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Motivation
Incomplete take-up is a common issue for safety net programs

E.g., EITC (78%); Food stamps (84%); AFDC welfare (80%), TANF (25%)
Health insurance: ~30 million uninsured, of whom ~60% qualify for 
free/subsidized coverage via the ACA

Standard approach for health insurance: Financial incentives

E.g., Subsidies for insurance, Penalties on uninsurance 
Substantial research shows effectiveness, but also limits of incentives

Alternate approach: Streamlined / Automatic enrollment

Enrolling can be a hassle. What if it were easy or automatic?
Substantial evidence that auto-enrollment works in other settings (e.g., 
401k pensions), but little evidence on health insurance
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Overview of Paper
Study “targeted” auto-enrollment policy in Mass. exchange

Starting point: Many people apply and qualify for $0 coverage, but do not 
respond when asked to select a plan (“passive”)
Two possible defaults: (1) Non-enrollment (unless actively choose)

(2) Auto-enrollment (assigned plan if passive)

Policy variation: Auto-enr in place through 2009, suspended in 2010+

DD strategy: Compare lowest-income group subject to AE (pre-2010) vs. 
higher income “control” group not subject to it.

Economic framework to evaluate policy tradeoffs

Key idea: AE is not free – removes an “ordeal” to enroll in a government 
subsidized program 
Ordeals can be optimal if improve targeting efficiency [Nichols & Zeckhauser
1982]. How well does this work for health insurance?
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Outline

1. Setting and Policy Variation

2. Results #1: Impact on Enrollment

3. Results #2: Targeting Implications

4. Policy Comparison: Auto-Enrollment vs. Subsidies



Setting and Policy Variation
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Setting: Massachusetts Pre-ACA Exchange 
Setting: Pre-ACA subsidized insurance exchange (“CommCare”)

Subsidized coverage for low-income adults (< 300% of poverty) not eligible 
for other insurance (employer, Medicaid, Medicare, etc.)
Relevant take-up margin: CommCare vs. Uninsurance

Plan choices: Standardized and simple

4-5 participating insurers (one plan per insurer)
Standardized cost sharing and covered services; Networks vary.

“Targeted” auto-enrollment policy:

Applies to lowest-income group (0-100% poverty) – all plans are free
Sets default for people who apply and qualify for coverage but fail to 
actively choose a plan (within 2 weeks)

Based on similar policy used in Medicaid (but not ACA exchanges)
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Enrollment Process and Default Policy

1. Eligibility 
Application

Need health insurance

• Six-page form to report income, 
family size, other coverage

• Often assisted by social worker or 
medical staffer

Approved (eligible)

Rejected 
(not eligible)

2. Plan 
Choice

• Approval letter mailed to individual
• Instructed to choose a plan by phone, 

online, or mail

(e.g., lost job, churn off Medicaid)
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Enrollment Process and Default Policy

1. Eligibility 
Application

Approved (eligible)

Rejected 
(not eligible)

2. Plan 
Choice

Enrolled in 
Insurance

Actively 
choose 
a plan

Do not 
respond Without auto-enrollment

Not 
Enrolled

Auto 
Enrollment

• Six-page form to report income, 
family size, other coverage

• Often assisted by social worker or 
medical staffer

• Approval letter mailed to individual
• Instructed to choose a plan by phone, 

online, or mail

Need health insurance (e.g., lost job, churn off Medicaid)
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Auto Enrollment Policy Variation

2007

Date (state fiscal years)

Start of 
exchange

2010 2011

Suspended 
(start of 2010)

Auto enrollment in place
(0-100% poverty)

Temporarily reinstated 
(2010, last 3 months)

Control group: 100-200% poverty enrollees
 No auto enrollment throughout



Results #1: Impact on Enrollment
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DD Estimates: Large Decline in New Enrollment

100-200% poverty (control)

<100% poverty (treatment)
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1.2
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Fiscal Year

New Enrollees per Month (normalized: pre-period mean = 1.0)

Suspension of 
auto enrollment

DD = -0.326 ** 
(0.034)
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DD Estimates: No Change in Active Enrollment

<100% poverty (active only)
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.6

.8

1

1.2

2009 2010 2011 2012
Fiscal Year

100-200% poverty (control)

New Enrollees per Month (normalized: pre-period mean = 1.0)

DD = 0.003
(0.037)

Suspension of 
auto enrollment

 Robustness: No change in characs.



14 / 24

Summary: Causal Effect on Enrollment
Auto-enrollment substantially increases enrollment (+30-50%)

Increases flow of new enrollment by 48% (=0.326/(1-0.326))
Translates to 32% higher enrollment in steady state ( Graph)

No effect on number of active enrollees
 Take-away: Modest hassles can be a major barrier to take-up

Magnitude: Large relative to other take-up policies

~10x larger than outreach/reminder “nudges” (+1-6% pts.)
 Goldin et al. 2019; Domurat et al. 2021; Ericson et al. 2020

1.25-2x larger than mandate penalty (+20-26% in MA)
 Chandra et al. 2011; ACA effects are smaller (Lurie et al. 2019)

Comparable to ↓57% enrollee premiums via subsidies ($40/month)
 Finkelstein et al. 2019 in MA (c.f. Frean et al. 2017, Tebaldi 2020 for ACA)

 Take-away: Defaults are first-order important policy for take-up



Results #2: Targeting Implications
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Targeting Implications of Auto-Enrollment
Who gets health insurance b/c of auto-enrollment? Is it optimal that they 
get enrolled, given the public cost of subsidies?

Issue #1: Are they eligible for the program? (“statutory targeting”)

Likely “yes”: AE is limited to people who recently applied & qualified 
Analysis in APCD: Very low (<5%) duplication of coverage (CommCare + 
private); evidence of similar rates for passive enrollees ( Evidence)

Issue #2: Given limited budgets, is covering passive enrollees worth 
the extra public cost? (“economic targeting”)

Benchmark: How do marginal enrollees compare to inframarginals?
“Self-screening” logic: Ordeals may be optimal if screen out people with 
relatively low value (demand) for the program [Nichols & Zeckhauser 1982]
 Does this logic work for health insurance? 
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Targeting: Active vs. Passive Enrollees

Active Passive Diff. (s.e.)
(1) (2) (3) (4)

A. Age and Health
Age (years) 35.6 31.8 -3.8 (0.1) **

Any Chronic Illness 0.641 0.427 -0.215 (0.003) **
Severe Chronic Illness 0.158 0.081 -0.077 (0.002) **
Risk Score (HCC) 1.012 0.644 -0.367 (0.015) **

B. Medical Cost
Average Cost ($/month) $408.6 $227.9 -$180.6 (5.6) **
Any Spending (>$0) 0.894 0.709 -0.185 (0.003) **

C. Duration Enrolled
Average (months) 16.5 11.9 -4.6 (0.1) **

Share 4+ months 0.846 0.772 -0.075 (0.002) **
Share 12+ months 0.559 0.441 -0.119 (0.003) **

D. Income & Neighborhood SES
Income / Poverty Line 0.248 0.200 -0.049 (0.004) **
High-Disadvantage Area 0.320 0.401 +0.082 (0.003) **
Within 2 miles of Safety Net 

Hosp. or Health Center 0.371 0.458 +0.087 (0.003) **

Outcome Passive enrollee 
differences:

Younger 
and 

healthier

Lower medical 
costs (-44%)

Shorter duration 
enrolled

Lower income & 
area SES
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Robustness: Inferring Targeting from Policy Change

100-200% FPL (control)

<100% FPL (treatment)

DD = 57.61 **
(7.25)
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auto enrollment

Average Cost of New Enrollees ($ per month)

 Implication: Marginal enrollees have costs $177 
(43%) lower than active enrollees.

 Results for risk scores
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Summary of Targeting Findings
Passive enrollees are younger, healthier, enrolled shorter periods

Consistent with “self-screening” prediction of lower private value (demand) 
for health insurance (relative to one-time enrollment hassle) 

But passive enrollees also have much lower costs

44% lower costs per month, 60% lower over full enrollment spell
Key Q: Is the social efficiency (= Value/Cost, or MVPF) of covering passive 
enrollees lower or higher? This is less clear.
 Ongoing work: Estimating (proxies for) social value to assess this empirically

 General point: Ordeals screen on low demand ≠ low efficiency 

Demand and cost are often positively correlated (esp. for insurance)
Ordeals targeting is less well-suited to insurance programs

True even if low take-up is rational (behavioral biases add further concerns) 



Policy Comparison: Auto-Enrollment vs. Subsidies
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Comparing Take-Up Policies
What is the most cost-effective way to expand take-up?

Relevant question for designing ACA reforms

Converse: How best to reduce take-up if need to save money?

CommCare’s situation in 2010 when it faced a budget crunch, stopped AE. 
Our analysis suggests it did save money (total subsidy spending ↓15%). 
Would other policies (e.g., ↓ subsidies) have worked better?

Comparison: Auto-enrollment vs. Subsidies

Auto-enrollment: Results just shown
Subsidies: Finkelstein, Hendren, Shepard (2019) findings using RD 
subsidy variation in same Massachusetts exchange.
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Cost Effectiveness: Auto Enrollment vs. Subsidies

Total Cost per Newly Insured
Gross Govt. Cost $228 $310 $336 $326

%Δ vs. auto-enr. -- +36% +47% +43%

Net of Uncomp Care savings* $82 $184 $164 $147
%Δ vs. auto-enr. -- +125% +100% +79%

$39 to $0 $77 to $39 $116 to $77
0-100% FPL 150% FPL 200% FPL 250% FPL

Public Cost Calculation 
($/month)

Auto 
Enrollment

Subsidy Increase (↓premiums)

Spending on Marginal Enrollees
Medical Costs $228 $196 $268 $281

Premiums Paid $0 $0 $39 $77

Net Public Subsidy $228 $196 $229 $204

--- $114 $106 $123Transfers to Inframarginals
(per newly enrolled)

* Note: Estimates follow method in 
Finkelstein, Hendren, Shepard (2019). 

Similar cost 
on marginals

Large subsidy 
transfer

Subsidies 36-125% more expensive
than auto enrollment



Conclusion
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Conclusion
Large impact of defaults on health insurance enrollment (+30-50%)

Large relative to other policies (outreach/reminder nudges, mandate 
penalty, comparable to 57% premium decrease)

 Policy implication: Hassles are a major factor in health insurance take-up; 
“smart defaults” can be used to reduce hassles.

Targeting: Enrolls young, healthy, low-cost people

Consistent with “self-screening” on low value, but also low cost
 General point: Ordeals targeting less likely to work well when value & cost 

are positively related (as true in insurance).

Policy tradeoffs: AE more cost-effective than subsidies (+36-125%)

Suggests that if want to reduce uninsurance, it is more cost -effective to 
prioritize policies that streamline the enrollment process.



Thank You!
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Step 1: Eligibility Application Form

 Go back



Step 1: Eligibility Application Form (2)

 Go back



Step 1: Eligibility Application Form (3)

 Go back
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Step 2: Plan Choice Form

 Go back
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Context on Auto Enrollment Policy
This auto enrollment policy is standard in Medicaid managed care 
programs (called “auto assignment”)

Auto enrollment is very common in Medicaid

Median state auto enrolls 45% of new enrollees (KFF 2015)
But no previous evidence on causal effect of turning off this policy

Other work uses random auto assignment to estimate causal plan effects 
[Garthwaite & Notowidigdo 2020; Geruso, Layton, Wallace 2020]

But not used by ACA health insurance exchanges

Most people not eligible for $0 coverage, and states do not have legal 
authority to auto enroll and withhold premiums (e.g., via taxes). 
May help explain lower take-up of ACA exchanges.

 Go back

http://files.kff.org/attachment/report-medicaid-reforms-to-expand-coverage-control-costs-and-improve-care-results-from-a-50-state-medicaid-budget-survey-for-state-fiscal-years-2015-and-2016
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Effect on Steady State Enrollment

Joined Actively

Joined 
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Total Enrollment (0-100% poverty)
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Increase =  
+14.89k (+32%)

≈ 24% of eligible uninsured 
0-100% of poverty (ACS)

 Go back
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APCD Analysis: Low Rates of Coverage Duplication
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Robustness: Inferring Targeting from Policy Change

100-200% FPL (control)

<100% FPL (treatment)

DD = 0.146 **
(0.019)

.5

.75

1

1.25

2009 2010 2011 2012
Fiscal Year

Suspension of 
auto enrollment

 Implication: Marginal enrollees have 0.45 lower 
medical risk scores than inframarginal enrollees.

Average Medical Risk Score of New Enrollees

 Go back
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Timing of Cost Differences

60% lower
(first month)

~33% lower
(months 12-24)

Note: Plots show estimates from regression with individual fixed effects to control for attrition. 
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Differential Use of Charity Care Sources
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Signs of Real Benefits from Insurance
Do passive enrollees benefit from having health insurance?

Metric #1: Risk Protection

Passives are less likely than actives to experience medical shocks 
But the difference is one of degree – they do face real risks

60% as likely to have a high-cost month (>$500, >$1k, or >$2k)
75% as likely to have an emergency hospitalization          ( Graphs)

Metric #2: Coverage of Predictable Expenses

About ¼ of passives regularly use a chronic med (vs. ½ of active)
Mean cost = $45 per month ( $450 over 10-month spell)
Unlikely to be covered by charity care

Summary: Signs of meaningful benefits from having insurance 
(despite failure to actively take up)



 Go back
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Probability of Medical Shocks

90%

68%

ratio = 0.76

58%

36%

ratio = 0.62

36%

21%

ratio = 0.58

19%
11%

ratio = 0.58

3.6% 2.7%

ratio = 0.75

0
.2

.4
.6

.8
1

Cost >$0 Cost >$500 Cost >$1k Cost >$2k IP Emergency
Share with High-Cost Month/Event (first year enrolled)

Active Passive

 Key point: Passives are lower-risk, but still 
reasonably likely to have a medical need

 Go back
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