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Executive Summary
Auto-enrollment into health insurance coverage is an attractive policy that can drive the U.S. health
care system towards universal coverage. It appears in coverage expansion proposals put forward by
2020 presidential candidates, advocates, and scholars. These approaches are motivated by the fact
that at any given time half of the uninsured are eligible for existing subsidized coverage programs. But
a major challenge for any auto-enrollment proposal is coverage churn throughout the year: individuals
become uninsured as their circumstances change, and those who were previously uninsured gain
coverage.
One approach to address these challenges is to pursue retroactive enrollment into coverage, where all
uninsured individuals would be considered covered and premiums charged retroactively, eliminating
the need to know about status changes in real time. While this approach would achieve truly universal
coverage, some may have concerns about requiring individuals to pay premiums for coverage they
have not actively selected and therefore wish to explore less ambitious policies. One such alternative
is a forward-looking tax-based auto-enrollment policy under which uninsured consumers eligible for
$0 premium coverage would be automatically enrolled after filing their taxes each year.
The analysis presented here briefly describes how prospective tax-based auto-enrollment could work
and considers some of the major policy and operational changes necessary to implement the policy
described. It then uses survey data to assess how effective an optimally-executed version of this policy
would be in targeting the uninsured.
How it operates: On the individual tax return, tax filers would indicate whether each member of
their household had coverage as of the date of filing (e.g., April 15). The income reported on the tax
return would be used to determine if uninsured household members were eligible for Medicaid, for
Marketplace coverage with sufficient financial assistance that they could obtain a plan for $0, or only
for coverage that charged a premium. Those eligible for Medicaid or for $0 Marketplace coverage
would be directly enrolled; those owing a premium would not (but would be informed about how much
coverage would cost after the subsidy).
What changes are necessary: Major changes to current law would be necessary to implement this
policy. Most importantly, people would need to be entitled to enroll in coverage with financial
assistance or Medicaid eligibility based on their prior year income, rather than their current or
projected income. In addition, the employer coverage firewall would need to be eliminated, openenrollment would need to move from November/December to April/May, and IRS information
technology would need to be upgraded significantly.
How well it works: We conducted an analysis of 2017 survey data with significant simplifying
assumptions, including assuming that all states have expanded Medicaid and simplifying the
assessment of who is likely to qualify for a $0 premium Marketplace plan. Under those assumptions,
we find that if this system had been operational in 2017, 6.7 million adults would have been autoenrolled into coverage, the large majority into Medicaid. This would provide insurance for 31% of
lawfully present adults that would otherwise be uninsured as of April 2017. Of those who were autoenrolled, 508,000 (7.6%) would have gained employer coverage by December 2017. Further, in
December, the population that was auto-enrolled would have encompassed 25% of December’s
otherwise uninsured. Three quarters of December’s uninsured would not have been auto-enrolled for
various reasons: 12% were uninsured in April and income-eligible but would not have filed a tax return,
39% were uninsured in April but had incomes too high to qualify for $0 coverage, and 24% had
coverage in April and therefore would not have been considered for auto-enrollment.
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Taken together, this suggests that forward-looking tax-based auto-enrollment would generate
significant coverage gains compared to current law, which could justify the significant operational and
policy changes necessary. However, this policy would not achieve universal coverage, and the costs of
duplicating employer coverage may be significant.
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Introduction
Auto-enrollment into health insurance coverage has earned support across the political spectrum.
Analyses of point-in-time coverage and income statistics indicate that 25% of the nonelderly uninsured
are eligible for Medicaid and another 25% are eligible for financial assistance to buy coverage in the
Health Insurance Marketplace.1 Further, many of the Marketplace-eligible uninsured qualify for
sufficient financial assistance that they would owe no premium for a bronze plan.2 Together, the
available evidence suggests that at any given time, more than 40% of the uninsured qualify for zero
premium coverage: 25% through Medicaid and another approximately 17% through the Marketplace.
Therefore, enrolling those eligible – even just those eligible for zero premium coverage – could reduce
the uninsured rate substantially.
However, point in time estimates mask the fact that individuals churn in and out of health coverage.
A major source of coverage gain and loss is changes in employment status that cause people to gain or
lose employer-based coverage, and consumers’ eligibility for and enrollment in public coverage
programs also changes over time. Our previous analysis finds that coverage churn can be substantial.3
Analysis of 2012 survey data found that information about health insurance coverage that is just one
month old is already inaccurate for many consumers: 5% of those who were uninsured one month ago
have gained coverage, while 5% of the currently uninsured had coverage last month. Over slightly
longer time horizons, information accuracy degrades further: 20% of the previously uninsured have
gained coverage within 5 months, while 20% of the currently uninsured had coverage 5 months ago.
Changes in income can also frustrate attempts to determine who among the uninsured is eligible for
coverage in which programs and at what price. Medicaid eligibility is generally based on monthly
income and Marketplace financial assistance is based on actual end-of-year income. Therefore,
individuals who experience gains or losses in income may see their program eligibility change or may
qualify for more or less financial assistance than previously calculated.
Despite these challenges, auto-enrollment remains an attractive policy option. One approach to
address the challenges of coverage status and income churn is to pursue retroactive enrollment into
coverage: individuals who are otherwise uninsured can be considered “enrolled” in a plan that will pay
any health care claims they incur, and eligibility can be assessed and premiums (if any) retroactively
collected at a future point.4 Retroactive enrollment would eliminate the need to know about status
changes in real time and would achieve truly universal coverage.
However, policymakers may be concerned that retroactive enrollment may be disruptive or politically
infeasible. The creation of a new plan to provide retroactive coverage and requiring after-the-fact
premium payments may pose challenges, though we have argued elsewhere that this approach is less
disruptive than it may seem.5 Nonetheless, policymakers may wish to consider other options. An
Linda J. Blumberg, John Holahan, Michael Karpman, Caroline Elmendorf. 2018. “Characteristics of the
Remaining Uninsured: An Update.” The Urban Institute.
https://www.urban.org/research/publication/characteristics-remaining-uninsured-update.
2 Rachel Fehr, Cynthia Cox, Matthew Rae. 2019. “How Many of the Uninsured Can Purchase a
Marketplace Plan for Free in 2020?” The Kaiser Family Foundation. https://www.kff.org/privateinsurance/issue-brief/how-many-of-the-uninsured-can-purchase-a-marketplace-plan-for-free-in-2020/.
3 Sobin Lee, and Christen Linke Young. 2019, “Insurance Status Churn and Autoenrollment.” The
Brookings Institution. https://www.brookings.edu/blog/usc-brookings-schaeffer-on-healthpolicy/2019/06/19/insurance-status-churn-and-auto-enrollment/.
4 Christen Linke Young. 2019. “Retroactive Enrollment: A Feasible Way to Bring Auto-Enrollment to the
Individual Market.” The Brookings Institution. https://www.brookings.edu/blog/usc-brookingsschaeffer-on-health-policy/2019/10/11/retroactive-enrollment-a-feasible-way-to-bring-auto-enrollmentto-the-individual-market/.
5 Christen Linke Young. 2019. “Retroactive Enrollment: A Feasible Way to Bring Auto-Enrollment to the
Individual Market.” The Brookings Institution. https://www.brookings.edu/blog/usc-brookings1
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alternative to retroactive enrollment is to pursue a forward-looking tax-based approach,6 where
uninsured consumers eligible for $0 premium coverage options would be enrolled after filing their
taxes each year.7 Unlike retroactive enrollment, this will fall short of achieving universal coverage –
because not all uninsured have a $0 premium options, because not everyone files taxes, and because
coverage churn will generate new uninsured over the course of the year. But it is an incremental
approach that could still lead to significant coverage gains.
The remainder of this paper attempts to understand how successful an optimally executed tax-based
auto-enrollment approach could be. It describes the type of policy under consideration, then considers
some of the high-level policy and operational changes that would be needed to enable such an
approach. Finally, it uses two survey data sources to attempt to simulate how successful such a policy
would have been in enrolling the eligible uninsured if it had been operational in past years.

A Tax-Based Auto-Enrollment Approach
The policy considered here would operate as follows. On the individual tax return, tax filers would
indicate whether each member of their household had coverage as of the date of filing (e.g., April 15,
2020) and if they consented to being enrolled in coverage if they were uninsured. The prior year
income (e.g. calendar year 2019 income for the household, as reported on the tax return), would be
used to determine if uninsured household members were eligible for Medicaid or for Marketplace
coverage.
•   Uninsured consumers with prior year income making them eligible for their state’s Medicaid
program would be enrolled by the Medicaid agency, with coverage running from June through
May (e.g., June 1, 2020 through May 31, 2021).
•   Uninsured consumers with prior year income making them eligible for Marketplace coverage
with $0 premium would be enrolled by the Marketplace into a $0 premium plan at the highest
actuarial value with a $0 option, with coverage running from June through May (e.g., June 1,
2020 through May 31, 2021). For some consumers this might be a silver plan, but many would
only qualify for $0 premium bronze plans.8
•   Uninsured consumers with prior-year income too high to qualify for $0 premium coverage
would receive outreach from the Marketplace estimating their premiums for the coming year
and encouraging them to enroll.
Before enrolling a consumer, the Marketplace or Medicaid agency would verify citizenship or
immigration status using the Social Security Number provided on the return. Consumers who could
not be verified and those filing with other types of Taxpayer Identification Numbers would not be
enrolled, but could receive outreach. There would be no need for additional income verification
schaeffer-on-health-policy/2019/10/11/retroactive-enrollment-a-feasible-way-to-bring-auto-enrollmentto-the-individual-market/.
6 Christen Linke Young. 2019. “Three Ways to Make Health Insurance Auto-Enrollment Work,” The
Brookings Institution. https://www.brookings.edu/research/three-ways-to-make-health-insurance-autoenrollment-work/.
7 Consumers with incomes too high to qualify for $0 premium plans could still receive outreach about the
opportunity to enroll, which would also generate coverage gains. The impact of those coverage gains is not
considered here. See Jacob Goldin, Ithai Z. Lurie, Janet McCubbin. December 2019. “Health Insurance
and Mortality: Experimental Evidence from Taxpayer Outreach.” NBER.
https://www.nber.org/papers/w26533.
8 Consumers auto-enrolled into bronze plans could receive targeted outreach informing them of the
benefits of buying up to silver coverage with cost-sharing reductions with a small monthly premium
contribution; this would require affirmative action by the enrollee.
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because prior year income, as reflected on the tax return and used as the basis for the eligibility
assessment, would now be sufficient for eligibility purposes. Coverage renewals at the end of the
benefit year (e.g. in May of 2021) would operate according to normal Medicaid or Marketplace renewal
rules.

Policy and Operational Changes Necessary
Many significant policy and operational changes would be necessary to implement this approach.
These include:
•   Medicaid and Marketplace financial assistance must be converted to 12-month continuous
eligibility based on prior calendar year income. Under current law, a household’s 2019
calendar year income might suggest that they are eligible for Medicaid or for Marketplace
financial assistance sufficient to enroll in a $0 premium plan in 2020 – but it does not actually
establish that eligibility. In order to allow auto-enrollment to operate, eligibility rules must be
modified so that prior calendar year income establishes an entitlement to coverage in Medicaid
or to a specific amount of Marketplace financial assistance. Consumers who experience
significant reductions in income would be permitted to opt into a voluntary process to claim
additional assistance, potentially including a “reconciliation” process for Marketplace financial
assistance and Medicaid’s monthly income methodology as under current law, but those with
income increases would not lose eligibility. This change would be expected to increase the
number of people eligible for free coverage over the course of the year.
•   The employer coverage firewall must be eliminated. Under current law, consumers
are not eligible for Marketplace financial assistance if a member of their household has an
affordable coverage offer from an employer. Nine percent of the uninsured are barred from
financial assistance by this rule today.9 Yet, under the tax-based auto-enrollment approach
described here, one cannot identify these individuals at tax filing without asking a lengthy
series of additional questions – and one cannot identify individuals who gain a qualifying
coverage offer during the benefit year at all. To enable the type of auto-enrollment described
here for $0 premium Marketplace enrollees, the employer coverage firewall must not remain
in effect; individuals would be eligible for assistance regardless of their employer’s coverage
offer.
One possible alternative to the current law firewall would be to disenroll consumers who
gained enrollment in (not just eligibility for) employer coverage, which would require
additional reporting by employers. For example, employer reporting to the National Database
of New Hires could be modified to include identifying information for individuals enrolled in
the employer’s coverage.10 Periodic checks of this database could be used to identify those who
should be disenrolled from Marketplace coverage (after notice and opportunity to opt out of
disenrollment). This would, however, be a significant operational undertaking. Further, it
would not address the fact that many individuals will chose to forego enrollment in employer
coverage if Marketplace coverage is more affordable, but it could limit the extent to which truly
duplicate enrollment accretes over time.

Linda J.Blumberg, John Holahan, Michael Karpman, Caroline Elmendorf. 2018. “Characteristics of the
Remaining Uninsured: An Update.” The Urban Institute.
https://www.urban.org/research/publication/characteristics-remaining-uninsured-update.
10 Stan Dorn, James C. Capretta, Lanhee J. 2018, “Making Health Insurance Enrollment as Automatic as
Possible (Part 2).” Health Affairs Blog.
https://www.healthaffairs.org/do/10.1377/hblog20180501.219130/full/.
9
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•   Marketplace open enrollment should run in April and May, with coverage
beginning June 1. Beginning the coverage benefit year as close as possible to the standard
tax filing deadline will allow enrollment to be based on the most accurate information possible.
This shift becomes possible only if Marketplace financial assistance is no longer “reconciled”
based on calendar year income, but, as noted above, such a change is also necessary for autoenrollment to function.
•   Major improvements in IRS information processing are necessary. To operate this
type of system, the Internal Revenue Service (IRS) must process tax return information and
make it available for coverage enrollment purposes very quickly. Indeed, the timeline specified
above requires information to be used for enrollment purposes 6 weeks after filing. This
maximizes the accuracy of the information used. However, the IRS does not currently have the
capability to execute a process at this speed. For example, today, information about prior year
income is not made available to health care agencies for verification purposes through the Data
Services Hub11 until late summer, though some summary statistics on tax filing are available
as early as May.12 Major investment in IRS information technology would be necessary to
enable the agency to operate at the speed described here.
These are fairly large changes. In addition, they would come with a significant federal fiscal cost—and
some costs for the states as well—even before considering the cost associated with increased
enrollment in subsidized coverage due to the auto-enrollment policy itself. At the same time, these
changes would also be expected to increase enrollment and lower premiums, apart from their role in
enabling auto-enrollment, by simplifying the enrollment and outreach landscape. Assuming these
challenges can be overcome, we turn now to an attempt to simulate how effective this policy could be
in reducing the uninsured.

Simulating the Effectiveness of Tax-Based Auto-Enrollment
As noted above, a significant fraction of the uninsured at any given point in time qualify for coverage
without any premium and could potentially benefit from tax-based auto-enrollment. But churn in
coverage and income can frustrate this approach. We use two sources of survey data to estimate how
effective a tax-based auto-enrollment policy would have been in targeting the uninsured if it had
operated in a prior year. Recall that a tax-based auto-enrollment policy determine eligibility based on
uninsured status from April (as reported on tax returns) and income for the prior calendar year. The
household’s prior calendar year income would be sufficient to establish an entitlement to Medicaid or
Marketplace financial assistance for the 12-month period beginning in June of the following year.
Therefore, we identify consumers' insurance status in April and their income in the prior calendar
year, and track changes over time.
We are concerned with two metrics assessing the impact of coverage churn on the accuracy and
effectiveness of potential auto-enrollment: the duplicate enrollment rate and the uncaptured
uninsured rate. The duplicate enrollment rate for a specific month measures the fraction of the April
uninsured that have gained employer coverage for a month during the June to May benefit year.13 The
uncaptured uninsured rate for a month during the benefit year measures the fraction of the current
month uninsured that had coverage in April (and therefore could not have been captured by autoenrollment). We are also interested in the share of the April uninsured who have incomes too high to

Centers for Medicare & Medicaid Services. 2013. “Security of the Marketplace Data Services Hub.”
https://www.cms.gov/newsroom/fact-sheets/security-marketplace-data-services-hub.
12 IRS. March 2020. “Filing Season Statistics,” https://www.irs.gov/statistics/filing-season-statistics.
13 If this type of auto-enrollment policy were implemented, some of these individuals may still elect to
enroll in employer coverage despite having been automatically enrolled in other coverage and will truly be
duplicate enrollees, while some might forego employer coverage.
11
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qualify for auto-enrollment into $0 premium coverage, or who are income-eligible but will not have
filed a tax return.

Data Sources and Approach
The Medical Expenditure Panel Survey Household Component (MEPS-HC) tracks coverage status in
each of the 24 consecutive months spanning two calendar years and includes a measure of yearly
income in each calendar year of the study. MEPS data is available for multiple two-year periods,
including the 2011-2012 and 2016-2017 panels that are analyzed here. In addition, the Survey of
Income and Program Participation (SIPP) has historically tracked coverage status and income in each
month over a multi-year period, including the 2008 panel that spanned 2008-2013. SIPP data
spanning 2011 through 2013 were used in this analysis.
We assume that all states have expanded Medicaid under the Affordable Care Act and provide coverage
– with no premium – to anyone below 138% of the federal poverty level (FPL). Compared to current
policy, this assumption will increase the proportion of people eligible for auto-enrollment into
Medicaid and decrease the proportion eligible for auto-enrollment into a $0 premium Marketplace
plan, likely by fairly substantial margins. Our analysis is limited to non-elderly adults, ages 19-64. We
treat all adults as potentially eligible and do not attempt to model coverage eligibility based on
citizenship or immigration status, and scale our results to reflect the lawfully present population. A
detailed discussion of methods and results appears in the Appendix.

Simulating Auto-Enrollment in 2017
Analysis of MEPS data from 2016-2017 allows us to simulate the impact auto-enrollment would have
had if it had been operational in 2017. We consider coverage status as reported to MEPS in April of
2017 and income as reported for calendar year 2016. We find 21.3 million lawfully present, non-elderly
adults were uninsured in April 2017. As depicted in Figure 1, we can divide the April uninsured into
those that have a 2016 income below 138% FPL and could be enrolled in Medicaid (7.6 million people)
assuming all states have expanded, those that have a 2016 income between 138% FPL and 170% FPL
and are reasonably likely to be eligible for a $0 premium Marketplace plan (2.2 million people), and
those with a 2016 income above 170% FPL who are less likely to be eligible for a $0 premium plan (11.4
million people).14

Actual eligibility for $0 premium bronze plans depends on a variety of factors, including age and the
specific plans available where the individual lives. Young people and those in those in low-cost
geographies are less likely to be eligible for $0 premium plans; 170% FPL represents a threshold below
which qualifying for $0 premium coverage is quite likely. For a more detailed geographic and income
breakdown of the availability of $0 premium bronze plans, see Rachel Fehr, Rabah Kamal, Cynthia Cox.
2019. “How ACA marketplace premiums are changing by county in 2020.” Kaiser Family Foundation.
https://www.kff.org/health-costs/issue-brief/how-aca-marketplace-premiums-are-changing-by-countyin-2020/.
14
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Of course, over time this coverage information will become less accurate. To determine the duplicate
enrollment rate, we examine gains of employer-based coverage15 among the April uninsured. As shown
below, by June 2017, when auto-enrollment based on the April coverage information would have
occurred, 3.1% of the 21.3 million people (of all incomes) who were uninsured in April have gained
employer-based coverage; by December 11.7% have done so. To the extent members of this group were
auto-enrolled, their auto-enrollment in Medicaid or Marketplace coverage would duplicate employer
coverage.
To determine the uncaptured uninsured rate, we examine losses of coverage (of any type) among the
population that was insured in April at all income levels, as a fraction of the total uninsured population
for that month. In June, 8.9% of the uninsured could not even have been considered for autoenrollment because they have become uninsured since April, and by December this rises to 24%.

We limit this analysis to those gaining employer coverage. Some April uninsured individuals also gained
individual market or Medicaid coverage in the June to December period, but those enrollments would not
be expected to occur if the individual had been auto-enrolled. In addition, some individuals gained
Medicare, but that is a one-time coverage churn. See Appendix Figures A-2 and A-3.
15

8

It is useful to consider the impact of this coverage churn by income. Figure 3 illustrates these
differences. Notably, potential duplicate enrollment due to employer-based coverage is largely
concentrated among the higher income population that is least likely to be eligible for Medicaid or a
$0 premium bronze plan, and therefore less likely to have been auto-enrolled in the first place. The
uncaptured uninsured due to coverage losses are more evenly distributed across the income spectrum,
though they also are concentrated to some degree among those with higher incomes.
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Finally, we estimate the share of the April uninured that are income-eligible for auto-enrollment but
cannot be auto-enrolled because the household does not file a tax return. Based on estimates from the
Tax Policy Center,16 we conclude that 34% of the uninsured with incomes below 138% FPL and 27% of
the uninsured with incomes between 138-170% FPL will not have filed taxes. We adjust the proportion
of the April income-eligible uninsured that can be auto-enrolled accordingly.
Taken together, this analysis indicates that of those uninsured in April 2017, about 6.7 million adults
(31% of the April uninsured) could likely have been auto-enrolled, including 5 million adults into
Medicaid and 1.7 million adults into $0 premium Marketplace coverage. Of the 6.7 million adults likely
to be auto-enrolled, in December, the duplicate enrollment rate due to a gain of employer coverage
would be 7.6% (508,000 adults). Among the April uninsured, 14.6 million adults (69%) will not be
auto-enrolled: 11.4 million with incomes too high and 3.2 million who are income eligible but did not
file a tax return.
On the other hand, the December uncaptured uninsured rate is 24% (5 million adults): 24% of the
December uninsured have become uninsured since April and therefore could not be reached by
autoenrollment. An additional 39% (8 million adults) of the December uninsured were also uninsured
in April but had prior year incomes likely too high to qualify for a $0 premium plan, and 12% (2.4
million adults) were income eligible but did not file a tax return. Therefore, 25% of December’s
otherwise uninsured would likely have been reached by auto-enrollment the prior spring because they
were uninsured at the time, filed a tax return, and had 2016 income below 170% FPL.
Put another way, 31% of the April uninsured can likely be reached by auto-enrollment, and that
population will encompass 25% of the December uninsured.

Simulating Auto-Enrollment in 2012
MEPS provides a picture of post ACA coverage churn, but it has important limitations for simulating
the auto-enrollment policy described here. First, it does not extend for the full coverage period, with
the survey terminating in December while coverage would extend until May. Second, it provides only
a calendar year snapshot of income. Therefore, to the extent consumers experience income decreases
16

Correspondence with William Gale, February 2020.
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that would make them newly eligible for Medicaid or for $0 premium plans, MEPS does not allow
examination of those changes. Using SIPP data can address both of these limitations; however, the
most recent SIPP data suitable for this analysis covers 2011-2013.
Therefore, we replicated the simulation described above using SIPP data for 2011-2013, looking at
uninsured status in April 2012, calendar year 2011 income, and coverage and income in June 2012
through May 2013. We also analyzed MEPS data from the 2011-2012 panel, to examine if survey
differences had an important impact. The total number of uninsured was – as expected – much larger
in the 2012 MEPS simulation than in the 2017 MEPS simulation, and the SIPP simulation showed a
smaller number of uninsured in 2012 than MEPS over the same time period. (See Appendix Figure A4.) The patterns of coverage gains and losses showed some similarities across all three simulations, as
shown in Figure 4.17

Comparison of the 2017 MEPS simulation and the 2012 MEPS simulation suggest that post-ACA churn
is larger – as a percentage of the uninsured – than pre-ACA churn, though care should be used in
interpreting this result as each simulation covers only a single 8-month time span. Nonetheless, the
observation is consistent with the claim that the ACA has reached a larger share of the chronically
uninsured than of the short-term uninsured.18 Further, SIPP shows a higher degree of churn than
MEPS over the same time period. This suggests caution in generalizing too far from any single
simulation.
Nonetheless, extending the SIPP simulation through May shows some additional erosion in coverage
accuracy. In the 2012 SIPP simulation, the duplicate enrollment rate (across all incomes) rose from
5% in June to 12% in December to 16% in May, while the uncapturable share of the uninsured rose
from 9% in June to 21% in December to 24% in May. Because implementation of the ACA changed the
income-composition of the uninsured (see, e.g., Appendix Figures A-1 and A-4), caution should be
used in generalizing from a pre-ACA simulation of the income of the uninsured. With that in mind, the
2012 SIPP simulation shows that 51% of the April 2012 uninsured had incomes below 170% FPL. Using
the same estimates as above regarding the share of income-eligible households who fail to file a tax
Full results from the 2012 simulations appear in the Appendix.
Matthew Buettgens, Stan Dorn, Hannah Recht. 2015. “More Than 10 Million Uninsured Could Obtain
Marketplace Coverage Through Special Enrollment Periods,” Urban Institute.
http://www.urban.org/sites/default/files/publication/74561/2000522-More-than-10-MillionUninsured-Could-Obtain-Marketplace-Coverage-through-Special-Enrollment-Periods.pdf.
17
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return, we find that 41% of the April uninsured are likely to be reached by auto-enrollment, and this
group would constitute 32% of the December uninsured and 31% of the May uninsured. (See Appendix
Figures A-7 and A-8.)
Bearing in mind the same caveats, it is also useful to consider how decreases in income would affect
the accuracy of the auto-enrollment process. (Under the policy described above, increases in income
would not affect eligibility.) In particular, of the April uninsured with incomes between 138% and
170% FPL in the prior year, a significant fraction become eligible for Medicaid over the course of the
Marketplace benefit year. Specifically, 48% experience at least 4 months with income below 138% FPL
during the 12-month benefit year. This group is likely to have been enrolled in a $0 premium plan with
high cost-sharing relative to the Medicaid coverage for which they have newly become eligible.
Similarly, of the April uninsured who had base year incomes above 170% FPL (who are therefore
unlikely to be determined to have access to a $0 premium plan), 35% experience at least 4 months
with incomes below 170% FPL, including 25% who experience at least 4 months with incomes below
138% FPL.

Limits of this Analysis
It is important to note that these simulations fail to capture several dynamics that would be relevant
to the execution of an auto-enrollment strategy. Perhaps most importantly, the assumption that those
with incomes below 170% FPL are likely eligible for $0 premium plans and those above are likely not
is a very strong simplifying assumption. In reality, the distribution of $0 premium options varies based
on age, geography, and other factors, with those who face the highest benchmark premiums the most
likely to be eligible for $0 premium coverage – so some people above 170% FPL will be eligible, and
some below will not. However, it is beyond the scope of this analysis to model actual $0 premium
eligibility. Further, as noted above, these figures assume that all states have expanded Medicaid, which
depresses the share of the uninsured eligible for $0 premium private coverage, but increases the total
number of people eligible for some coverage option.
In addition, these simulations assume everyone in the target universe who will file a return will do so
by April 15, when in fact some file late. This leads us to overstate the number of people considered for
auto-enrollment. In addition, we use April coverage status as a proxy for what would be presented on
the tax return, when in fact many people file taxes in February or March, leading to somewhat less
accuracy than we find here. We do account for non-filers, but assume a household’s failure to file is
uncorrelated with insurance status, which may not be an accurate assumption. We also ignore the
impact of changes in household composition for births, marriages, divorces, etc. The simulations do
not consider potential challenges in verifying citizenship or immigration status among those eligible
or other operational obstacles.
Taken together, these factors suggest that we will overstate the reach of auto-enrollment. However, we
believe the analysis provides a useful picture of the potential scope of population-level auto-enrollment
approaches.

Conclusion
A forward looking, tax-based auto-enrollment system would collect coverage information on a tax
return in April and use it to enroll eligible consumers into $0 premium plans for a benefit year that
runs from June through May. Implementing this type of enrollment system would require significant
policy and operational changes.
Based on a simulation using coverage and income data from 2016-2017, we find that 31% of the April
uninsured file taxes and have incomes below 170% FPL, such that they are likely to be eligible for $0
premium coverage into which they can plausibly be auto-enrolled. By December, the group of
consumers who could have been auto-enrolled represents 24% of the December uninsured, while 7.6%
12

of those likely to have been auto-enrolled have gained employer coverage that might duplicate their
auto-enrollment. Analysis of survey data from 2011-2013 suggest that these problems would continue
as coverage extended into May, and that a significant fraction – perhaps as high as 1 in 2 – of those
auto-enrolled into private insurance coverage could in fact become eligible for Medicaid at some point
during the benefit year.
Thus, a forward looking, tax-based approach to auto-enrollment would plausibly generate significant
coverage gains compared to current law, and those gains could justify the operational and policy
changes necessary to make such a system possible. However, it should not be thought of as a policy
that can achieve universal coverage, and the costs of duplicating employer coverage may be significant.
In that respect, other approaches to enrollment, such as retroactive auto-enrollment policies, would
fare better, though of course come with their own limitations.
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Appendix
We use two primary survey data sources for our analysis. The Census Bureau’s Survey of Income and
Program Participation (SIPP) is a national longitudinal household survey that collects information on
topics such as income, program participation, employment, and health insurance coverage. In
addition, the Medical Expenditure Panel Survey (MEPS) Household Component (HC) provides
information on topics such as health insurance, health status, and socio-economic characteristics.
For SIPP, we focused on adults ages 19 to 64 in December 2011 who reported valid insurance status
information for all 29 months through May 2013. We weighted the observations by the individuals’
survey weight in April 2012 when taxes are filed. Individuals were considered insured if they reported
coverage in Medicare, Medicaid, military health care, or private health insurance. Individuals were
considered to have employer coverage if they reported coverage in military health care or identified
the source of coverage as current employer, former employer, or union.
For MEPS-HC, we focused on adults ages 19 to 64 in December 2011 (Panel 16) and December 2016
(Panel 21) who reported valid insurance status information for all 24 months. We weighted the
observations by the longitudinal weight to provide national estimates. Individuals were considered
insured if they reported coverage in Medicare, Medicaid, SCHIP, TRICARE or other public or private
insurance. Individuals were considered to have employer coverage if they reported coverage in
TRICARE/CHAMPVA or identified the source of coverage as employer or union.
Income level relative to FPL was constructed using the family income and size provided in each
dataset. Annual income was calculated by summing monthly family income for all 12 months of the
calendar year in SIPP and using the annual total family income in MEPS. It is important to note that
the family size and income used may not correspond to the tax unit size and Modified Adjusted Gross
Income (MAGI) used to determine Medicaid and Marketplace eligibilities.
Estimates provided by researchers at the Tax Policy Center indicate that 34.2% of tax units with
income under 138% FPL, 26.8% of tax units with income 138-170% FPL, and 5.0% of tax units with
income above 170% FPL do not file for taxes; we adjusted our estimates to account for those who
cannot be auto-enrolled because they fail to file a tax return.
This analysis assumes that all observations in the MEPS and SIPP data represent citizens or lawfully
present immigrants. Accordingly, we scale our results to exclude the undocumented population. We
scale down our count of the uninsured by 16.2%, based on estimates from the Urban Institute.19 We
also scaled down total non-elderly adults by 4.4% based on Pew’s 2017 estimate20 of 10.5 million

Linda J. Blumberg, John Holahan, Michael Karpman, Caroline Elmendorf. 2018. “Characteristics of the
Remaining Uninsured: An Update.” The Urban Institute.
https://www.urban.org/research/publication/characteristics-remaining-uninsured-update. In their
initial 2016 report, the Urban Institute estimated that 17.8% of uninsured adults 19-64 are
undocumented. The 2018 update estimates 16.2% of uninsured ages 0-64 are undocumented. While the
earlier estimate matches the age range used in this analysis, the updated report may more closely match
the current population, and, in any event, the difference is of limited importance. See Linda J. Blumberg,
Michael Karpman, Matthew Buettgens, Patricia Solleveld. March 2016. “Who Are the Remaining
Uninsured and What do Their Characteristics Tell Us About How to Reach Them?” The Urban Institute.
http://www.urban.org/sites/default/files/publication/79051/2000691-Who-Are-The-RemainingUninsured-And-What-Do-Their-Characteristics-Tell-Us-About_How-To_Reach_Them.pdf.
20 Jens Manuel Krogstad, Jeffrey S. Passel, D’Vera Cohn. 2019. “5 Facts About Illegal Immigration in the
U.S.” Pew Research Center https://www.pewresearch.org/fact-tank/2019/06/12/5-facts-about-illegalimmigration-in-the-u-s/.
19
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undocumented immigrants, DHS’s estimate21 that non-elderly adults account for 84% of the
undocumented, and the Census 2017 population estimate22 of 201 million non-elderly adults.
To identify households who experienced at least 4 months of income below a relevant threshold we
considered the SIPP monthly income variable for each month in the benefit year (June 2012 to May
2013) as compared to the income for 2011. Months below a threshold did not have to be consecutive.

Results of MEPS 2016-2017 Simulation
The tables below illustrate the results of the simulation in the 2016-2017 MEPS. Appendix Figure A-1
illustrates the 2016 income of the April 2017 uninsured. Appendix Figure A-2 examines coverage status
in April and June of 2017 by income: those below 138% in 2016, those between 138% and 170% FPL
in 2016, and those above 170% FPL. Appendix Figure A-3 examines coverage status in April and
December of 2017 across the same income groups. These figures are not adjusted to reflect non-filers,
but are scaled to reflect lawfully present adults.

Ryan Baker. 2018. “Population Estimates: Illegal Alien Population Residing in the United States:
January 2015.” Homeland Security, Office of Immigration Statistics, Office of Strategy, Policy, &
Plans, https://www.dhs.gov/sites/default/files/publications/18_1214_PLCY_pops-est-report.pdf.
22 U.S. Census Bureau. 2020. “National Population by Characteristics: 2010-2019.”
https://www.census.gov/data/tables/time-series/demo/popest/2010s-nationaldetail.html#par_textimage_1537638156.
21
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Results of the 2012 Simulations
The tables below illustrate the results of simulations from the 2011-2012 MEPS and 2011-2013 SIPP.
Appendix Figure A-4 depicts the 2011 income of the April 2012 uninsured in both surveys. Appendix
Figures A-5 through A-8 examine coverage status in April 2012 and either June 2012, December 2012,
or May 2013, by income, in MEPS and in SIPP. Finally, Appendix Figure A-9 examines the income
during the 12-month benefit period as compared to income in 2011 in SIPP. As above, these figures are
not adjusted for filing status, but are scaled to the lawfully present population.
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Limitations
The discussion in the main text describes a number of features of an auto-enrollment policy that are
not captured by this methodology, including the actual distribution of $0 premium bronze eligibility,
a more accurate exclusion of potential enrollees based on citizenship and immigration status, changes
in household composition, and states failure to expand Medicaid. In addition, there are several
limitations to the data sources and methods used in this analysis. One notable limitation of the SIPP
is the seam bias, which is the tendency to report the same status for the reference months during one
interview and to report changes in status in between the months of the current and subsequent
interview.23 SIPP participants are interviewed every four months so the duration of health insurance
coverage spells may be in multiples of fours. By comparison, the influence of the seam bias is less
prominent in MEPS likely due to their different interviewing and sampling methods.24
Attrition, a phenomenon where survey participants drop out or fail to respond, is also a common
problem in a longitudinal survey. We expect a higher sample loss rate for the SIPP data we examined
(Wave 8 to 16) than for the data collected in earlier waves.25 While the Census Bureau tries to correct
for the bias using weighting and imputation, our estimates may still be distorted.
Although MEPS may be better than SIPP in dealing with the seam bias, one limitation of MEPS is that
the longitudinal household data only spans over two years. Therefore, the simulations using MEPS will
not show the income and coverage status changes for the full benefit year of the auto-enrollment. In
addition, the MEPS instrument design changed beginning Spring of 2018, affecting the last round
(round 5) of the MEPS 2016-2017 data file. While the affected data was transformed to conform to
previous study designs, the precise level of impact is unknown.26

U.S. Census. “SIPP User’s Guide: Nonsampling Errors.” https://www2.census.gov/programssurveys/sipp/guidance/SIPP_2008_USERS_Guide_Chapter6.pdf.
24 John A. Graves and Pranita Mishra. “Health Insurance Dynamics: Methodological Considerations and a
Comparison of Estimates from Two Surveys,” 51 Health Services Research (October 2016).
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5034207/#!po=59.0909.”
25 James B. Treat. “Memorandum: Nonresponse Bias Analysis for Waves 3-16 of the 2008 Survey of
Income and Program Participation (SIPP) (ALYS-15),” United States Department of Commerce,
Economics and Statistics Administration, U.S. Census Bureau, https://www2.census.gov/programssurveys/sipp/tech-documentation/complete-documents/2008/sipp-2008-panel-waves-03-16nonresponse-bias-analysis-alys-15.pdf.
26 Agency for Healthcare Research and Quality, Center for Financing, Access, and Cost Trends. September
2019. “MEPS HC-202 Panel 21 Longitudinal Data File.”
https://meps.ahrq.gov/data_stats/download_data/pufs/h202/h202doc.pdf.
23
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