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In 2017, very little changed in net health insurance 
coverage, but below the surface, some significant 

shifts occurred in sources of coverage. In 2017, net 
enrollment in private and public coverage increased 
by only 191,000 people. The individual market, how-
ever, lost nearly 1.8 million enrollees in 2017—a 
decrease of 10.5 percent in a single year—dropping 
from 17 million people at the end of 2016 to 15.2 mil-
lion at the end of 2017. That drop occurred almost 
entirely among people who did not qualify for 
Obamacare subsidies. While the number of individ-
ual-market enrollees who receive Obamacare subsi-
dies declined by less than 2 percent, from 7.6 million 
enrollees to 7.5 million enrollees, unsubsidized non-
group-market enrollment dropped by 17.6 percent, 
from 9.4 million to 7.7 million people.

An additional shift occurred within the employ-
er-group-coverage segment. Enrollment in fully 
insured group plans decreased by 393,000 people, 
while enrollment in self-insured plans increased by 
2.7 million.1 The net result was 2.3 million more indi-
viduals with employer-sponsored coverage in 2017.

Public coverage saw very little change. Overall 
enrollment in Medicaid and the Children’s Health 
Insurance Program (CHIP) was flat for 2017. States 
with the Affordable Care Act (ACA) Medicaid 

expansion in effect experienced Medicaid enroll-
ment growth of 71,000 people (less than two-tenths 
of 1 percent); states without the expansion in effect 
experienced a decrease in Medicaid enrollment of 
416,000 individuals (1.8 percent). On net, private 
health insurance enrollment increased by 536,000 
individuals, or three-tenths of 1 percent, from 174.6 
million at the end of 2016 to 175.2 million at the end 
of 2017, while enrollment in Medicaid and CHIP 
declined by 345,000 people, less than half of 1 per-
cent, from 74.9 million to 74.6 million.2

Enrollment Trends Since 2014
Table 1 shows the annual and cumulative changes 

in health insurance enrollment by sector since the 
implementation of Obamacare in 2014. Across all 
types of coverage, net enrollment growth from 2014 
to 2017 was 15.8 million individuals—with 86 per-
cent of that increase attributable to additional Med-
icaid and CHIP enrollment.

The number of people covered by individual-market 
policies expanded in 2014 and 2015 in response to the 
availability of Obamacare’s new exchange subsidies, but 
then shrank in 2016 and 2017. During the three years 
prior to the implementation of the ACA (2011 to 2013) 
enrollment in individual-market coverage was fairly 
stable between 11.8 million and 12 million people. The 
introduction of subsidies for exchange coverage pro-
duced a 40 percent enrollment surge in 2014, followed 
by an additional 7 percent increase in 2015. That trend 
reversed as the non-group market shrank by 4 percent 
in 2016, and then by a further 10.5 percent in 2017.

While enrollment in fully insured employer plans 
experienced an 11 percent drop in 2014 (from 60.6 
million to 54.0 million), that drop appears to have 
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been largely a one-time event. Prior to the implemen-
tation of the ACA, enrollment in fully insured employ-
er plans had been gradually declining by about 2 per-
cent per year, and that trend resumed after 2014. The 
fully insured employer market shrank by 1.8 percent 
in 2015, 2.0 percent in 2016, and 0.8 percent in 2017.

At the same time, enrollment in self-insured employer-
group plans has grown at an average annual rate of about 
2 percent per year since the implementation of the ACA, 
expanding from 100.5 million individuals in 2013 to 108.3 
million in 2017, though in 2017 that segment of the market 
experienced its largest annual enrollment growth (2.7 
million individuals, or 2.56 percent) since 2013.

The combined effect of the changes in individu-
al-market and employer-group coverage produced a 
net increase in private-sector coverage of 2.2 million 
individuals over the four-year period of 2014 to 2017.

Since the implementation of Obamacare, enroll-
ment in Medicaid and CHIP has grown by 13.7 mil-
lion individuals (22 percent), from 60.9 million at 
the end of 2013 to 74.6 million at the end of 2017. In 
states that adopted the ACA Medicaid expansion, 
enrollment increased by 11.8 million (29 percent); in 
states that did not adopt the expansion, enrollment 
increased by 1.9 million individuals (9 percent).

1.	 In a “fully insured” plan, the employer purchases a group-coverage policy from an insurer. In a “self-insured” plan, the employer retains the 
risk but contracts with an insurer, or other third party, to perform administrative tasks, such as enrollment, provider contracting, claims 
adjudication, and claims payment.

2.	 Unlike analyses that extrapolate coverage changes from survey data, the figures in this Issue Brief are derived from administrative data. Private 
coverage figures are from data reported in state insurer regulatory filings accessed through the Mark Farrah Associates subscription data service 
(http://www.markfarrah.com). Medicaid/CHIP enrollment figures are from reports published by the Centers for Medicare and Medicaid Services 
(CMS), based on program reporting by states to the CMS. See the appendix for more detail on data sources and adjustments.

Change in 
2014

Change in 
2015

Change in 
2016

Change in 
2017

4–Year 
Change

PRIVATE MARKET

 Individual Market 4,738,257 1,109,156 –607,684 –1,775,812 3,463,917

 Employer Market 

  Fully Insured –6,654,985 –932,066 –1,049,922 –392,858 –9,029,831

  Self-insured 2,131,690 1,858,189 1,045,322 2,704,411 7,739,612

 Total Employer Market –4,523,295 926,123 –4,600 2,311,553 –1,290,219

TOTAL PRIVATE MARKET 214,962 2,035,279 –612,284 535,741 2,173,698

MEDICAID AND CHIP

 States Expanding Medicaid 8,389,474 2,178,566 1,141,172 71,303 11,780,515

 States Not Expanding Medicaid 603,251 587,743 1,112,318 –415,814 1,887,498

TOTAL MEDICAID AND CHIP 8,992,725 2,766,309 2,253,490 –344,511 13,668,013

Total Private and Public 
Coverage Change 9,207,687 4,801,588 1,641,206 191,230 15,841,711

TABLE 1

Changes in Health Insurance Enrollment Relative to Prior Period, 
by Market Segment

SOURCE: Authors’ calculations based on data from Mark Farrah Associates and the 
Centers for Medicare and Medicaid Services. See appendix for details. heritage.orgIB4913

http://www.markfarrah.com
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A Shrinking Individual Health Insurance 
Market

The most significant change in 2017 was the sharp 
drop in the number of people with individual-market 
coverage, particularly the number of unsubsidized 
customers. Table 2 breaks out enrollment data for 
the individual market by subsidy status.3 It shows 
that while the number of enrollees with subsidized 
exchange coverage declined slightly (by 1.7 percent) in 
2017, the number of unsubsidized enrollees dropped 
by 17.6 percent. Unsubsidized individual-market 
enrollment has declined every year since the imple-
mentation of Obamacare at an accelerating pace.

Since the implementation of Obamacare, the 
number of unsubsidized individual-market custom-
ers has shrunk by 4.1 million—more than a third (34.7 
percent)—from 11.8 million in 2013 to 7.7 million in 
2017. During the same period, Obamacare added 7.5 
million subsidized customers to the market.

Individual-market enrollment peaked in 2015. 
While enrollment expanded in 2014 and 2015 in 
response to the availability of Obamacare’s new 
exchange subsidies, it then shrank in 2016 and 
2017. As Table 2 shows, individual-market enroll-
ment reached almost 17.7 million people in 2015, but 
declined to 15.2 million in 2017, the lowest level since 
before the implementation of Obamacare.

Both the number of buyers and sellers peaked that 
year; 2015 was the high-water mark for insurer par-
ticipation in the Obamacare exchanges at both the 
state and county levels.4

These enrollment trends reflect the reality that 
the ACA altered the basic composition of the individ-
ual health insurance market.

Before the implementation of Obamacare, the 
primary customers for individual-market insur-
ance were Americans who were either self-employed 
or buying coverage between jobs. They were mainly 

3.	 Figures for subsidized enrollment are from: Centers for Medicare and Medicaid Services, “Fact Sheet: March 31, 2015 Effectuated Enrollment 
Snapshot,” June 2, 2015, https://www.cms.gov/newsroom/fact-sheets/march-31-2015-effectuated-enrollment-snapshot (accessed October 4, 
2018); Centers for Medicare and Medicaid Services, “Fact Sheet: December 31, 2015 Effectuated Enrollment Snapshot,” March 11, 2016, https://
www.cms.gov/newsroom/fact-sheets/december-31-2015-effectuated-enrollment-snapshot (accessed October 4, 2018); Centers for Medicare and 
Medicaid Services, “2017 Effectuated Enrollment Snapshot” and “2016 Average Monthly Effectuated Enrollment,” June 12, 2017, https://downloads.
cms.gov/files/effectuated-enrollment-snapshot-report-06-12-17.pdf (accessed October 4, 2018); and Centers for Medicare and Medicaid Services, 

“Early 2018 Effectuated Enrollment Snapshot” and “2017 Average Monthly Effectuated Enrollment,” July 2, 2018, https://www.cms.gov/CCIIO/
Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/2018-07-02-Trends-Report-1.pdf (accessed October 4, 2018).

4.	 Edmund F. Haislmaier, “2018 Obamacare Health Insurance Exchanges: Competition and Choice Continue to Shrink,” Heritage Foundation Issue 
Brief No. 4813, January 25, 2018, https://www.heritage.org/sites/default/files/2018-01/IB4813_1.pdf.

TABLE 2

Individual-Market Enrollment by Subsidy Status

SOURCE: Authors’ calculations based on data from Mark Farrah Associates and the 
Centers for Medicare and Medicaid Services. heritage.orgIB4913

2013 2014 2015 2016 2017

Total 11,807,534 16,545,791 17,647,555 16,987,025 15,211,213

Change — 4,738,257 1,101,764 –660,530 –1,775,812

Percentage Change — 40.1% 6.7% –3.7% –10.5%

Subsidized 0 5,430,106 7,375,489 7,634,007 7,505,382

Change — 5,430,106 1,945,383 258,518 –128,624

Percentage Change — — 35.8% 3.5% –1.7%

Unsubsidized 11,807,534 11,115,685 10,272,066 9,353,018 7,705,831

Change — –691,849 –843,619 –919,048 –1,647,188

Percentage Change — –5.9% –7.6% –8.9% –17.6%

https://www.cms.gov/newsroom/fact-sheets/march-31-2015-effectuated-enrollment-snapshot
https://www.cms.gov/newsroom/fact-sheets/december-31-2015-effectuated-enrollment-snapshot
https://www.cms.gov/newsroom/fact-sheets/december-31-2015-effectuated-enrollment-snapshot
https://downloads.cms.gov/files/effectuated-enrollment-snapshot-report-06-12-17.pdf
https://downloads.cms.gov/files/effectuated-enrollment-snapshot-report-06-12-17.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/2018-07-02-Trends-Report-1.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/2018-07-02-Trends-Report-1.pdf
https://www.heritage.org/sites/default/files/2018-01/IB4813_1.pdf
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seeking financial protection against potential future 
medical expenses.

The changes made by the ACA attracted a new 
set of customers responding to the law’s offer of sub-
sidized insurance to pay for their current medical 
expenses. That skewed the post-ACA individual mar-
ket toward a risk pool disproportionately consisting 
of older, less healthy, and costlier-to-insure individu-
als. In the first two years, hundreds of thousands of 
costlier customers migrated into the individual mar-
ket from other coverage.5 The results were sharp pre-
mium increases that, in turn, prompted a growing 
exodus of unsubsidized customers.

Table 2 shows how Obamacare resulted in the 
displacement of the market’s traditional customers 
over the four-year period. In 2014, the first year of 
implementation, unsubsidized enrollment declined 
by 692,000 individuals. That figure includes any 
pre-Obamacare customers who qualified for the 
newly available subsidies (in other words, anyone 
already enrolled in non-group coverage who shifted 
from unsubsidized to subsidized). In the subsequent 
three years (2015 to 2017) unsubsidized enrollment 
declined by a further 3.4 million individuals, all of 
which can be attributed to those customers exiting 
the market.

Most of the customers who exited the market like-
ly are middle-income, since they did not qualify for 
Obamacare’s low-income premium subsidies, and 
self-employed, since they had been buying their own 
health insurance. What is less clear is where those 
customers have gone. Some may have obtained jobs 
with employer-sponsored health insurance. Others 
may have instead given up on health insurance—in 
which case, Obamacare is now un-insuring the pre-
viously insured.6

Implications of Recent Regulatory 
Changes

Some assert that the Trump Administration 
has taken regulatory actions that will “destabilize” 
health insurance markets.7 Such actions include 
expanding the availability of association health 
plans to the self-employed and reversing the Obama 
Administration’s restrictions on short-term health 
insurance plans (which do not have to comply with 
Obamacare’s mandates).8

Yet, enrollment data indicate that the market was 
already significantly destabilized prior to the Trump 
Administration taking office. In that regard, it is 
important to note that 2017 health plans and premi-
ums were set in October of 2016, and that the 2017 
open-enrollment period ran from the week before 
the election through the week after the Inauguration. 
Thus, the sharp drop off in unsubsidized individual-
market enrollment during 2017 occurred in response 
to factors that pre-date the Trump Administration.

Consequently, any take-up of alternative coverage 
under the Trump Administration’s regulatory changes 
is more likely to be by those who have already abandoned 
costly Obamacare-compliant plans than by those still 
buying them. Given the significant, and growing, decline 
in the number of unsubsidized individual-market cus-
tomers since the implementation of Obamacare, it would 
be more accurate to view the Administration’s policy 
changes as responses to existing market destabilization 
than as catalysts for further destabilization.

Changes in Employment-Based Coverage
Obamacare imposed new benefit requirements on 

individual-market coverage and group policies sold 
by insurers in the small-group market (defined as 
firms with fewer than 50 employees). These mandates 
increased the cost of those policies. While the law did 

5.	 See Edmund F. Haislmaier and Doug Badger, “How Obamacare Raised Premiums,” Heritage Foundation Backgrounder No. 3291, March 5, 2018, 
pp. 8–10, https://www.heritage.org/sites/default/files/2018-03/BG3291.pdf.

6.	 For instance, see John Tozzi, “Why Some Americans Are Risking It and Skipping Health Insurance,” Bloomberg, March 26, 2018, https://www.
bloomberg.com/news/features/2018-03-26/why-some-americans-are-risking-it-and-skipping-health-insurance (accessed October 8, 2018), 
and Emma Ockerman, “Doctors Who Hate Insurance So Much They Go Without It Themselves,” Bloomberg, May 15, 2018, https://www.
bloomberg.com/news/articles/2018-05-15/doctors-who-hate-insurance-so-much-they-go-without-it-themselves (accessed October 1, 2018).

7.	 See, for instance, Sarah Lueck, “Health Care Executive Order Would Destabilize Insurance Markets, Weaken Coverage,” Center for Budget 
and Policy Priorities, November 29, 2017, https://www.cbpp.org/research/health/health-care-executive-order-would-destabilize-insurance-
markets-weaken-coverage (accessed October 1, 2018).

8.	 For an explanation of short-term limited-duration plans and an analysis of both the regulatory changes made by the Obama Administration 
and those proposed by the Trump Administration, see Doug Badger and Whitney Jones, “Five Steps Policymakers Can Take to Permit the Sale 
and Renewal of Affordable Alternatives to Obamacare Policies,” Heritage Foundation Backgrounder No. 3310, April 26, 2018, https://www.
heritage.org/sites/default/files/2018-04/BG3310.pdf.

https://www.heritage.org/sites/default/files/2018-03/BG3291.pdf
https://www.bloomberg.com/news/features/2018-03-26/why-some-americans-are-risking-it-and-skipping-health-insurance
https://www.bloomberg.com/news/features/2018-03-26/why-some-americans-are-risking-it-and-skipping-health-insurance
https://www.bloomberg.com/news/articles/2018-05-15/doctors-who-hate-insurance-so-much-they-go-without-it-themselves
https://www.bloomberg.com/news/articles/2018-05-15/doctors-who-hate-insurance-so-much-they-go-without-it-themselves
https://www.cbpp.org/research/health/health-care-executive-order-would-destabilize-insurance-markets-weaken-coverage
https://www.cbpp.org/research/health/health-care-executive-order-would-destabilize-insurance-markets-weaken-coverage
https://www.heritage.org/sites/default/files/2018-04/BG3310.pdf
https://www.heritage.org/sites/default/files/2018-04/BG3310.pdf
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not extend those benefit requirements to either self-
insured plans or policies sold in the large-group mar-
ket (defined as firms with 50 or more employees), it did 
impose a new mandate that employers with more than 
50 workers offer health insurance to their employees.

Enrollment in fully insured employer plans dropped 
by about 11 percent in 2014. Furthermore, enrollment 
dropped among both small and large firms.9 That sug-
gests that a number of smaller firms responded to 
Obamacare by discontinuing coverage, while some 
larger firms shifted from fully insuring to self-insur-
ing their employee health plans. After 2014, the fully 
insured group market returned to its pre-Obamacare 
pattern of contracting by about 2 percent per year, 
which suggests that the events of 2014 were largely a 
one-time response to implementation of the ACA.

Effect of Obamacare’s Medicaid 
Expansion

Since the implementation of Obamacare in 2014, 
the vast majority of coverage gains have occurred in 
Medicaid, particularly in those states that adopted 
the law’s expansion of Medicaid eligibility to low-
income able-bodied adults.

Table 1 shows that over the four years 2014 through 
2017, combined enrollment growth for both pri-
vate and public coverage was 15.8 million individu-
als—with 86.3 percent of that increase attributable 
to additional Medicaid enrollment. Higher Medicaid 
enrollment in states that adopted the ACA Medicaid 
expansion accounted for almost three-quarters (74.4 
percent) of total (public and private) enrollment gains.

The vast majority of enrollment gains occur with-
in the first year following a state’s implementation 
of the expansion.10 Given that no additional states 

implemented the Medicaid expansion in 2017, it 
explains why enrollment in the program was essen-
tially flat for the year.

Conclusion
The vast majority of enrollment gains under 

Obamacare have come through the law’s expansion 
of Medicaid coverage to include able-bodied adults 
without dependent children.

Obamacare has also provided subsidized individ-
ual-market coverage to another 7.5 million people. 
However, in the process, the law significantly skewed 
the individual-market risk pool, producing sharp 
premium increases that, in turn, prompted a grow-
ing exodus of unsubsidized customers.

Policymakers need to recognize that the individ-
ual health insurance market was never big enough to 
support the burdens placed on it by Obamacare, par-
ticularly the influx of high-cost enrollees. The accu-
mulating data on enrollment, claims, and premiums 
all indicate that Obamacare has been transforming 
the individual market into a federally subsidized, low-
income, high-risk pool. As a result, that market is no 
longer providing affordable coverage for its traditional 
customer base of middle-income workers and families 
without access to traditional employer plans.

To its credit, the Trump Administration is trying to 
do what it can to offer more affordable alternatives for 
those displaced Americans. Now Congress needs to get 
back to work on undoing the damage done by Obam-
acare to the individual health insurance market.11

—Edmund F. Haislmaier is the Preston A. Wells Jr., 
Senior Research Fellow in Domestic Policy Studies, of 
the Institute for Family, Community, and Opportunity, 
at The Heritage Foundation.

9.	 Data from federal medical loss ratio filings by health insurers, which requires separate reporting on small-group and large-group plans. Data 
available at Centers for Medicare and Medicaid Services, “The Center for Consumer Information & Insurance Oversight: Medical Loss Ratio 
Data and System Resources,” https://www.cms.gov/CCIIO/Resources/Data-Resources/mlr.html (accessed October 1, 2018).

10.	 That experience is consistent with projections made by the CMS Actuary at the time of enactment. On that point the report stated: “We 
anticipate that the intended enrollment facilitation under the PPACA—i.e., that the Health Benefits Exchanges help people determine which 
insurance plans are available and identify whether individuals qualify for Medicaid coverage, premium subsidies, etc.—would result in a high 
percentage of eligible persons becoming enrolled in Medicaid. We further believe that the great majority of such persons (15 million) would 
become covered in the first year, 2014, with the rest covered by 2016.” Richard S. Foster, “Estimated Financial Effects of the ‘Patient Protection 
and Affordable Care Act,’ as Amended,” U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services, 
Office of the Actuary, April 22, 2010, https://www.cms.gov/Research-Statistics-Data-and-Systems/Research/ActuarialStudies/downloads/
PPACA_2010-04-22.pdf (accessed October 1, 2018)

11.	 For recommendations on actions Congress should take in the near term, see Edmund F. Haislmaier, Robert E. Moffit, and Nina Owcharenko 
Schaefer, “The Health Care Choices Proposal: Charting a New Path to a Down Payment on Patient-Centered, Consumer-Driven Health Care 
Reform,” Heritage Foundation Backgrounder No. 3330, July 11, 2018, https://www.heritage.org/health-care-reform/report/the-health-care-
choices-proposal-charting-new-path-down-payment-patient.

https://www.cms.gov/CCIIO/Resources/Data-Resources/mlr.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Research/ActuarialStudies/downloads/PPACA_2010-04-22.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Research/ActuarialStudies/downloads/PPACA_2010-04-22.pdf
https://www.heritage.org/health-care-reform/report/the-health-care-choices-proposal-charting-new-path-down-payment-patient
https://www.heritage.org/health-care-reform/report/the-health-care-choices-proposal-charting-new-path-down-payment-patient
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Appendix: Data Sources and Adjustments

Data for private-market enrollment by mar-
ket segment is derived from insurer regulatory fil-
ings compiled by the National Association of Insur-
ance Commissioners (NAIC) and accessed through 
Mark Farrah Associates. Enrollment in self-insured 
employer plans is as reported by Mark Farrah Asso-
ciates for plans administered by an insurance carrier. 
The firm compiles that data from insurer regulato-
ry filings, supplemented by other public and private 
sources, such as Securities and Exchange Commis-
sion filings.

Medicaid and CHIP enrollment figures are from 
Centers for Medicare and Medicaid Services (CMS) 
state-level monthly enrollment reports. Those 
reports include enrollment in both fee-for-service 
Medicaid and Medicaid managed-care plans and are 
point-in-time counts, which make them consistent 
with the counts of private-market coverage report-
ed in insurer regulatory filings.12 Medicaid/CHIP 
enrollment data for December 2013 was obtained 
from a report by the Kaiser Commission on Medicaid 
and the Uninsured and used as the basis for calculat-
ing enrollment growth during 2014.13

Several adjustments were made to the Mark Far-
rah Associates private-market data to make it as 
complete and accurate as possible. Specifically:

Arkansas implemented the Medicaid expansion 
through a so-called private-option design. Under 
that approach, qualified individuals are enrolled in 
the state’s Medicaid program, and then, at the begin-
ning of the month following enrollment, select (or are 
assigned) coverage through a Silver-level plan offered 
in the exchange, with Medicaid paying almost all 
of the premiums. This arrangement could result in 
double counting those individuals. The CMS reports 
include private-option enrollees in Arkansas’s Med-

icaid enrollment figures and exclude them from the 
state’s exchange enrollment figures. However, the 
regulatory filings by carriers offering exchange cov-
erage in Arkansas include private-option enrollees in 
their enrollment counts for individual-market cover-
age—which, from the carrier perspective, would be 
appropriate. Separately, the Arkansas Department 
of Human Services (DHS) reported that the number 
of individuals with completed private-option enroll-
ment at the end of 2017 was 249,977.14

Consequently, to avoid counting private-option 
enrollees twice, the Arkansas DHS figure was sub-
tracted from the figure for total individual-market 
enrollment for Arkansas derived from the insurer 
regulatory filings. Thus, this analysis counts Arkan-
sas private-option enrollees as Medicaid enrollees.

New Hampshire has implemented a “premium 
support” waiver as part of its Medicaid expansion. As 
with Arkansas, CMS reports include those premium 
support beneficiaries in the state’s Medicaid enroll-
ment figures, and exclude them from the state’s 
exchange enrollment figures, while private insurers 
report them as enrolled in individual-market cover-
age. The New Hampshire Department of Health and 
Human Services (HHS) reported that the number of 
individuals enrolled through premium support in 
exchange plans at the end of 2017 was 39,026.15 To 
avoid counting Medicaid premium support enrollees 
twice, the New Hampshire HHS figure was subtract-
ed from the figure for total individual-market enroll-
ment for New Hampshire derived from the insurer 
regulatory filings. Thus, this analysis counts New 
Hampshire Medicaid premium support enrollees as 
Medicaid enrollees.

Four New York carriers that offer coverage 
through that state’s exchange are Medicaid man-

12.	 U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services, “Monthly Medicaid & CHIP Application, 
Eligibility Determination, and Enrollment Reports & Data,” https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-
enrollment-data/monthly-reports/index.html (accessed October 1, 2018).

13.	 Laura Snyder et al., “Medicaid Enrollment: December 2013 Data Snapshot,” The Kaiser Commission on Medicaid and the Uninsured Issue 
Brief, June 2014, Table A-1, http://files.kff.org/attachment/medicaid-enrollment-snapshot-december-2013-issue-brief-download (accessed 
October 1, 2018).

14.	 Arkansas Department of Human Services, “Arkansas Works Section 1115 Demonstration Waiver: Final Report January 1, 2017–December 31, 
2017,” https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ar/Health-Care-Independence-
Program-Private-Option/ar-works-qtrly-rpt-jan-dec-2017.pdf (accessed October 1, 2018).

15.	 New Hampshire Department of Health and Human Services, “NH Health Protection Program Demographic Profile, 12/1/17,” https://www.
dhhs.nh.gov/ombp/pap/documents/nhhpp-enroll-demo-120117.pdf (accessed October 1 2018).

https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-enrollment-data/monthly-reports/index.html
https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-enrollment-data/monthly-reports/index.html
http://files.kff.org/attachment/medicaid-enrollment-snapshot-december-2013-issue-brief-download
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ar/Health-Care-Independence-Program-Private-Option/ar-works-qtrly-rpt-jan-dec-2017.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ar/Health-Care-Independence-Program-Private-Option/ar-works-qtrly-rpt-jan-dec-2017.pdf
https://www.dhhs.nh.gov/ombp/pap/documents/nhhpp-enroll-demo-120117.pdf
https://www.dhhs.nh.gov/ombp/pap/documents/nhhpp-enroll-demo-120117.pdf
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aged-care insurers that did not offer coverage in the 
individual or group markets prior to 2014, and do not 
file NAIC reports, as they are regulated by the New 
York State Department of Health. Figures for those 
carriers are taken from the 2017 enrollment report 
published by the state exchange.16 However, end-of-
year enrollment figures for those carriers for prior 
years are available from their federal medical loss 
ratio report filings, so their enrollment figures for 
2014, 2015, and 2016 were updated accordingly.

Fourth-quarter reports were missing for two 
insurers. Enrollment figures reported in their most 
recent (3Q 2017) NAIC filings were used on the pre-
sumption that most, if not all, of those enrollees still 
had their coverage in force through the end of 2017.

The net effects of these adjustments to the enroll-
ment figures derived from the Mark Farrah Associ-
ates dataset were a decrease of 111,006 for the indi-
vidual market and an increase of 1,007 for the fully 
insured group market.

16.	 NY State of Health, “2017 Open Enrollment Report,” May 2017, https://info.nystateofhealth.ny.gov/sites/default/files/NYSOH%202017%20
Open%20Enrollment%20Report.pdf (accessed October 1, 2018).

https://info.nystateofhealth.ny.gov/sites/default/files/NYSOH 2017 Open Enrollment Report.pdf
https://info.nystateofhealth.ny.gov/sites/default/files/NYSOH 2017 Open Enrollment Report.pdf

