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EXECUTIVE SUMMARY
Open enrollment in 2014 exceeded expectations for 
consumer participation. Even at this early stage, the 
Patient Protection and Affordable Care Act (ACA) 
has significantly reduced the number of uninsured. 
Nevertheless, many consumers remain without coverage 
despite eligibility for Medicaid or subsidies to lower the 
cost of qualified health plans (QHPs) offered in health 
insurance marketplaces. 

One serious obstacle to enrollment is many consumers’ 
belief that QHP coverage, even with federal subsidies, 
is not affordable. In early June 2014, this was by far the 
most frequent reason that uninsured adults who visited 
a health insurance marketplace gave for not enrolling in 
marketplace coverage. According to the Urban Institute’s 
Health Reform Monitoring Survey (HRMS), 58 percent 
of these adults cited their inability to afford coverage as 
a reason for failing to enroll, compared with 29 percent 
and 20 percent who mentioned ineligibility for financial 
assistance and technical or time barriers to participation, 
respectively—the second and third most frequently cited 
reasons. These findings are consistent with our interviews 
with application assisters from multiple states, who 
reported that even with subsidies, many uninsured found 
coverage too expensive to purchase. 

Most uninsured adults who visited a marketplace 
(64 percent) reported hearing “some or a lot” about 
subsidies. On the other hand, some concerns about 
affordability may reflect a lack of information. Most 

uninsured consumers who did not visit a marketplace (72 
percent) heard “little or nothing” about subsidies. 

Altogether, 68 percent of the consumers who remained 
uninsured after open enrollment in 2014 had not visited 
a marketplace. It may therefore be important for states 
to address not just the actual affordability of coverage, 
but also public education about available subsidies. The 
latter topic is not explored here, but it is addressed as 
part of another paper in this series. 

To improve QHP affordability for low- and moderate-
income consumers, several states appeared to achieve 
success taking two distinct approaches:

• Minnesota uses a Medicaid waiver to provide more 
affordable coverage outside the marketplace to 
consumers with incomes up to 200 percent of the 
federal poverty level (FPL). An adult with income 
at 170 percent of FPL, for example, pays $33 a 
month for MinnesotaCare (MNCare), compared 
with $80 that would be charged for subsidized QHP 
coverage. Based on several projections, MNCare 
has achieved more than two or three times the level 
of enrollment, relative to its target population (eligible 
consumers with incomes under 200 percent of FPL), 
that was achieved by QHP subsidies, relative to their 
target population (eligible consumers with incomes 
above 200 percent of FPL). However, factors other 
than greater affordability may have contributed to 
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of this ongoing project can be found at www.rwjf.org and www.healthpolicycenter.org. 
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MNCare’s high enrollment levels, such as many 
consumers’ greater familiarity with and positive 
regard for MNCare than QHP coverage. One cannot 
conclusively declare MNCare to be a success 
until several other states have reported detailed 
enrollment information for comparison. 

 Minnesota plans to convert MNCare into a Basic 
Health Program (BHP) in 2015, the first year BHPs are 
allowed. This will increase the state’s federal funding, 
but Minnesota will still need to contribute significant 
amounts. New York is also planning to implement a 
BHP. 

• Vermont supplements federal subsidies inside the 
marketplace to improve affordability for consumers 
with incomes up to 300 percent of FPL. For example, 
single adults with incomes of 170 percent of FPL 

pay $60 in premiums rather than $80 a month; and 
those at 250 percent of FPL pay $161 instead of 
$193. Vermont’s enrollment of subsidy recipients as 
a percentage of QHP-eligible consumers exceeds 
every other state’s enrollment of subsidized and 
unsubsidized QHP enrollees combined. However, 
high enrollment resulted from factors in addition to 
greater affordability, such as the state’s ability to 
shift numerous eligible consumers from pre-ACA 
Medicaid coverage into subsidized QHPs. 

 Massachusetts is taking an approach like that 
used by Vermont. Both states fund subsidies with a 
combination of state dollars and federal matching 
payments through Medicaid waivers. It is not clear 
whether other states can obtain similar waivers; if not, 
any new supplementation efforts will be entirely state-
funded. 

INTRODUCTION
The Patient Protection and Affordable Care Act (ACA) 
created two insurance affordability programs to help the 
low- and moderate-income uninsured obtain coverage:
 
• Expanded Medicaid eligibility to serve adults with 

incomes up to 138 percent of the federal poverty 
level (FPL), which the Supreme Court effectively 
changed into a state option; and 

• A combination of premium tax credits and cost-
sharing reductions to subsidize the purchase of 
private, qualified health plans (QHPs) in health 
insurance marketplaces. Subsidies are available to 
consumers who 

• are ineligible for Medicare, Medicaid, and the 
Children’s Health Insurance Program (CHIP);

• are not offered employer-sponsored insurance 
the ACA classifies as affordable; and

• have incomes between 100 and 400 percent of 
FPL. In states with expanded Medicaid eligibility, 
the lower income bound rises to 138 percent of 
FPL for most consumers.1 

The end of the ACA’s first open enrollment period 
has seen better-than-expected participation2 and a 
significant drop in the number of uninsured, particularly 

in states that expanded Medicaid.3 However, many 
eligible uninsured have not yet signed up. Based on the 
country’s experience with CHIP, years may be needed to 
accomplish the ACA’s enrollment goals as states learn 
from each other’s successes and failures, eventually 
migrating toward a general consensus about effective 
practice.4 

This paper focuses on one factor that has emerged as a 
challenge to marketplace enrollment: namely, consumers’ 
perception that, even with federal subsidies, QHPs are 
not affordable. We begin by analyzing how this factor 
played out during the open enrollment season for 2014, 
relying on two primary sources of information: 

• Health Reform Monitoring Survey (HRMS) results 
from the first two quarters of 2014. HRMS is a 
quarterly national survey of the nonelderly population 
conducted to analyze the ACA’s effects. Funding 
for the core HRMS is provided by the Robert Wood 
Johnson Foundation (RWJF), the Ford Foundation, 
and the Urban Institute. For further information, see 
http://hrms.urban.org/. 

• State-level interviews with policy-makers, consumer 
advocacy groups, navigators, application assisters 
and insurance brokers and agents. Based on 
semistructured interview protocols, researchers from 
the Urban Institute and, in some cases, Georgetown 

http://hrms.urban.org/
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University’s Health Policy Institute and the Institute for 
Health Policy Solutions spoke with stakeholders in 22 
states with state-based or partnership marketplaces, 
as well as several states with federally facilitated 
marketplaces (namely, Alabama and Virginia). 

After exploring affordability issues that emerged during 
the 2014 open enrollment period, the report describes 
promising practices implemented by particular states to 
improve the affordability of coverage. 
 

AFFORDABILITY OF QHPS AS AN OBSTACLE 
TO PARTICIPATION
One of the most serious obstacles to enrollment in 
QHPs is the perceived cost of coverage, even taking 
into account available federal subsidies. According to 
HRMS results for the second quarter of 2014, financial 
barriers were the most frequent reason that uninsured 
adults who visited the marketplace gave for not enrolling. 
Unaffordable costs were mentioned by 58 percent of 
such adults, compared with 29 percent and 20 percent 
who cited ineligibility for financial assistance and 
technical or time barriers to participation, respectively the 
second and third most common reasons for not enrolling 
in marketplace coverage (Figure 1).

Unfamiliarity with subsidies did not appear to be the 
main reason why consumers who visited the marketplace 
found coverage unaffordable. Among those who visited 
the marketplace but remained uninsured, nearly two-
thirds (64 percent) reported hearing “some or a lot” about 
subsidies, according to HRMS data for June 2014. 

By contrast, among the uninsured who had not visited a 

marketplace, only 26 percent had heard “some or a lot” 
about subsidies; 72 percent had heard “little or nothing.” 
Altogether, 68 percent of consumers who had been 
uninsured at some point during the previous 12 months 
and who remained uninsured in June 2014 did not visit a 
marketplace during 2014 open enrollment. This suggests 
that, in addition to addressing the actual affordability 
of QHP coverage, policy-makers seeking to increase 
enrollment levels could consider public education 
strategies. The latter topic is not addressed here, but it is 
included as part of another paper in this series. 

The HRMS survey results showing that consumers 
familiar with marketplace coverage frequently chose not 
to enroll because they viewed costs as unaffordable are 
consistent with our interviews in many states. Application 
assisters and navigators often reported that many 
consumers who had not previously purchased individual 
coverage found subsidized QHP coverage very costly. 
Sometimes these consumers enrolled in plans with 
higher out-of-pocket cost-sharing levels than they would 

Figure 1. Why Uninsured Adults Who Visited the Marketplace Did Not 
Enroll in Marketplace Coverage: June 2014

10% 20% 30% 40% 50% 60% 70%0%

Other Reasons, Such as Still Weighing Options,
Immigration-Related Reasons, or 

Had Not Heard About Marketplace

Failed to Pay Premium

In Process of Enrolling in Marketplace Plan

Anti-ACA or Didn't Think Government
Would Keep Personal Information Con�dential

Negative Perception of Bene�ts: Desired Bene�ts 
Not Covered or Choice of Providers Too Limited

Did Not Want Health Insurance

Technical or Time Reasons: Website Not Working,
Enrolling Too Dif�cult, or Did Not Have Time

Did Not Qualify For Subsidies

Cost Too High/Couldn't Afford Coverage 58%

15%

5%

3%

5%

6%

13%

20%

29%

Source: HRMS, Quarter 2, 2014.  
Note: Respondents could give more than one answer, so total answers exceed 100 percent.
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have preferred, but many simply did not enroll. On the 
other hand, consumers who had previously purchased 
individual coverage were often pleased with the options 
made available by QHP subsidies, according to our 
interviewees. The same was true of consumers who had 
attempted to buy individual coverage in the past but 
could not do so because of preexisting conditions. 

Premium charges can vary for many reasons.5 When 
a subsidy beneficiary buys so-called “benchmark 
coverage”—that is, the second-lowest-cost silver plan—
FPL and household size determine the consumer’s 
payments. At the same time, out-of-pocket costs grow 
along with income as cost-sharing subsidies diminish in 
value. A single adult enrolling in benchmark silver-level 
coverage would pay the following annual amounts:

• At 150 percent of FPL, $684 in premiums for a plan 
with 94 percent actuarial value (AV). Using QHPs 
available in Vermont as examples, plans with such 
AV could have annual deductibles of $100 or $450.6 

• At 200 percent of FPL, $1,452 in premiums for a 
plan with 87 percent AV, which could involve annual 
deductibles of $750 or $1,000.7 

• At 250 percent of FPL, $2,328 in premiums for a 
plan with 73 percent AV, which could involve annual 
deductibles of $1,400 or $1,900.8 

These are significant costs for people earning $17,505, 
$23,340 and $29,175, respectively, in annual pretax 
income. 

STATE STRATEGIES TO IMPROVE 
AFFORDABILITY
The first year of full ACA implementation saw a few states 
appear to achieve success using two very different 
strategies to improve the affordability of QHP coverage 
for low- and moderate-income consumers.

Option 1: Providing low-income consumers with more 
affordable coverage outside the marketplace

Minnesota sidestepped affordability problems for 
consumers with incomes at or below 200 percent of 
FPL. Rather than QHP subsidies, such consumers 
received coverage through a modified version of the 
state’s longstanding MinnesotaCare (MNCare) program.9 
Funded through a Medicaid waiver, MNCare charges 
much less than subsidized QHPs. For example, a single 
adult at 170 percent of FPL 

• pays premiums of $33 a month for MNCare, 
compared with $80 that would have been charged 
for subsidized QHP coverage at that same FPL 
level;10 and 

• has coverage with a $2.75 monthly deductible 
and $3 office visit copays.11 In the marketplace, 
a typical plan for such an adult receiving cost-
sharing subsidies might have, for example, a $750 
annual deductible and office copays of $10 and 
$30 for primary and specialty care office visits, 
respectively.12

Navigators and consumer groups reported that, because 

of MNCare’s greater affordability, it received a much more 
positive response than subsidized QHP coverage. Many 
who qualified for the latter found coverage unaffordable 
and chose to pay the penalty for being uninsured; no 
such responses were reported for consumers who 
qualified for MNCare.13 (Of course, Minnesota navigators 
could not describe consumers’ reactions to QHP 
subsidies below 200 percent of FPL, since Minnesota 
consumers with incomes below 200 percent of FPL were 
not offered QHPs.) 

From the start of open enrollment on October 1, 2013, 
through June 10, 2014,

• 51,558 individuals enrolled in Minnesota QHPs, of 
whom 41 percent (approximately 21,000) purchased 
coverage with the aid of premium tax credits; and 

• 49,115 individuals enrolled in MNCare.14 

These enrollment results can be compared to forecasts 
from several microsimulation models, which estimated 
Minnesota’s participation levels once coverage 
transitions are complete and enrollment reaches steady-
state levels. Such models distinguished (1) enrollment 
in subsidized QHP coverage below 200 percent of FPL, 
the income level served by MNCare; from (2) enrollment 
between 200 and 400 percent of FPL, the income level 
served by subsidized QHPs. Jonathan Gruber of MIT 
and Bela Gorman of Gorman Actuarial, LLC, estimated 
that, at steady-state levels, 153,000 tax credit recipients 
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below 200 percent of FPL would enroll in QHPs, as 
would 217,000 recipients with incomes between 200 and 
400 percent of FPL.15 Urban Institute researchers using 
the Health Insurance Policy Simulation Model (HIPSM) 
projected enrollment of approximately 138,000 and 
125,000 tax credit recipients with incomes below and 
above 200 percent of FPL, respectively.16

 
The actual June 2014 enrollment levels of roughly 49,000 
and 21,000 in those two income categories equal 32 
percent and 10 percent, respectively, of the expected, 
final, steady-state levels forecast by Gruber and Gorman 
and 36 and 17 percent of such levels estimated by 
HIPSM.17 Accordingly, if projected QHP participation 
within each income range is used to provide relative 
benchmarks for comparison, MNCare achieved more 
than two or three times the enrollment success attained 
by QHP subsidies.

MNCare thus enjoyed an apparent success, relative to 
expectations defined by HIPSM and the Gruber/Gorman 
estimates. MNCare’s greater affordability, relative to 
subsidized QHPs, may have been one cause of that 
apparent success, as suggested by the application 
assisters we interviewed. However, other factors may 
have also contributed, such as low-income consumers’ 
prior familiarity with and generally high regard for 
MNCare. Moreover, until information about the income 
distribution of subsidized QHP enrollment in a number of 
other states can be compared with enrollment patterns 
in Minnesota,18 the judgment of MNCare’s apparent 
success needs to be somewhat tentative, rather than 
conclusive.

State officials view the current Medicaid waiver as a 
bridge to Minnesota’s implementation of the Basic Health 
Program (BHP) option under the ACA, which will start 
in 2015, the first year that federal regulations allow BHP 
implementation. With BHP, states cover consumers 
with incomes at or below 200 percent of FPL through 
state-contracting plans, rather than the marketplace. 
The federal government provides funding equal to 95 
percent of what it would have spent on tax credits and 
cost-sharing reductions for BHP consumers if they had 
enrolled in QHPs.19

 
State officials expect BHP to significantly increase the 
state’s receipt of federal funding, compared with the 
current Medicaid waiver, which provides Minnesota’s 
standard federal medical assistance percentage 
(FMAP).20 However, Minnesota’s combination of low 
benchmark QHP premiums (the basis on which federal 

BHP funding is determined), high per capita Medicaid 
costs, and policy-makers’ determination to keep 
consumer costs low will likely mean significant (albeit 
reduced) state costs under BHP. New York also plans to 
implement BHP, anticipating that it will achieve net state 
budget savings by transferring state-funded health care 
costs for indigent immigrant adults to federally funded 
BHP, without the affected consumers losing services or 
incurring increased costs.21 

Option 2. Supplementing subsidies in the 
marketplace

Taking a different approach to improving affordability, 
Vermont supplements exchange subsidies for consumers 
with incomes up to 300 percent of FPL. For example:

• Single adults with incomes at 170 percent of FPL 
pay $60 in monthly premiums rather than the $80 
that would ordinarily be charged at that income level, 
those at 200 percent of FPL pay $96 rather than 
$121, and those at 250 percent of FPL pay $161 
instead of $193.22 

• Vermont does not reduce out-of-pocket cost-sharing 
for consumers with incomes below 200 percent of 
FPL. Instead, the state modestly increases AV for 
consumers between 200 and 300 percent of FPL, 
smoothing out what would otherwise be an abrupt 
drop in AV. Between 201 and 250 percent of FPL, 
the state’s supplement could lower an individual 
deductible, for example, from $1,900 to $1,500; and 
between 251 and 300 percent of FPL, it might reduce 
the out-of-pocket maximum for medical care from 
$5,100 to $4,000.23 

Vermont achieved remarkably high QHP enrollment 
levels. April 2014 QHP participation in Vermont exceeded 
by 9.8 percent the final, steady-state levels forecast 
by HIPSM for 2016. Vermont’s tax credit beneficiaries 
by themselves represented 73.6 percent of all QHP 
enrollees HIPSM forecast for 2016, subsidized and 
unsubsidized combined. By contrast, in the second-
highest state, Florida, all QHP participants, with and 
without tax credits, together reached just 68.5 percent of 
forecast 2016 levels—well below the enrollment achieved 
in Vermont by tax credit beneficiaries alone.24 

The generosity of subsidized coverage in Vermont likely 
played a role contributing to such high participation 
levels among Vermont’s subsidy-eligible consumers. 
However, other factors may have been involved as 
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well—notably, the state’s pre-ACA coverage, through 
its “Catamount Health” Medicaid waiver, of adults with 
incomes up to 300 percent of FPL. This existing coverage 
facilitated enrollment by providing a “target list” of 
consumers who typically qualified for subsidized QHP 
coverage, many of whom had current contact information 
on file, and who were already known to want subsidized 
health insurance.
 
The ACA specifically permits states to supplement 
federal QHP subsidies.25 In the case of Vermont, the 
federal government, via Medicaid waiver, has gone 
further and shares the cost of supplementing tax credits, 
paying standard FMAP.26 This waiver does not, however, 
contribute to the cost of supplementing cost-sharing 
reductions. Massachusetts, which also covered adults 
with incomes up to 300 percent of FPL before the ACA, is 
now implementing a policy like Vermont’s, supplementing 
both premium tax credits and cost-sharing reductions in 
the marketplace. As in Vermont, Massachusetts’s federal 
Medicaid waiver helps cover the cost of the former (but 
not the latter). 

It is not at all clear that the federal government would 
grant similar waivers to other states that did not cover 
adults with incomes above 138 percent of FPL in the 
past and so do not need supplemental QHP subsidies to 
shield consumers from increased health care costs under 
the ACA. Without such a waiver, a state that supplements 
federal QHP subsidies would need to finance its 
supplement with state-only dollars.

Comparing the two options

Both approaches increased participation by making 
coverage more affordable. However, in neither case can 
one be certain about causation, since other factors were 
also in play.

One difference between these approaches is that 
Minnesota provides more affordable coverage by moving 
low-income consumers outside the marketplace into 
more affordable plans, which means that its marketplace 
contains fewer participants. Vermont keeps consumers 
within the marketplace and increases subsidy levels, 
lowering consumer costs while they remain enrolled in 
QHPs.

Also, Minnesota’s approach is limited to consumers with 
incomes up to 200 percent of FPL. This limitation likely 
results from the state’s intent to transition to BHP, which is 
not available above that income threshold. By contrast, 
Vermont’s Medicaid waiver extends to consumers with 
incomes up to 300 percent of FPL.

Minnesota’s approach brings in a greater total amount 
of federal funding, which lets the state provide more 
affordable coverage. On the other hand, the state’s 
financial responsibility is potentially greater and less 
defined under Minnesota’s approach: 

• Minnesota furnishes all care. Under BHP, federal 
funding will be based on subsidies that would have 
been furnished in the marketplace, so the extent 
(if any) to which the state is ultimately responsible 
for paying health care costs will largely reflect the 
relationship between benchmark QHP premiums and 
the cost of state-furnished BHP coverage.

• Vermont’s approach limits the state’s financial 
responsibility to supplementing QHP subsidies. 

These states have been willing to commit resources 
to making coverage more affordable to their low- and 
moderate-income residents. Before other states embrace 
similar efforts, they would need to carefully consider what 
costs might be involved, what offsets might be available, 
and what gains and trade-offs might result.

CONCLUSION
With insurance affordability programs starting in January 
2014, the ACA’s main coverage expansion has just 
begun. The cost of QHP coverage, even with federal 
subsidies, appears to be deterring many uninsured 
consumers from enrollment. Several states offer 
promising examples that suggest contrasting strategies 
for overcoming this obstacle. 

These conclusions are necessarily somewhat preliminary 
at this early point in ACA implementation. The coming 
years will provide more experience with the ACA, and 
more data documenting its effects will become available. 
Observers will gain an increased capacity to definitively 
assess the significance of QHP costs as a barrier to 
enrollment as well as the impact of alternative state 
strategies aimed at making coverage more affordable for 
the low- and moderate-income uninsured. 
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percentage of QHP enrollees receiving tax credits, which is why the text 
uses the June estimates. Applying to these mid-April results the June 
2014 finding that 41 percent of Minnesota’s QHP enrollees received tax 
credits, approximately 19,640 tax credit beneficiaries above 200 percent 
of FPL would be estimated to have enrolled in QHPs by mid-April. Using 
the Gruber/Gorman estimates of “steady state” QHP enrollment, MNCare 
had reached 25 percent of target levels by the end of open enrollment, 
compared with 9 percent of tax credit beneficiaries enrolling into QHP 
coverage. Using HIPSM estimates as the benchmark, MNCare enrolled 
19 percent, and QHP subsidies 9 percent, of projected steady-state 
enrollees by the end of open enrollment. 
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18. The only state to report the income distribution of subsidy-eligible QHP 
enrollees is New York. There, 53 percent of such enrollees had incomes 
at or below 200 percent of FPL (NY State of Health: The Official Health 
Plan Marketplace. 2014 Open Enrollment Report, Albany, NY: New 
York Department of Health, June 2014.). In Minnesota, by contrast, 
MNCare enrollees made up 70 percent of all mid-June enrollees who 
otherwise may have qualified for QHP subsidies (that is, 70 percent of all 
consumers who received either MNCare or subsidized QHP coverage). If 
one uses the method described above to estimate QHP-subsidy eligibility 
for the end of Minnesota open enrollment, then MNCare enrollees made 
up 66 percent of all such subsidy-eligible enrollees—well above New 
York’s 53 percent level. 

19. For more information about the BHP option, see Dorn S and Tolbert J. 
The ACA’s Basic Health Program Option: Federal Requirements and 
State Trade-Offs. Washington, D.C.: Kaiser Commission on Medicaid 
and the Uninsured (publication pending). Beginning in 2017, states 
interested in this general approach may be able to go beyond BHPs by 
implementing broad state innovation waivers under ACA Section 1332, 
which will let states rearrange the ACA’s architecture of federal health 
spending and coverage. This is the section that has authorized Vermont’s 
implementation of a single payer system, which the state plans to begin 
implementing in 2017. A state implementing a Section 1332 waiver must 
ensure that, compared with standard ACA implementation, total federal 
spending does not increase and consumers neither lose benefits nor are 
charged higher premiums or out-of-pocket cost-sharing. Such a waiver 
might allow a state to implement a BHP-like approach while gaining 
access to more generous federal funding—providing 100 percent rather 
than 95 percent of subsidies that would otherwise have been paid. A 
waiver approach could also let consumers with incomes above 200 
percent of FPL enroll in state-contracting plans outside the marketplace. 
However, no federal guidance or regulations have defined the substantive 
ground rules for such waivers, so whether and, if so, under what terms 
such a “BHP-plus” approach will be allowed is currently unknown.

20. Schwartz, S. “Two States on the Path to the Basic Health Program.” 
CHIRblog, Georgetown University Health Policy Institute, Center for 
Health Insurance Reform, April 4, 2014, http://chirblog.org/two-states-on-
the-path-to-the-basic-health-program/. 

21. Affected adults in New York are lawfully present immigrants with incomes 
below 138 percent of FPL who are ineligible for federally matched 

Medicaid that goes beyond emergency services. 
22. At 140 percent of FPL, single adults in Vermont pay $30 rather than $46; 

at 150 percent, they pay $39 rather than $57 (Vermont Health Connect 
Subsidy Calculator, http://info.healthconnect.vermont.gov/tax_credit_
calculator).

23. Between 201 and 250 percent of FPL, Vermont’s supplements increase 
AV from 77 to 73 percent, and between 251 and 300 percent of FPL, the 
state boosts AV from 70 to 73 percent. See Vermont Health Connect. 
Cost-Sharing Reduction (CSR) Tier III (77% AV) Silver Plans; Cost-Sharing 
Reduction (CSR) Tier IV (73% AV) Silver Plans; Vermont Health Connect 
Silver Plans.

24. This analysis is premised on the fact that 67 percent of Vermont’s 
QHP enrollees receive tax credits. Vermont Health Connect. Vermont 
Health Connect Update, Medicaid and Exchange Advisory Board, 
Monday, May 12, May 12, 2014, http://info.healthconnect.vermont.gov/
sites/hcexchange/files/Vermont%20Health%20Connect%20Update_
MEAB_5%2012%2014.pdf. For interstate comparisons, see Blumberg 
LJ, Holahan J, Kenney GM, Buettgens M, Anderson N, Recht H, and 
Zuckerman S. Measuring Marketplace Enrollment Relative to Enrollment 
Projections: Update. Washington, D.C.: Urban Institute, 2014, http://www.
urban.org/UploadedPDF/413112-Measuring-Marketplace-Enrollment-
Relative-to-Enrollment-Projections-Update.pdf. The same results follow 
when other metrics are used to compare states. For example, one can 
compare April 2014 enrollment to the total population eligible to enroll in 
QHPs, defining the latter to include (1) people who qualify for tax credits, 
(2) the uninsured who are ineligible for IAPs, and (3) the individually 
insured who are ineligible for insurance affordability programs. Using 
this metric, Vermont enrolled 73.5 percent of QHP-eligible consumers 
by April 2014, compared with 42.2 percent in California, the second-
highest state; the national average was 24.5 percent. Among tax credit 
beneficiaries alone, Vermont’s enrollees represented 49.2 percent of the 
state’s entire QHP-eligible population—still higher than California’s 42.2 
percent level, which counts both subsidized and unsubsidized enrollees 
as participants.

25. ACA §1412(e). 
26. The total amount of federal payments for this purpose is capped, and 

these payments fall within the Vermont global waiver’s total budget 
neutrality requirements. 
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