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Motivation
Automatic enrollment is well known behavioral “nudge” policy

Key idea: Increase take-up by making enrollment the default
Substantial evidence that this works in other settings (e.g., 401k’s), but 
little work on health insurance

Expanding health insurance take-up is major U.S. policy goal

Key goal of the ACA, but take-up is incomplete (30 million uninsured)
Two factors: (1) Financial incentives (premiums, subsidies, etc.)

(2) Defaults and “choice architecture”

Two research questions:

1. Impact: Can default enrollment increase health insurance take-up?
2. Tradeoffs: What are the public economic tradeoffs involved?



Overview of Paper
Study default enrollment policy in Mass. insurance exchange

Applies to low-income people who qualify for free coverage
Key step: After qualify for coverage, need to choose a health plan
Two possible defaults: (1) Non-enrollment (must actively choose)

(2) Auto enrollment (assigned plan if passive)

Evidence: Policy change from auto  active enrollment in 2010

Show that change in default has major impact on insurance take-up

Economic framework to study tradeoffs of auto enrollment

Key insight: AE expands take-up of subsidized covg.  Expensive
Is it an efficient policy given its fiscal cost? How does it compare to 
other policies like subsidies?



Related Literature and Contributions
Health insurance take-up and public policy

Medicaid eligibility & subsidies/penalties matter  [e.g., Frean, Gruber, Sommers 2017; 
Chandra, Gruber, McKnight 2011; Sacks, Lurie, Heim 2020; Tebaldi 2020]
Modest premiums substantially deter take-up among the poor [Finkelstein, Hendren, 
Shepard 2019; Dague 2014]

 Contribution: Hassles are also a major barrier  role for automatic enrollment

Auto enrollment literature

Evidence from 401(k) participation [Madrian & Shea 2001], Savings choices [Beshears et 
al. 2008], Organ donation [e.g., Abadie & Gay 2006], Car insurance [Johnson et al. 1993]

 Contribution: First formal evidence on auto enrollment in health insurance

Ordeals and targeting in welfare programs

Non-health programs [e.g., Bhargava & Manoli 2016; Finkelstein & Notowidigdo 2019]
Recent health insurance experiments [Domurat et al. 2019; Ericson et al. 2020]

 Contribution: Much larger impact of auto enrollment (+30-50% pts) versus simplified 
enrollment (+1-6% pts) – suggests fully automatic is key



Setting and Policy Variation



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

Similar to ACA exchanges that followed it
Subsidized coverage for low-income adults (< 300% of poverty) not 
eligible for other insurance (employer, Medicaid, Medicare, etc.)

Relevant take-up choice: CommCare vs. Uninsurance

Plan choices: Standardized and simple

Standardized benefits & cost sharing across all plans
4-5 participating carriers (one plan per carrier)

Subsidies and default rules vary by income group

0-100% of poverty: All plans $0, auto enrollment default (pre-2010)
>100% of poverty: Sliding scale subsidies, no auto enrollment



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)



Enrollment Process and Default Policy

1. Eligibility 
Application

Approved (eligible)

Rejected 
(not eligible)

2. Plan 
Choice

Enrolled in 
Insurance

Actively 
choose 
a plan

Fail to 
choose 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)



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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DD Estimates: No Increase in Active Enrollment

<100% poverty (active only)

0

.2

.4

.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



Summary and Additional Findings
Auto enrollment substantially increases take-up

33% decline in new enrollment when AE suspended 
 other direction: AE increases enrollment by 49%

 Take-away: Defaults have major impact on take-up

Passive enrollee behavior after enrollment

Vast majority (96%) stick with assigned plan
Stay enrolled for shorter but meaningful durations (median = 10 mon. 
vs. 13 months for active)
A subset (15%) actively recertify coverage 12-14 months later

Concern: Does auto enrollment lead to “over-enrollment”?

APCD Analysis: Not much duplicate coverage (CommCare + private)
Duplication rate is low (3-6%), similar for active and passive



Mechanisms: Why Is Active Enrollment a Barrier?
Setting argues against some standard explanations

Not lack of awareness of program – people already applied
Not complex paperwork – plan choice step is simple

Evidence against “choice overload” as barrier

Simple choice set (< 5 options)
No variation in passive rate with # of options (even with just 1 option)

Residual: Simple requirement to take action

Letter gets lost, people ignore/misunderstand it, procrastination
 Implication: Default enrollment is key (not just simplified)

C.f. much smaller effects (1-6%) in simplified enrollment RCTs 
[Ericson et al. 2020; Domurat et al. 2019]



Results #2: Auto Enrollment Tradeoffs



Public Economic Framework
Goal: Enroll people with high social value relative to cost

Think of auto enrollment as removing a take-up “ordeal”

Standard ordeals logic: Screen out low-utility types

Low-utility types unwilling to overcome ordeal [Nichols & Zeckhauser 1982]

This screening is efficient under certain assumptions

Two assumptions: (1) Utility = Social value (no biases, spillovers)
(2) Govt Cost is constant across people

Therefore: Low Utilityi  low MVPFi = Utilityi / GovtCost

Social Value of Marginal EnrolleesMVPF
GovtCost

=
∆



Targeting Results: Health Insurance is Different
Passives do have attributes suggesting lower demand for ins.

Younger and healthier (esp. males age 19-34)
Shorter duration enrolled (esp. short spells 1-3 months)     Results

But passives also have much lower cost

44% lower medical spending ($228 vs. $409 per month)
Key issue: Cost is not constant, but strongly correlated with value

Evidence of both spillovers and behavioral issues

Spillovers: Passives get more of care from “charity care” sources
Biases: Passives appear to get meaningful ex-post benefits from 
insurance (risk protection, coverage of predictable care)

 Take-away: Ordeals logic not well suited to health insurance



Is Auto Enrollment Cost Effective?
Auto enrollment is effective at expanding take-up of free insurance. 
But because of this, it is expensive.

Annual medical costs of auto enrollees = $40.7 million 
Implies ~18% increase in public spending due to AE

Question: Is it a cost-effective way of expanding coverage?

Should a budget constrained govt. prioritize auto enrollment or other 
take-up policies (e.g., larger subsidies)?

Comparison: Auto enrollment vs. Subsidies in same setting

Auto enrollment: Results just shown
Subsidies: Finkelstein, Hendren, Shepard (2019) findings using RD 
subsidy variation in Mass. exchange



Cost Effectiveness: Auto Enrollment vs. Subsidies

Marginal Enrollees
Medical Costs (new enr.) $228 $176 $250 $321

(0-100% pov.) $39 to 0 $77 to 39 $116 to 77
Cost Variable

Auto 
Enrollment

Subsidy Increase (↓premiums)
(150% poverty)

…subtract premiums 
paid by new enr. $228 $176 $211 $244

Transfer to inframarginal 
(per newly enrolled) --- $169 $136 $120

Total Govt Cost
Gross Govt. Cost $228 $345 $347 $363
Net of Uncomp. Care

Savings (est.*) $82 $232 $187 $158

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

Subsidies 50-180% more expensive
than auto enrollment

Similar cost 
on marginals

Large transfer 
of subsidies



Conclusion



Conclusion
Finding #1: Auto enrollment works for health insurance

Large increase in take-up (↑50%), steady state enrollment (↑32%)
 Implication: Modest hassles can be major barrier to take-up

Finding #2: Auto enrollment is expensive but cost effective

Targeting: Enrolls young, healthy, low-cost population with high use 
of charity care sources (ER, safety net hospitals)
Standard ordeals logic not well suited to health insurance
50-180% more cost effective than ↑subsidy

Policy implications: Defaults matter for universal coverage

Significant legal and logistical challenges to auto enrollment, but 
returns are likely high



Thank You!



Appendix Slides



Step 1: Eligibility Application Form

 Go back



Step 1: Eligibility Application Form (2)

 Go back



Step 1: Eligibility Application Form (3)

 Go back



Step 2: Plan Choice Form

 Go back



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 Total Steady State Enrollment

Joined Actively

Joined 
Passively

Total Enrollment (0-100% poverty)

61.43k

46.53k

14.89k
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Steady State Calculation

Increase =  
+14.89k (+32%)

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

 Go back



Finding #3: Differential Use of Charity Care Sources

Note: Plots show estimates from regression with individual fixed effects to control for attrition. 



Comparison: Physician Office Visits

Note: Plots show estimates from regression with individual fixed effects to control for attrition. 

Physician care:
Active: 8% of costs
Auto:   6% of costs



Finding #1: Passives are Younger, Healthier, More Males

Notes: Comparisons limited to 2008-09 new enrollees and control for date of entry into market. 

More males

Younger

Passive enr. 
differences:

Slightly lower 
income

Less likely 
to be ill

Active 
Enrollees

Passive 
Enrollees Diff. (s.e.)

Demographics
Share Male 0.538 0.625 +0.087 (0.003) **

Age (mean) 35.6 31.8 -3.8 (0.1) **

Age 19-34 0.535 0.652 +0.118 (0.003) **
Age 35-54 0.339 0.271 -0.068 (0.003) **
Age 55+ 0.126 0.077 -0.049 (0.002) **

Income (% of FPL) 24.8 20.0 -4.9 (0.4) **
Health Measures

Any Chronic Illness 0.641 0.427 -0.215 (0.003) **
Cancer 0.091 0.041 -0.050 (0.002) **
Mental Health Diagn. 0.266 0.165 -0.101 (0.003) **

Risk Score (HCC) 1.274 0.799 -0.475 (0.019) **

Outcome

 Go back



Finding #2: Passives Have Much Lower Costs
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Δ = -$181        [44% lower]
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Finding #3: Differential Use of Charity Care Sources

23%

39%

34%

46%

Share of Costs:
Hospital Emergency 

Care

Hospital Use:
Share at Safety Net 

Hospitals

Physician/ER Visits per month Share of Costs and Hospitals Used

0.329

0.074

0.169

0.067

0.00

0.10

0.20

0.30

0.40

0.50

Physician Office
(PCP)

Emergency Room

Active Enrollees

Passive Enrollees

ratio = 0.51

ratio = 0.90



Finding #4: 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)



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

 Go back
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