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EXECUTIVE SUMMARY

Health insurance improves health, increases life
expectancy, and bolsters economic security by
reducing medical debt and bankruptcy. New York
State has historically provided more coverage
options than most other states, including

broad eligibility for Medicaid and other public
programs even before it fully implemented the
Affordable Care Act (ACA). The ACA’s benefit
improvements, financial premium subsidies, and
Basic Health Program option helped reduce New
York’s uninsured rate from 11.9 percent in 2010
to 5.2 percent in 2019.

Still, more than 1 million New Yorkers
remained uninsured and New York ranks
seventh among states on coverage. Narrowing
this coverage gap is challenging and states

have developed innovative strategies to meet
the challenge, including state individual
mandates, state premium assistance programs,
coverage expansions, using tax returns to boost
enrollment, and creating state-sponsored public
options. New York could meaningfully reduce
the number of uninsured people by adopting one
or more of these strategies.

This paper provides a guide for New York
policymakers to five strategies for increasing
coverage rates."! Each section describes design
and implementation issues related to New

York’s health care environment and estimates

the increase in enrollment and cost to the State.
These estimates are based on State administrative
data, federal data such as the U.S. Census, and
evaluations of efforts implemented in other states.

Narrowing the coverage gap is
vitally important and would greatly
benefit the health and finances of
newly insured New Yorkers.

The coverage gap is one barrier among

many that reduces access to care, imposes
extraordinary financial burdens on patients,
lowers quality of care, and creates and
perpetuates inequities. Other health system
changes also are needed to address these
problems, ensure the system is fiscally
sustainable and improve access to high quality
care. However, narrowing the coverage gap

is vitally important and would greatly benefit
the health and finances of newly insured New
Yorkers. This report is intended to encourage

robust debate about how to achieve that goal.

The 1 Million Uninsured New Yorkers
Individuals remain uninsured for one of four
reasons: (1) they are unaware of or do not
understand their coverage options and the
enrollment processes; (2) they choose not to
enroll for political or religious reasons; (3) they
have a high risk tolerance and self-perceived
good health status; or (4) they consider the

coverage available to them to be unaffordable.

Prior to the pandemic and the recession it

caused, roughly 1 million New Yorkers lacked

Community Service Society and Citizens Budget Commission 1



insurance. Assuming that 2023 insurance rates
and distribution will mirror 2019, roughly
345,000 of these will be eligible for but

not enrolled in public coverage options like
Medicaid, the Essential Plan or Child Health
Plua (CHP); another 421,000 will have access
to employer or self-purchased coverage but
have not enrolled due to cost, low perceived
value, or other reasons; and 245,000 uninsured
individuals will have an immigration status that
renders them ineligible to participate in public
programs like Medicaid, the Essential Plan,
and Qualified Health Plans offered through the
State’s Marketplace.

Five Strategies to Narrow the

Coverage Gap

This report analyzes five strategies for reducing
the number of uninsured in these three groups.

One strategy, a state individual mandate,

would have only a nominal effect. The others

— enhanced outreach and enrollment, a public
option, expanded eligibility for immigrants, and
premium subsidies — would increase the number
of people with insurance by between 10,000
and 92,000 if implemented alone. The largest
effect was from premium subsidies at the highest
amount modelled with an estimated annual
State cost of up to $803 million ($8,500 per
new enrollee). (See Table ES 1.) Some of these
strategies can be mutually reinforcing, such as

a mandate and premium subsidies, but for this
paper each is estimated separately. Importantly,
ranges of cost and coverage impacts have been
estimated to appropriately reflect the specificity
of the evidence and assumptions used. Generally,
moderate estimates are presented to best convey

the estimated magnitude of the impacts.

2  Narrowing New York’s Health Insurance Coverage Gap

Strategy #1: State Individual Mandate and
Penalty

New York could replace the federal mandate
penalty that was repealed in 2018 with an
identical policy at the State level. There is little
evidence, however, that the federal mandate
elimination had a negative effect on insurance
rates in New York, so imposing a State mandate
is unlikely to significantly increase the number
of people insured. Still, the administrative cost
would be nominal and the State could consider
implementing a mandate to protect against
individuals relinquishing insurance in the future

and causing instability in the individual market.
Strategy #2: State Premium Assistance Program

People who earn between 200 percent and 400
percent of the federal poverty level (FPL) receive
federal subsidies to buy individual market plans.
The subsidies are calculated to cap the percent of
their income they would need to use to purchase
a Silver-level plan. However, many New Yorkers
who would get these subsidies are not enrolled.
New York could provide additional subsidies to
reduce the cost of individual market plans for
more people. Three premium subsidy designs

were analyzed:

® Deep subsidies for people earning between
200 percent and 600 percent of the FPL that
limit premium costs to between 1 percent

and 6 percent of household income;

e Moderate subsidies for the same income
levels that limit premium costs to between 3
percent and 8.5 percent of household income
(which match the temporary enhanced
subsidies created by the American Rescue
Plan); and



e Subsidies only for those earning between 400
percent and 600 percent of the FPL that limit
premium costs to 10 percent of household

income.

The biggest effect is for the deepest subsidy, with
a moderate estimate of 92,000 newly insured for
an annual cost of $803 million. The moderate
subsidies would produce about 52,000 newly
insured for a cost of $371 million. The subsidies
for people earning between 400 percent and 600
percent of FPL only would produce about 2,000
newly insured for an annual cost of $15 million.
Other effects were not modelled including
increased revenue for health care providers and
stable or lower premium costs as a result of

increasing the size of the individual market.
Strategy #3: State Public Option Plan

New York could procure and offer a plan
through the State Marketplace with lower
premiums and less cost-sharing than plans
currently available. It could do this by imposing
stricter limits on administrative costs and
profits for insurers and paying lower provider
reimbursement rates than currently paid by
New York’s commercial insurers. Effects were
analyzed for a Gold-level and a Platinum-level
plan. Bronze-level plans were excluded after
preliminary analysis suggested this would not
have an impact on coverage rates, and Silver-
level plans were excluded to avoid disrupting
federal premium subsidy calculations.

The moderate estimates of the number of newly
insured individuals are 62,000 for a Gold plan
and 45,000 for a Platinum plan. This strategy

would have little or no direct cost to New York
State beyond marginal administrative costs.
Federal costs would increase by between $110
million and $287 million for subsidies for the
newly insured. There also could be significant
impacts on providers (particularly safety-net
providers with a lower portion of commercially
insured patients), who would receive lower
reimbursement rates for some of their patients,
and on insurers, whose resources to pay for non-
medical costs would be reduced for some of their
members; these effects should be considered and

are not modeled here.

Strategy #4: State Program for Low-income
Immigrants

A large portion of uninsured New Yorkers

are prohibited from federally-funded coverage
options because they are undocumented or

are lawfully present but remain ineligible for
coverage due to their status. New York provides
coverage to some members of this population
through State-only funding for Medicaid and
Child Health Plus, and could use a similar
strategy to create a State-only funded Essential
Plan. The Essential Plan is the brand name

for New York’s Basic Health Plan and is fully
funded by the federal government.

A State-funded Essential Plan that uses the
same income eligibility (up to 200 percent of the
FPL) would provide insurance for an estimated
46,000 new enrollees for an annual net State
cost of $345 million, accounting for savings
from spending offsets for emergency Medicaid.
Other effects were not modelled including
increased revenue for health care providers.

Community Service Society and Citizens Budget Commission 3



Strategy #5: Enhanced Outreach and Enroliment
Strategies

Enhancing outreach to the uninsured and
providing more enrollment assistance would help
insure more of the New Yorkers who are already
eligible for low-cost coverage. Three strategies

analyzed are:

e Expanding the Navigator program to
enroll people in areas where more are
uninsured than the state average. The
remaining uninsured population is not
evenly distributed across the state. New
York could provide additional funding for

the State Navigator program to target areas
where fewer people are insured than average.
If New York increased insurance rates in
those areas to the average (about 5 percent
uninsured), an estimated 65,000 uninsured
people would obtain coverage. Incremental
costs for enrolling more people through the
existing program would be up to $300 per
enrollee or about $20 million in total.

Enable enrollment through tax returns
similar to the Maryland Easy Enrollment
Health Insurance Program. Maryland’s
tax returns ask individuals if they would
like to check their eligibility for health

Table ES1: Summary of Coverage and Cost Estimates for Five Strategies, 2023

STRATEGY

Newly Insured
Individual Mandate

State Premium Assistance

Deep Subsidies 92,000

Moderate Subsidies 52,000

Ell::if)li?il’z/s (;\:Isve ACA Income 2000
Public Option

Gold Benefit Levels 62,000

Platinum Benefit Levels 45,000
Immigrant Coverage 46,000

Enroliment and Outreach Enhancements
Expanded Navigator Program 65,000
Tax Filing Outreach 10,000

Open Enroliment

4  Narrowing New York’s Health Insurance Coverage Gap

Annual Net State Cost

MODERATE ESTIMATE (RANGES IN TABLE 2)

Annual Net State Cost
per Newly Insured

Nominal
$803,000,000 $8,700
$371,000,000 $7,100
$15,000,000 $8,000
Nominal Nominal
Nominal Nominal
$345,000,000 $7,600
$20,000,000 $300
Nominal Nominal

Not Modeled



insurance programs. People who qualify

for Medicaid or CHP are sent plan options
and are automatically enrolled if they do
not respond. Those eligible for Marketplace
coverage are given a special enrollment
period. If New York had the same program
outcomes as Maryland, an estimated 10,000
additional people would obtain health

insurance.

e Expand enrollment opportunities outside of
open enrollment. Uninsured New Yorkers
who seek to purchase insurance outside of
open enrollment can only do so under some
circumstances including pregnancy, job loss,
and moves. Massachusetts provides a special
enrollment period for people who are buying
Marketplace plans for the first time and earn
up to 300 percent of the FPL. It also allows
those who missed open enrollment to testify
that their failure to enroll was unintentional
and for those who lose coverage but miss
the 60-day deadline to re-enroll to testify
that they were unaware of the deadline.
New York could adopt similar policies. The
number of new enrollees and the possible
market destabilization that could occur are
not estimated. although there is no evidence
of adverse selection or market destabilization
from existing special enrollment periods in

New York or in Massachusetts.

These strategies would increase the State’s costs
for the health insurance programs that enrolled
more already eligible people. Those costs are not
modelled. Like the other strategies, they would
increase revenue for health care providers by

reducing uncompensated care.

Conclusion

Increasing the number of insured New Yorkers
will improve their health outcomes and
economic security. The strategies and findings
described in this paper are meant to stimulate
and ground the debate on how to increase

the number of New Yorkers that have health

isurance.

Specific designs presented here are not
exhaustive and permutations of each strategy
exist and may be worthy of consideration. Some
important effects of these initiatives, including
those on the insurance marketplace, insurers,
providers, and the cost of covering those already
eligible, are not modelled here. These would
have significant effects on New York’s patients,
the health care system, and the State budget and
should be seriously considered by policymakers
when choosing strategies to narrow the coverage
gap. Still, this paper’s findings, and strategies
and designs should be productive starting points
for discussion of the problem generally and each
option specifically.

[1] This paper does not does not address a single-
payer or universal coverage system for New York
State, which was modelled in Jodi L. Liu and
others, “An Assessment of the New York Health
Act: A Single-Payer Option for New York State,”
(Rand Corporation, 2018), https://www.rand.org/
pubs/research_reports/RR2424.html.

Community Service Society and Citizens Budget Commission 5



INTRODUCTION

New York’s uninsured fall into three groups:®

Lack of health insurance is a serious problem for 1. About 420,000 are people earning above

29.6 million Americans including more than 1
million New Yorkers.! Research shows insurance
coverage reduces morbidity and mortality
experienced by uninsured patients and improves
economic security by reducing medical debt and
bankruptcy.? In addition, increased coverage
benefits the nation as a whole. Public health
efforts, including those to control COVID-19,
are undermined when uninsured people avoid
health care because of financial barriers. Lost
productivity and debt acquired by the uninsured
damages the economy.® Additionally, health care
providers lose an estimated $42 billion annually
caring for uninsured patients.* These losses are
partially offset by tax-funded uncompensated
care programs that cost governments billions of

dollars annually.®

The Patient Protection and Affordable Care

Act of 2010 (ACA) significantly increased

the number of people with health insurance
nationally and in New York State. Between 2010
and 2019, the uninsured population nationally
declined from 15.5 percent to 9.2 percent. New
York’s decline was greater, from 11.9 percent

to 5.2 percent.® Still, more than 1 million New
Yorkers remained uninsured in 2019.7 Slightly
over half lived in New York City (56 percent).
The majority (87 percent) are ages 19 to 64,
and nearly three-quarters of these working aged
uninsured people are employed and earning
below 400 percent of the federal poverty level
(FPL).®

Narrowing New York’s Health Insurance Coverage Gap

200 percent of the FPL and have access to
private coverage through Qualified Health
Plans (QHP) sold through the Marketplace
established by the ACA or an employer.
More than half of this group (roughly
260,000) are eligible for ACA subsidies
that would offset their monthly premiums.
Eligible individuals may choose not to enroll
for various reasons including cost, low
perceived value (for example, individuals
who believe themselves to be healthy), or

religious or moral objections to insurance.

Table 1: The Uninsured in New York State

2023 (Projected)

Eligible to purchase Marketplace
coverage, income at or above 200 421,000
percent of FPL
e Subsidy Eligible (200 to 400

percent of FPL) 259,000
e Not Subsidy Eligible (above 162,000

400 percent of FPL)
Immigrants currently ineligible
for public or Marketplace 245,000
coverage because of
immigration status
Eligible but unenrolled in public
coverage, income below 200 345,000
percent of FPL
TOTAL 1,012,000

Note: Sub-groups may not sum to total because of rounding.



2. About 245,000 are individuals prohibited 3. About 345,000 are low-income individuals

from enrolling in public programs like

who qualify for existing public coverage

Medicaid and the Essential Plan (EP) options like Medicaid, Child Health

or purchasing a QHP because of their
immigration status. Most in this group have
incomes that would make them eligible for
Medicaid or EP if not for their immigration
status.

enrollees.

Table 2: Summary of Coverage and Cost Estimates for Five Strategies, 2023

MODERATE ESTIMATE
Annual Net
State Cost
Newly Annual Net per Newly
Strategy Insured State Cost Insured
Individual Mandate Nominal
State Premium
Assistance
Deep Subsidies 92,000 $803,000,000 $8,700
Moderate Subsidies 52,000 $371,000,000 $7100
Subsidies Above ACA
Income Eligibility Only 20 $15,000,000 $8,000
Public Option
Gold Benefit Levels 62,000 Nominal Nominal
Platinum Benefit Levels 45,000 Nominal Nominal
Immigrant Coverage 46,000 $345,000,000 $7,600
Enroliment
and Outreach
Enhancements
Expanded Navigator 65000  $20,000,000 $300
Program
Tax Filing Outreach 10,000 Nominal Nominal
Open Enroliment Not Modeled

Newly
Insured

70,000 -
125,000
40,000 -
71,000
1,000 -
3,000

48,000 -
85,000
34,000 -
62,000
30,000 -
61,000

Plus (CHP), or the EP because they earn
below 200% of the FPL. In most cases
these options are free or very low-cost for

RANGE

Annual Net
State Cost
Annual Net per Newly

State Cost Insured

Not Applicable

$737,000,000 - $7100 -
$892,000,000 $10,500
$351,000,000 - $5,600 -
$399,000,000 $8,800
$14,800,000 - $6,400 -
$15,200,000 $11,300
Nominal Nominal
Nominal Nominal
$292,000,000 - $6,200 -
$380,000,000 $9,700

Not Modeled

Not Modeled
Not Modeled

Community Service Society and Citizens Budget Commission 7



This report describes New York’s current
coverage landscape and then analyzes five
strategies for reducing the number of uninsured.
It does not include a single-payer system as a
strategy, which has been modelled elsewhere.
The strategies are:

Strategy #1: A State individual mandate and
penalty;

Strategy #2: State-funded premium assistance;
Strategy #3: Gold- or Platinum-level public option;

Strategy #4: State-funded Essential Plan lookalike
for excluded immigrants; and

Strategy #5: Enhanced outreach and enrollment
efforts using the Navigator program, tax returns, or
open enrollment expansions.

For each strategy, this report describes design
considerations, estimates the number of
uninsured who would gain coverage, and

when possible, estimates State costs and other
fiscal implications.'® (See Table 2.) Some of

the strategies can be mutually reinforcing,

such as a mandate with penalty and premium
subsidies, but for this paper the effects of each
are estimated separately. Importantly, ranges of
cost and coverage impacts have been estimated
to appropriately reflect the specificity of the
evidence and assumptions used. Moderate
estimates are presented in the text to best convey
the estimated magnitude of the effects while
the full estimate ranges are provided in tables.
The Appendix provides the methodology and
assumptions used to produce the estimates.

8  Narrowing New York’s Health Insurance Coverage Gap

New York has frequently worked
with the federal government to
expand eligibility for jointly-funded
coverage or used State funding
to cover excluded populations
(such as undocumented immigrant
children).

The findings described in this paper are meant
to stimulate the debate on how to reduce

the number of New Yorkers without health
insurance and help anchor it with credible
evidence of implications of various approaches.
They should be considered starting points

for discussion of the uninsurance problem
generally and each option specifically. Specific
designs presented here are not exhaustive and
permutations of each strategy exist and may
be worthy of consideration. Other effects, such
as changes in the health care delivery system,
insurance markets and the cost of enrolling
currently eligible individuals, are not modelled
here. These could have significant effects on
individuals, health care providers, the safety
net system, insurers, and the State budget, and
should be identified and seriously considered by
policymakers exploring ways to narrow New
York’s coverage gap.



BACKGROUND

New Yorkers obtain health coverage through

a mix of private and public sources including
employer-sponsored coverage. Medicare and
Medicaid, created in 1965, and the Child
Health Insurance Program, created in 1997,
expanded the number of insured New Yorkers
and provide billions of dollars in federal funding
for coverage. New York has frequently worked
with the federal government to expand eligibility
for jointly-funded coverage or used State
funding to cover excluded populations (such as

undocumented immigrant children).

In 2010, the enactment of the ACA substantially
improved access to public and private coverage
for millions of Americans. For public programs,
the ACA allowed New York to expand Medicaid
eligibility to higher incomes and increased
federal funding for some previously covered
enrollees, including some that had been covered
only using State funds." New York is also

one of two states to adopt the Basic Health
Program under the ACA. The Basic Health
Program, called the Essential Plan (EP) in New
York, extends free or low-cost coverage to most
individuals below 200 percent FPL who are not
otherwise eligible for Medicaid, including many
immigrants. It is described in more detail below.

The ACA also introduced four important
reforms that helped create a robust individual
market in New York. First, it mandated
individuals to secure insurance that meets
minimum standards or pay a tax penalty. The
federal government effectively terminated the
mandate in 2018 by reducing the penalty to $0

and ending its enforcement."

Second, the ACA set minimum standards

for insurance benefits; QHPs are “qualified”
because they meet these standards. For example,
plans must provide a set of essential health
benefits including hospitalization and pharmacy.
The Marketplace QHPs are categorized in

five “metal” tiers organized by actuarial value
(AV). Actuarial value is the percent of costs the
plan pays versus the amount the enrollee pays

in deductibles, co-insurance, and copayments.
The tiers are catastrophic (50-60 percent AV),
Bronze (60-69 percent AV), Silver (70-79 percent
AV), Gold (80-89 percent AV), and Platinum
(90 percent or higher AV)." Premiums become
more expensive as the AVs increase, while other
direct costs to the enrollee decrease (for example
through lower deductibles). New York has
codified these standards in State law."

Third, the ACA offers federal financial
assistance—called Advance Premium

Tax Credits (APTCs)—to lower the cost

of purchasing QHPs through the ACA
Marketplaces. It provides these subsidies to
individuals with incomes up to 400 percent of
FPL (in 2021, $51,520 for an individual and
$106,000 for a family of four) who do not have
access to health insurance through an employer.
For a two-year period (coverage years 2021

and 2022) the American Rescue Plan (ARDP)
enhanced subsidies across all income levels and
expanded subsidies beyond 400 percent of FPL.
The ACA also limits cost-sharing for people who
earn between 200 percent and 250 percent of
FPL through cost-sharing reductions (CSRs).

Finally, the ACA established Marketplaces where
people can shop for insurance and determine
their eligibility for subsidies. New York opted

Community Service Society and Citizens Budget Commission 9



to establish its own New York State of Health
(NYSOH) Marketplace rather than use the
federal Marketplace (Healthcare.gov). NYSOH
offers a single website that determines eligibility
for public coverage or ACA financial assistance
(APTCs and CSRs) and facilitates enrollment.™
New York’s Marketplace also operates a call
center and a statewide in-person Navigator
program to provide additional enrollment

and economic recovery, that the population and
coverage mix in 2023 will be the same as in
2019. The effects of different policy options are

estimated from that starting point.

In 2019, 51 percent of New Yorkers had private

health insurance. Over 9.4 million had coverage

Table 3: Insurance Coverage Profile of New York State
Population, 2019 and 2023 Projection with No Policy
Intervention

assistance.

Because of these reforms, New Yorkers are

better able to find, understand, and afford

2023 Projection

private individual market plans. New York now 2019 (No Intervention)
has one of the biggest and most competitive Total Civilian Non-
individual insurance markets in the country, Institutionalized 19,243,000 19,243,000
with 12 insurers offering QHPs (the second most Population
of any State). New Yorkers in every county have ]
a choice between at least two insurers, and most Private Coverage
have more (31 of the 62 counties have five or Employer Based 9,438,000 9,438,000
more insurers offerin rage).1® Coverage Purchased On

ore insurers offering coverage) Vrketplace (19 272,000 272,000
These market reforms and public coverage Coverage Purchased

, ! 71,000 71,000

expansions have caused a substantial decrease Off Marketplace (NYS)
in the number of people without insurance in Other Private (e..
New York. Prior to passage of the ACA, 11.9 E:J;fef;ased out of 43,000 43,000
percent of New York residents were uninsured. Private Coverage
This dropped by more than half, to 5.2 percent, Total 9,824,000 9,824,000
in 2019.
Current and Projected New York State Health Public Coverage
Insurance Coverage Landscape Medicaid & CHP 4,904,000 4,904,000
Table 3 shows how New Yorkers obtained Essential Plan 790,000 799,000
health insurance in 2019 before the COVID-19 Medicare 2,607,000 2,607,000
pandemic. The pandemic and associated Other Public Coverage 105,000 105,000
recession caused shifts in health coverage SU%ILR(I}?)'\AIEEG)IQG
enrollment, especially from employer-sponsored Total 8,406,000 8,406,000
insurance to Medicaid or EP. This analysis
assumes, based on projections of employment Uninsured 1,012,000 1,012,000

10 Narrowing New York’s Health Insurance Coverage Gap



through plans offered through their or a family
member’s employer or union. Many of those
plans are regulated by the federal government
rather than the State. Another 340,000
purchased individual coverage on- or off-
Marketplace. About 44 percent of New Yorkers
have public health insurance. Roughly 5 million
are enrolled in Medicaid or CHP. About 2.6
million were enrolled in the Medicare program
because they are over 65 or have disabilities. An
additional 790,000 were enrolled in EP. One

million (about 5 percent) were uninsured."”
Medicaid and CHP

In 2019, nearly 5 million people were enrolled
in Medicaid or CHP in New York. New York’s
Medicaid program is available to people who
earn below 138 percent of FPL, including some
who are also enrolled in Medicare but need long-
term care or other services that are not covered
by Medicare. Some New Yorkers who meet
income requirements for Medicaid are ineligible
because of their immigration status. People
enrolled in New York’s Medicaid program pay
no premiums, have no deductible, and have
very low co-pays. Once someone is enrolled

in Medicaid, they are covered for one year
regardless of income changes.

CHP is available to New Yorkers between the
ages of 0 and 19 regardless of immigration
status. New York uses only State funds for
immigrant children who are prohibited from
federally-funded coverage. CHP is subsidized for
families earning below 400 percent a year but

is open as a public option for those with higher

incomes who want to enroll at full cost.

Many New Yorkers can complete the eligibility
determination and enroll in Medicaid or CHP
through the NYSOH Marketplace. Some, such
as those enrolling in Medicaid under special
rules for people with disabilities, are required
to enroll through local Departments of Social
Services.

Essential Plan

EP became available in 2016 and in 2019
covered 790,000 New Yorkers. The number of
people enrolled in EP has increased each year
since it was established, reaching over 900,000
enrollees in 2021." The program was created
through the ACA’s Basic Health Program
provision. It is funded by the federal government
through a formula that provides approximately
95 percent of the APTCs and cost sharing
subsidies that it would have paid if the individual

enrolled in a Silver-level Marketplace plan.

EP is available for New Yorkers who earn up
to 200 percent of FPL. This includes some
immigrants who earn under 138 percent of
FPL and are ineligible for federally-funded
coverage under Medicaid rules but eligible
under the ACA. New Yorkers who are eligible
for EP become ineligible for APTCs for
individual Marketplace plans. Coverage is
free for enrollees—there are no premiums or
deductibles—and benefits are comprehensive
(including vision and dental) with a Platinum-
level AV of 93 percent.'® Most insurers
participating in the Marketplace participate
in the EP, leveraging their QHP and Medicaid
Managed Care networks. Every county in

the State has at least two—and as many as
seven—insurers offering EP in 2021.2° EP plans
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typically pay providers a rate equal to 120 percent
of Medicaid rates; commercial insurance rates

in New York average 159 percent of Medicaid
rates.?! EP enrollment is done through NYSOH.

EP has allowed New York State to secure
federal funding for some immigrants who

were previously enrolled in Medicaid without
federal Medicaid matching funds; funding was
soley provided by New York State. This group
of immigrants, referred to as the “Aliessa”
population in reference to the Aliessa v. Novello
case, are lawfully present immigrants who have
been in the country for less than five years and
most immigrants who have Permanently Residing
Under the Color of Law (PRUCOL) status.

EP enabled the State to shift this immigrant
population from State-only funded Medicaid to
federally-funded EP, saving New York State as
much as $1 billion annually.??

Marketplace Coverage

Marketplace coverage is available for New
Yorkers who do not have access to affordable
employer- or union-sponsored insurance and earn
too much for Medicaid or EP. Approximately
270,000 people were enrolled in QHPs though
the Marketplace in 2019.2 Forty-two percent
were enrolled in Bronze plans, which have the
lowest premiums but the highest deductibles and
cost-sharing; 37 percent enrolled in Silver plans,

11 percent in Gold, and 8 percent in Platinum.?*

The ACA provides premium subsidies (APTCs)
for individuals with incomes between 200 percent
and 400 percent of FPL. The APTCs cap the
percent of income people spend on premiums.
The size of the APTC depends on the individual’s
income and the cost of a benchmark plan (the
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second lowest-cost Silver-level plan) being sold in
their region. In this way, the subsidy is sensitive
to local market prices, providing a greater subsidy
where benchmark plans are more expensive.?’

In 2019, 58 percent of people who purchased

a QHP through NYSOH received APTCs.? In
2021, Congress enacted the ARP, which provides
enhanced subsidies for two years to individuals
currently eligible for subsidies with incomes below
400 percent of FPL and, for the first time, offers
subsidies to people with higher incomes, up to
around 600 percent of FPL.

Off-Marketplace Coverage

Some New Yorkers purchase non-group coverage
from insurers outside of the Marketplace. In
2019, more than 70,000 New Yorkers were
enrolled in such plans.?” Some of this group

are enrolled in “grandfathered” (or pre-ACA)
plans. The others are enrolled in plans that meet
minimum requirements to be sold in New York
State, such as covering the essential benefits
designated by the ACA and participating in

a public rate review process. These plans are
identical to QHPs.

New Yorkers choose to purchase plans outside
of the Marketplace for various reasons. Some
individuals prefer to maintain their pre-ACA
plans or to enroll in plans that are not available
on the Marketplace. Immigrants who are not
eligible to participate in the Marketplace may
purchase coverage in the off-Marketplace
individual market, if they have sufficient resources
to do so. In general, individuals who are not
eligible for ACA subsidies (those with incomes
above 400 percent of FPL) have less incentive to
purchase on the Marketplace than those eligible
for subsidies.



Health Insurance Affordability in New York State

In 2019, about 420,000 uninsured individuals
earned above 200 percent of FPL (too high for
Medicaid or the Essential Plan) and were eligible
to purchase QHPs. Within this group, more than
half (260,000) had incomes which made them
eligible for premium subsidies (between 200 and
400 percent of FPL).2 The remaining 160,000
had incomes above 400 percent of FPL and
would pay full premiums out-of-pocket.

Some of the people in this group decide against
purchasing health insurance because they do not

know what their options are, are not sure how

to enroll, have religious or political objections,
or have a high-risk tolerance and hope to

avoid using health care. However some remain
uninsured because the plans available through
NYSOH are unaffordable to them, even with
APTCs, determining the monthly premiums are
too expensive relative to the value of coverage
(e.g. high deductibles, co-insurance and co-
payments) and competing financial demands

on a household budget. In 2019, 51 percent of
uninsured New Yorkers said that premiums were

too high for them to buy insurance.?

Premium costs can be significant for the
uninsured QHP-eligible population. Figure 1

illustrates the percent of income required to

Figure 1: Percentage Income Required to Pay for Benchmark Silver Premium, 2021
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Sources: Authors’ analysis of U.S. Department of Health and Human Services, “U.S. Federal Poverty Guidelines Used to
Determine Financial Eligibility for Certain Federal Programs” (accessed December 4, 2021), https://aspe.hhs.gov/topics/
poverty-economic-mobility/poverty-guidelines/prior-hhs-poverty-guidelines-federal-register-references/2021-poverty-

guidelines; and American Rescue Plan Act of 2021, P.L. 117-2.
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purchase the benchmark Silver plan, which has
an average $2,558 deductible and an overall 70
percent AV. The lowest-income New Yorkers
who might purchase QHPs (those earning
above 200 percent of FPL and thus ineligible
for EP) are eligible for APTCs that would
reduce premium costs to 6.54 percent of their
income when purchasing a benchmark plan.

At 400 percent of FPL, the APTCs would
bring premium costs down to 10 percent of
their income for a benchmark plan. The ARP
increased the amount of subsidies (for example,
capping benchmark premium costs at 8.5
percent of income for those earning 400 percent
of FPL) and added new subsidies for people

earning between 400 percent and 600 percent of
FPL. This is likely to change some New Yorkers’
affordability determination, but these higher
subsidies are set to expire in 2023.

Enrollees can stretch their APTCs further

by choosing Bronze plans, which have lower
premiums but higher deductibles and cost-
sharing. For example, in New York the premium
cost of the average lowest-cost Silver plan
statewide was $558 in 2019 with a $1,700
deductible, and the average lowest-cost Gold
premium statewide was $638 with a $600
deductible.®® Bronze plan deductibles ranged
from $4,700 to $6,900.%" Enrollment in these

Figure 2: NYS Marketplace Enroliment by Plan Type, 2014 to 2021

1,200,000
1,000,000
800,000
600,000
400,000
200,000
@ Platinum 48,179 49,842 43,514
@ Gold 37,060 41,535 38,075
@ Silver 203,832 240,904 114,225
@ Bronze 70,415 74,763 70,711
| Essential Plan - - 379,559

2021
17,271
25,907
96,179 100,593 100,991 86,356
83,524 106,030 114,638 82,038
665,324 738,851 790,152 796,998 914,000

Sources: New York State Department of Health, Health Insurance Coverage Update (September 2021), https://info.
nystateofhealth.ny.gov/sites/default/files/Health%20Insurance%20Coverage%20Update%20-%20September%202021_0.
pdf; and 2020 Open Enroliment Report (April 12, 2021), and prior editions, https://info.nystateofhealth.ny.gov/sites/default/
files/2020%20NY%?20State%200f%20Health%200pen%?20Enroliment%20Report.pdf.
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In 2019, 51 percent of uninsured
New Yorkers said that premiums
were too high for them to buy
insurance.

plans provides benefits, including preventive care
services, but the higher deductibles can increase
enrollees’ risk of high medical bills. A large
number of insured New Yorkers report that they
have delayed care or suffered serious financial

problems after obtaining care for that reason.*

Prior to the ARP, Marketplace enrollees were
increasingly opting for plans that have the lowest
premiums and highest additional costs. Figure

2 illustrates the types of plans New Yorkers
chose since the Marketplace launched. Two
trends stand out. First, the comprehensive EP
(with no premiums or deductible) has been the
most successful in enrolling eligible individuals.
Second, enrollees ineligible for the EP tend to
choose low-cost Bronze plans, despite their
providing limited financial protection.®® From
the time the Marketplace launched in 2013

to the 2020 enrollment period (prior to the
pandemic), the number of enrollees in Platinum
plans decreased 55 percent while the number in
Bronze plans increased 63 percent. The trend
toward low-cost plans has also been observed in
other states.® With the enactment of the ARP,
this trend started to reverse, indicating a demand

for higher quality coverage.®

STRATEGY #1: STATE INDIVIDUAL
MANDATE AND PENALTY

Summary of Findings: A State individual man-
date and tax penalty is intended to increase the
number of insured by creating a financial dis-
incentive to be uninsured. It would replace the
ACA penalty, which was repealed at the federal
level for 2017. Four states and the District of
Columbia have adopted state-level mandates and
penalties. Administrative costs would be mini-
mal. Evidence from the implementation and sub-
sequent repeal of the federal individual mandate
and penalty suggests that a similar State-based
policy is likely to have little to no impact on

overall enrollment.

Background

The ACA’s individual mandate provided a
financial incentive for healthy individuals to
acquire coverage using a tax penalty. The
purpose of an individual mandate is to reduce
“adverse selection” in the insurance market.
Adverse selection is a term that describes what
happens to insurance markets when healthy
people do not sign up for coverage because it is
too expensive or they do not have an incentive
to join, leaving only sick people in the risk pool.
Risk is not spread evenly between the sick and
healthy populations and premiums increase
when only sick people enroll in coverage. If
adverse selection occurs to an extensive degree,
the individual market enters a “death spiral” in
which continually increasing premiums push out

relatively healthy individuals.

Until 2019, the ACA’s individual mandate was
enforced by tax penalties as the larger of $695
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annually for adults (and half that for children) or
2.5 percent of household income. It was capped
at the national average premium of a Bronze
plan. The penalty was prorated for the share

of the year during which an individual was not
insured.®® Enforcement was the responsibility

of the federal Internal Revenue Service (IRS)
with individuals documenting coverage with
their tax returns and penalties imposed as
additions to their tax liability. Exemptions to

the mandate were available for a variety of
circumstances the most important of which are
people not lawfully present (meaning immigrants
barred from participating in many forms of
insurance coverage), religious objections, and

for individuals for whom the cost of mandated
coverage exceeds 9.78 percent of household

income.%’

The federal Tax Cuts and Jobs Act of 2017
effectively repealed the federal mandate by
eliminating the penalty. Beginning in 2019
individuals were not subject to a penalty when
filing their tax return for that year. In 2018,
New Jersey and the District of Columbia enacted
state individual mandates effective in 2019,
and Vermont enacted one effective in 2020.

In 2019, Rhode Island and California enacted
state individual mandates effective in 2020.
The enrollment trends in each state following
implementation of an individual mandate do
not reflect a clear trend or pattern: in New
Jersey, Vermont, and the District of Columbia
enrollment decreased in the first year, in
California enrollment increased, and in Rhode
Island enrollment was essentially unchanged.®

Nationally, the IRS reports that in 2016 (the

latest available year) slightly fewer than § million
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tax returns included a penalty; total penalty
amounts were about $3.6 billion, indicating an
average penalty of $728.39 In 2016, New York
reported 280,750 returns with a penalty. The
total amount collected was $201.6 million for
an average penalty of $718. The number of 2016
returns with a penalty was about 30 percent

less than in 2015 (405,610) because of full
implementation of New York’s Essential Plan.*?

Research on the impact of the mandate has

had conflicting results. A national study of the
effects of the ACA in 2014 and 2015 found that
the premium subsidies and Medicaid expansion
rather than the mandate accounted for most of
the increase in coverage, but that the mandate
encouraged enrollment among the entire
population.*' A study focusing on non-elderly
adults with incomes above 400 percent of the
FPL found that among that income group the
decline in the share uninsured from before ACA
(2013) to 2016 was 2.13 percentage points from
5.53 to 3.42 percent.*? Another found that the
mandate has a generalizable if small effect even

on people who are not subject to the penalty.*3

Two studies were issued in 2018 that

projected the impact of the elimination of the
federal mandate for New York. The RAND
Corporation projected that the elimination of
the penalty in 2019 would increase the number
of uninsured by 21 percent or 292,000; of which
the greatest increase would be among those
previously purchasing unsubsidized individual
coverage.* The Urban Institute simulated the
impact of a state mandate for New York State
and projected a reduction of 142,000 or 10
percent in the number of uninsured in 2019.4



However, evidence from New York’s 2019

open enrollment period, the first without a
federal penalty, indicates that New York’s
individual market did not respond as projected.
Enrollment through New York’s Marketplace

in QHPs increased 7 percent, with gains in both
subsidized and unsubsidized purchases. Essential
Plan enrollment likewise increased about 7
percent.* It should be noted, however, that the
number of people purchasing individual plans
off-exchange declined from 92,000 to 71,000,
though the decrease is hard to attribute to any
specific cause.” In 2020 and 2021, Marketplace
enrollment has been affected by the COVID-19
pandemic, which caused shifts in coverage because
of changes in employment and featured longer
open enrollment periods. Total enrollment in the
Essential Plan QHPs increased in both 2020 and
2021, continuing enrollment gains after repeal of
the federal mandate.*®

Design Considerations for a State-Level
Individual Mandate

Design considerations for a state mandate

are the penalty amount, the exemptions, and
rules about who is considered insured. Design
structure and enforcement would also drive

costs of administering the mandate. Some
guidance is available from other states. State
programs generally parallel the original federal
mandate, typically granting exemptions with
similar affordability criteria and other exclusions
including undocumented immigrants. The
maximum penalty typically is tied to the premium
for Bronze plans based on the state-specific
average rather than the national average. Vermont
altered its original plan and eliminated a financial
penalty but requires reporting of non-coverage

with tax returns in order to facilitate outreach.

An additional consideration is the indirect
impact of a mandate on QHP premiums.
Because a mandate is intended to combat
adverse selection, it is expected to reduce
morbidity in the risk pool and thereby reduce
QHP premiums. For example, in 2018-
following repeal of the federal mandate—New
York State incorporated rate increases for QHP
plans associated with the anticipated increase in
morbidity among the QHP population because
of healthier individuals dropping coverage. If
New York were to implement a State mandate,
these rates might be reduced by a similar factor.
To the extent such premium reductions impact
the benchmark Second Lowest Silver Plan, this
would lower APTCs available to consumers and

the funding available for the Essential Plan.

Change in Insurance Coverage and Fiscal
Effects

States adopting individual mandates assumed
that it would reverse the impact of the 2019
effective repeal of the federal mandate, which
was originally implemented in 2013. However,
it does not appear that the adoption of the
individual mandate had any discernable impact
on New Jersey’s enrollment. Moreover, the
repeal of the federal mandate has had no
measurable impact on coverage in New York.
Accordingly, this analysis concludes that
implementation of a State mandate is unlikely
to have a significant effect on overall insurance
coverage and coverage decisions by New
Yorkers. Still, since a State mandate may have
an effect on some New Yorkers’ choices and

its likely nominal administrative costs could

be offset by penalties, its implementation may

possibly yield some modest coverage benefits.
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STRATEGY #2: STATE PREMIUM
ASSISTANCE PROGRAM

Summary of findings: A New York State-level
premium assistance program would reduce the
number of uninsured by providing additional

State-funded subsidies to lower premium costs.

Three design options are modeled based on

the generosity of the premium assistance and
the level of income of the recipients: (1) a deep
subsidy program would increase the number of
insured about 92,0005 (2) a moderate subsidy
program (similar to the enhanced subsidies
available under the American Rescue Plan)
would increase the number of insured by about
52,0005 and (3) a subsidy program only for the
highest income group would increase the number
of insured by about 2,000.

A premium assistance program would provide
subsidies to individuals who are currently
uninsured as well as additional subsidies to
people who already have Marketplace coverage.
Assuming a moderate price elasticity, in total

(including both uninsured and previously
insured individuals) a State premium assistance
program would benefit an estimated: 319,000
individuals in the deep subsidy program;
270,000 individuals in the moderate subsidy
program, and 47,000 individuals in a program

targeted only to people with higher incomes.

The estimated net State cost of the program
would be: $803 million a year for the deep
subsidy option; $371 million for the moderate
subsidy option; and $15 million for a program
that targets only those with higher incomes.
Depending on which strategy is adopted, this
program could reduce uncompensated care costs
by $2 million to $108 million.

Background

In 2019, before the implementation of the
ARP, there were about 420,000 uninsured
New Yorkers whose incomes were either too
high to qualify for the State’s public insurance
programs or who had determined that private
coverage is unaffordable or had another reason
for not enrolling in coverage.*® About 260,000

Table 4: State Premium Assistance Program Impact Summary (moderate estimates)

Schedule 1: Deep
Impact Subsidies

Newly Insured

Previously Insured

Total Beneficiaries

Total Net State Cost

Net State Cost per Newly Insured

Provider Uncompensated Care Savings
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$803,000,000

$108,000,000

Schedule 3: High

Schedule 2: Income Only
Moderate Subsidies Subsidies

92,000 52,000 2,000
227,000 218,000 45,000
319,000 270,000 47,000
$371,000,000 $15,000,000
$8,700 $7,100 $8,700
$61,000,000 $2,000,000



individuals in this group are estimated to be
eligible for APTCs through the Marketplace, but

remain uninsured.

Many uninsured people who are eligible for
APTCs under the original ACA schedule
confront a steep affordability cliff at 200 percent
of the FPL (around $25,700 per year for an
individual). People with incomes below that
cliff are eligible for the premium-free Essential
Plan or Medicaid. By contrast, even with
APTCs, an individual who makes 250 percent
of FPL (around $32,000 per year) would pay
about $220 a month, or $2,640 for a year, for

a Silver plan with a $1,300 deductible. As an
individual’s income goes up the income ladder to
400 percent of FPL, the APTCs become smaller
and premiums increase to $420 per month for

a Silver plan, even with financial assistance.
Accordingly, many New Yorkers eligible for
subsidies do not obtain coverage because of the
relatively high premium cost or perceived low
value. Additionally, people with incomes above
400 percent of FPL ($51,520 per year) receive no
assistance at all and would pay $565 per month

for the cheapest Silver plan.®

The federal ARP law provides temporary
enhanced premium assistance for the 2021 and
2022 coverage years to Marketplace enrollees

in New York with incomes above 200 percent
of FPL. As displayed in Figure 1, this assistance
decreases on a sliding scale, ending a little above
600 percent of FPL. Under the ARP, an Albany
resident who makes 250 percent of FPL receives
approximately $458 in monthly subsidies, paying
$107 instead of the $220 a month described in
the scenario above. ARP also benefits people
above 400 percent of FPL. Under ARP, an

individual with an income of 450 percent of FPL
($58,080) receives $154 in subsidies, instead of
$0, and would pay $411 for the cheapest Silver
plan, instead of $565.%

A State premium assistance program would
provide a financial incentive for individuals

to purchase coverage on the Marketplace by
lowering their direct premium costs. At least
three other states have taken this approach,
desribed below. The Urban Institute and the
Commonwealth Fund also have estimated the
effects of increasing federal premium assistance
and found that an additional 4.6 million people
could be insured by spending $24.5 billion

(when paired with an individual mandate).5?

Design Considerations

Design features of a state premium assistance
program include: the income eligibility criteria
for receipt of premium assistance; the depth
or amount of the premium assistance; and
immigration status of those receiving the state

premium assistance.

Other states offer guidance about the levels of
income eligibility. Massachusetts and Vermont
offer state premium assistance to QHP enrollees
below 300 percent of FPL, who are already
eligible for APTCs.® By contrast, in 2019,
California enacted a state premium assistance
program that benefits people with incomes up to
600 percent of the FPL.%* An estimated 120,000
Californians who earn between 400 and 600
percent of FPL would receive subsidies for the
first time, and enhanced subsidies would go

to an existing 680,000 enrollees between 200
and 400 percent of FPL for a total of 780,000
beneficiaries.>® Experts estimte that premiums
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would decrease by 8.5 percent because of the
increased enrollment of healthier individuals into

the California indiviudal insurance market.%®

The second design feature concerns the amount
of the premium assistance to be offered. Three
designs schedules are modeled here. (See

Table 5.) Schedule 1 offers the most financial
assistance, requiring individuals to spend
between 1 percent to 6 percent of income for
premiums. Schedule 2 offers more moderate
financial assistance, requiring individuals to
spend from 3 percent to 8.5 percent of their
income for premiums, which is similar to the
enhanced subsidies available under the ARP.
Schedule 3 offers subsidies only to people at
400 to 600 percent of the FPL and requires
them to pay 10 percent of income for premiums,
continuing the federal subsidy level currently
available to those from 300 to 400 percent of
the FPL to higher income individuals at State

expense.

A final program design feature concerns whether

to offer the state premium assistance program to

immigrants who are currently ineligible for ACA
subsidies. No state has yet to offer state premium
assistance to purchase QHPs to immigrants

who are ineligible for APTCs. But a few states
have expanded their Medicaid program to

cover some of these immigrants (e.g., young
adults in California and seniors in Illinois). The
options modeled here exclude currently ineligible
immigrants because Strategy #4 explicitly
addresses an option for low-income members of

that group.

Table 6 shows the maximum amount an
individual at selected income levels would pay
for insurance under each program. Schedules

1 and 2 smooth the existing affordability cliff
at 200 percent of the FPL. Under Schedule 1,
New Yorkers at 250 percent of the FPL would
pay $29 a month for a Silver plan with a $1,300
deductible compared to paying no premium
(and having no deductible for the EP program
for those just under 200 percent of FPL. Under
Schedule 2, New Yorkers earning just above 200
percent of the FPL would pay $86 a month for a

Silver Plan.

Table 5: Maximum Percent of Modified Adjusted Gross Income Required for

Premiums Under Three State Subsidy Programs

Maximum Premium as Share of MAGI

ACA Subsidy
Percent of FPL Schedule
200-250% 6.54-8.36%
250-300% 8.36-9.86%
300-400% 10%
400-600% NONE
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Schedule 1

Schedule 2
(Moderate Schedule 3
Subsidy; Similar (High Income
(Deep Subsidy) to ARP) Only Subsidy)
1% 3% No change from
2% 5% ACA Subsidy
4%, 7% Schedule
6% 8.5% 10%



Changes in Insurance Coverage and
Fiscal Effects

A New York State premium assistance would
benefit three groups: (1) uninsured people who
would enroll in Marketplace plans; (2) people
currently enrolled in Marketplace plans, who
would receive financial assistance or additional
financial assistance; and (3) people previously
enrolled in off-Marketplace plans who would
switch into coverage through the Marketplace

and receive financial assistance for the first time.

The number of people who would become
insured or would move from off-Marketplace
to Marketplace coverage under each program
depends on the price elasticity for each group.
The estimates here assume that the price
elasticity of demand for coverage (that is, the
rate at which uninsured people choose to take-
up coverage) is lower than the elasticity among
those who are currently insured and deciding
whether to change from one type of plan to
another. The modeling also recognizes the
uncertainty around estimates of each type of

price elasticity. Each type of elasticty is given a
high, moderate, and low value, and the range
of responses is calculated and presented in the
Methodology Appendix.

Table 7 shows the estimated number of
uninsured people benefitting from the two
schedules of premium assistance using moderate
elasticity of demand functions. Under Schedule
1, which provides the most financial assistance
(deep subsidies), about 92,000 currently
uninsured individuals would gain coverage.

An additional 205,000 currently insured
people with Marketplace coverage and 22,000
people with off-Marketplace coverage also
would benefit from this program with added

or new subsidies. Altogether, Schedule 1 would
provide a total of 319,000 people would receive
additional subsidies, for an estimated cost to
the State of $803 million, or $8,700 per newly
insured beneficiary.

Schedule 2 would attract fewer people into
QHPs who are uninsured, because the

subsidies are more modest than those offered

Table 6: Maximum Monthly 00P Premiums for Individual Benchmark Silver Plan

Under the ACA and Three State Subsidy Programs

2023 Est Annual Income ACA Subsidy
(FPL Cutoffs) Schedule
$34,200 (250%) $239
$41,100 (300%) $338
$54,800 (400%) $457
$68,500 (500%) Full premium
$82,200 (600%) Full premium

Schedule 1

Schedule 2
(Moderate Schedule 3 (High
Subsidy; Similar Income Only
(Deep Subsidy) to ARP) Subsidy)
$29 $86 $239
$68 $171 $338
$183 $320 $457
$342 $485 $571
$411 $582 $685
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in Schedule 1. An estimated 52,000 uninsured
individuals would gain coverage. In addition,
205,000 individuals currently insured through
the Marketplace and 13,000 individuals
currently insured in off-Marketplace plans
would benefit from added or new premium
assistance subsidies. Altogether, Schedule

2 would provide a total of 270,000 people
additional subsidies at an estimated cost to
the State of $371 million, or $7,100 per newly
insured beneficiary.

Schedule 3 would provide financial assistance
only to people with incomes between 400
percent and 600 percent of the FPL. The
subsidies would be minimal because the cost of
the benchmark Silver plan being only slightly
above 10 percent of FPL for members of this
group. Under the moderate price elasticity
assumption, this program would encourage
only about 1,500 uninsured people to purchase
coverage, and would encourage an additional
500 people to move from off-Exchange coverage
to Marketplace QHPs.*” However, about 45,000

people above 400 percent of the FPL who
already purchase QHPs (at full premium) would
receive financial assistance for the first time.

Table 7 indicates the relative effectiveness of
each premium assistance schedule at targeting
the uninsured. Schedule 1 benefits 319,000
people, of which 92,000 or about 30 percent
would be newly insured. Schedule 2 benefits
270,000 people of which about 52,000 or 20
percent would be newly insured. Schedule 3
benefits about 47,000 people, of which about
2,000 or less than 5 percent would be newly

insured.

The gross costs of a State subsidy include the
direct cost of the new subsidies and additional
costs incurred by the federal government for
ACA subsidies for those switching from off-
Marketplace to QHP plans. The State also
would incur some added costs for administering
additional subsidies through NYSOH, but these
are expected to be modest and are not estimated

here. The State premium assistance program

Table 7: People Benefiting from New State Premium Subsidies (Moderate Take-Up Scenario)

Subsidy Schedule 1
(Deep Subsidies)
Off-
Marketplace
Moving to On-
Previously  Marketplace
Income Uninsured QHPs
200-400% FPL 76,000 17,000
400-600% FPL 16,000 5,000
Total 92,000 22,000
Grand Total 319,000
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Currently
Enrolled

Subsidy Schedule 2
(Moderate Subsidies; Similar to ARP)
Off-Marketplace Currently
: _ Enrolled
in On- Moving to On in On-
Marketplace  Previously ~ Marketplace Marketplace
QHPs Uninsured QHPs QHPs
159,000 45,000 11,000 159,000
45,000 7,000 2,000 45,000
205,000 52,000 13,000 205,000
270,000



would generate additional HCRA taxes billed
to those newly insured. Providers also would
benefit from reduced uncompensated care costs

because fewer patients would be uninsured.

Table 8 summarizes the estimated fiscal impacts.
Schedule 1 annually would increase federal costs
an estimated $349 million and State costs $803
million, while saving providers $108 million in
uncompensated care costs. Schedule 2 would
increase federal costs an estimated $218 million
and State costs $371 million, while saving
providers $61 million. Schedule 3 would not
increase federal costs, but would increase State
costs $15 million and save providers $2 million

in uncompenstaed care costs.

Finally, as noted above, the expansion of
coverage among relatively healthy individuals
would likely lead to a reduction in QHP
premiums, which could impact financing of the
EP and the size of ACA subsidies linked to the
benchmark premium for the second lowest cost
Silver plan. The magnitude of these changes have

not been estimated.

STRATEGY #3: STATE PUBLIC OPTION
PLAN

Summary of findings: A New York State-
sponsored public option health plan would aim
to improve access to coverage by providing a
high-value, reduced-cost option. Lower health
plan overhead and provider reimbursement rates
would provide a plan with lower out-of-pocket
costs for enrollees at a high actuarial value.

A Gold public option plan would increase
enrollment into health coverage by about
62,000. Another 18,000 individuals would
switch to the public option plan from previous
off-Marketplace individual coverage. This option
would have marginal administrative costs to
New York State, but would require between
$163 million and $287 million in additional
federal spending for subsidies for the newly

insured.

A Platinum public option plan would lead to
about 45,000 New Yorkers becoming newly
insured, plus an additional 13,000 individuals

Table 8: State Premium Assistance Program Fiscal Impacts

Schedule 1 Schedule 2 Schedule 3

Impact Moderate Estimate  Moderate Estimate Moderate Estimate
Added Federal Subsidies $349,000,000 $218,000,000 $0
State Subsidy Gross Cost $820,000,000 $381,000,000 $15,000,000
New State HCRA Revenues $17,000,000 $10,000,000 <$1,000,000
Net State Incremental Cost $803,000,000 $371,000,000 $15,000,000
Net State Incremental Cost per Newly

Insured $8,700 $7,100 $8,700
Provider Uncompensated Care Savings

($ in millions) $108,000,000 $61,000,000 $2,000,000

Community Service Society and Citizens Budget Commission 23



would switch to the public option plan from
previous off-Marketplace individual coverage.
This option would have little or no direct cost
to New York State, but would require between
$110 million and $194 million in additional

federal spending for subsidies for the newly
insured.

Background
A public option strategy increases affordability
by providing coverage at a lower cost than

existing Marketplace and off-Marketplace

plans. This option may be especially attractive

to the uninsured who have decided that current
coverage options are not worth their premium
cost. Of the approximately 420,000 uninsured
individuals estimated in 2023 to be eligible to
purchase a QHP, 260,000 have incomes between
200 percent and 400 percent of the FPL and

Table 9: State Option Plan Impact Summary

Total Beneficiaries (new Marketplace enrollees)

Beneficiaries Gaining Insurance Coverage

Direct Program Costs
- Federal APTCs

- State Expenditures

State HCRA Revenue

Uncompensated Care Savings
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therefore qualify for APTCs. The remaining
160,000 have incomes above 400 percent of
the FPL and would pay full premiums costs.
(See Table 10.) The State can make high-value
coverage more affordable for these groups by
making a lower premium plan available as a

“public option.”%®

A public option plan could provide lower-

cost coverage to enrollees because the State
could directly regulate and set the plan design,
control the provider reimbursement levels, and
reduce health plan administrative costs and
profits. The State has experience designing and
procuring coverage in its Medicaid and Essential
Plan programs and through its government
employee health plan. The State would leverage
its purchasing, design and regulatory powers to

Gold AV Option Platinum AV Option
Moderate Scenario Moderate Scenario
80,000 58,000
62,000 45,000
$214,000,000 $145,000,000
0 0
$9,000,000 $6,000,000
$73,000,000 $53,000,000



offer plans at lower premiums than most private
plans to lower the cost for current enrollees
and increase the number of people enrolled in

coverage.

Some states are considering or implementing
public option plans because fewer plans are
participating in their individual market.
Nationally, 6 percent of enrollees lived in
counties that had only one plan available for
purchase on ACA Marketplaces in 2014. By
2019 that figure rose to 17 percent. In response
to these changing market conditions, some states

have created or pursued public options:

e  Washington. In May 2019, Washington
enacted legislation to create the nation’s
first public option plan. The limited choice
of QHPs offered on the Marketplace
precipitated the State’s decision.?® The public
option was offered on the Marketplace in
the 2021 coverage year through multiple
private insurers.®! The plan caps provider
reimbursement rates at approximately 160
percent of Medicare. A higher rate floor of
101 percent of costs is set for critical access
and sole community hospitals, and a floor of
135 percent of Medicare is set for primary
care services. At the outset the plan does
not offer additional financial assistance to
enrollees, but the State may study that option
further. Public option plans are required to
adhere to a standardized plan design that
encourages high-quality coverage. The public
option’s first coverage year was affected
by the COVID-19 pandemic and 1,872
individuals enrolled in the public option
(of 220,000 Washingtonians who enrolled

A public option plan could provide
lower-cost coverage to enrollees
because the State could directly
regulate and set the plan design,
control the provider reimbursement
levels, and reduce health plan
administrative costs and profits.

in Marketplace coverage). The relatively
small enrollment is due partly by a plan

only being available in roughly half of the
state’s counties and limited participation by
major hospitals. Going forward, the state

is hoping that the five participating carriers
will offer the plan in additional counties, and
is encouraging greater participation from

hospitals.5?

Colorado. Colorado is developing a public
option to begin enrollment in 2023.5 Like
Washington, Colorado has a decreasing
number of QHP carriers and high costs: 10
of 64 counties had only one plan available
in 2021—all counties had three or more
plans in 2014—and the state has some of
the highest hospital costs in the country.®*
The framework for its public option plan
is similar to Washington’s with the state
aiming to offer Silver, Gold, and Platinum
public option plans in each county. The
State is requiring plans to reduce premiums
relative to current levels, and has estimated
that premiums will be 9 to 18 percent less
than existing plans.%
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e Nevada. In 2021, Nevada passed legislation
to establish a public option plan starting
in 2026, which will be sold at the Silver
and Gold tiers. Most design components
have yet to be determined, but premiums
are expected to be 15 percent lower than
existing non-public option plans and
provider reimbursement rates to be equal to
or greater than Medicare. Like Washington
and Colorado, the public option design is
set by the state and will be administered by

commercial plans.

New York’s context is different from these states.

New York has one of the most competitive
QHP markets in the country with over a

dozen carriers offering an array of standard
and nonstandard benefit plans. None of New
York’s counties has fewer than two options.
Since New York has multiple plan choices in all
counties, the public option’s purpose would be
to address consumers’ affordability concerns.
Higher actuarial value plans are relatively
expensive, and the remaining uninsured may not
be motivated to enroll in lower actuarial value
plans that are more affordable or even free for
them (with APTCs) because of large deductibles
and cost-sharing. A public option could

provide higher actuarial value plans with lower
premiums and out-of-pocket costs.

Design Considerations

To provide a more affordable option to
consumers above 200 percent of FPL purchasing
Marketplace coverage while maintaining the
structure of the current QHP market, the State
could procure plans with a design that achieves

premiums below current QHP levels in each
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region and metal level. Key design choices for
this plan include: (1) the richness of the plan’s
benefit design in terms of AV or metal level; (2)
the provider reimbursement rates; and (3) the
amount an insurer is allowed for administrative

costs, profits, and taxes.

First, this analysis models two benefit design
alternatives—a Gold plan and a Platinum plan.
Offering these plans at the Gold or Platinum
actuarial levels would avoid a direct impact

on the Silver tier, which determines premium
subsidy calculations for QHP and the amount
of federal funding for the State’s Essential Plan.
Plans with both metal levels could be offered
simultaneously instead of as alternatives,
however, the required actuarial analyses to
assess the interaction and overall enrollment

at each metal level was not conducted for this
paper. Preliminary analyses determined that a
Bronze plan would not substantially increase
coverage, would concentrate any benefit among
higher income individuals, and could destabilize
the existing robust Bronze QHP market.

Second, reducing reimbursement rates for the
public option plan can lower the public option
plan’s premium costs for the same benefit design
as the QHPs.% Most QHPs pay providers
negotiated rates that generally are higher than
those of public plans. For example, in New
York, commercial plan provider reimbursement
rates are roughly 159 percent of Medicaid rates,
while EP reimbursement is roughly 20 percent
higher than Medicaid rates.®” The public option
plan could target provider reimbursement rates
that are lower than current QHPs but higher
than current EP.



Third, a public option can be designed to lower
costs by decreasing the percentage of premiums
insurers are allowed to support their overhead—
such as administrative and marketing costs

and profits. This could be accomplished by
establishing a higher insurer Medical Loss Ratio
(MLR) benchmark. An MLR is the percentage
of the premium which is dedicated to pay

health care claims. A public option plan could
offer lower premiums if it were designed to
require an MLR that is higher than the QHPs
benchmark, which is 82 percent in New York
State, but lower than those MLRs typically
realized by the EP plans (roughly 90 percent).

Limiting provider reimbursement rates and
increasing MLR requirements would generate
savings for consumers, but those savings

would come from providers and plans. While
both providers and plans would benefit from
more individuals being enrolled and accessing
services, this benefit could be offset by
disruptions to existing delivery systems and
insurance markets. Additional modeling would

be required to determine the net impact on

Table 10: Public Option-Eligible Population, 2023

200 to 400
percent of FPL

Marketpl HP

arketplace Q 160,000
Enrollees
Off Marketplace Individual
Market 30,000
Uninsured QHP-eligible
Population 260,000
TOTAL 450,000

400 to 600
percent of FPL

these parties, and careful design consideration
would be required to ensure the stability of
existing provider systems, especially those
safety net systems with a lower portion of
commercially insured patients, and insurers
and their participation in the Marketplace and

other public programs.

Changes in Insurance Coverage and
Fiscal Effects

In 2023, an estimated 750,000 individuals
above 200 percent of the FPL would be eligible
to participate in a public option plan. Of these,
270,000 (36 percent) already would be enrolled
in QHP plans, 60,000 (8 percent) would be in
off-Marketplace individual plans, and 420,000
(56 percent) would be uninsured. The eligible
population for the public option will be limited
to those currently eligible to purchase coverage
through the Marketplace.

These enrollment estimates follow the same
approach as used for a Premium Assistance
Program (Strategy #2). Different elasticities are
assumed for the decision to purchase coverage

Above 600
percent of FPL TOTAL
45,000 65,000 270,000
10,000 20,000 60,000
85,000 75,000 420,000
140,000 160,000 750,000

Source: See methodological appendix for more details on population estimates.
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(price elasticity for coverage) and for the decision
to switch among plans (price elasticity for

plan choice). For each type of price elasticity,

a range of assumptions is utilized to reflect the

uncertainty in the analysis.

The lower premium of a State public option
plan would affect coverage in three ways: (1)
some currently uninsured will choose to this
purchase coverage; (2) some individuals with
off-Marketplace coverage will switch to the new
plan; and (3) some individuals with other QHP
coverage will switch to the new plan. In each
case the magnitude of the impact is a function
of the level of savings in out-of-pocket premium
cost in the new plans relative to currently
available Marketplace plans, and the price
elasticity for the affected individuals.®®

The difference in out-of-pocket premium costs
for potential enrollees varies by the amount

of APTCs associated with the individual’s
income.®® Since current out-of-pocket premium
levels are lower for lower-income individuals
who receive larger APTCs, the proportional
difference in premium costs between the current

lowest cost plan in a given metal tier compared

to a State public option plan in that same metal
tier is larger than for higher income individuals.
For a Gold public option plan, a 25 percent
reduction in total premium costs would reduce
out-of-pocket premium costs (premium share
offset by APTCs) for individuals with income
below 250 percent FPL by 55 percent. However,
this same reduction in total premium costs
would only reduce out-of-pocket premium

costs for individuals above 400 percent FPL by
25 percent since they do not receive APTCs in
either scenario. At each income level, the percent
reduction in out-of-pocket premium cost is
multiplied by the price elasticity to determine the
take up rate.

Based on these design parameters and using the
moderate price elasticity scenario, an estimated
80,000 individuals (62,000 previously uninsured
and 18,000 from off-Marketplace plans) would
enroll in a Gold public option plan. (See Table
11.) About three-quarters (45,000) are estimated
to have incomes between 200 percent and 400
percent of the FPL and be eligible for federal
subsidies. The number of people who previously

had QHP coverage switching to the new Gold

Table 11: Number of People Enrolling in Gold Public Option Plan (Moderate Take-Up Scenario)

Previously
Uninsured

Income (FPL Range)
200-400%
>=400%

Total >=200%
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Off-Marketplace

Moving to On-
Marketplace QHPs Total
45,000 11,000 56,000
17,000 7,000 24,000
62,000 18,000 80,000



public option plan is not estimated in this

analysis, but could be relatively significant.

A smaller number of individuals would enroll
in a Platinum public option plan because

the price differentials between the current
lowest Platinum plan and a public option are
proportionally smaller than for Gold plans.
Using the moderate price elasticity scenario, an
estimated 58,000 individuals (45,000 previously
uninsured and 13,000 from off-Marketplace
plans) would enroll in a Platinum public option
plan. Two-thirds (38,000) are estimated to have
incomes between 200 percent and 400 percent
of the FPL and be eligible for federal subsidies.
The number of people who previously had QHP
coverage switching to the new Platinum public
option plan is not estimated in this analysis, but

could be relatively significant.

New York State would not bear any direct
program costs associated with offering a Gold or
Platinum public option plan and any additional
administrative costs would be relatively modest.
The federal government would bear the cost of
APTC:s for newly enrolled beneficiaries. For the
Gold public option plan, additional APTCs are

estimated to cost $214 million in the moderate
take-up scenario. New York State would
collect about $9 million in additional HCRA
tax revenue associated with newly insured
individuals, and provider uncompensated

care costs would be an estimated $73 million
lower. For the Platinum public option plan,
additional APTCs are estimated to cost $145
million in the moderate take-up scenario. New
York State would collect about $6 million

in additional HCRA tax revenue associated
with newly insured individuals, and provider
uncompensated care costs would be an estimated

$53 million lower.

Several secondary impacts are likely associated
with implementation of the public option plan.
First, the lower provider reimbursement rates
would reduce revenue for providers serving
individuals who previously were covered in
other QHPs. However, providers would benefit
from the newly-insured using services and the
reduction in uncompensated care costs. In

the Gold public option, an estimated 18,000
individuals would switch from off-Marketplace
coverage; in the Platinum public option, 13,000
individuals make this change. (See Table 12.)

Table 12: Number of People Enrolling in Platinum Public Option Plan (Moderate Take-Up

Scenario)

Previously
Uninsured

Income (FPL Range)
200-400%

>=400%

Total >=200%

Off-Marketplace

Moving to On-
Marketplace QHPs Total
31,000 7,000 38,000
14,000 6,000 20,000
45,000 13,000 58,000
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Additional individuals (not estimated in this

analysis) may switch from other QHPs to the
new public option plans. The magnitude of
this revenue loss is not estimated but could be
substantial, and more challenging for safety
net providers that do not have a significant
portion of revenues from commercially insured
patients. Policymakers should consider this
and the stability of the safety net system when
choosing a public option’s design parameters.

Second, plans’ revenues would be lower for
serving individuals changing coverage because
of the increase in MLRs. This also could

be relatively substantial for some insurers

and should be considered by policymakers.
However, plans also would benefit from
greater overall enrollment, as thousands of
currently uninsured individuals are estimated

to gain coverage.

Third, some additional current Marketplace
QHP enrollees would switch from other
plans to the public option plan. This would
be unlikely to directly impact State or federal
spending, though there could be some impacts
if higher income enrollees switch from lower
metal tiers to the Gold or Platinum public
option. Specifically, shifting enrollment in the
Silver tier market would affect the calculation
of APTCs and EP premiums. These dynamics
are not currently modeled.

Savings are calculated based on State
subsidized plan premiums estimated to be
25 percent lower than current lowest average

QHP premiums in each metal tier because
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A public option, which would reduce
health plan overhead and provider
rates...would have significant effects
on all and particularly safety-net
providers, insurers, and the state
health care environment.

of the differential in provider reimbursement
rates. It is possible that State subsidized plan
premiums would be lower than this estimate
because of selection impacts. However, these

effects are likely to be modest and are not
modeled here.”®

A public option, which would reduce health
plan overhead and provider rates and create

a plan essentially equivalent to others but

at a lower cost, would have significant

effects on all and particularly safety net
providers, insurers, and the state health

care environment. These effects would vary
depending on how the public option ultimately
is designed and implemented. The impacts of
individuals switching health plans and effects
on provider and plan revenues, the safety net
system’s stability, and health care utilization
have not been modelled here but should be
considered closely if State policymakers want
to explore this strategy.



STRATEGY 4: STATE PROGRAM FOR
LOW-INCOME IMMIGRANTS

Summary of Findings: A New York State-
funded program designed to cover uninsured
immigrants whose immigration status currently
bars them from enrolling in coverage would help
narrow the coverage gap faced by low-income
immigrants. This program would offer a State-
funded EP benefit package to immigrants with
incomes below 200 percent of the FPL on a

voluntary basis.

This option would insure 46,000 immigrants
using moderate enrollment assumptions. The
program’s gross State cost would be $665
million annually. However, the program’s new,
incremental State cost would be $345 million,
with an offset of $316 million related to existing
federal and State support for the Emergency
Medicaid program now serving immigrants were
applied to the new program. The incremental
State cost per newly covered person would

be $7,600 in the moderate take-up scenario,
assuming the Emergency Medicaid offset.
Provider uncompensated care costs would be

reduced by approximately $18 million.

Background

Immigrants constitute the third largest group
of uninsured New Yorkers. Many immigrants
obtain private coverage through their employer,
family members, or in the individual market.
Nonetheless, native-born New Yorkers have

an uninsured rate of 4 percent compared to

21 percent for noncitizens.”" Like their citizen

counterparts, low-income immigrants are more

likely to be uninsured than moderate- or high-

income immigrants. (See Appendix C.) But low-
income immigrants have fewer coverage options
than other low-income residents because of real
and perceived eligibility restrictions related to

immigration status.

Census data indicate that there are
approximately 700,000 “unauthorized”
immigrants in New York State.”? As described
below, “unauthorized” includes immigrants

with both lawful and unlawful status. Some

Table 13: Immigrant Coverage Program
Impact Summary (Moderate Scenario)

Total Eligible below 200% of FPL 245,000
Uninsured Eligible 154,000
Total Beneficiaries 46,000
Beneficiaries Gaining Insurance
Coverage 46,000
Total Direct Program Costs $665,000,000
- Emergency Medicaid Spending $316,000,000
- Additional HCRA Tax Revenue $4,000,000
- Net New State Program Cost $345,000,000
Net New State Program Cost per $7 600
Beneficiary Gaining Coverage ’
Hospital Uncompensated Care $19.000,000

Savings
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unauthorized immigrants are legally precluded
from enrolling in insurance programs open to
other New Yorkers. Other eligible immigrants
can be reluctant to enroll in insurance
programs for fear of jeopardizing their status.
Immigration status and income interact to
produce large disparities in coverage rates—
60 percent of the undocumented immigrant
population (unauthorized immigrants without

lawful status) are uninsured.

The population of immigrants below 200
percent of FPL who are currently ineligible
for coverage is an estimated 245,000 people
(of which 154,000 are uninsured). Generating
this estimate of the number of uninsured
immigrants is challenging because of the
complex public insurance program eligibility
rules and the limited data on immigration
status. For the purposes of modeling this
coverage strategy, there is an important
distinction in public insurance eligibility rules
between: (1) immigrants who have one of a set
of immigration statuses (collectively known as
people who are Permanently Residing Under
the Color of Law, or PRUCOL) that bars their
eligibility for federally-funded coverage; and
(2) immigrants without any status, sometimes
referred to as “undocumented” who are also
ineligible for publicly-funded comprehensive
coverage.”® People with a PRUCOL status are
lawfully present, known to the government,
and historically have been safe from
deportation. While being in either category
precludes access to public insurance programs
in most states, New York extends eligibility
for Medicaid (without the use of federal funds)
to many immigrants with PRUCOL status.”™
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Design Considerations

The key design features of a State program

for immigrants are: the scope of benefits and
premiums, the eligibility criteria, and the
enrollment processes. These design features
were selected to build on the success of the EP
program, which already serves many of New
York’s lawfully present immigrants, and to
conform to legislative proposals supported by
immigrant advocates and introduced in the two

latest legislative sessions.”

Scope of benefits.

A 2016 report by the Community Service
Society presented three possible design options
for covering immigrants at the state level:

(1) a program that offers coverage to adult
immigrants with incomes up to 200 percent

of the federal poverty level; (2) a young adult
option; and (3) a Bronze plan option for low-
income immigrants.”® In 2019, California
enacted a program similar to the second option
which makes undocumented low-income
young adults (under the age of 26) eligible for
a state-funded Medicaid program. In 2020,
Illinois expanded its Medicaid program to

undocumented seniors.

The strategy modeled for this report updates

the first option proposed by the Community
Service Society to offer a New York State-funded
EP to immigrant adults with incomes below

200 percent of FPL. As discussed above, EP
covers citizens and some unauthorized PRUCOL
immigrants. This strategy would extend this
coverage to other immigrants who meet the
income requirements but are ineligible because

of their legal status.



Eligibility criteria.

About 154,000 uninsured New Yorkers would be
eligible for this program based on their income
and immigration status. The estimated 154,000
uninsured eligible people is a notable decline from
the 240,000 people estimated to be eligible for a
similar program in the 2016 Community Service
Society study.”” The decline is largely because

of four factors. First, the available Census data
indicates that fewer non-citizens overall live in
New York today than at the time of the previous
study.’”® Second, more unauthorized immigrants
are estimated to have PRUCOL status than in the
original study, indicating that a smaller share of
unauthorized immigrants are undocumented than
previously estimated.” This pattern was revealed
by analyzing actual EP enrollment numbers

for PRUCOL immigrants, which did not exist

at the time the original study was conducted.
Third, research indicates that nationwide, fewer
undocumented immigrants are now uninsured,
because more immigrants have access to employer-

sponsored insurance coverage.®

Finally, federal policy changes since 2017

have significantly undermined public program
enrollment amongst immigrants.®! In February
2017, a heavily publicized draft Presidential
Executive Order described the intention to
promulgate a “public charge” rule that would
restrict future eligibility for Lawful Permanent
Resident Status (often called a Green Card) if the
immigrant had used certain public programs.®
As a result, immigrant participation in a variety
of public programs decreased precipitously.®

A similar decline in immigrant enrollment in
government health insurance was documented
in the wake of the 1996 welfare reform law that

Many immigrants obtain private
coverage through their employer,
family members, or in the individual
market. Nonetheless, native-born New
Yorkers have an uninsured rate of 4
percent compared to 21 percent for
noncitizens.

restricted immigrant participation in public
assistance.® The final “public charge” regulation
was issued in 2019 and was quickly stayed by
the courts. It exempted the use of Emergency
Medicaid (described below), the EP, Child
Health Plus, and Marketplace subsidies. The
public charge rule was vacated in March 2021
under the Biden Administration. However,
misunderstanding about this and fear that a
future Administration could re-enact such a rule

may have long-term effects.
Enroliment processes.

Because of immigrants’ lingering concerns

about the potential effect on their future ability
to adjust their immigration status, enrollment
into the new EP program for immigrants would
be on an “opt in” basis and not automatically
connected to the use of Emergency Medicaid.
While automatic enrollment at the time a patient
or provider seeks Emergency Medicaid benefits
would increase participation in the program, it
may not be a feasible option to consider in the
current policy environment. Higher participation
among former Emergency Medicaid users is

assumed.
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Changes in Insurance Coverage and
Fiscal Effects

An estimated 154,000 uninsured immigrants
would become newly eligible for a State-
funded EP in 2023. Two groups would be
newly eligible: (1) immigrants who utilize the
State’s Emergency Medicaid program; and

(2) immigrants whose income is below 200
percent of the federal poverty level and have
not historically used Emergency Medicaid paid
services. These two groups would have different
take-up rates and their cost profiles would be
different, because of differences in their health/

risk profiles.

The first group is drawn from the people who
use Emergency Medicaid. The Emergency
Medicaid program pays for certain services
received by immigrants who do not have a
lawful immigration status, whose incomes are
below 138 percent of the federal poverty level,
and who have a certified emergency condition,
cancer, or end stage renal disease. It is not
comprehensive insurance and does not cover
routine doctor visits or regular medical care.
Based on the most recent data available (2017),
about 74,000 undocumented immigrants are

estimated to use this program in 2023.%

Immigrants who use Emergency Medicaid
are likely to enroll in the new EP program

at higher rates than immigrants who do not,
because they have a connection to the health
care system and are more likely to have
significant medical needs. Between 30 percent
and 50 percent of the Emergency Medicaid
users are projected to enroll in the new
program, with a moderate take-up rate of 40
percent or about 30,000 of the 74,000. (See
Table 14.)

The second group is 80,000 potential new
enrollees with incomes up to 200 percent

of the FPL who have not previously used
Emergency Medicaid services. These include
those with incomes below 138 percent of the
FPL who would have previously been eligible
but not utilized Emergency Medicaid services,
and those with incomes from 138 to 200
percent of the FPL who would not have been
eligible for Emergency Medicaid services. Since
they could have utilized Emergency Medicaid
if they had intensive medical needs, those
who were eligible but did not use Emergency
Medicaid services are likely healthier than
those who used Emergency Medicaid. Those
ineligible for Emergency Medicaid with

Table 14: Immigrant Essential Plan Program Eligible and Expected Take Up (2023)

Uninsured Immigrant Adult Subgroups Newly
Eligible for Essential Plan Coverage

Emergency Medicaid Users

Non Emergency Medicaid Users with incomes below
200% of FPL

Total Immigrants Newly Eligible for Essential Plan
Coverage
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New Essential Plan
Enroliment (Moderate

Total Eligible Take-Up Scenario)
74,000 30,000 (40%)
80,000 16,000 (20%)
154,000 46,000 (30%)



incomes above 138 percent of the FPL include
a mix of higher and lower risk individuals.
Among this entire group, between 10 percent
and 30 percent are projected to enroll with a

moderate take-up rate of 20 percent, or 16,000.

Estimating the cost of the new EP option
requires three steps. The first step is to estimate
the per member per month (PMPM) premium
cost, which involves modifying the current EP
premium using morbidity adjustments based
on the health status of the three groups likely
to enroll. The second step is to calculate the
gross cost of the program for the population
estimated to take up. The final step is to
estimate offsets to the gross costs including:
the cost of Emergency Medicaid benefits for
the enrollees; the premiums to be paid by the
higher income enrollees; and the HCRA taxes
likely to be collected.

The average EP premium in 2021 is $426

in New York City and $396 for the rest of

the State. Assuming 75 percent of eligible
immigrants live in New York City (a higher
proportion than the current EP population),

a blended premium rate of $414 is used to
estimate program costs. Projected forward

to 2023, the statewide average premium
would be $432. The 2023 medical claims cost
(including all medical and pharmacy costs)

is estimated to be $373, or about 85 percent
of the average total premium.% Applying
morbidity adjustments for each population,

as detailed in the methodology Appendix,

the estimated gross PMPM of $1,218 in the
moderate take-up scenario, largely as a result
of the enrollment of Emergency Medicaid users

An estimated 154,000 uninsured
immigrants would become newly
eligible for a State-funded Essential
Plan in 2023.

who have a high-risk profile. Accordingly, the
total gross costs of the program in a moderate
take up scenario would be $665 million to
cover 46,000 enrollees, which would represent
both the cost of current Emergency Medicaid
services delivered to immigrants enrolling in the
program as well as new program costs to New
York State.

New York could design the new immigrant EP
program so that the benefit would supplement
or “wrap around” the Emergency Medicaid
program for enrollees whose incomes are below
138 percent of the FPL and utilize services

that would be paid by Emergency Medicaid.
The State would pay 100 percent of costs for
enrollees with incomes between 139 percent
and 200 percent of FPL. For individuals with
incomes below the Medicaid threshold of 138
percent of FPL, the insurance companies would
submit claims eligible for Emergency Medicaid
to the State in order to secure federal matching
funds. Ideally, this funding mechanism would
be coordinated with federal officials and
invisible to the individual enrollee. The offset
for the federal and State current spending

on Emergency Medicaid for immigrants
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enrolling in the new EP is estimated to be

$316 million in the moderate take-up scenario.
This represents roughly 75 percent of the

total cost of care for the 30,000 Emergency
Medicaid users who are estimated to enroll

in this new immigrant EP program in the
moderate scenario. This estimate is supported
by information provided by the New York
Department of Health indicating that the total
Emergency Medicaid program cost was $685
million in 2017.%

The State would also collect additional HCRA
tax revenue associated with the care of this
population. However, this revenue is estimated
to be $4 million annually, a relatively modest
amount when compared to the other strategies
analyzed, because the historic Emergency
Medicaid users previously had most of their
hospital care paid by Emergency Medicaid
dollars which were already subject to HCRA

surcharges.

After these offsets are applied, in the moderate
take-up scenario the net new State program
cost would be $345 million annually or

about $7,600 per newly insured person, or
$633 PMPM. The program would cover an
additional 46,000 New York immigrant

residents.

Additionally, with newly eligible individuals
gaining coverage, annual uncompensated care
costs to hospitals are estimated to be $19

million lower.
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Table 15: Summary of Impacts

Moderate Take-
Total Costs and Cost Offsets Up Scenario
ER Medicaid Enrollees 30,000
Non ER Medicaid Users <150% 16,000
FPL
Total Enrollees 46,000
Total PMPM Cost (including ER
Medicaid Services) $1,200
Total PMPY Cost (including ER $15,000

Medicaid Services)

Total Gross Annual Program Cost $665,000,000

Less:
Emergency Medicaid offset

(State + federal ER Medicaid $316,000,000
costs)

Additional HCRA Revenue (excl

Emergency Medicaid users) $4,000,000
Total Annual Program Cost Net

of Offsets $345,000,000
Total State Program Cost $345,000,000
Total New Federal Program Cost $0
Net Annual State Cost per

Newly Insured $7,600
Uncompensated Care Reduction $19,000,000



STRATEGY #5: ENHANCED OUTREACH
AND ENROLLMENT STRATEGIES

Summary of Findings: This section analyzes
three options to increase coverage among
people eligible for, but not enrolled in,
subsidized coverage.8® These strategies would
reach those who are unaware of their eligibility
or who have been unable or unwilling to sign
up for coverage. They do not enhance cost-
sharing or expand eligibility, but encourage
uninsured people to enroll in existing coverage

programs.

The first option would expand the existing
Navigator program. It would enroll an
estimated 65,000 people at an incremental
expand administrative State cost of $300 each
or $20 million in total annually. The second
option is a new program to permit uninsured
people to start the process of signing up for
insurance enrollment through their tax returns;
this would result in an estimated 10,000
additional individuals enrolling in public or
Marketplace coverage with minimal new
administrative implementation costs, which
have not been estimated. The third option

would permit new exceptions to the limited

open enrollment period for Marketplace
enrollees; data limitations preclude estimates of
the added coverage and costs for this option.

While these options would not change existing
programs’ benefits or eligibility, enrollment of
additional previously eligible but not enrolled
individuals would increase the costs of the
existing programs. For example, when an
individual who is eligible but not enrolled in
the Medicaid program does enroll, the State’s
costs for Medicaid coverage increase. These
incremental program costs because of higher
enrollment in existing programs are not

modeled in this report.

Background

Roughly 345,000 uninsured New Yorkers are
eligible for free or low-cost coverage through
Medicaid, Child Health Plus, or the Essential
Plan. Another 259,000 uninsured New Yorkers
are eligible for tax credits to offset the cost of
individual market premiums. Premiums may
still be high relative to income for some people
in this category, but some may be eligible for
Marketplace coverage for a small fraction of
their income or with no premiums. For these

New Yorkers, the primary barrier to health

Table 16: State Premium Assistance Program Impact Summary (Moderate Estimates)

Option 1: Expanded  Option 2: Tax Filing
Impact Navigator Program

Newly Insured
Total Net State Cost
Net State Cost per Newly Insured

Option 3: Open

Outreach Enroliment
65,000 10,000 Not modeled
$20,000,000 Nominal Not modeled
$300 Nominal Not modeled
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insurance may be a combination of limited
knowledge of options and difficulty navigating
the eligibility and enrollment process rather

than price.®

New York could pursue three options to
increase enrollment among uninsured people
eligible for free or low-cost coverage: (1) expand
the Navigator program to enhance outreach in
communities with high numbers of uninsured
people; (2) use tax returns to assess eligibility
and help or automatically enroll people in
no-cost coverage; and (3) allow year-round

enrollment in QHPs for Marketplace enrollees.

Option 1. Expand the Navigator program,
targeting communities with high numbers of
uninsured people.

New York’s Marketplace provides a streamlined
eligibility and enrollment process to conduct
real-time eligibility determinations and
enrollment into Medicaid, the EP, and QHPs
with or without subsidies. Nonetheless, many
New Yorkers remained deterred by the online
Marketplace website, including issues with:
proving identity; calculating income; establishing
household composition; and the health plan
selection process.

In-person outreach and enrollment assistance
has been a crucial strategy for states that have
been the most successful at reducing the number
of uninsured residents since the implementation
of the ACA.% New York was a pioneer in
providing public coverage enrollment assistance,
and its facilitated enrollment programs
(precursors to the current Navigator program)

served as a model for many states.”!
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In 2013, New York launched its ACA Navigator
program that serves every county. Navigators
are State-certified enrollment counselors that
provide free unbiased enrollment assistance.
Navigators help individuals: set up a
Marketplace account; verify their identities;
establish their household composition; assist
them with validating their income in order to
assess their eligibility for public coverage or
financial assistance; and walk them through
their providers, pharmacy needs, and health
plan options. The program is predominately
run through nonprofit community-based
organizations that provide culturally and
linguistically competent services, although a
few providers organizations also are certified as
Navigators. Navigators are trained and certified
by the Marketplace and must comply with
annual recertification training requirements.
Roughly 70 percent of Marketplace enrollees
utilize in-person assistance of some kind, and
more than 417,000 people currently enrolled
used the NYSOH Navigators.?

Navigator organizations receive grants from

the State and are distinct from other types of
assisters—brokers and certified application
counselors—that typically receive compensation
from either an insurance company or a health

care provider.

The availability of in-person assistance provided
by local organizations is an essential component
of the Navigator program. For example, during
recent focus groups, Western and Central New
Yorkers said that access to local, in-person
assistance had made a big difference in their
ability to obtain coverage, and that additional

“education and outreach would help uninsured



connect with health benefits.”% The State’s
largest Navigator program indicates that the
average cost per enrollment is $100, and in the
past, Navigators enrolled 2.5 times more people
per full-time equivalent than the other assistor
models.%

Since New York already has relatively high
public insurance take-up rates, the remaining
uninsured are likely harder to find and enroll
than those already enrolled. As a result, the
average enrollment cost to reach the remaining
uninsured would likely be higher than the
$100 average cited above. Analysis of cost and
enrollment data for the most cost-intensive
insurance enrollment program (the Facilitated
Enrollment for the Aged, Blind, and Disabled
Medicaid program) indicates that it costs on

average $300 per enrollment.%

A suitable near-term goal for an expanded

Navigator program would be to reduce the rate

of uninsurance in counties with high numbers of
uninsured to a rate that is closer to the Statewide
or regional average. The target population for
narrowing the uninsurance rates is those with
incomes below 400 percent of the FPL because
they are already eligible for free or low-cost health

insurance or for subsidies to purchase a QHP.

Design Considerations

The uninsured population with incomes under
400 percent of FPL is about 821,000 statewide.
(See Table 17.) More than half of New York’s
uninsured people live in New York City. Roughly
25 percent of the uninsured below 400 percent of
FPL are ineligible to enroll in public or Marketplace
coverage because of their immigration status

(and disproportionately reside in the New York
City metropolitan area). Even omitting ineligible
immigrant residents, the five boroughs make up
more than half of the state’s uninsured population
below 400 percent of the FPL.

Table 17: Percent of Uninsured New Yorkers Living in New York City, ROS and Statewide, 2019

Share
Number of of NYS’s

Uninsured Uninsured

County People Population
Bronx 111,000 1%
Kings 159,000 16%
New York 72,000 7%
Queens 209,000 21%
Staten Island 19,000 2%
Total NYC 570,000 56%
Total Rest of State 442000 44%
Total Statewide 1,012,000 100%

Share
Number of of NYS Share of
Uninsured Uninsured Uninsured Uninsured
People Population Eligibles Eligibles
Under 400% Under 400% Under 400%  Under 400%
FPL FPL FPL FPL
99,000 12% 68,000 1%
126,000 15% 85,000 14%
59,000 7% 42,000 7%
170,000 21% 104,000 17%
16,000 2% 11,000 2%
469,000 57% 308,000 50%
352,000 43% 303,000 49%
821,000 100% 611,000 100%
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Statewide, an estimated 5.4 percent of
individuals earning below 400 percent FPL who
are eligible to participate in public coverage or
purchase Marketplace coverage are uninsured.
The uninsurance rate for this group is
disproportionately high in New York City—6.0
percent compared to the 4.8 percent in the rest
of the State. (See Table 18.)

A program to expand the Navigator program
to target high uninsured locations would direct
resources so that the boroughs in New York
City could achieve eligible uninsured rates
equal to the statewide average (reducing 6.0
percent to 5.4 percent), and counties outside
the City could achieve the rest of state regional

average (reducing to 4.8 percent).

Table 18: Eligible Uninsured Earning Below
400% FPL by County, High Uninsurance
Counties, 2019 %

# of Eligible Uninsurance

Uninsured Rate for Eligible

People Earning Population
Below 400% Earning Under

County FPL 400% FPL
Queens 104,000 7.0%
Bronx 68,000 6.1%
Dutchess 8,000 6.8%
Oneida 8,000 5.7%
St. Lawrence 7,000 10.3%
Chautauqua 6,000 7.0%
Cattaraugus 5,000 10.1%
Oswego 5,000 6.4%
Jefferson 4,000 5.9%
Steuben 4,000 6.4%
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Changes in Insurance Coverage and
Fiscal Effects

Expanding the Navigator program has the
potential to enroll an additional 65,000
individuals in New York City and target
counties in the rest of the state with higher-
than-average uninsurance rates. The cost of
this program would be minimal, with average
administrative cost of between $100 and $300
per enrollee, exclusive of new costs related

to increased enrollment of individuals with

existing program eligibility.

Option 2: Use tax returns to assess eligibility
and provide an option for automatic enroliment
in no-cost coverage

New York could follow the lead of Maryland
and integrate the processes of filing for taxes

and enrolling in health coverage programs.

In 2020, Maryland implemented its Maryland
Easy Enrollment Health Insurance Program
that allows residents to check a box on their
income tax returns to trigger an eligibility
check for health insurance.®® Checking the

box sends income information to the state’s
Marketplace. If the resident is eligible for
Medicaid or CHP, the State sends an invitation
to select a plan. The resident is enrolled
automatically into a default option if no choice
is made within a certain time frame. For people
with higher incomes, checking the box triggers
a special enrollment period that allows them
to purchase individual Marketplace plans.
Some State funding would be used to pay tax

preparers for enrolling clients in coverage.



Design Considerations
The Maryland model eliminates significant

administrative barriers for uninsured individual
by auto-enrolling then into free coverage and
provides a second chance to enroll for people who
missed open enrollment. New York would have to
decide whether to use tax preparers as enrollers

or to use this process to direct uninsured New
Yorkers towards existing enrollment assistors. The
Maryland model also ensures that immigrants
concerned about the possible adverse consequences
that the use of health coverage may have on their
plans to adjust their immigration status to bypass
the system since individuals must proactively
check the box on their tax filings.

One important limitation is that this strategy
will not identify the many New Yorkers who
qualify for Medicaid, CHP, or the Essential Plan
but do not file income taxes. The 2021 tax filing
threshold is $12,400 for single people under the
age of 65 and $24,800 for married couples. Many
people below that threshold who would qualify
for free health coverage would not be identifiable
through tax returns because they do not file
taxes. However, the option is worth exploring
since many uninsured tax filers might wish to
take advantage of a simple check box to start the

enrollment process.

Changes in Insurance Coverage and
Fiscal Effects

Recent reporting by the Maryland Health
Benefit Exchange provides a basis to estimate
the coverage impact if this program were
implemented in NYS.'% In Maryland, during
the first year of implementation of the program,
roughly 2 percent of all tax filers took the
initial step to check a box on their state income
tax form to receive information about enrolling
in coverage. Ultimately, the program produced
a 3 percent estimated increase in coverage
among estimated Medicaid/CHP-eligible
uninsured, and a 0.5 percent estimated increase
in coverage among estimated APTC-eligible
uninsured.'""

If this program were implemented in New York
State, an estimated 10,000 uninsured residents
with incomes below 400 percent of FPL would
enroll in coverage: 8,000 new Medicaid/CHP
enrollees and 2,000 EP or subsidized QHP
enrollees. (See Table 19.)

This option would have incremental costs for
administration and for the new coverage. The
NYSOH website already integrates with federal
tax information to assist with enrollments, but

it does not integrate information from State

Table 19: Estimated NYS Take-up Under Tax Return Based Enroliment Option (Maryland Model)

Newly Covered Population
(previously uninsured eligibles)

Medicaid/CHP <138% FPL
EP/Subsidized QHP 138-400% FPL
Total

% of Current Uninsured Newly

Enrolled
8,000 2.9%
2,000 0.5%
10,000 1.9%
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tax filings. An electronic process would have to

be developed to allow timely communications
between the State’s tax infrastructure and the
NYSOH. If New York decided to reimburse tax
preparers and other new enrollment assistors,
there would be additional new costs associated
with these grants. These new administrative
costs may be relatively modest and are not
estimated more precisely in this report.
Similarly, increased program costs of expanded
enrollment of eligible individuals are not

estimated here.

Option 3: Provide opportunities for people to
enroll in Qualified Health Plans outside of open
enrollment.

Open enrollment periods limit the time during
which people can purchase insurance. Without
this limitation, some people might strategically
avoid paying premiums until they know they
will use the coverage. The more people who
do this, the more premiums increase because
of adverse selection. However, people miss
open enrollment deadlines for reasons other
than a desire to avoid paying premiums. Open
enrollment occurs at the end of the year—a
time when many people are most financially
stressed and preoccupied with the holidays.
Moreover, some people may not know about
open enrollment periods or may be unaware
that there are open enrollment periods for

Marketplace plans.'0?
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States that run their own Marketplaces, as
New York does, have control over the length of
open enrollment. In states that have federally-
facilitated Marketplaces, the length of open
enrollment is set by the federal Department

of Health and Human Services (HHS). Over
the past two years, HHS has shortened open
enrollment for those Marketplaces to 45 days,
while states like New York have maintained
open enrollment periods of three months. This
likely has contributed to New York’s success

in enrolling people during a time of generally
decreasing insurance coverage in the rest of the

country.'03

States that run their own Marketplaces can
also add exceptions to open enrollment periods
for changes in individual circumstances that
change coverage needs. For example, New York
is the only state that offers a special enrollment
period for pregnancy. Other special enrollment
periods open because of job changes or job
loss, moves, or changes in marital status. For
much of the COVID-19 pandemic, New York
has essentially maintained year-round open
enrollment. There is no evidence of adverse
selection because of these special enrollment
periods thus far.

Design Considerations

Despite New York’s efforts, many people

still fail to enroll during open enrollment or
during a qualifying special enrollment period.
In addition, many New Yorkers lose coverage
outside of open enrollment and then cannot



reenroll in coverage. A common example of

this occurs when there are auto-bill errors or
other payment snafus. New York could explore
adding additional open enrollment exceptions
to help people who want to purchase (or
maintain) health insurance outside of open

enrollment.

In Massachusetts people who are purchasing
insurance through the Marketplace for the
first time, earn up to 300 percent of the

FPL, and are otherwise eligible for federal
premium subsidies may enroll outside of open
enrollment.' Others may apply for an open
enrollment waiver by testifying that they

did not intentionally forgo insurance during
open enrollment or that they lost coverage
and were unaware until after the 60-day
special enrollment period had elapsed.'® In
Massachusetts, the number of people in the
individual market increases instead of declines

throughout the year because of these options.'%

New York could implement a similar set

of policies to those in Massachusetts. In
addition, New York could consider a higher
income cutoff (or no cutoff) for access to these
options, although further loosening any of the
restrictions that exist in Massachusetts may
increase the likelihood of adverse selection
and premium increases. Still, implementing
some of this report’s other strategies would
increase enrollment and reduce population risk
in the Marketplace, which may reduce the risk
of adverse selection associated with adding
exceptions to the open enrollment period.

Despite New York’s efforts,
many people still fail to enroll
during open enroliment or during a
qualifying special enrollment period.
In addition, many New Yorkers
lose coverage outside of open
enrollment and then cannot reenroll
in coverage.

Changes in Insurance Coverage and
Fiscal Effects

Administrative costs to implement the

open enrollment modifications would be
modest. New York maintains its enrollment
infrastructure year-round already to
accommodate people with special enrollment
periods. Since good evidence to estimate the
number of people who might add coverage
under this option is not available, no estimates
are made in this report of the number of newly

covered or the cost of that new coverage.

Community Service Society and Citizens Budget Commission 43



APPENDIX A — BASELINE POPULATION
ESTIMATE SUMMARIES AND POLICY
OPTION IMPACT MODELS

The population coverage and cost effects of the
proposals described in this report were generated
by CBC and CSS, utilizing multiple primary data
sources, modeling inputs and methods. At a high
level, the modeling effort included the following

components:

1. Baseline Population Profile by Coverage,
Age, Income, and Detailed Immigration
Status

2. Estimated Effects of Policy Proposals in
2023

Baseline Population Profile by Coverage, Age,
Income, and Detailed Immigration Status

This section describes the data sources and
methodological approach used to produce a
2023 population profile with the segmentation
required to appropriately model the enrollment
and cost effects of the policy proposals discussed
in the paper.

2019 Baseline Population Profile

The baseline data used for all of the population
analyses in the study is drawn from the 2019
American Community Survey (ACS) Public
Use Microdata Sample (PUMS).'%” The 2019
ACS PUMS dataset used for this project

was obtained from IPUMS, a project of the
Minnesota Population Center at the University
of Minnesota.'®® A five-year ACS blend (2015-
2019) was also used as a point of reference

providing a larger sample size to evaluate the
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values derives from the one-year 2019 data for

small cells.

The ACS PUMS data enables preliminary
segmentation of the sampled population by four

key dimensions of interest.

Age Group — Child age 0-18, non-elderly
adult age 19-64, and elderly adult age 65 and
older.

Income Level — For health insurance
coverage program eligibility assessment,
SHADAC Health Insurance Unit and Federal
Poverty Guideline (Health Insurance Unit/
Federal Poverty Guideline (HIU/FPG))
method was used in lieu of Census provided
Federal Poverty Level (FPL) ratios.'®

Health Insurance Coverage Type —
Individuals were assigned hierarchically to
a unique coverage category as observed on
the coverage variables in the ACS, consistent
with the method used by the Kaiser Family
Foundation."® Multiple administrative

data sources were used in addition to the
ACS PUMS data to validate and provide
additional detailed segmentation of baseline
coverage in key segments (most notably

the Essential Plan (EP), on-Marketplace
Qualified Health Plan (QHP) and the off-
Marketplace individual market) in New
York State (NYS).""" The methods and data
sources used for coverage mix estimates are

described in greater detail in Appendix B.

Immigration Status — ACS provides a basic
citizenship variable (citizen/non-citizen).
Additional detailed immigration status

of non-citizens was further segmented
into categories applicable to public

health insurance eligibility assessment —



authorized non-citizens, non-citizens who
are permanently residing under color of

law (PRUCOL), and undocumented non-
citizens. The methods and data sources used
to segment these detailed immigration status
groups are described in greater detail in
Appendix C.

Projection of 2019 Baseline Population Profile to
2023 Baseline (No Intervention Scenario)

The COVID-19 pandemic and associated
recession caused significant shifts in health
coverage enrollment, especially from ESI to
Medicaid or EP. Given the continued uncertainty
about the trajectory of employment and
economic recovery, as well as state and federal
policy, this analysis assumes that the population
and coverage mix in 2023 will be the same as in
2019. The effects of policy options are estimated

from that starting point.
Estimated Effects of the Policy Proposals in 2023

The population, costs, and other financial
impacts associated with each of the identified
policy proposals and options discussed in this
report was modeled as a change to the 2023
projected baseline population (i.e., estimating
how coverage and costs would be different under
this policy, compared to a scenario where the
state does not implement any policy changes in
2023). Each policy proposal is modeled distinct
of any other of the proposal(s) discussed in this

paper.

For each proposal/option, a range of effect
estimates were modeled, representing a likely
low, moderate, and high effect profile. As
described below, estimating the potential

coverage and cost effects of each proposal

required a distinct approach to the following

general methodology:

Identify the potentially eligible population
targeted by the proposal, as subgroup(s) of
the 2023 projected baseline population using

the segmentation described above.

Estimate the number of people who are
likely to benefit from the proposal, either by
gaining new coverage (take-up) or receiving
enriched benefits associated with existing
coverage. In most cases the population was
segmented into different baseline eligibility
groups which face different circumstances
and likely will exhibit different take-

up behaviors. We assume that existing
protections and requirements excluding
individuals with access to employer-
sponsored insurance (ESI) from enrolling in
QHPs would continue to apply — as such,
models do not assume any crowd-out of ESI
associated with these proposals.

Calculate the direct program cost, state
cost, and federal cost of providing the
benefits to the population(s) projected to
receive benefits, net of direct offsets (for
example, the Emergency Medicaid funding
available to offset the total medical costs of
some undocumented immigrants, or new
state tax revenue associated with a state
individual mandate). Costs were typically
modeled for each identified population
subgroup. For purposes of calculating
Advanced Premium Tax Credits (APTCs)
and baseline premium costs associated
with each proposal, The projected 2023
EP and QHP benchmark (second-lowest
silver plan) rates were calculated based on
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published 2021 statewide average rates and
2019-2021 observed premium trends for
each program.'? Additional adjustments

to these rates for population morbidity and
other factors were implemented for some
programs, as applicable. Costs and APTCs
were calculated based on the statewide
average individual premium regardless of
enrollee age. For example, for policies that
were projected to increase enrollment among
children, the cost of the child enrollees
would be overstated, yielding conservative
estimates of cost (though the overall effect is
marginal given the relatively small number of
children effected by the identified proposals).
Only new costs attributed to new eligibility
(for coverage or benefits) as provided in

the policy proposal were included in cost

estimates.

e Identify the value of “below the line” cost/
revenue offsets associated with the proposal,
such as increased HCRA surcharge revenue
(estimated at a net effective rate of 3.08
percent of total program cost for populations
newly gaining coverage) and reductions in
uncompensated care (estimated as a savings
of $1,174 per uninsured individual gaining
coverage)." In both cases, for the immigrant
coverage model, individuals who historically
utilized the Emergency Medicaid program
were excluded for purposes of calculating
these offsets.

Methodological elements of note specific to each

proposal are described below.
State Individual Mandate and Penalty

We do not estimate any substantive coverage or
fiscal effects of this proposal, as the repeal of
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the federal mandate in 2019 had no measurable

impact on coverage in New York State."

State Premium Assistance Program

This program includes three potential new
subsidy schedules, which provide enhanced
premium assistance to the population eligible to
purchase QHPs (federally eligible individuals)
between 200 to 600 percent of FPL. Current
QHP enrollees who are income eligible for
premium assistance would receive these enhanced
benefits with no change in behavior. In addition,
a significant number of remaining uninsured
individuals and some individuals currently
enrolled in off-Marketplace coverage would be
attracted to take up on-Marketplace QHPs,
since this proposal would lower the relative cost
of Marketplace coverage. This model assumes
continuation of the current QHP enrollment
rules with regard to ESI eligibility, and as such

assumes no crowd-out of existing ESI coverage.

Take-up rates for each of the two groups entering
the Marketplace (baseline uninsured and baseline
off-Marketplace individual market enrollees)
were calculated based on the percent reduction

in average out-of-pocket premium costs after
APTCs by income level, with a range of potential
price elasticities of demand for health insurance
coverage derived from the health economics
research literature.”® A precise projection of the
effect of providing richer premium subsidies on
purchasing decisions is not possible to estimate.
However, based on the available literature, CSS
and CBC analyzed three price elasticity options
(0.42 for low, 0.55 for moderate, and 0.75 for
high) for people who are currently uninsured.

In other words, for every 1 percent change in

the effective price of the coverage available to

an individual, there would be between a 0.42



percent and 0.75 percent change in their decision

to purchase coverage.

For example, in subsidy Schedule 2, individuals
between 200 percent to 250 percent of the

FPL would experience a 60 percent decrease in
their out-of-pocket cost to purchase coverage

due to enhanced subsidies. In the moderate
take-up scenario, this would yield a 33 percent
take-up rate for this population (0.60 * 0.55

= 0.33). As noted above, to estimate the

number of individuals who might move from
off-Marketplace to on-Marketplace coverage

we used the same methods but applied higher
elasticity of demand factors, ranging from 0.75 to
1.25. Eveyone who is currently enrolled in QHPs
was then added to those estimates to capture the
total number of people who would benefit. Take-
up estimates are calculated based on the elasticity
of demand factors and the projected change in
costs under each premium assisance schedule
relative to existing APTCs as defined by the ACA
affortability schedule and estimated benchmark
Silver preimum in 2023.

The costs of the program were estimated to be
the new state premium costs only, calculated

by income level (FPL segment) for each of the
subsidy schedule(s) proposed. These calculations
utilize the average federal subsidy (APTC)
available for that income group based on the
2023 projected statewide average benchmark
premium (second-lowest cost silver plan), and the
2023 projected average individual income within
the FPL segment, and the difference between the
baseline average ACA premium requirements

for each FPL segment and the proposed state
premium assistance subsidy schedules. There
were increased federal costs associated with

beneficiaries newly enrolling in QHPs on the

Marketplace, new state costs for these individuals,

and enhanced subsidies for current QHP enrollees.

No morbidity or selection effects are implemented
in the premium assistance program model. It is
possible that newly enrolling uninsured could

be healthier than the existing QHP population,
which could lead to a reduction in premium costs
in QHPs in future years. To the extent that the
benchmark Silver plan premium may be lower

in the future when rates are adjusted to reflect
the risk profile of these new beneficiaries, there
may be some reduction in federal costs associated
with APTCs, as well as a potential impact on the
federal financing available for the Essential Plan.

State Public Option Plan

The public option program would provide

lower cost Gold and/or Platinum QHP options
on the Marketplace, with premium reductions
coming from a mix of insurer MLR and provider
reimbursement adjustments. There are many
design options and additional analysis that would
be required to define the specific features of
procurement, rate setting, and implementation if
New York State were to pursue this policy option

that are not addressed in this paper.

For purposes of this paper, the potential premium
cost of the new Gold and Platinum public option
plans are estimated as a 25 percent reduction

to the current lowest statewide average Gold

and Platinum QHP rates. This would place the
premiums in the new public option plans roughly
at the midpoint between current QHP rates and
current EP rates, adjusted for actuarial value.
2021 lowest average Gold and Platinum rates
were estimated using multiple input data sources,
and were then trended forward to 2023 using the

observed average two-year trend.!
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As for the premium assistance program, no
morbidity or selection effects are implemented
in the public option models, as the magnitude
and directionality of these effects is unknown.
It is likely that the population taking up public
option plans would be somewhat healthier

than the population in existing Gold and
Platinum QHPs, which could be reflected in
lower premium costs over time. Conversely,

to the extent that existing Gold and Platinum
QHP enrollees take up the new public option
plans, the remaining risk pool in existing

QHPs could experience increased risk selection,
resulting in higher premiums in the rest of the
individual market. If New York State were to
pursue this policy option, these dynamics would
need to be assessed as part of rate setting and
procurement, and likely adjusted over time based

on experience.

Take-up in the new Gold and Platinum

public option plans is estimated using the

same elasticity of demand approach and the
same elasticity factors described above for

the premium assistance program. Take-up is
estimated for previously uninsured individuals,
and enrollees moving from off-Marketplace
coverage to Marketplace QHPs. The number

of enrollees transitioning from current QHP
coverage is not estimated, as state or federal
APTC cost implications would be negligible for
existing beneficiaries choosing the public option
plans rather than existing QHPs (and any such
effects would reflect reduction in federal costs
for members who might receive less than the full
value of APTCs for which they are eligible).

For purposes of this take-up analysis, elasticity
factors are applied to the out-of-pocket premium

cost difference between the average lowest Gold
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and Platinum QHPs and the new public option
Gold and Platinum plans that would be faced

by consumers at each income level. Take-up was
estimated for the Gold and Platinum options
distinct from each other; if both options were
offered, additional analysis would be required to
identify the interaction and resulting take-up in
each metal level.

The costs of this program are largely the cost
of additional APTCs that would be paid by the
federal government for new enrollees attracted
to participate in the Marketplace as a result of
the availability of the public option plan. The
cost of these APTCs are estimated by income
level of the projected new enrollees, following
the standard ACA affordability schedule. New
York State would bear some administrative costs
associated with implementing the program,
and could also experience a positive financial
impact through increased HCRA tax revenue,
so the financial impacts on New York State are
nominal. Implications of the public option plan
on other health system stakeholders (insurers,
providers) are not estimated but could be
significant and would need to be considered by
policymakers if New York State were to pursue
this policy option.

State Program for Low-Income Immigrants

This program would provide access to EP
look-alike coverage for uninsured adult
undocumented immigrants and a small
additional population of PRUCOL immigrants
who currently remain ineligible under State

law (largely the Deferred Action to Childhood
Arrivals or “DACA” immigrants) with income
up to 200 percent FPL. Relative to the premium

assistance model, this model assumes relatively



low take-up among all groups.'” Many
immigrants face significant fear of participating
in public health insurance programs, which was
exacerbated by restrictive federal immigration
policies, including the Public Charge rule which
sought to limit immigrant participation in
government-funded public health insurance.
This analysis assumed a relatively high take-up
among the estimated 74,000 individuals utilizing
Emergency Medicaid benefits each year (who are
already actively engaged with providers and the
Medicaid program). It is important to note that
this proposal assumes that enrollment would be

fully voluntary (no administrative enrollment).

Unlike the premium assistance and public
option proposals above, the immigrant coverage
model includes selection adjustments. This is
necessary for this proposal as there are known,
significantly higher risk populations that would
be represented among those taking up coverage
(specifically, the population utilizing Emergency
Medicaid benefits each year). Accounting for
these higher risk groups in the estimate program
costs yields more conservative results — to the
extent that more healthy individuals do enroll
than is currently estimated, the cost per enrollee
could be substantially lower.

Premium costs for this policy proposal were
based on EP premiums projected to 2023, with
selection adjustments applied for each of the
three populations with differential take-up
assumptions. This portion of the model draws
heavily on work performed by CSS in 2016,
with the assistance of Gorman Actuarial, in
establishing appropriate selection adjustments
for the undocumented immigrant populations
using (and not using) Emergency Medicaid.®

Briefly, for each population, it is assumed

that the relative risk distribution matches the
Federal Actuarial Value calculator, and that
the sickest join first. So, for populations with
low take-up rates, the overall selection factor
will be greater than for populations with high
take-up rates. And, among the population
below 138 percent of FPL, it is assumed that
the existing Emergency Medicaid users are the
sickest, relative to other new eligibles who are

not Emergency Medicaid users.

Based on the selection factors derived from
this model, the cost of enrolling newly eligible
immigrants would vary by the estimated level
of take-up among the three sub-groups. For
example, in the moderate take-up scenario a
3.1 morbidity factor is applied to the medical
claims cost for the Emergency Medicaid
users."9 In other words, the Emergency
Medicaid users enrolling in the Essential

Plan are likely to be 3.1 times sicker or more
expensive than the current Essential Plan
enrollees. Most of the second group (new
enrollees below 138 percent of FPL) had
access to Emergency Medicaid, but did not
use it, and thus had a morbidity adjustment
significantly below 1.'2° Finally, a 3.7 morbidity
adjustment is applied to new enrollees above
138 percent of FPL, because many of these
individuals likely would have had no access to
coverage previously, and it is assumed that the
sickest individuals among any newly eligible

population would enroll first.

These morbidity adjustments are applied to the
medical/pharmacy portion of the EP premium
rate. In addition, an annual trend (based on

historical experience) of 4.3 percent is added
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Table A1: Essential Plan Rates with

Adjustment Factors

2021 Statewide Average EP 3/4 Rate,
including Regional Adjustment

2021 Statewide Average Estimated
EP 3/4 Medical Claims Costs (EP rate
net of administrative and other non-
medical costs)

Morbidity Adjustment / Selection —
Emergency Medicaid Users

Morbidity Adjustment / Selection —
Non-Users <138% FPL

Morbidity Adjustment / Selection —
Non-Users 138-200% FPL

Blended Morbidity Adjustment

Estimated PMPM Medical Claims
Costs

Emergency Medicaid Users
Non-Emergency Medicaid Users

Total Medical Claims PMPM - Blend

Annual Trend Rate

CY 2023 Estimated Medical Claims
PMPM

CY 2023 Estimated Total Monthly
PMPM

Moderate
Take-Up
Scenario

$432

$373

3.1

0.2

3.7

2.6

$1,154
$618

$966

4.3%

$1,050

$1,218
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in order to calculate a 2023 blended monthly
premium cost of approximately $1,218 per
member.

The major cost offset for this proposal relates to
the existing Emergency Medicaid spending (state
and federal) for this population. The most recent
figure available from NYSDOH indicates that the
total spending on this population was $685 million
in 2017,"" and previous analysis conducted by CSS
in 2015 suggest that roughly three-quarters of the
total medical costs for the population utilizing
Emergency Medicaid would be paid by the existing
Emergency Medicaid program once the population
is enrolled in Essential Plan coverage.'” Combined
with the take-up and selection estimates for the
Emergency Medicaid utilizers, these datapoints
yield a reasonable estimate of the Emergency
Medicaid financing offset associated with this
proposal at each take-up level (low/medium/high).

Enhanced Outreach and Enrollment — Expanded
Navigator Program

This policy option estimates the opportunity to
enroll additional individuals who are currently
eligible for Medicaid and APTCs through
additional investment in Navigator capacity in
counties that have prevailing uninsurance rates
above statewide and regional averages. There

are many considerations about the targeting of
additional resources that should be evaluated by
policy makers, but the assumption underlying these
estimates is that New York State can continue to
engaged and enroll the remaining eligible uninsured
with additional investment in targeted outreach and

enrollment support.

The estimates of the opportunity to enroll
uninsured individuals from higher uninsurance
counties leverage data from the 2019 ACS,
including both 2019 single year for larger



population counties and 2015-2019 five-year
blend for smaller population counties. Since
county level information is not available in

the ACS PUMS, data was drawn from several
pre-tabulated exhibits provided by the Census
Bureau.'?® Several pre-tabulated exhibits were
used to identify the number of uninsured below
400 percent of FPL, and then an adjustment was
applied for the proportion of population that are
likely to be ineligible based on citizenship status.
Given that pre-tabulated data does not allow for
several important adjustments that were applied
in the overall population profile developed

for the larger project (such as the HIU/GPG
adjustment and detailed non-citizen eligibility
categories), these county data were subsequently
adjusted proportionally to match statewide
estimates of currently eligible uninsured below
400 percent of FPL.

Estimated county rate of uninsured eligibles
were then compared to statewide and regional
average rates of uninsured eligibles. For counties
outside of New York City (ROS), if the rate of
eligible uninsured is above the average for all
counties outside of New York City then the
potential enrollment in that county is identified
as the number of individuals who would need

to be enrolled to place each county at the

ROS average. For counties in New York City
(boroughs), the opportunity to enroll eligible
uninsured was estimated as the number of new
enrollees that would be needed to place the
borough at the statewide average. The estimated
total statewide new enrollment opportunity
(65,000) is the sum of the enrollment
opportunity for each county that is above

the applicable average (ROS or statewide) at
baseline.

These estimates assume that NYS would
distribute additional Navigator program
resources to counties with higher than average
uninsurance rates. If resources were distributed
differently, or more resources were available
including counties that have average or below
average uninsurance rates, then potentially a
larger (or smaller) number of the remaining
eligible uninsured could be enrolled. It is also
important to recognize that outreach and
enrollment support will never be able to enroll
all eligible unenrolled individuals, as some
individuals may be unreachable or unwilling
to enroll, despite the expanded efforts by

the State and Navigator programs. As the
share of uninsured declines, on average each
remaining individual will be more difficult

to engage. However, to date the Navigator
program has had a relatively modest cost per
individual enrolled, with costs for even the
most challenging enrollees in the range of only
$100-$300 per individual, indicating that
there is an opportunity to continue to enroll
eligible uninsured individuals at nominal cost
to the State through further investment in this

program.'?*

No additional costs are estimated associated
with the coverage of new enrollees, as this
program does not provide any new coverage or

benefit eligibility.

Enhanced Outreach and Enrollment — Enable
Enroliment through Tax Returns

Estimates for this program are based on the
first year of program experience reported by the
Maryland Easy Enrollment program, which
provides a model that could be adopted in
New York State, combined with data from
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the 2019 American Community Survey for
Maryland and for New York.'® First, the share
of uninsured eligibles enrolled in Medicaid and
QHPs through this program were estimated
based on Maryland program data and Census
uninsured population data for Maryland
segmented by income. These shares were then
applied to the uninsured eligible population in
New York to estimate the number of potential
new enrollees in each program that could result

from implementation of this program.

It is important to note that enrollment
estimates may be somewhat conservative, as
these estimates rely on person level tracking
implemented in the Maryland program to link
inquiries on tax returns to ultimate program
enrollments. It is possible that the program may
have produced some additional enrollments
that cannot be directly tracked through at the
individual level, however it is unlikely that any
such indirect or unobserved enrollments would
dramatically change the scale of enrollment
impact produced by this program.

New York State would bear some
administrative cost to implement this program,
which is not estimated but is likely to be
nominal. New enrollment in public programs
would also increase fiscal costs to the State and
federal governments. No additional costs are
estimated associated with the coverage of new
enrollees, as this program does not provide any

new coverage or benefit eligibility.

Enhanced Outreach and Enroliment — Extend
Marketplace Open Enroliment

No estimate is made for the enrollment or cost
impacts of extending or enhancing Marketplace

open enrollment periods.
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APPENDIX B — BASELINE POPULATION
COVERAGE MIX DETAIL

As identified above, for purposes of this paper,
CBC and CSS utilized a combination of health
insurance coverage information from the ACS
and State administrative data to generate a
profile of the total New York State population
by age, income, immigration status, and
unique coverage type. This section provides
some additional detail on the data sources

and methods used to estimate the baseline

and 2023 projected health insurance coverage

distribution.

As noted above, for purposes of this analysis
the 2023 population baseline coverage mix
profile is identical to the estimated coverage
mix in 2019. This provides a stable baseline
with consistent population and coverage

data sources, that are not subject to the

many disruptions to the coverage landscape
associated with the COVID-19 pandemic. It
is of course possible that New York State will
not return to a profile that is identical to 2019
by 2023, but this does provide a reasonable
baseline for the current analysis given that
the magnitude, directionality, and timing of
resolution of COVID-19 impacts and the post-
COVID equilibrium in population, economic
and policy circumstances remain largely
unknown. If New York State were to pursue
any of the policy proposals in this paper,
policymakers may wish to conduct additional
analysis to further refine the estimates
provided.

In producing the analysis for this paper, the

uninsured population is of primary importance.



As described above, the uninsured are identified
as individuals who have no other coverage
reported on the 2019 ACS. Those reporting

one or more coverage categories on the ACS
(not uninsured) were assigned hierarchically

to a unique coverage category as observed on
the coverage variables in the ACS, consistent
with the method used by the Kaiser Family

Foundation.'?®

However, the coverage categories available in
the ACS do not fully represent the programs
and categories needed to estimate the impacts
of the coverage policies proposed in this
paper. Moving beyond the ACS data, this
report focused on estimating the number of
individuals across programs and coverage
categories specific to the policy context in
New York State that are most relevant to the
coverage proposals. Specifically, these policies

include:

e Essential Plan — all enrollees are adults
(children would be enrolled in CHP.
Enrollment by income level was used as
reported in the NYSOH Open Enrollment
reports for 2019 and 2020.'%7 It is assumed
that EP beneficiaries may self-report as
either Medicaid or Private Non-Group
coverage in the ACS. However, based
on an assessment of Medicaid and CHP
beneficiaries and managed care enrollment
administrative data in combination with
ACS self-reported coverage data, it appears
that most EP beneficiaries are likely self-
reporting their coverage as private non-

group insurance rather than Medicaid."®

e On-Marketplace QHPs — enrollment by
age and income level was used as reported
in the NYSOH Open Enrollment reports
for 2019 and 2020, with an additional
income distribution of the unsubsidized
group above 400 percent FPL based on
the distribution of individuals observed
in the ACS self-reporting Private Non-
Group coverage only (not allocated to other
coverage categories through hierarchical

assignment).'?

e Off-Marketplace individual market —
enrollment in off-Marketplace plans
by age group was used as reported in
data provided by the NYS Department
of Financial Services (DFS)." In the
absence of other information, the income
distribution of off-Marketplace individual
market enrollees was assumed to be the
same as those for on-Marketplace QHPs,
with one additional adjustment. While there
is no known data to specifically estimate
the size of this population, a small number
(10%) of the total off-Marketplace enrollees
were assumed to be below 200 percent of
FPL, as there are likely to be some high-
need individuals with assets but no income
who may choose to purchase or maintain
coverage off-Marketplace to ensure
continued access to needed care, including
access to specific providers or higher benefit
design plans.

Once these coverage categories are taken
into account in reference to the populations
observed in the ACS segmented by age and

income, there were only a small number of
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remaining individuals with self-reported private
non-group coverage from the ACS who were
not otherwise assigned. These are assumed

to be either individuals with private coverage
purchased out of state, individuals with other
than full benefit plans, or possibly misreported

ESI coverage.

Finally, while this method yields reasonable
coverage mix estimates in aggregate and for the
key programs, income and population groups
relevant to this analysis, it is important to note
that these estimates do not net perfectly across
age and income segments. Known challenges
such as under-reporting of public coverage and
over-reporting of private coverage, as well as
navigating the differences between stock and
flow populations across data sources, introduce
significant limitations to creating a fully
consistent profile of small group population
cells across all coverage, income, age, and
immigration status categories. As such, the
estimates presented in this paper should be
considered as directionally correct for purposes
of evaluating the policy proposals presented,
not a source of truth for the coverage and
population mix distribution of the New York
State population.
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APPENDIX C - Immigrant Population
Methodological Detail

As discussed in Appendix A, the ACS provides
a citizenship variable which enables direct
identification of non-citizens in the PUMS data.
Since many adult non-citizens are ineligible for
public health insurance programs, the ability

to distinguish non-citizens from citizens is a
critical component of any analysis eligibility
and enrollment in public health insurance

programs.

Federal eligibility for health insurance
coverage programs does not align directly with
citizenship status. For example, nationwide,
some groups of non-citizens are only eligible
for Medicaid coverage after a five-year waiting
period (the five-year bar) subsequent to
acquiring Lawful Permanent Residence (LPR
or “Green Card”) status. That said, a broader
group of lawfully present immigrants, including
the people in the five-year bar, are eligible

to purchase coverage on health insurance
Marketplaces with income-based subsidies. A
small group of lawful immigrants (e.g. people
with DACA status) are ineligible for both
federal Medicaid and subsidies.

By contrast the rules in New York State are
more generous. For example, many immigrants
who are not eligible for health insurance
coverage benefits under federal law are eligible
for Medicaid, CHP and EP. All non-citizen
children are eligible for CHP in New York
State, regardless of their immigration status.
Among adults, LPR immigrants who are subject
to the five-year bar, and immigrants in over a
dozen quasi-legal immigration statuses (known

collectively as individuals who are Permanently



Residing Under Color of Law or “PRUCOL”)
are also eligible for Medicaid and EP with

the same income-based eligibility criteria as
citizens and federally eligible immigrants (these
previously State-only funded immigrants are
covered in EP regardless of income).

While all PRUCOL immigrants are eligible for
Medicaid in New York State, five groups of
“residual” PRUCOL immigrants with incomes
above 138 percent of FPL are ineligible for EP.
These residual PRUCOLSs include people DACA
with status and several other smaller PRUCOL
immigrant groups who are currently excluded
from EP eligibility. Additionally, a large
population of undocumented adult immigrants
(those who do not fall into any of the defined
authorized or PRUCOL immigration status
categories) remain ineligible for any of New
York’s public health insurance coverage
programs. The only public health insurance
that these individuals are currently eligible for
is Emergency Medicaid, which pays the cost
of certain types of care that these individuals
receive but is not equivalent to health
insurance coverage and Medicaid for pregnant

individuals.™

Historically, researchers seeking to understand
the undocumented population in the United
States have generally focused on a population
called “unauthorized” immigrants. This
category includes all foreign-born non-citizens
who do not fall into specific categories of
“legal” immigration. Legal immigrants include
naturalized citizens, LPRs, asylees or refugees,
and “legal temporary migrants.” Unauthorized
immigrants are all other non-citizens, including
those who entered illegally, visa overstayers,
and other quasi-legal statuses, such as those
with Temporary Protected Status (TPS).%2

In relation to the taxonomy outlined above,

the operational definition of “unauthorized”
immigrants used by researchers clearly includes
both PRUCOL immigrants who are eligible for
public coverage programs in New York State,
and residual PRUCOL and undocumented
immigrants who are not eligible for such
programs. As a result, for purposes of this
study, it was necessary to construct more
detailed estimates of coverage categories within

the “unauthorized” group.

To accomplish this, first the data published by
multiple researchers about the unauthorized
population was used to estimate the aggregate
of PRUCOL and undocumented immigrants.
Then additional administrative data and
estimation methods were used to disaggregate
the PRUCOL and undocumented groups as
subsets of the unauthorized. For purposes

of this studys, it is necessary to disaggregate
citizenship status of the population in four

distinct categories:
e Citizens (directly observed in ACS)

e Non-citizens (directly observed in ACS) are

distributed into four distinct groups:

- Authorized non-citizens — proxy for
federally eligible immigration statuses.

- PRUCOL non-citizens — subset of
unauthorized that are not federally
eligible, but are eligible for public health
insurance programs in New York State.

- Residual PRUCOLs - subset of PRUCOL
non-citizens who are estimated as DACA
or one of the other four identified residual

immigration statuses.'?

Community Service Society and Citizens Budget Commission 55



- Undocumented non-citizens — remaining
subset of unauthorized who are not
PRUCOL. All undocumented non-citizens
are ineligible for comprehensive public
health insurance programs in New York
State.

Estimates of the “Unauthorized”
Immigrant Population

As noted above, most research seeking

to disaggregate groups of non-citizens by
immigration status has focused on the
construct of “unauthorized” immigration. As
such, the first step in disaggregating the non-
citizen population into the three categories
detailed above is to distinguish unauthorized

from authorized non-citizens.

According to the most recent estimates by
Jeffrey Passel from the Pew Hispanic Center,
one of the leading researchers on this topic,
New York State has one of the largest
unauthorized immigrant populations of any
state, surpassed only by California, Texas, and
Florida. Passel’s most recent estimate of the
unauthorized population in New York State

is 650,000 in 2017, a number which has been
steadily decreasing from a high of 1 million in
2007.134

The Migration Policy Institute (MPI) also
estimates the unauthorized population by state,
and provides a detailed demographic profile of
the unauthorized population. Their most recent
published estimate is that there are 835,000
unauthorized immigrants in New York State,
based on a 2015-2019 five-year blend."®
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Since these two estimates are quite different
and there is no clear basis to select one

source over the other, this study estimates the
unauthorized population in 2017 as the average
of the Passel 2017 estimate and the MPI 2015-
2019 estimate. These results are then trended
forward to 2019 to reflect the downward trend
in the size of the non-citizen population on the
ACS. The observed ACS two year trend from
2017 to 2019 is a 10.5 percent reduction in the
total New York State non-citizen population,
from 1.97 million to 1.76 million. However,
given how large this observed trend is, in the
interest of making more conservative estimates
the authors applied only half of the observed
trend. This results in an estimated total of
700,000 unauthorized immigrants in New York
State in 2019. The remaining 1.2 million non-
citizens observed in the 2019 ACS are assumed

to be authorized non-citizens.

Segmenting the Unauthorized Population into
Subgroups of Undocumented and PRUCOL
Immigrants

As described above, for purposes of this
analysis and modeling coverage options for
immigrants who do not currently have access
to public health insurance programs in New
York State, it is necessary to further segment
the “unauthorized” immigrant population
into two groups — PRUCOL immigrants and

“undocumented” immigrants.

The first step in producing this distribution

is reviewing what is known about PRUCOL
enrollment in public coverage programs in
New York State. For adults, enrollment in the
EP categories specific to federally qualified

immigrants under the five year bar and



PRUCOL immigrants below 138 percent of
FPL (EP3 and EP4) indicates that in 2019,
there were roughly 310,000 total immigrants
enrolled in these categories.'®® Of this, based
on prior communication from the NYSDOH,
an estimated 25 percent are PRUCOL, with the
remaining being five-year bar. This results in
an estimated 75,000 PRUCOL immigrants with
incomes less than 138 percent of FPL enrolled
in EP in 2019. Assuming the same take-up
rate for EP3/4 among PRUCOL immigrants
that is observed in the 2019 ACS for the non-
citizen adult population enrolling in Medicaid
(28 percent), there are an estimated 270,000
total PRUCOL adult immigrants in New York
State in 2019. For PRUCOL children, the
take-up rate in Medicaid and CHP is assumed
to be equivalent to citizen children at each
income level as observed in the ACS. The total
estimated PRUCOL population across all age
groups is 300,000.

The remaining count of the 700,000
unauthorized non-citizens who are not assigned
as PRUCOL are assigned as undocumented
non-citizens. This yields a total of 400,000

total undocumented non-citizens in 2019.

Age, Income and Coverage Profile of Detailed
Non-Citizen Population Groups

The New York State Unauthorized Immigrant
profile published by the MPI provides the
primary basis for the age, income and
coverage distribution of the total unauthorized

population.'¥

The age distribution of the unauthorized
population (children, non-elderly adults, elderly
adults) is taken directly from the MPI profile

age distribution. This age mix is generally

consistent with other sources (including the
Pew Hispanic Center) which indicate that

a disproportionate share of unauthorized
immigrants are working age adults. In the
absence of data to inform a distinction (if any)
between the PRUCOL and unauthorized non-

citizen groups, the same age distribution is used

for both.

income levels, MPI provides a useful starting
point, but some adjustments are required. It is
likely that that the MPI reported distribution
skews higher income than is realistic for the
2019 unauthorized population profile to be
used for this study. First, the MPI income
levels are based on the ACS family definition,
not the preferred SHADAC HIU/FPG
methodology (which produces a lower income
distribution than the Census reported FPLs).
In addition, it appears that the estimation
methods used by MPI do not fully reflect
known income disparities among non-citizen
sub-groups. The income distribution provided
by MPI (based on Census definitions) for the
unauthorized population is similar to the
ACS income distribution (using HIU/FPG)

for all non-citizens. However, earlier studies
have clearly identified substantial disparities
faced by undocumented individuals relative to
the non-citizen population overall, including
substantially lower income and higher poverty
rates.™® Finally, given the large number of
low-income immigrants utilizing Emergency
Medicaid (an estimated 74,000 unique
Emergency Medicaid users in 2019), utilization
among the estimated undocumented adults
below 138 percent of FPL compared to the raw
MPI distribution would yield an unrealistically
high rate.
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As such, for the estimates presented in this
paper, the MPI income distribution was re-
scaled to systematically weight the unauthorized
population toward lower income levels, bounded
by the assumption that the residual authorized
non-citizen population income distribution
should not be more favorable (higher income)
than the total population income distribution.
Within the unauthorized population, the income
distribution was additionally skewed to assign
the undocumented subset to lower income
groups relative to the PRUCOL subset, bounded
by the assumption that PRUCOL immigrants
should not be more favorable (higher income)
than the total non-citizen population income
distribution. This set of assumptions lead to
marginally unauthorized uninsured immigrants
and more undocumented immigrants being
estimated in the lower income groups, i.e.

the groups that are income eligible for the
proposed coverage options. This set of design
decisions produces a conservative estimate of
the immigrant coverage program, in that the
program will have higher enrollment and higher
cost to the State with regard to income-based
subsidy calculations, relative to the estimates
that would derive from the given MPI income

distribution without adjustments.

With regard to coverage, MPI data is also

used to inform the uninsurance rate among

the unauthorized population. The overall
unauthorized population uninsurance rate

is assumed to be the same as is observed

by MPI (43 percent). Other sources have
suggested higher uninsurance rates among the
unauthorized population nationally (as much

as 60 percent), however given the additional
coverage options available to some unauthorized
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immigrants in New York State it is likely that
the rate in New York State would be lower
than these national averages. In addition, the
43 percent uninsurance rate was validated
based on an assumption that this rate must

be bounded by total non-citizen and residual
authorized immigrant uninsurance rates. A

43 percent overall uninsurance rate among
unauthorized immigrants yields an uninsurance
rate among the residual authorized immigrants
that is roughly equivalent to the total
population (including citizens and non-citizens),
which provides a reasonable bound for the

unauthorized population uninsurance rate.

Given PRUCOL immigrants’ access to
Medicaid and EP which is not available to
undocumented immigrants, and the fact that
PRUCOL immigrants can generally be assumed
to have better access to ESI and other private
coverage options, it is reasonable to assume
that uninsurance would be higher among
undocumented non-citizens than among
PRUCOL non-citizens. However, it can also be
assumed that PRUCOL non-citizens are unlikely
to be better off with regard to access to health
insurance coverage than the total non-citizen
population including both the authorized and
unauthorized non-citizen groups. Using this
bound, a 24 percent net uninsurance rate is
assumed among PRUCOL adults (equivalent

to the uninsurance rate among the total non-
citizen non-elderly adult population), which
results in a 65 percent uninsurance rate among
the residual undocumented non-citizen adults.
The remaining population that is not assigned as
either Medicaid/CHP or uninsured is assumed
to have private coverage (either ESI or directly
purchased non-group coverage).



Finally, to estimate the number of uninsured in
the income groups applicable to estimating the
impact of the coverage proposals in this paper,
uninsurance rates for the total unauthorized,
PRUCOL and undocumented populations are
assumed to vary by income level. The same
principle detailed above is applied per income
level, i.e. PRUCOL non-citizen adults are
generally assumed to have similar uninsurance
rates to the total non-citizen uninsurance

rates by income level, and the undocumented
uninurance levels by income are the residual of

this calculation and yield higher uninsurance

rates at each income level. After that preliminary
distribution was implemented, additional
adjustments were applied to create a logical
distribution across the two unauthorized
population groups below 200 percent FPL,
accounting for the fact that PRUCOL
immigrants have access to Medicaid and EP
coverage that is unavailable to undocumented

individuals.

Table A2: New York Immigrant Population and Health Insurance Coverage

(2023 Estimated Baseline)

Rate
Total Noncitizen Residents
Total “Unauthorized” Immigrant Residents
- Total Undocumented Residents
- Total PRUCOL Residents
- “Residual” PRUCOL Adults with immigration

status that would preclude eligibility for
public health insurance programs

Total Immigrants Ineligible Due to Immigration
Status (Undocumented and Residual PRUCOL)
— Any income

Immigrants Ineligible Due to Immigration Status
and EP Income Eligible (<200% FPL)

Total Immigrants Ineligible Due to Immigration
Status (Undocumented and Residual PRUCOL) —
Any income

Immigrants Ineligible Due to Immigration Status
and EP Income Eligible (<200% FPL)

Total Population
(All Ages)

Uninsured
Population Uninsurance
Nominal
1,760,000 372,000 21%
700,000 305,000 43%
400,000 238,000 60%
300,000 67,000 22%
26,000 11,000 43%
426,000 250,000 59%
245,000 154,000 63%
426,000 250,000 59%
245,000 154,000 63%

Community Service Society and Citizens Budget Commission 59



Notes

1. U.S. Census Bureau, “Selected Characteristics of
Health Insurance Coverage in the United States (Table
§2701),” American Community Survey 2019 5-Year
Estimates, https://data.census.gov/.

2. Benjamin Sommers, Atul A. Gawande, and Katherine
Baicker, “Health Insurance Coverage and Health —
What the Recent Evidence Tells Us,” New England
Journal of Medicine, vol. 377, no. 6 (August 10,
2017), pp. 586-593, www.nejm.org/doi/10.1056/
NEJMsb1706645; Etienne Gaudette, Gwyn C. Pauley,
and Julie M. Zissimopoulos, “Lifetime Consequences
of Early-Life and Midlife Access to Health Insurance:
A Review,” Medical Care Research and Review, vol.
75, no. 6 (2018), pp. 655-720.

3. Jacob Goldin, Ithai Z. Lurie, and Janet McCubbin,
Health Insurance and Mortality: Experimental
Evidence from Taxpayer Outreach,” Working Paper
26533 (National Bureau of Economic Research,
December 2019) www.nber.org/papers/w26533.
pdf; Brian Gifford and Erin Peterson, “Health and
Productivity Challenges for Lower-Income Workers:
Health Insurance, Plan Design and Barriers to
Care,” Integrated Benefits Institute (July 2019),
www.ibiweb.org/wp-content/uploads/2019/07/
LowerIncome-Employees-Study.pdf; and Liam
C. Malloy and Shanna Pearson-Merkowitz, “The
Economic Impact of Expanding Medicaid,” The
Collaborative (2015), http://wp.collaborativeri.org/
wp-content/uploads/2015/07/The-Economic-Impact-
of-Expanding-Medicaid-.pdf.

4. Teresa A. Coughlin and others, “Sources of Payment
for Uncompensated Care for the Uninsured,” (Kaiser
Family Foundation, April 6, 2021), www.kff.org/
uninsured/issue-brief/sources-of-payment-for-
uncompensated-care-for-the-uninsured/.

5. Teresa A. Coughlin and others, “Sources of Payment
for Uncompensated Care for the Uninsured,” (Kaiser
Family Foundation, April 6, 2021), www.kff.org/
uninsured/issue-brief/sources-of-payment-for-
uncompensated-care-for-the-uninsured/.

6. U.S. Census Bureau, “Selected Characteristics of
Health Insurance Coverage.”

7. In 2020 and 2021, the COVID-19 pandemic and
associated economic impacts caused significant
shifts in health insurance coverage. There are many
potential dynamics that should be modeled by New
York State if any coverage policy proposal were to
progress. However, for purposes of this paper, many
of these pandemic-related policy changes and market
distortions are expected to resolve and return to status
quo by 2023. As a result, for purposes of this paper,

60 Narrowing New York’s Health Insurance Coverage Gap

10.

11.

12.

13.

population coverage estimates are based on 2019 data
unless otherwise stated.

U.S. Census Bureau, “Selected Characteristics of
Health Insurance Coverage,” supra n. 1.

See the Appendix for data and methods used to
estimate the size of these groups.

To develop these estimates this report establishes a
baseline population profile assuming no intervening
state or federal policy changes. The baseline
population profile is based on pre-pandemic data
sources and assumes that the State’s population and
health insurance coverage landscape will return

to pre-pandemic equilibrium in 2023. This report
estimates direct cost implications of the proposed
strategies only. Cost estimates reflect the cost to New
York State to provide new benefits or cover newly
eligible individuals estimated to enroll; benefit costs of
enrolling individuals already eligible are not included.
Administrative costs to New York State to implement
proposals are also not reflected but are assumed

to be relatively small compared to direct benefit

and coverage costs. The potential magnitude and
directionality of indirect impacts and administrative
costs associated with these proposals are discussed

in each section where applicable, but further analysis
would be required to quantify these dynamics.

The FPL is a measure of household income that

that varies with household composition and size,

was originally set to represent a level below which
households could not afford basic necessities, and is
updated for inflation annually. Examples of the 2019
FPL are $16,753 for an individual and $34,638 for a
family of four. See U.S. Department of Health and
Human Services, “U.S. Federal Poverty Guidelines
Used to Determine Financial Eligibility for Certain
Federal Programs” (accessed December 4, 2021),
https://aspe.hhs.gov/topics/poverty-economic-mobility/
poverty-guidelines/prior-hhs-poverty-guidelines-
federal-register-references/2021-poverty-guidelines.
New York had offered public coverage programs

for people with incomes above the federal Medicaid
levels through a federal 1115 Medicaid Waiver that
established the Family Health Plus program that
extended public coverage to parents up to 150 percent
FPL and childless adults up to 100 percent FPL.
Additionally, New York’s CHP program is available to
all children, regardless of income or immigration status.

An Act to provide for reconciliation pursuant to titles
IT and V of the concurrent resolution on the budget for
fiscal year 2018, P.L. 115-97, 131 State 2054.

U.S. Department of Health & Human Services,
“Actuarial Value,” (accessed November 19, 2019),



14.
15.

16.

17.

18.

19.

www.healthcare.gov/glossary/actuarial-value/;

and “The ‘metal’ categories: Bronze, Silver, Gold

& Platinum” (accessed November 19, 2019), www.
healthcare.gov/choose-a-plan/plans-categories/.
Catastrophic plans are also available for a select
group of enrollees based on age, income, and other
characteristics. See U.S. Department of Health

& Human Services, “Catastrophic health plans”
(accessed November 19, 2019), www.healthcare.gov/
choose-a-plan/catastrophic-health-plans/.

N.Y.S Ins. Law§ 3217-i.

QHPs are certified plans which meet criteria of
coverage set by the ACA. See Centers for Medicare
and Medicaid Services, “Qualified Health Plan
Certification” (April 4, 2019), www.cms.gov/
CCIIO/Programs-and-Initiatives/Health-Insurance-
Marketplaces/qhp. New York State created the New
York State of Health Marketplace in 2013 as state-
administered Marketplace. New York is one of 13
states that chose to create its own Marketplace, and
residents of all other states utilize a federal platform
to purchase coverage. See U.S. Department of Health
& Human Services, “The Marketplace in Your State”
(accessed November 18, 2019), www.healthcare.gov/
marketplace-in-your-state/.

New York State Department of Health, New York
State of Health, QHP and EP Enrollees by County
and Issuer - Individual Marketplace (September
2021), https://info.nystateofhealth.ny.gov/sites/default/
files/Essential%20Plan%20Enrollment%20by %20
Issuer%20and%20County %20as%200f%201-31-21.
pdf.

See the Appendix for a complete description of the
coverage summary and estimated baseline population
profile. Individuals may have more than one type of
coverage, but the profile set forth in Table 2 assigns
a unique coverage category. Economic assumptions
are informed by the New York State Division of the
Budget’s most recent economic projections, which
project a return to pre-pandemic employment by the
second half of 2022. See New York State Division
of the Budget, FY 2022 First Quarterly Update
(September 2021), p. 74, www.budget.ny.gov/pubs/
archive/fy22/en/fy22en-fp-ql.pdf

New York State of Health, Health Insurance Coverage
Update (September 2021), https://info.nystateofhealth.
ny.gov/sites/default/files/Health%20Insurance%20
Coverage%20Update%20-%20September%202021_0.
pdf.

New York State Department of Health, Basic
Health Plan Blueprint, 2017 (November 28, 2017)
https://info.nystateofhealth.ny.gov/sites/default/files/

20.

21.

22.

23.

24.

25.

26.

Basic%20Health%20Program%20Blueprint%20
Amendment.11.28.2017.pdf. EP had a $20 premium
for people with incomes between 150 and 200 percent
of FPL. This premium was eliminated in the New York
State Budget for Fiscal Year 2022. See New York State
Department of Health, Fast Facts on the Essential
Plan (May 2021), https://info.nystateofhealth.ny.gov/
sites/default/files/Essential %20Plan%20Fact %20
Sheet_S5.pdf.

New York State Department of Health, 2022 NYSOH
Essential Plan Individual Market Participation by
Issuer & County (November 2021), https://info.
nystateofhealth.ny.gov/sites/default/files/2022%20
Essential%20Plans%20by%20County_0.pdf.

Provider reimbursement rates for Essential Plans 3 and

4 are equal to Medicaid rates. Rates for Essential Plans

1 and 2 are equal to Medicaid plus 20 percent. See New
York State Department of Health, Essential Plan (EP)
Guidance 1.0 (September 10, 2015), www.health.ny.gov/
health_care/managed_care/essential/guidance.htm; and
Jodi L. Liu and others, An Assessment of the New York
Health Act (RAND Corporation Report, 2018), www.
rand.org/pubs/research_reports/RR2424.html.

See Community Service Society of New York,
Bridging the Gap: Exploring the Basic Health
Insurance Option for New York (June 2011),
www.cssny.org/publications/entry/bridging-the-
gapJune2011RevisedJanuary2012; Rockefeller
Institute, New York Individual State Report

(June 2016), https://rockinst.org/wp-content/
uploads/2018/02/2016-06-New_York_Individual _
Report.pdf; and New York State Department of
Health, Essential Plan New York’s Basic Health
Program, 2017, (December 2017), www.health.ny.gov/
health_care/managed_care/essential/docs/2017_
annual_report.pdf.

New York State of Health, 2020 Open Enrollment
Report, (April 12, 2021), https://info.nystateofhealth.
ny.gov/sites/default/files/2020%20NY %20State%20
0f%20Health%200pen%20Enrollment%20Report.pdf.

New York State of Health, 2020 Open Enrollment
Report (April 2021), https://info.nystateofhealth.
ny.gov/2020-openenrollment-report.

Kaiser Family Foundation, Explaining Health Care
Reform: Questions about Health Insurance Subsidies
(Issue Brief, November 2018), http://files.kff.org/
attachment/Issue-Brief-Explaining-Health-Care-
Reform-Questions-about-Health-Insurance-Subsidies.

New York State of Health, 2020 Open Enrollment
Report, (April 2021), https://info.nystateofhealth.
ny.gov/2020-openenrollment-report.

Community Service Society and Citizens Budget Commission 61



27.

28.

29.
30.
31.
32.
33.

34.

Unpublished data provided to authors by the New
York State Department of Financial Services.

A small number of uninsured individuals between
200 and 400 percent of FPL have access to affordable
employer-sponsored coverage but choose not to enroll.
These individuals would be ineligible to receive federal
subsidies to purchase Marketplace coverage because of
the ACA “firewall.” This policy feature of the ACA is
intended to limit the crowd-out of private insurance by
barring otherwise eligible individuals from receiving
premium subsidies if they have access to insurance
through an employer that meets minimum benefit
and affordability standards. Nationwide, in 2017
this group was estimated to be roughly nine percent
of the uninsured population nationwide. See Urban
Institute, Characteristics of the Remaining Uninsured
— An Update (July 2018), www.urban.org/research/
publication/characteristics-remaining-uninsured-
update/view/full_report.

CSSNY and Altarum Healthcare Value Hub, “New
Yorkers Struggle to Afford High Healthcare Costs;
Support a Range of Government Solutions Across Party
Lines,” March 2019, https://www.cssny.org/news/
entry/new-statewide-healthcare-affordability-survey.

Authors’ analysis of data for 2021 from Robert Wood
Johnson Foundation, “Health Insurance Data + More”
(updated September 23, 2021), https://hixcompare.
org/individual-markets.html. Rates reflect 2019 NYS
Marketplace premiums.

Authors’ analysis of data for 2021 from Robert Wood
Johnson Foundation, “Health Insurance Data + More”
(updated September 23, 2021), https://hixcompare.
org/individual-markets.html. Rates reflect 2019 NYS
Marketplace premiums..

CSSNY and Altarum Healthcare Value Hub, “New
Yorkers Struggle to Afford High Healthcare Costs;
Support a Range of Government Solutions Across
Party Lines,” March 2019, www.cssny.org/ news/
entry/new-statewide-healthcare-affordability-survey.”

o Authors’ analysis of data for 2021 from Robert
Wood Johnson Foundation, “Health Insurance Data
+ More” (updated September 23, 2021), https://
hixcompare. org/individual-markets.html. Rates
reflect 2019 N'YS Marketplace premiums.

John Holahan, Linda J. Blumberg, and Erik Wengle,
Marketplace Plan Choice: How Important Is Price?
An Analysis of Experiences in Five States (Urban
Institute, March 2016), www.urban.org/sites/default/
files/publication/78761/2000660-Marketplace-Plan-
Choice-How-Important-Is-Price-An-Analysis-Of-
Experiences-in-Five-States.pdf.

62 Narrowing New York’s Health Insurance Coverage Gap

35.

36.

37.

38.

39.

40.

41.

Presentation by Danielle Holahan, NY State of
Health: 2022 Open Enrollment and Ensuring a
Smooth Transition from the Public Health Emergency,
November 15, 2021, slide 9 (noting the share of
enrollees increased from 37 percent to 40 percent and
the share enrolled in Bronze plans declined from 40
percent to 38 percent).

Penalty description from L. Blumberg, M. Buettgens
and J. Holahan, “How Would State-Based Individual
Mandates Affect Health Insurance Coverage and
Premium Costs?” (Commonwealth Fund Report, July
2018), /www.commonwealthfund.org/publications/
fund-reports/2018/jul/state-based-individual-mandate.

The affordability threshold is adjusted annually. See
U.S. Internal Revenue Service, “26 CFR 601.105:
Examination of returns and claims for refund, credit,
or abatement; determination of correct tax liability”
www.irs.gov/pub/irs-drop/rp-19-29.pdf.

Kaiser Family Foundation, “Marketplace Enrollment,
2014-2021” (accessed November 12, 2021), www.kff.
org/health-reform/state-indicator/marketplace-enrol
Iment/?activeTab=graph&currentTimeframe=08&sta
rtTimeframe=7&selectedRows=%7B%22states %22
:%7B%22new-jersey %22:%7B%7D,%22california-
%22:%7B%7D,%22district-of-columbia%22:%
7B%7D,%22vermont%22:%7B%7D,%22rhode-
island%22:%7B%7D%7D%7D&sortModel=%7B
%22colld%22:%22Location%22,%22sort%22:%-
22as¢%22%7D.

U.S. Internal Revenue Service, “SOI Tax Stats —
Individual Income Tax Returns Complete Report
(Publication 1304)” (August 2018), Table 2.7, www.
irs.gov/statistics/soi-tax-stats-individual-income-tax-
returns-complete-report-publication-1304.

Peter Newell and Mandy Miller, “2019 Shaping Up as
a Watershed Year for New York’s Individual Market
as Federal Challenges and Uncertainty Continue,”
(United Health Fund, HealthWatch, October

2018), pp. 5-6, https://uhfnyc.org/publications/
publication/NY-individual-market-federal-challenges-
2019/#:~:text=Publications-,2019%20Shaping %20
Up%20as%20a%20Watershed%20Year%20for%20
New %20York’s,Federal%20Challenges%20and %20
Uncertainty %20Continue& text=In%20New %20
York%2C%20that%20reversal,plans%20with%20
higher%2Drisk%20enrollees.

Molly Frean, Jonathan Gruber, and Benjamin

D. Sommers, “Premium Subsidies, the Mandate,

and Medicaid Expansion: Coverage Effects of the
Affordable Care Act,” Journal of Health Economics,
vol. 53, (2017), pp. 72-86, www.sciencedirect.com/
science/article/abs/pii/S0167629616302272.



42.

43.

44.

45.

46.

47.

48.

49.

50.

Matthew Fiedler, How did the ACA’s Individual
Mandate Affect Insurance Coverage? Evidence
from Coverage Decisions by Higher-Income People,
(Center for Health Policy at Brookings, May 2018).
The reported change is for the uninsurance rate as
measured by the American Community Survey; the
decline was somewhat smaller in the rates from the
Current Population Survey and the National Health
Insurance Survey.

Molly Frean, Jonathan Gruber, and Benjamin D.
Sommers, Premium Subsidies, The Mandate, And
Medicaid Expansion: Coverage Effects Of The
Affordable Care Act Working Paper 22213 (National
Bureau of Economic Research, April 2016), www.nber.
org/system/files/working_papers/w22213/w22213.pdf.

Preethi Rao, Christine Eibner and Sarah Nowak,
Impacts of the Elimination of the ACA’s Individual
Health Insurance Mandate Penalty on the Nongroup
Market in New York State (RAND Corporation,
2018), www.rand.org/pubs/research_reports/RR2579.
html.

Linda J. Blumberg, Matthew Buettgens, and

John Holahan, How Would State-Based

Individual Mandates Affect Health Insurance
Coverage and Premium Costs? (Urban Institute,

July 2018), www.urban.org/sites/default/files/
publication/98805/2001925_state_based_individual _
mandates.pdf.

New York State Department of Health, 2019

Open Enrollment Report (May 2019), https://info.
nystateofhealth.ny.gov/2019-open-enrollment-report;
and 2018 Open Enrollment Report (May 2018),
https://info.nystateofhealth.ny.gov/2018-open-
enrollment-report.

New York State Department of Financial Services,
communication with the Community Service Society
of New York dated May 10, 2019.

New York State Department of Health, Health
Insurance Coverage Update (September 2021),
https://info.nystateofhealth.ny.gov/sites/default/files/
Health%20Insurance%20Coverage%20Update%20
-%20September%202021_0.pdf; and 2020 Open
Enrollment Report (April 12, 2021), https://info.
nystateofhealth.ny.gov/sites/default/files/2020%20
NY%20State%200f%20Health%200pen%20
Enrollment%20Report.pdf.

Reasons for not enrolling in coverage are discussed
in the “Health Insurance Affordability in New York”
discussion in the background section to this paper.

Based on average lowest cost Silver plan in
Albany County for 2020 New York State of

S1.

52.

53.

54.

SS.

S6.

Health Marketplace Cost (accessed October 8,
2021), https://nystateofhealth.ny.gov/individual/
searchAnonymousPlan/plan/908012county=Albany
&coverageTier=INDIVIDUAL& entitytype=IND
IVIDUAL&planYear=202& youPay=
222.23000000000002.

Based on average lowest cost Silver plan in

Albany County for 2020 New York State of

Health Marketplace Cost (accessed October 8,
2021), https://nystateofhealth.ny.gov/individual/
searchAnonymousPlan/plan/908012county=Albany
&coverageTier=INDIVIDUAL& entitytype=IND
IVIDUAL&planYear=202& youPay=
222.23000000000002.

Linda J. Blumberg and others, From Incremental

to Comprehensive Health Insurance Reform: How
Various Reform Options Compare on Coverage and
Costs (Urban Institute Health Policy Center, October
2019), www.urban.org/sites/default/files/2019/10/15/
from_incremental_to_comprehensive_health_
insurance_reform-how_various_reform_options_
compare_on_coverage_and_costs.pdf.

These programs are partially funded through federal
Section 1115 Waivers. See Jennifer Tolbert, Maria
Diaz, and Cornelia Hall, State Actions to Improve the
Affordability of Health Insurance in the Individual
Market (Kaiser Family Foundation, July 17, 2019),
www.kff.org/health-reform/issue-brief/state-actions-
to-improve-the-affordability-of-health-insurance-in-
the-individual-market/.

Health Access California, Fact Sheet: Making
Individual Coverage Affordable for More Californians
(March 2019), https://health-access.org/wp-
content/uploads/2019/03/Final-Affordability-Fact-
Sheet_2.28.19.pdf; Mattie Quinn, “California Takes
Obamacare to a New Level as the Law’s Fate Looms,”
(Governing Magazine, July 11, 2019), www.governing.
com/topics/health-human-services/gov-california-
newsom-obamacare-subsidies-mandate.html.

Miranda Dietz and others, California’s Steps to
Expand Health Coverage and Improve Affordability
(UC Berkeley Labor Center and UCLA Center for
Health Policy Research, November 2019), https:/
healthpolicy.ucla.edu/publications/Documents/
PDF/2019/CAHealthCoverage-report-nov2019.pdf.

Miranda Dietz and others, California’s Steps to
Expand Health Coverage and Improve Affordability
(UC Berkeley Labor Center and UCLA Center for
Health Policy Research, November 2019), https:/
healthpolicy.ucla.edu/publications/Documents/
PDF/2019/CAHealthCoverage-report-nov2019.pdf.

Community Service Society and Citizens Budget Commission 63



57. Estimates reflect statewide average benchmark
Silver plan premiums, projected with no annual
trend because of the fact that the trend in average
benchmark silver plan statewide has flattened
between 2019 to 2021. It is possible that enrollment
could be greater in some regions of the state, and
participation across all subsidy schedules would be
greater if the value of APTCs (calculated relative to
the benchmark silver plan premium) were to increase.
See Kaiser Family Foundation, “Marketplace Average
Benchmark Premiums” (October 2021), www.kff.org/
health-reform/state-indicator/marketplace-average-
benchmark-premiums/?currentTimeframe=0&sortMo
del=%7B%22colld%22:%22Location%22,%22sort%
22:%22as¢%22%7D.

58. Public option plans are considered as tools to
improve accessibility, promote affordability, and
foster competition, and have varying designs and
approaches. See Chiquita Brooks-LaSure and others,
The Landscape of Federal and State Healthcare Buy-
In Models: Considerations for Policymakers (Manatt,
February 2019), www.manatt.com/getattachment/
£9793035-203d-48dc-8f62-3d7ec72492f7/attachment.
aspx; David Anderson and Emma Sandoe, “A
Framework For Evaluating Medicaid Buy-In Proposals™
(Health Affairs, March 23, 2018), www.healthaffairs.
org/do/10.1377/hblog20180320.297250/full/; John
Kaelin and Katherine Hempstead, Medicaid Buy-
In: Questions of Purpose and Design (Rockefeller
Institute of Government, October 17, 2018), https:/
rockinst.org/issue-area/medicaid-buy-in-questions-of-
design-and-purpose/; Emily Blanford, “Public Options
for Health Care—Buying Into Government-Sponsored
Health Plans” (The NCSL Blog, June 2019), www.
ncsl.org/blog/2019/06/12/public-options-for-health-
carebuying-into-government-sponsored-health-plans.
aspx.

59. Kaiser Family Foundation, “Insurer Participation
on the ACA Marketplaces, 2014-2021” (November
23, 2021), www.kff.org/private-insurance/
issue-brief/insurer-participation-on-the-aca-
marketplaces-2014-2021/.

60. Whereas each of the 39 counties in Washington had
three or more plans offered in 2014, 15 counties had
one plan offered in 2019, including just 9 had three or
more plans available. See Kaiser Family Foundation,

“Insurer Participation on the ACA Marketplaces, 2014-
20217 (November 23, 2021), www.kff.org/private-
insurance/issue-brief/insurer-participation-on-the-aca-
marketplaces-2014-2021/.

61. Washington State Health Care Authority, “HCA
finalizes contracts with five carriers for Cascade Care”

64 Narrowing New York’s Health Insurance Coverage Gap

62.

63.

64.

65.

66.

67.

68.

69.

(Press Release, October 8, 2020), https://content.
govdelivery.com/accounts/ WAHCA /bulletins/2a4f2fb.

The State of Washington, Final Bill Report ESSB
5526, http://lawfilesext.leg.wa.gov/biennium/2019-20/
Pdf/Bill%20Reports/Senate/5526-S.E%20SBR %20
FBR%2019.pdf; Billy Wynne, “Public Option 1.0:
Washington State Takes An Important Step Forward”
(Health Affairs, May 1, 2019), www.healthaffairs.
org/do/10.1377/hblog20190430.353036/full/;
Michael Ollove, “Washington State Tries a Public
Option Health Plan” (Pew, May 14, 2019), www.
pewtrusts.org/en/research-and-analysis/blogs/
stateline/2019/05/14/washington-state-tries-a-public-
option-health-plan; Rachana Pradhan and Dan
Goldberg, “5 key questions about the country’s first
public option” (Politico, May 14, 2019), www.politico.
com/story/2019/05/14/washington-public-health-
plans-1431816.

The State of Colorado, House Bill 19-1004, https:/leg.
colorado.gov/sites/default/files/2019a_1004_signed.pdf.

Kaiser Family Foundation, “Insurer Participation
on the ACA Marketplaces, 2014-2021” (November
23, 2021), www.kff.org/private-insurance/
issue-brief/insurer-participation-on-the-aca-
marketplaces-2014-2021/.

Colorado Department of Regulatory Agencies and
Colorado Department of Health Care Policy &
Financing, DRAFT Report for Colorado’s State
Coverage Option (October 7, 2019) www.colorado.
gov/pacific/sites/default/filessr HB19-1004%20
Draft%20Report%20Colorado%20State%20
Coverage%200ption%20and%20Appendix.pdf

Linda J. Blumberg, Michael Simpson, and Matthew
Buettgens, A Targeted Affordability Improvement
Proposal: The Potential Effects of Two Nongroup
Insurance Reforms Designed to Increase Affordability
and Reduce Costs (Urban, June 2019), www.urban.
org/sites/default/files/publication/100365/qs_targeted _
affordability_final_2.pdf.

Jodi L. Liu and others, An Assessment of the New
York Health Act (RAND Corporation Report, 2018),
www.rand.org/pubs/research_reports/RR2424.html.

Differences in provider network and benefit design

may also play a role in consumer decision-making,

but these dynamics are not estimated in the current
analysis.

For purposes of this analysis, we do not assume
continuation of ARP; rather, we assume that APTCs
revert to the base APTC levels in the ACA. Take-up
of a state subsidized plan in a specific metal tier (Gold



70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

or Platinum) is modeled relative to the projected 2023
costs of the average lowest cost plan of that tier.

State of Colorado, DRAFT Report for Colorado’s
State Coverage Option (October 7, 2019), Appendix I,
www.colorado.gov/pacific/sites/default/filess/HB19-
1004%20Draft%20Report%20Colorado%20State
%20Coverage%200ption%20and%20Appendix.pdf.

U.S. Census Bureau, “Selected Characteristics of
Health Insurance Coverage in the United States (Table
§2701),” American Community Survey 2019 5-Year
Estimates, https://data.census.gov/.

Estimates by the authors, see methodological appendix
for detail on immigrant population estimates.

E. Benjamin, How Can New York Provide Health
Insurance Coverage to its Uninsured Immigrant
Residents? (Community Service Society, January
2016), www.cssny.org/publications/entry/covering-
new-yorks-uninsured-immigrant-residents.

Empire Justice Center, Health Coverage Crosswalk,
Eligibility by Immigration Status (October 2019),
https://empirejustice.org/wp-content/uploads/2019/10/
Crosswalk-Stand-Alone-October-2019.pdf.

The New York State Legislature, Assembly Bill A880/
Senate Bill S1572.

E. Benjamin, How Can New York Provide Health
Insurance Coverage to its Uninsured Immigrant
Residents? (Community Service Society, January
2016), www.cssny.org/publications/entry/covering-
new-yorks-uninsured-immigrant-residents.

E. Benjamin, How Can New York Provide Health
Insurance Coverage to its Uninsured Immigrant
Residents? (Community Service Society, January
2016), www.cssny.org/publications/entry/covering-
new-yorks-uninsured-immigrant-residents.

Jeffrey S. Passel, “Measuring illegal immigration: How
Pew Research Center counts unauthorized immigrants
in the U.S.,” (July 12, 2019), www.pewresearch.org/
fact-tank/2019/07/12/how-pew-research-center-
counts-unauthorized-immigrants-in-us/.

Communication between the authors and the New
York State Department of Health.

Urban Institute, Characteristics of the Remaining
Uninsured: An Update. July 2018. www.urban.org/
research/publication/characteristics-remaining-
uninsured-update/view/full_report

Jennifer Tolbert, Samantha Atriga, and Olivia Pham,

“Impact of Shifting Immigration Policy on Medicaid
Enrollment and Utilization of Care among Health
Center Patients,” (Kaiser Family Foundation, October

82.

83.

84.

8S.

86.

15, 2019), www.kff.org/report-section/impact-of-
shifting-immigration-policy-on-medicaid-enrollment-
and-utilization-of-care-among-health-center-patients-
issue-brief/.

Michael Fix and Randy Capps, “Leaked Draft of
Possible Trump Executive Order on Public Benefits
Would Spell Chilling Effects for Legal Immigrants”
(Migration Policy Institute, February 2017), www.
migrationpolicy.org/mews/leaked-draft-possible-
trump-executive-order-public-benefits-would-spell-
chilling-effects-legal.

Jermy Barofsky and others, “Spreading Fear: The
Announcement of the Public Charge Rule Reduced
Enrollment In Child Safety-Net Programs” (Health
Affairs, October 2020), www.healthaffairs.org/doi/
full/10.1377/hlthaff.2020.00763. For example, the
City of New York has documented a substantial decline
in food assistance (SNAP) enrollment over the past
three years. New York City Department of Social
Services, “Fact Sheet: SNAP Enrollment Trends in

New York City” (June 2019), https://hungersolutionsny.
org/wp-content/uploads/2019/06/Fact-Sheet-
June-2019-002.pdf. Researchers at the Urban Institute
have documented a 14 percent decline in immigrant
participation in government programs in 2018.

See Neeraj Kaushal and Robert Kaestner, “Welfare
Reform and Health Insurance of Immigrants,” Health
Services Research, vol. 40, no. 3, pp. 697 to 722,
www.ncbi.nlm.nih.gov/pmc/articles/PMC1361164/;
Michael Fix and Randy Capps, “Leaked Draft of
Possible Trump Executive Order on Public Benefits
Would Spell Chilling Effects for Legal Immigrants”
(Migration Policy Institute, February 2017), www.
migrationpolicy.org/mews/leaked-draft-possible-
trump-executive-order-public-benefits-would-spell-
chilling-effects-legal.

Communication between the authors and the New
York State Department of Health. Population of
emergency Medicaid users in 2017 with a reduction
proportional to the decrease in the population of
immigrants between 2017-2019 as observed in the
American Community Survey.

New York State Department of Health, “EP Rates
January 2020 — December 2020.” September 2019.
The difference between the medical claims cost and
total premium is made up of administrative costs,
covered lives assessment, and risk margin. The state’s
adjustment from the actuarial mid-point rate estimate
to the final adopted payment rates is applied to both
total premium and estimated medical costs. Rates
include actuarial assumptions for anti-selection related

Community Service Society and Citizens Budget Commission 65



to the removal of the individual mandate and an
efficiency adjustment.

87. Communication between the authors and the New
York State Department of Health.

88. Other options were not examined. These include
auto-enrolling eligible individuals and assisting in
recertification of enrollees, which may be particularly
important for those who first enrolled during the
pandemic.

89. Peter Newell, “Reaching the Five Percent: A Profile
of Western and Central New Yorkers without Health
Insurance” (United Hospital Fund, April 2019),
https://uhfnyc.org/publications/publication/uninsured-
in-western-and-central-ny/.

90. Samantha Artiga, Robin Rudowitz, and Jennifer
Tolbert, “Outreach and Enrollment Strategies for
Reaching the Medicaid Eligible but Uninsured
Population,” (Kaiser Fmaily Foundation, March 2,
2016), www.kff.org/medicaid/issue-brief/outreach-
and-enrollment-strategies-for-reaching-the-medicaid-
eligible-but-uninsured-population/; and Samantha
Artiga, Jessica Stephens, and Robin Rudowitz, “What
Worked and What’s Next? Strategies in Four States
Leading ACA Enrollment Efforts,” (Kaiser Family
Foundation, July 16, 2014), www.kff.org/report-
section/what-worked-and-whats-next-strategies-in-
four-states-leading-aca-enrollment-efforts-lessons-
learned/; Charles Gaba, “Massachusetts: Highest ACA
Marketplace enrollment and effectuation in history;
cites individual mandate and navigator/outreach
program,” (ACA Signups, March 12, 2019), http:/
acasignups.net/19/03/12/massachusetts-highest-aca-
Marketplace-enrollment-and-effectuation-history-
cites-individual.

91. Community Service Society of New York and
Community Catalyst, “Making Health Reform Work:
State Consumer Assistance Programs,” September
2010, www.communitycatalyst.org/doc-store/
publications/Making_health_reform_work_CAP.pdf.

92. New York State Department of Health, 2018
Open Enrollment Report (May 2018), https://info.
nystateofhealth.ny.gov/sites/default/filess/ NYSOH%20
2018%200pen%20Enrollment%20Report_0.pdf and
New York State Department of Health data provided
October 2021.

93. Peter Newell, “Reaching the Five Percent: A Profile
of Western and Central New Yorkers without
HealthInsurance” (United Hospital Fund, April 2019),
https://uhfnyc.org/publications/publication/uninsured-
in-western-and-central-ny/.

66 Narrowing New York’s Health Insurance Coverage Gap

94. Data on average enrollment costs provided to authors
by the CSS Navigator Network program. Data on
the productivity of various enrollers on a full-time
equivalent basis is available in New York State
Department of Health, 2018 Open Enrollment Report
(May 2018), https://info.nystateofhealth.ny.gov/
sites/default/files/NYSOH%202018%200pen%20
Enrollment%20Report_0.pdf.

95. The cost per enrollment includes direct and indirect
program costs.

96. Program data provided by the Community Service
Society of New York’s Facilitated Enrollment for the
Aged, Blind and Disabled program.

97. U.S. Census Bureau, “Selected Characteristics of
Health Insurance Coverage in the United States (Table
§2701),” American Community Survey 2019 5-Year
Estimates, https://data.census.gov/.

98. Reports only counties large enough to be reported
by the Census Bureau in the 2019 single year ACS as
published on http://data.census.gov

99. Stan Dorn, “Maryland’s Easy Enrollment Health
Insurance Program: An Innovative Approach to
Covering the Eligible Uninsured” (Health Affairs,
May 13, 2019), www.healthaffairs.org/do/10.1377/
hblog20190510.993788/full/.

100. Maryland Health Benefit Exchange, “Joint Chairman’s
Report: Maryland Easy Enrollment Health Insurance
Program” (Maryland Health Benefit Exchange,

July 2020), www.marylandhbe.com/wp-content/
uploads/2020/12/2020_pg48_MHBE_Maryland-Easy-
Enrollment-Health-Insurance-Program-Report.pdf.

101. Estimates derived from Maryland HBE report and
Maryland uninsured population by income level from
Census 2019 American Community Survey

102. Katherine Swartz and John Graves, “Shifting the
Open Enrollment Period for ACA Marketplaces
Could Increase Enrollment and Improve Plan Choices”
(Health Affairs, July 2014), www.healthaffairs.org/
doi/10.1377/hlthaff.2014.0007#.

103. Shelby Gonzales, “Marketplace Sign-Up Rate is Strong
Despite a Tumultuous Year, But Will It Last?” (Center
for Budget and Policy Priorities, May 1, 2018), www.
cbpp.org/research/health/marketplace-sign-up-rate-is-
strong-despite-a-tumultuous-year-but-will-it-last.

104. Sarah Lueck, “Proposed Change to ACA Enrollment
Policies Would Boost Insured Rate, Improve
Continuity of Coverage,” (Center for Budget and
Policy Priorities, June 5, 2019), www.cbpp.org/
research/health/proposed-change-to-aca-enrollment-
policies-would-boost-insured-rate-improve; and



The Commonwealth of Massachusetts, 2019
Insurance Open Enrollment Waiver Information
and Instructions (January 2019), www.mass.gov/
doc/2019-open-enrollment-waiver-form-8/download.

105. The Commonwealth of Massachusetts, 2019
Insurance Open Enrollment Waiver Information
and Instructions (January 2019), www.mass.gov/
doc/2019-open-enrollment-waiver-form-8/download.

106. Sarah Lueck, “Proposed Change to ACA Enrollment
Policies Would Boost Insured Rate, Improve
Continuity of Coverage” (June 5, 2019), www.
cbpp.org/research/health/proposed-change-to-aca-
enrollment-policies-would-boost-insured-rate-improve.

107. U.S. Census Bureau, “American Community Survey,”
WWWw.census.gov/programs-surveys/acs.

108. IPUMS USA, https://usa.ipums.org/usa/.

109. SHADAC, “Defining Family for Studies of Health
Insurance Coverage,” www.shadac.org/publications/
defining-family-studies-health-insurance-coverage;
and, “Using SHADAC Health Insurance Unit (HIU)
and Federal Poverty Guideline (FPG) Microdata
Variables,” www.shadac.org/publications/using-
shadac-health-insurance-unit-hiu-and-federal-poverty-
guideline-fpg-microdata.

110. Kaiser Family Foundation, “Health Insurance
Coverage of the Total Population,” (2021), www.kff.
org/other/state-indicator/total-population.

111. New York State Department of Health, 2017 Open
Enrollment Report (May 12, 2017), and editions for
2018 and 2019, https://info.nystateofhealth.ny.gov/;
New York State, “Child Health Plus Enrollment by
County and Insurer” (December 16, 2021), https://
health.data.ny.gov/Health/Child-Health-Plus-
Program-Enrollment-by-County-and/nkkt-2¢9e;
and “Medicaid Program Enrollment by Month:
Beginning 2009” (December 20, 2021), https://health.
data.ny.gov/Health/Medicaid-Program-Enrollment-
by-Month-Beginning-200/m4hz-kzn3; data on the
number and characteristics of off-Marketplace
individual market enrollees 2017-2019 provided
to authors by the New York State Department of
Financial Services (June 2021).

112. Kaiser Family Foundation, “Average Marketplace
Benchmark Premiums,” www.kff.org/health-reform/
state-indicator/marketplace-average-benchmark-
premiums; and New York State Department of Health,
2020-2021 Essential Plan Rate presentations.

113. Patrick Orecki, “Six Things to Know About New
York State Health Care Reform Act (HCRA)

Taxes” (Citizens Budget Commission Blog, March
2020), https://cbcny.org/research/six-things-know-
about-new-york-state-health-care-reform-act-hcra-
taxes; and Linda J. Blumberg, Matthew Buettgens,
and John Holahan, “How Would State-Based
Individual Mandates Affect Health Insurance
Coverage and Premium Costs?” (July 2018) www.
commonwealthfund.org/publications/fund-
reports/2018/jul/state-based-individual-mandate.

114. New York State Department of Health, 2019

Open Enrollment Report (May 2019), https://info.
nystateofhealth.ny.gov/2019-open-enrollment-report;
and 2018 Open Enrollment Report (May 2018),
https://info.nystateofhealth.ny.gov/2018-open-
enrollment-report.

115. Jonas Pendziulek, Dusan Simic, and Stephanie Stock,

“Differences in price elasticities of demand for health
insurance: a systematic review,” European Journal of
Health Economics, vol. 17, no. 1 (November 2015),
pp. 5-21, https://pubmed.ncbi.nlm.nih.gov/25398619/;
Alan B. Krueger and Ilyana Kuziemko, “The Demand
for Health Insurance Among Uninsured Americans,”
Journal of Health Economics, vol 32, (2013), pp. 780-
793, https://scholar.princeton.edu/sites/default/files/
kuziemko/files/krueger_kuziemko.pdf; Evan Saltzman,
“Demand for Health Insurance: Evidence from the
California and Washington ACA Marketplaces”
(2017), https://repository.upenn.edu/hcmg_papers/11/;
California Health Benefits Review Program, “Criteria
and Methods for Estimating the Impact of Mandates
on the Number of Individuals Who Become Uninsured
in Response to Premium Increases” (2015), www.
chbrp.org/analysis_methodology/docs/CHBRP_
uninsured_impact_paper_FINAL_031615.pdf.

116. Kaiser State Health Facts, “Average Marketplace

Premiums by Metal Tier” www.kff.org/health-reform/
state-indicator/average-marketplace-premiums-by-
metal-tier; Staff analysis of Robert Wood Johnson
Foundation, “HIX Compare Datasets,” https://
hixcompare.org/.

117. As an example, for a general population (not

specific to immigrants), researchers have suggested
Medicaid take-up rates among newly eligible adults
clustering around 60 percent. See Ben Sommers

and others, “Understanding Participation Rates in
Medicaid: Implications for the Affordable Care Act”
(US Department of Health and Human Services,
Office of the Assistant Secretary for Planning and
Evaluation, March 2012), https://aspe.hhs.gov/
basic-report/understanding-participation-rates-
medicaid-implications-affordable-care-act; and Urban

Community Service Society and Citizens Budget Commission 67



Institute, “What if More States Expanded Medicaid

in 2017? Changes in Eligibility, Enrollment, and the
Uninsured” (July 2016), www.urban.org/sites/default/
files/publication/82786/2000866-What-if-More-States-
Expanded-Medicaid-in-2017-Changes-in-Eligibility-
Enrollment-and-the-Uninsured.pdf.

118. Elisabeth Ryden Benjamin, How Can New York
Provide Health Insurance Coverage to its Uninsured
Immigrant Residents? An Analysis of Three Coverage
Options, (Community Service Society, January 2016),
www.cssny.org/publications/entry/covering-new-yorks-
uninsured-immigrant-residents.

119. Working with Gorman Actuarial, CSS had previously
developed a 5.2 morbidity adjustment for the “Historic
Emergency Medicaid” enrollees. This previous
morbidity adjustment was generated at a time when a
much smaller share of the population of immigrants
below 138 percent of FPL were utilizing Emergency
Medicaid. Current data from NYSDOH cited above
indicates that more than twice as many individuals
are using Emergency Medicaid paid services now
than were at the time that the previous report was
developed. Based on data from the ACS and leading
researchers on immigration, the total population of
uninsured immigrants who would be eligible to use it
has declined. As such, Emergency Medicaid users are
a significantly larger share of the total undocumented
immigrant population below 138 percent of FPL today
than they were at the time of the previous study. As
the population of users has become a larger share of
the total Emergency Medicaid eligible population,
while users are still assumed to be the sickest among
the Emergency Medicaid eligible population, their
aggregate risk profile by definition would move
closer to the general population risk, following the
relative risk distribution in the Federal Actuarial
Value Calculator. This observation is confirmed by
the fact that the state has reported significantly lower
Emergency Medicaid costs significantly lower per
beneficiary than were observed in the claims data
analysis conducted as part of the previous study.
Elisabeth Ryden Benjamin, How Can New York
Provide Health Insurance Coverage to its Uninsured
Immigrant Residents? An Analysis of Three Coverage
Options, (Community Service Society, January 2016),
www.cssny.org/publications/entry/covering-new-yorks-
uninsured-immigrant-residents.

120. Elisabeth Ryden Benjamin, How Can New York
Provide Health Insurance Coverage to its Uninsured
Immigrant Residents? An Analysis of Three Coverage
Options, (Community Service Society, January 2016),
www.cssny.org/publications/entry/covering-new-yorks-
uninsured-immigrant-residents.

68 Narrowing New York’s Health Insurance Coverage Gap

121. Communication between the authors and the New
York State Department of Health.

122.Elisabeth Ryden Benjamin, How Can New York
Provide Health Insurance Coverage to its Uninsured
Immigrant Residents? An Analysis of Three Coverage
Options, (Community Service Society, January 2016),
www.cssny.org/publications/entry/covering-new-yorks-
uninsured-immigrant-residents.

123.US Census, https://data.census.gov/.

124. Peter Newell, “Reaching the Five Percent: A Profile
of Western and Central New Yorkers without
Health Insurance” (United Hospital Fund, April
2019), https://uhfnyc.org/publications/publication/
uninsured-in-western-and-central-ny/; Program data
provided by the Community Service Society of New
York’s Facilitated Enrollment for the Aged, Blind and
Disabled and Navigator programs.

125.Maryland Health Benefit Exchange, “Joint Chairman’s
Report: Maryland Easy Enrollment Health Insurance
Program” (Maryland Health Benefit Exchange,
July 2020), www.marylandhbe.com/wp-content/
uploads/2020/12/2020_pg48_MHBE_Maryland-
Easy-Enrollment-Health-Insurance-Program-Report.
pdf ; and US Census, https://data.census.gov/.

126.Kaiser Family Foundation, “Health Insurance
Coverage of the Total Population,” https://www.kff.
org/other/state-indicator/total-population.

127. New York State Department of Health, 2019
Open Enrollment Report (May 2019), https://info.
nystateofhealth.ny.gov/2019-open-enrollment-report;
and 2020 Open Enrollment Report (April 2021),
https://info.nystateofhealth.ny.gov/2020-open-
enrollment-report.

128.New York State Department of Health, “Medicaid
Program Enrollment by Month” https://health.data.
ny.gov/Health/Medicaid-Program-Enrollment-by-
Month-Beginning-200/m4hz-kzn3.

129. New York State Department of Health, 2019
Open Enrollment Report (May 2019), https://info.
nystateofhealth.ny.gov/2019-open-enrollment-report;
and 2020 Open Enrollment Report (April 2021),
https://info.nystateofhealth.ny.gov/2020-open-
enrollment-report.

130. Unpublished data provided to authors by the New
York State Department of Financial Services.

131. Empire Justice Center, “Health Coverage Crosswalk:
Eligibility by Immigration Status” (October 2019),
https://empirejustice.org/wp-content/uploads/2019/10/
Crosswalk-Stand-Alone-October-2019.pdf.

132. Pew Hispanic Center, “Measuring Illegal Immigration:
How the Pew Hispanic Center Counts Unauthorized



Immigrants in the US,” www.pewresearch.org/fact-
tank/2019/07/12/how-pew-research-center-counts-
unauthorized-immigrants-in-us/.

133. Estimates are derived from data on the size of the
DACA eligible population, an approach which is
conservative in that it yields higher potential take-up
and costs relative to using only the actively enrolled
(“claimed”) DACA group. Currently there are an
estimated 80,000 DACA eligibles in NYS, of which
fewer than 30,000 are actively enrolled in the program.
No public information is available other four “residual”
PRUCOL statuses. However, these four additional
groups are understood in the immigration community
to be relatively small, and would have a negligible
impact on the estimates provided. It is likely that
the impact of using the DACA eligible total (rather
than DACA enrolled) population would yield a much
higher estimate of the total residual PRUCOLSs than
are lost by not including distinct counts for the other
four groups. For recent data on the DACA population.
See Migration Policy Institute, “Deferred Action
for Childhood Arrivals (DACA) Data Tools,” www.
migrationpolicy.org/programs/data-hub/deferred-
action-childhood-arrivals-daca-profiles.

134. Pew Hispanic Center, “Unauthorized immigrant
population trends for states, birth countries and
regions” (June 2019), www.pewresearch.org/hispanic/
interactives/unauthorized-trends/.

135. Migration Policy Institute, “Profile of the
Unauthorized Population: New York,” www.
migrationpolicy.org/data/unauthorized-immigrant-
population/state/NY.

136.New York State Department of Health, 2019
Open Enrollment Report (May 2019), https://info.
nystateofhealth.ny.gov/2019-open-enrollment-report.

137. Migration Policy Institute, “Profile of the
Unauthorized Population: New York,” www.
migrationpolicy.org/data/unauthorized-immigrant-
population/state/N'Y. Modeling estimates were drawn
from MPI profile based on 2014-2018 five-year blend.
At the time of this publication, MPI profile was
recently updated to 2015-2019 blend. All datapoints
from this profile used as modeling inputs are very
similar between the 2014-2018 blend profile and
2015-2019 blend profile, within 1-2 percentage point
difference at most.

138. Jeffrey S. Passel and D’Vera Cohn, “A Portrait of
Unauthorized Immigrants in the United States,” (Pew
Hispanic Center, April 2009), www.pewresearch.
org/hispanic/2009/04/14/a-portrait-of-unauthorized-
immigrants-in-the-united-states/.

Community
ser\"ce Fighting Poverty
so Ciety Strengthening

New York

The Community Service Society of New York (CSS) is an
informed, independent, and unwavering voice for positive
action representing low-income New Yorkers. CSS addresses
the root causes of economic disparity through research,
advocacy, litigation, and innovative program models that
strengthen and benefit all New Yorkers. cssny.org

CITIZENS
I BUDGET
=A8 COMMISSION
||

The Citizens Budget Commission (CBC) is a nonpartisan,
nonprofit civic organization whose mission is to achieve
constructive change in the finances and services of New York
City and New York State government. chcny.org

Community Service Society and Citizens Budget Gommission 69






