a time when two major federal policy changes undermining the
marketplace take full effect. The first of these is the 2017 tax law’s repeal of the penalty related to
the ACA’s individual mandate (the requirement that most people get health insurance or pay a fee).
The second is new Trump Administration rules designed to promote short-term health plans and
association health plans, which don’t meet ACA benefit standards or include the ACA’s protections
for people with pre-existing health conditions. Both changes will likely raise premiums and reduce
marketplace enrollment.
Nevertheless, the marketplaces have proven resilient in the face of Trump Administration actions
that depress enrollment and will likely remain so in the coming year, for several reasons. Surveys
show that the large majority of marketplace consumers are satisfied with their coverage, and they’ll
have even more insurer and plan choices in 2019. Most marketplace consumers are protected from
rate increases by offsetting increases in their premium tax credits and, as in 2018, many will find
good bargains among the more generous plans.

Administration Actions Will Depress Enrollment
After persistent efforts by congressional Republicans and the Trump Administration in 2017 to
repeal the ACA, nearly 1 million fewer people signed up for marketplace plans in 2018 (11.8 million)
than at the peak in 2016, the final year of the Obama Administration (12.7 million).1 More recent
Trump Administration actions threaten enrollment once again this year by causing premiums to rise,
reducing assistance to consumers, and creating confusion among consumers.
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Administration Actions Push Up 2019 Premiums
Premiums in 2019 are higher than they otherwise would be, due to a series of Trump
Administration actions. During the last two years, the Administration threatened to end costsharing reduction payments to insurers and then did so, proposed rule changes expanding
substandard health plans that operate outside the ACA marketplaces and then finalized them,
backed multiple attempts in Congress to repeal the ACA, and fostered a general atmosphere of
uncertainty about whether and how it would enforce key provisions of the law.2 Late in 2017,
Congress passed legislation that eliminated the mandate penalty in 2019, as discussed below, though
in some cases insurers raised their 2018 premiums in anticipation of that change or out of concern
the Administration would weaken enforcement.3
Each of these actions exerted upward pressure on premiums in the individual market. Premiums
in 2019 for silver “benchmark” plans are 16 percent higher on average as a result of the repeal of the
mandate penalty, the loss of cost-sharing reduction payments, and the expansion of substandard
plans, the Kaiser Family Foundation estimates.4 So while average premiums for these plans will fall
2 percent in 2019 in the 39 states that utilize HealthCare.gov, as the Centers for Medicare &
Medicaid Services (CMS) reported,5 premiums should actually be falling more. Moreover, evidence
indicates that flat or falling premiums reflect some insurers having set their 2018 premiums too high
as they attempted to deal with sudden Administration policy shifts, especially the end of cost-sharing
reduction payments in October 2017.6
It’s good news that many consumers live in areas that will see little to no premium growth in
2019. However, while tax credits shield the large majority of marketplace consumers from premium
increases, as discussed below, that is not the case for people with middle to high incomes. For
people who must pay the full cost on their own, high premiums could discourage them from
enrolling.
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Expansion of Substandard Health Plans Puts Consumers and Market Stability at Risk
In 2019, federal rule changes are expected to boost the number of people enrolled in short-term
health plans and association health plans (AHPs). These types of health coverage do not meet ACA
benefit standards or include the ACA’s pre-existing condition protections, yet under the new federal
rules, short-term plans and AHPs could become widespread alternatives to ACA plans in states that
allow this to occur.
As of October 2, short-term plans can last up to one year and be extended, instead of being
limited to three months as under prior rules. And AHPs, which are health plans that trade and
professional groups offer to their members, can now be formed more easily and offered to selfemployed individuals (and small businesses), even though they don’t have to meet ACA standards
that otherwise apply to coverage offered to individuals and small businesses. Neither AHPs nor
short-term plans must meet the ACA’s essential health benefits requirements, so they can leave out
or sharply limit coverage for mental health care, prescription drugs, or substance use disorder
treatment. AHPs can charge people higher rates based on characteristics such as gender, age, and
occupation (though not health status). Short-term plans can deny coverage and charge higher rates
based on health status; they also can impose dollar limits on the benefits they will pay out during the
coverage period and broadly exclude coverage related to a person’s pre-existing conditions.
Some consumers who would have enrolled in ACA marketplace plans could instead be lured to
short-term plans or AHPs, particularly if they expect to be healthy or do not realize that the
coverage is far less comprehensive than marketplace coverage. Companies offering short-term plans
typically market them aggressively; in some cases they are explicitly targeting the ACA open
enrollment period for a marketing push, even though there is no deadline to sign up for these plans.7
This will likely increase consumers’ confusion.
The looming expansion of substandard plans raises two major concerns. The first is that some
consumers will enroll in a substandard plan and then get sick or injured, leaving them with high outof-pocket costs or difficulty accessing coverage of needed services. The second is that the
proliferation of such plans will cause the traditional insurance risk pool to deteriorate by siphoning
off healthier enrollees, which would threaten the market’s stability over time and leave individuals —
specifically, those ineligible for premium tax credits — paying significantly higher premiums. The
Urban Institute estimated that the federal expansion of short-term plans, combined with elimination
of the individual mandate penalty, would increase premiums for ACA plans by 18.3 percent and
leave 9 million fewer people with minimum essential coverage.8
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Repeal of Individual Mandate Will Raise Premiums and Depress Enrollment
The coming open enrollment period will be the first since the 2017 tax law repealed the individual
mandate penalty. In 2019 alone, eliminating the penalty will lower Medicaid enrollment by 1 million
people and nongroup insurance enrollment (on and off the marketplace) by 3 million, while raising
the number of uninsured by 4 million, the Congressional Budget Office (CBO) estimates.9 In one
survey of adults with insurance coverage, 5 percent overall said they would drop their coverage in
2019 due to repeal of the penalty, while 9 percent of people in the individual market said they
wouldn’t re-enroll.10
The individual mandate was intended to keep healthy people in the marketplace to maintain a
stable risk pool. Without this nudge to enroll, premiums will rise. CBO estimated that premiums
will be 10 percent higher in 2019 than they would be absent the change, as fewer healthy people will
enroll in the regulated nongroup market and sicker people will remain.11 Nearly 8 in 10 insurers
surveyed said they increased 2019 rates due to repeal of the penalty, by an average of 5 percent.12
This follows double-digit premium hikes in 2018 driven by concerns about non-enforcement of the
mandate and the other regulatory uncertainty fueled by the Trump Administration’s year-long ACA
repeal effort.13
Outreach Cuts Will Mean Less Assistance and Lower Enrollment
The Administration has sharply cut marketplace outreach and enrollment assistance, making it less
likely that new consumers will learn about the coverage and financial assistance available to them.
Outreach and marketing have shrunk to $10 million, a 90 percent cut since 2016, despite continued
evidence that advertising yields enrollment gains.14 (See Figure 1.) For purposes of comparison,
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California’s state-based marketplace, which has made a concerted effort to invest in outreach and
enrollment assistance, will spend $6.5 million on its statewide navigator program and $45 million on
paid advertising.15
Similarly, CMS has cut funding for enrollment
help by navigator programs by more than 80
percent since 2016, leaving only $10 million to
spread across 34 states, despite an ongoing need
for in-person assistance.16 (Navigator programs
raise awareness about the marketplace, help
people apply for federal subsidies, provide
impartial information about plan options, and
help consumers with issues such as filing appeals
and submitting eligibility documentation.) In
Florida, five groups received nearly $6.6 million
in navigator funding last year to enroll 1.7
million people, the most in any state; this year a
single group will receive only $1.25 million to
serve the entire state. In Texas, navigator
coverage will fall far short of the previous, near
statewide coverage, with no funded navigators in
San Antonio, Dallas, Fort Worth, Austin,
Corpus Christi, Waco, or the entire Texas
Panhandle. Three states — Iowa, Montana, and
New Hampshire — will have no navigator at all.

FIGURE 1

Compounding the harm of the funding cuts, the Administration abandoned the practice of
awarding multiyear grants, which was meant to promote continuity and expertise among navigator
organizations, instead announcing single-year funding only seven weeks before open enrollment.17
This left little time for awardees to set their budgets and hire and train enrollment workers, or for
qualified applicants denied grants to replace that funding with money from other sources.
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Proposed “Public Charge” Changes Could Raise Immigrants’ Fears
The Administration recently proposed a rule that could frighten families that include immigrants
from obtaining marketplace coverage for which they are eligible. If finalized, the Department of
Homeland Security rule would make it much harder for many immigrants lawfully in the country to
remain here and for many seeking legal entry to come. The rule directs immigration officials to
reject applications from individuals who seek lawful permanent resident status, or seek to enter the
United States, if they have received — or are judged likely to receive in the future — any of an
extensive array of benefits tied to need, including Medicaid. Although receipt of marketplace
subsidies is not one of the benefits that would lead to rejection of an immigration application, the
proposed requirements are complex and confusing. Many families that include immigrants may be
afraid to apply for marketplace subsidies, given the Administration’s harsh stance on immigration
and the significant media attention that the proposed changes have received. (Consumers who apply
for marketplace subsidies must also be screened for Medicaid eligibility; this link between the
application processes for the two programs could cause further fear and confusion.)
The proposed public charge rule is far from becoming final, and it specifies that changes related to
benefit use in the immigration process would not begin until 60 days after the rule is finalized. This
should provide some reassurance to families seeking to enroll in health coverage. Still, many people
will likely be deterred, fearing that enrolling in health coverage could prevent them from realizing
their families’ immigration-related goals.
Efforts to Undermine ACA Have Created Consumer Confusion
Some people who need health coverage likely doubt the ACA is still law. A Government
Accountability Office (GAO) report documenting the factors that likely affected 2018 enrollment
cited consumer confusion about whether the ACA had been repealed and whether coverage was still
available.18 After Congress’s year-long effort to repeal the law in 2017, President Trump continued
the repeal rhetoric this year, saying in the State of the Union that “[w]e repealed the core of
disastrous Obamacare”19 and stating as recently as May that “[e]ssentially, we are getting rid of
Obamacare.”20
Compounding consumer uneasiness, the Administration announced in June that it won’t defend
the ACA against a court challenge by 20 Republican-led states that seeks to invalidate the entire
law.21 In particular, the Justice Department asked the court to strike down two critical consumer
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protections: the provision that bars insurers from denying coverage to people with pre-existing
conditions (guaranteed issue) and the prohibition on charging higher premiums to people because of
their health status (community rating).
The insurance landscape for 2019 will also leave consumers confused. As noted, a flood of new
plans with substandard benefits will be marketed alongside more comprehensive plans during
marketplace open enrollment. At the same time, there will be fewer impartial, trained experts to
explain the differences and little time to do it: once again, open enrollment for states using
HealthCare.gov will be only 45 days long (ending on December 15), shorter than in many states with
a state-based marketplace.22
The shorter open enrollment period will leave consumers with fewer opportunities to hear about
HealthCare.gov and less time to visit, shop for plans, and get questions answered. It will also deny
them the option of waiting out the holiday season and signing up for coverage in January. Low- and
moderate-income families experience especially high financial stress in December, which may
discourage them from enrolling in coverage at that time of year, a study by Harvard and Vanderbilt
researchers found.23

Consumer Demand for Coverage Expected to Stay Strong
Despite the headwinds described above, marketplace coverage will remain attractive to
consumers, for several reasons.
Most Marketplace Consumers Are Satisfied With Their Coverage
The starting point for open enrollment sign-ups is the roughly 10 million current marketplace
consumers.24 More than 80 percent of marketplace enrollees were satisfied with their coverage in
2017, similar to previous years, surveys show.25 (See Figure 2.) Despite repeal of the individual
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mandate penalty, 90 percent of individual
market enrollees (on and off marketplace) plan
to re-enroll for 2019.26

FIGURE 2

Re-enrollment isn’t appropriate for all
consumers; 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 translated into high reenrollment rates. Last year, for example, nearly
5.5 million consumers came back to
HealthCare.gov or their state marketplace and
actively selected a plan, in addition to the nearly
2.9 million who were re-enrolled automatically.27
Returning consumers made up 73 percent of all
2018 enrollment.
Additionally, high satisfaction rates mean that
as the ACA marketplaces mature, a growing
number of people have prior, often positive
marketplace experience. They may be more likely to return to the marketplace as “new” consumers
if their circumstances change again.
Insurer Participation Will Increase
In recent years, some insurers reduced participation in ACA marketplaces or left them entirely due
to financial losses and the unpredictable policy environment. But in 2019, some insurers are newly
entering the marketplaces, others that left in 2016 and 2017 are returning, and existing insurers are
expanding the areas they serve. According to CMS, 23 more insurers will offer plans in 2019 than
did so during the last open enrollment period, and only five states are expected to have a single
insurer offering marketplace coverage, down from eight states in 2018.28 This will increase some
consumers’ array of plan choices (on average, consumers will have 26 plans to choose from, up from
25 in 2018), which could help them find a plan with features — such as a provider network and
deductible level — that meet their needs. Greater competition among insurers also could help
reduce premiums for people who don’t qualify for subsidies.
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In addition, if participating insurers ramp up their marketing activities and enrollment assistance,
this could boost awareness about marketplace plan options, ACA subsidies, and the benefits of
adequate coverage.
Most 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 silver benchmark coverage for no more than a
specified fraction of their income, regardless of sticker price premiums. This fully shields them 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. When sticker prices increase, the family’s premium remains the same, with their
premium tax credit adjusting to make up the difference. In 2018, while sticker price premiums for
benchmark coverage increased by an average of 37 percent in HealthCare.gov states,29 average net
monthly premiums for the more than 85 percent of consumers qualifying for subsidies fell from $106
to $89.30 (See Figure 3.)
The large majority of both current and potential marketplace enrollees are eligible for a premium
tax credit. Eighty-seven percent of 2018 marketplace enrollees qualified for a credit.31 Likewise, the
Urban Institute estimates that one-quarter of the remaining uninsured (about 7.5 million of the 30
million uninsured) are potentially eligible for a credit because their incomes are below 400 percent of
the poverty level.32 The Department of Health and Human Services (HHS) and independent
analysts estimate that a substantial majority of individual market consumers who purchase offmarketplace could qualify for a credit if they switched to marketplace coverage.33
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FIGURE 3

Many Consumers Can Afford More Generous Plans
Many consumers eligible for a premium tax credit will be able to find good bargains for 2019
coverage, similar to 2018. A large share of last year’s premium increases resulted from the Trump
Administration’s decision to stop cost-sharing reduction payments, which reimburse insurers for the
cost-sharing assistance the ACA requires them to provide to lower-income enrollees. This
assistance is available only to consumers who enroll in marketplace silver plans, so insurers in most
states raised premiums for silver plans but not for bronze, gold, or platinum plans to account for the
loss of those payments. (This practice was referred to as “silver loading.”)34
Consumers’ premium tax credits rise to match increases in silver plan premiums, regardless of
whether they purchase a silver plan or a different coverage tier. As a result, enrollees in 2018
coverage had a larger credit to apply to a marketplace plan; many found particularly good bargains
among gold plans (which have higher premiums but significantly lower deductibles) and bronze
plans (which have hefty deductibles but modest premiums), where the 2018 premium increases were
much smaller than among silver plans. In 2018, the lowest-cost gold plan cost less than the lowest-
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cost silver plan in nearly 500 counties nationwide, and more than half of people who were uninsured
and eligible for marketplace coverage could have obtained a bronze plan for zero net premium.35
For consumers eligible for premium tax
credits, silver loading will result in similarly good
deals for bronze and gold plans in 2019, despite
a 3 percent drop in the average monthly tax
credit.36 Overall, HHS estimates that 79 percent
of HealthCare.gov consumers can find a 2019
plan with a premium of less than $75 per month
after tax credits.37 (See Figure 4.) Gold plans
are also more affordable. For example, a 40year-old consumer with income of $30,000 in
Des Moines, Iowa, can choose a bronze plan
with a $6,200 deductible at zero net premium, or
for a premium of less than $7 per month, enroll
in a gold plan with a $750 deductible.

FIGURE 4

In addition to creating bargains among gold
and bronze plans, higher silver prices made
more families eligible for premium tax credits
(since eligibility is based on benchmark
premiums as a specified share of household
income). As a result, in 2018, enrollment among
people with income between 301 and 400
percent of poverty was up 10 percent in states
that use HealthCare.gov.38 With premiums relatively unchanged in many areas, the same trend
should continue for 2019.
Even consumers who are ineligible for premium tax credits might benefit. More than half of
unsubsidized consumers enroll in bronze or gold plans,39 and because premium increases will be
smaller for those tiers than for silver plans, unsubsidized consumers may find better deals than they
expect in those tiers. (Most will still face significantly higher premiums than they would have if not
for the Administration’s actions, however.) In some parts of the country, gold plans will cost
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consumers about the same as, or less than, silver plans, allowing unsubsidized consumers to reduce
their premium and lower their deductible by switching from silver to gold. Likewise, bronze plans
may offer a better deal than silver plans: while they still have higher deductibles, the premium
discount they offer is substantial, as it was in 2018. The lowest-premium plan costs 29 percent less
than the benchmark silver plan in 2019 on average across HealthCare.gov states — identical to last
year.40
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