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Abstract
In 2022 twenty-five million people are expected to purchase health insurance through exchanges
to be established under the Affordable Care Act. Understanding how people seek information and
make decisions about the insurance plans that are available to them may improve their ability to
select a plan and their satisfaction with it. We conducted a survey in 2010 of enrollees in one plan
offered through Massachusetts’s unsubsidized health insurance exchange to analyze how a sample
of consumers selected their plans. More than 40 percent found plan information difficult to
understand. Approximately one-third of respondents had help selecting plans—most commonly
from friends or family members. However, one-fifth of respondents wished they had had help
narrowing plan choices; these enrollees were more likely to report negative experiences related to
plan understanding, satisfaction with affordability and coverage, and unexpected costs. Some may
have been eligible for subsidized plans. Exchanges may need to provide more resources and
decision-support tools to improve consumers’ experiences in selecting a health plan.

The landmark Massachusetts health reform legislation of 2006 created a state-level health
insurance exchange now called the Health Connector, which offers health insurance plans
for individuals, families, and small employers for purchase via a web-based portal. The
Connector was the primary model for the health insurance exchanges proposed in the
Affordable Care Act, which are required to be operational by 2014. Health insurance
exchanges will offer a selection of commercial health plans, at various tiers of benefits,
coverage, and premiums, grouped by actuarial value.
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The Connector offers two health insurance programs. The first is Commonwealth Choice,
which offers unsubsidized commercial health plans with the following tiered levels of
coverage and decreasing levels of actuarial value: Gold, Silver, and Bronze. There is also a
separate Young Adult plan for people ages 18–26. The second program is Commonwealth
Care, which offers subsidized health plans from Medicaid managed care carriers (without
“metallic” tiers) for families whose incomes are no more than 300 percent of the federal
poverty level.

This article focuses on the experience of enrollees in Commonwealth Choice. This program
most closely resembles the plan choice structure proposed in the Affordable Care Act and
currently is the only Connector program available to people with incomes of 300–400
percent of the federal poverty level, a group that will be among those eligible for subsidized
Affordable Care Act exchange plans in 2014. However, the population enrolling in
Commonwealth Care—the second Massachusetts program—is larger and likely to be more
similar to lower-income enrollees in subsidized plans in the Affordable Care Act exchanges.

In 2010 one-third of the people who purchased private health insurance on their own in
Massachusetts—more than 40,000 people—were insured through Commonwealth Choice
plans purchased through the Connector.1,2 Of these enrollees, 90 percent were individuals
and families (the remaining 10 percent were small employer groups), and 40 percent were
newly insured. These enrollees are from a range of demographic, socioeconomic, and prior
coverage backgrounds, including people previously uninsured with relatively little
experience purchasing health insurance.

The extent to which the Connector effectively meets the needs of this diverse population
will be important to the long-term success and sustainability of the Connector. As other
states consider how to establish and run a successful exchange, the experience of people
purchasing Commonwealth Choice plans through the Connector can inform the design of
new exchanges in other states.

The Connector features a web-based portal that allows consumers to make “apples-to-
apples” comparisons across multiple health insurance plans offered through Commonwealth
Choice. Within each coverage tier, consumers can view side-by-side descriptions of the
plans available from each participating carrier, including details about premiums,
deductibles, copayments, and covered benefits. The idea behind the web portal, side-by-side
presentation of plans, and standardized language is to make it easier and faster for
consumers to choose a health plan that meets their needs,3 while fostering competition
among plans on price and quality. However, at the time of our study, the language used to
describe benefits was standardized across plans, but benefits such as deductible level were
not standardized across plans and carriers within a tier.

The Connector reviews plans and benefits in all coverage tiers and gives its “Seal of
Approval” to the limited number of plans offered through Commonwealth Choice. To earn
the Seal of Approval, a plan must meet the Connector’s standards of quality and value and
must also be from a carrier offering plans in all four coverage tiers, with at least some of
those plans using the carrier’s broadest provider network.

It is not known whether consumers are able to shop effectively for health insurance
generally or among the health insurance plans in the Connector. Several studies of privately
insured populations have found that consumers have an uneven understanding of their health
insurance benefits and cost-sharing requirements.4–6 Evidence from psychology and
behavioral economics suggests that when making high-stakes, complex decisions, such as
choosing a health insurance plan, consumers are more likely to make mistakes and use
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shortcuts—for example, comparing alternatives based on a single dimension, such as price
—that can lead to suboptimal choices.7,8

The Connector’s Commonwealth Choice program is a complex choice environment.
Consumers must make decisions about which tier of coverage is right for them, as well as
select a specific carrier and plan. Consumers who purchase family-level coverage must also
consider the potentially diverse needs of different family members. The Connector website
offers a telephone help line and advice to help consumers with this process. However,
consumers may find this plan selection process difficult.

Understanding how consumers select health plans through an exchange is vital to optimizing
their choices, yet scant evidence exists about the process. This article addresses this
information gap, using survey data from individuals and families who enrolled in a
Commonwealth Choice plan in 2008 or 2009. The article’s objective is to examine sources
of information used to learn about exchange plans, use of help to narrow choices, and the
association of these shopping experiences with outcomes related to plan understanding,
satisfaction with affordability and coverage, and unexpected costs.

Study Data And Methods
STUDY SETTING

Our study was set in the Commonwealth Choice program. The Connector operates
administrative services for Commonwealth Choice, including web-based enrollment,
enrollment support, and customer service. During 2008 and 2009, when survey respondents
enrolled in Commonwealth Choice, six commercial insurance carriers participated in the
program and offered products in each of the coverage tiers (Gold, Silver, Bronze, and Young
Adult).

The same plans available through Commonwealth Choice could also be purchased outside
the Connector, directly from carriers. Other plans were also available for direct purchase
outside the Connector, from these and other commercial carriers.

STUDY POPULATION
The study was limited to people who purchased Commonwealth Choice plans through the
Connector from Harvard Pilgrim Health Care, a large, nonprofit New England insurance
carrier. During this period, Harvard Pilgrim had the second largest share of enrollees in the
Commonwealth Choice program, with 25 percent of the market.1

Any enrollee in a Harvard Pilgrim Connector plan who had been enrolled for at least six
months as of the end of January 2010 (that is, who had enrolled on or before August 1,
2009), was eligible for the survey. We required six months of enrollment to allow us to
assess subsequent experiences in the chosen plan.

Enrollees in Young Adult plans were excluded. We selected a stratified random sample of
650 subscribers (policy holders), oversampling subscribers with dependent children and
those in plans without deductibles because of a separate interest in comparing experiences
for people with and without deductible plans and with and without children.

The survey asked about the subscriber’s experience and satisfaction with choosing a health
plan, as well as experiences after enrolling in the plan. To assess the Connector shopping
experience, we asked respondents whether they had used any of a variety of sources to learn
about Connector health plans or to narrow down the plan choices to a few that were best for
them.
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We used a four-point Likert scale to measure whether respondents agreed or disagreed with
a set of statements describing satisfaction with the enrollment experience (for example, “I
was able to get my questions about Connector plans answered”). We used a four-point
Likert scale to assess whether consumers agreed or disagreed with statements describing
their experiences in their plan (for example, “The plan is easy to understand”). We also
asked respondents to report whether their out-of-pocket costs in their Commonwealth
Choice plan were higher, lower, or the same as expected.

In addition, the survey collected data on subscriber and family socioeconomic and clinical
characteristics. We determined family income as a percent of the federal poverty level, using
2010 federal poverty guidelines and survey questions about the family’s total income from
all sources before taxes and the number of family members in the household. (Federal
poverty guidelines were the same for 2009 and 2010.)

The presence of a chronic condition was measured by the report of any of the following for
the subscriber or another adult family member: abnormal uterine bleeding, arthritis, asthma,
benign prostate enlargement, cancer, depression, diabetes, emphysema or lung disease, heart
disease, or hypertension.9 The subscriber’s geo-coded address was used to link to census
block group socioeconomic data to compare respondents and nonrespondents.

This survey instrument was administered in a mail-mail-phone format. Data were collected
from April 2010 to October 2010. On average, respondents were surveyed 19 months after
initial enrollment in the plan (range, 7–38 months; median, 18 months). Respondents who
returned surveys received a $30 gift card.

ANALYSES
Analyses were done at the subscriber level. To account for oversampling of families with
children and people in plans without deductibles, all findings were adjusted using
poststratification weighting to generalize to the larger Harvard Pilgrim Commonwealth
Choice population.

This article reports weighted frequencies of responses to survey questions. We determined
the significance of differences in response across groups using logistic regression models
that controlled for subscriber age, sex, race or ethnicity, education level, family income,
family size, and whether an adult in the family had a chronic condition. All of these
characteristics were considered a priori to be potential confounders of plan choice
experiences. The article reports comparisons between groups that were significant (p = 0.05)
as predicted values from these regressions; p values were based on bootstrapped standard
errors.

LIMITATIONS
This analysis focused on the experiences of enrollees in exchange plans offered by one
carrier in one state. Because certain characteristics of our study population may be unique to
Massachusetts, such as the high level of respondents’ education, our results about confusion
and difficulty with plan choice may be conservative predictors of the experience of
consumers in other states.

Our findings also probably have less generalizability to subsidized exchange-plan enrollees,
who have lower incomes and may be socioeconomically more vulnerable. However,
enrollees in Affordable Care Act exchanges will face a choice set of commercial plans
organized in coverage tiers similar to those in Commonwealth Choice (with the addition of
one more coverage tier, the Platinum tier). In addition, our study population included some
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lower-income enrollees, as well as those with incomes of 300–400 percent of the federal
poverty level who will be eligible for subsidies in the exchanges in 2014.

Our findings may also not generalize to people in unsubsidized plans purchased outside of
the Connector directly from carriers. Some consumers who need more help purchasing a
plan might tend to call insurance carriers directly.10 In this case, our sample of Connector
enrollees might reflect a population that included more sophisticated and self-reliant
consumers. However, less savvy consumers might be overwhelmed by the number and
variety of plans available outside the Connector and prefer the more limited choices
available inside it.

Survey research is the only source of data on consumers’ experiences and satisfaction
choosing and enrolling in a health plan. However, because this study relies on self-report of
experiences that are, on average 19 months after plan enrollment (range, 7–38 months),
recall bias is a limitation.

Additionally, subsequent negative experiences in a plan could have led respondents to wish
that they had had more help choosing a plan. Further research that studies exchange plan
choice closer to the time of decision making may present a deeper understanding of the
elements of the decision-making process that were most challenging.

Our measure of self-reported household income and eligibility for subsidized plans was
imprecise. We were not able to differentiate family members to the extent required for
poverty level and insurance coverage eligibility criteria—for example, we were not able to
assess dependent status for young adults—so some respondents appearing to qualify for
subsidized plans might not actually have been eligible.

In addition, our estimate of family income might be biased because self-reported income on
surveys is often underreported. However, the error for estimates of wages and salaries (most
likely to be the source of income for the population on the border of eligibility for
Commonwealth Care) is relatively modest (5–8 percent),11 which suggests that our estimate
of those eligible for subsidies might be only modestly too high.

The respondents in our survey with incomes seemingly eligible for subsidized plans did not
significantly differ from other survey respondents in prior coverage type, age, or having an
employer contribute to their premium. The characteristics of enrollees who appear to be not
availing themselves of subsidies is an important topic for further research.

Finally, these findings represent observed associations rather than causal relationships. It is
possible that wanting more help with choosing a plan is a characteristic of consumers who
have more complex health care needs, have limited literacy, or are more easily confused
than other consumers, and who would thus be more likely to report negative experiences
after enrolling. Below, we identify a group of consumers who did not feel their needs were
being met in the exchange marketplace, but not necessarily the extent to which the structure
or design of the Connector affected their experience.

Whether the difficulties experienced by this group would occur as frequently for those
enrolling in plans in the individual market outside the Connector or in an exchange with a
different design, or even in a different health plan, remains an important unanswered
question.
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Study Results
There were 393 unique respondents. Another five subjects reached by phone did not speak
English well enough to be eligible to complete the survey. The response rate was 61 percent.

We tested for and did not find differences between respondents and nonrespondents
according to the total number of family members, number of adults, subscriber age, census
block group characteristics (race or ethnicity, household income, education), enrollment in a
traditional versus a high-deductible health plan, having individual or family coverage,
coverage tier (Bronze, Silver, or Gold), 2010 annual health insurance premium, and mean
number of months enrolled in the plan.

CHARACTERISTICS OF RESPONDENTS
Non-respondents, when compared to respondents, were significantly more likely to be male
(60 percent versus 50 percent, respectively), to have on average slightly fewer children in
their families (0.7 versus 0.9), and to have been enrolled in their Connector plan longer (16.5
months versus 15.3 months).

Based on weighted frequencies, 43 percent of respondents were younger than age forty, and
37 percent were age fifty-three or older. Because of the availability of Young Adult plans,
subscribers ages 18–26 face a different choice set of Commonwealth Choice plans than
others, but some within this age group elect to join non–Young Adult plans in
Commonwealth Choice. Among our respondents, fewer than 10 percent were ages 18–26,
which is similar to the proportion of enrollees across the larger Commonwealth Choice
population who are ages 18–26 and not enrolled in a Young Adult plan.12

Thirty percent of respondents reported household incomes that were less than 300 percent of
the federal poverty level (Exhibit 1), which indicates that they may have been eligible for
subsidized coverage through the Commonwealth Care program. Sixty-four percent of
respondents reported that they had at least a college degree.

Respondents’ previous insurance status varied: 18 percent reported that they had been
uninsured, 27 percent had had employer-sponsored insurance, 22 percent had had an
insurance plan from the individual market, 17 percent had been receiving their insurance
through the Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985, and the
remaining 16 percent had other forms of coverage. Other coverage included public insurance
and being covered as a dependent on another’s plan.

More than half of the respondents were enrolled in a Bronze plan, 44 percent in a Silver
plan, and only 4 percent in a Gold plan. Data from the Connector indicate that
contemporaneous Commonwealth Choice enrollees had similar distributions, except for a
slightly higher percentage in Gold plans.

SEARCHING AND CHOOSING
Eighty-two percent of survey respondents reported learning about Connector health plans
through the Internet (Exhibit 2). Only 18 percent used the Connector’s telephone help line.
Older respondents (those age 50 or older) wereless likely than younger respondents (those
ages 18–34) to have used the Internet (70 percent versus 87 percent, respectively; p = 0.02)
(see the online Appendix for full regression results).13

When choosing their plan, more than half of the respondents reported that they considered
only health plans offered within the Connector. One-quarter of respondents also considered
plans available directly from a health plan, 9 percent considered plans available through a
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broker or agent, 5 percent considered COBRA plans, and 5 percent considered plans
available through their spouse or partner. When asked the most important reason why they
selected their plan, 41 percent of respondents replied that it was related to the plan’s
provider network, while 31 percent said it was because of the premium.

One-third of all respondents reported that they had had someone help them narrow down
their plan choices (Exhibit 3), and 20 percent of respondents wished they had had help.
Subscribers with prior individual market coverage were less likely than others to report
having had help (16 percent versus 32 percent; p = 0.03). Respondents ages 35–50 were less
likely to have had help than respondents ages 18–34 (20 percent versus 40 percent; p =
0.03).

For some respondents, employers played a role in selecting a Connector plan. Although not
enrolled through the Connector’s formal small-business program, 11 percent of respondents
reported that their employer paid at least some of their health insurance premium. An
employer could pay part of a Commonwealth Choice premium either by reimbursing the
employee or by making the premium payment directly to the Connector authority for the
employee. We did not have data to distinguish exactly how these payments were made for
our respondents.

Results from logistic regression models indicate that respondents who reported that an
employer contributed to their premium were significantly more likely than those who did not
have employer support to be nonwhite and female and to have had prior employer-sponsored
coverage.

SATISFACTION AND SUBSEQUENT EXPERIENCES
Exhibit 4 presents results on respondents’ satisfaction with the enrollment process and with
their experiences in their health plan. During the enrollment process, 28 percent of
respondents had felt that choosing a plan would have been easier with fewer plan options,
and 42 percent had found the information on Connector plans difficult to understand.

Once enrolled in a plan, 23 percent of respondents found their plan hard to understand.
Forty-five percent reported that their out-of-pocket costs were higher than expected.

Respondents with prior coverage in the individual market were less likely than other
respondents to feel that choosing a plan would have been easier with fewer plan options (9
percent versus 27 percent; p < 0.01). Respondents with incomes less than 400 percent of the
federal poverty level were more likely than other respondents to be dissatisfied with the
affordability of plan options during enrollment (71 percent versus 47 percent; p < 0.01) and
to report having had higher-than-expected out-of-pocket costs (56 percent versus 39 percent;
p = 0.02).

Respondents who wished they had had help narrowing choices were more likely to report
having difficulty understanding plan information even after being enrolled for some time,
compared to those who either had help or didn’t want it (Exhibit 4). Respondents wishing
they had had help were also less likely to have had their questions answered during
enrollment and to be satisfied with plan affordability and cover-age. We also observed a
nonsignificant trend suggesting that respondents who wished they had had help were more
likely to experience higher-than-expected out-of-pocket costs.
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Discussion
This article presents one of the first looks at the health insurance choice and enrollment
experiences of consumers in a state health insurance exchange. For the majority of our study
sample, the Connector provided the only marketplace used, which suggests that a health
insurance exchange is an important mechanism for gaining coverage.

However, our respondents reported several challenges in the Connector. Approximately half
found information on Connector plans difficult to understand, were not satisfied with the
plan affordability, or experienced higher-than-expected out-of-pocket expenses.
Approximately one-quarter would have preferred fewer choices, and one-fifth did not feel
that they had had their questions answered.

Satisfaction with the choice process in the Connector varied for three subgroups of
consumers. The first group was people who were able to select plans for themselves. This
group included people with previous experience with a plan in the individual market, who
reported that they did not wish they had had help choosing their plan and did not feel that
their choice would have been easier with fewer plan choices.

The second group was consumers who were able to find sources of help with their plan
selection—those who reported having had help narrowing their plan choices. For the most
part, these consumers relied on informal sources such as friends and family members.

The final group was consumers who reported wanting help with choosing a plan but who did
not get it. These consumers were more likely to report negative experiences related to plan
understanding, affordability, coverage, and costs. This subset of consumers in exchanges
may need extra resources or assistance to navigate among and narrow their choices.

Strategies such as standardizing plans in exchanges, which the Connector has done since this
survey was conducted, may help reduce confusion and suboptimal choices. Proposed
Affordable Care Act rules require that exchanges provide cost calculators, plan quality
ratings, and links to “navigators”—people or entities that will help people who are eligible
to purchase coverage through the exchange learn about their new coverage options and
enroll. These tools could help consumers make choices. The Internet was used by a large
majority of enrollees in our study and could be a platform for such decision support tools.

One unexpected and important finding from this study was that 30 percent of our
respondents reported incomes that would have made them eligible to enroll in a subsidized
Connector plan. The enrollment of these families in an unsubsidized Connector plan could
indicate confusion and suboptimal choices, especially since many lower-income respondents
reported dissatisfaction with plan affordability and higher-than-expected out-of-pocket
expenses.

However, some people who would be eligible for subsidies may prefer the unsubsidized
plans, including people who view the Connector plan as a solution to a temporary lapse in
employer-sponsored health insurance and those who want coverage from a particular
commercial carrier not participating in the Commonwealth Care program.

For others, an employer may be subsidizing their premiums, as reported by 8 percent of
respondents with income below 300 percent of the federal poverty level, which would make
Commonwealth Choice more affordable. Some caution is warranted when interpreting these
findings, given that our measure of self-reported household income was imprecise and may
be biased, as discussed above.
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Conclusion
Choosing a health insurance plan is inherently complicated and expensive for consumers,
especially in the individual market, and this study suggests that some health insurance
exchange enrollees face challenges in understanding plan information. Although many
obtain help narrowing plan choices, usually from family members and friends, those who do
not get the help they seek are at risk for negative experiences related to plan understanding
and satisfaction with affordability and coverage.

Exchanges may need to provide resources and decision support tools to help consumers
optimize health plan choices as they seek affordable coverage under health reform. As states
prepare for the challenge of implementing their exchanges by 2014, policy makers will need
additional data to determine which tools and designs increase consumer satisfaction with
choice and experiences in health insurance exchanges.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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EXHIBIT 1

Characteristics Of Surveyed Purchasers of Commonwealth Choice Plans Through Massachusetts’s Health
Connector, 2010

Characteristic Percent

Female 51

Nonwhite 8

Chronic conditiona 47

In high-deductible health plan 81

In family with children 24

AGE (YEARS)

18–34 36

35–49 24

≥50 39

TOTAL HOUSEHOLD INCOME, AS PERCENT OF FEDERAL POVERTY LEVEL

Less than 300% 30

300–399% 20

400% or more 50

RESPONDENT EDUCATION LEVEL

High school diploma or less 14

Some college 22

College degree or more 64

PREVIOUS INSURANCE STATUS

Uninsured 18

Employer-sponsored insurance 27

Nongroup coverage 22

COBRA 17

CONNECTOR PLAN TIER

Gold 4

Silver 44

Bronze 53

SOURCE Authors’ analysis of weighted survey data. NOTES N = 393. Results adjusted for poststratification weighting for family type and
enrollment in a high-deductible plan. High-deductible plans have an individual annual deductible of at least $1,000 or a family annual deductible of
at least $2,000. COBRA is Consolidated Omnibus Budget Reconciliation Act (1985).

a
Respondent or another insured adult has a chronic condition.
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EXHIBIT 2

Sources Respondents Used To Get Information On Plans Offered Through Massachusetts’s Health Connector,
2010

Source Percent of respondents who used the source

Internet 82

Connector telephone help line 18

Friend or family member 13

Print materials 10

Broker or agent 5

Employer 5

SOURCE Authors’ analysis of weighted survey data. NOTE N = 392.
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EXHIBIT 3

Respondents’ Use Of Help To Narrow Down Plan Choices In Massachusetts’s Health Connector, 2010

Percent

Had help 34

Sources used (by those who had help)

 Friend or family member 64

 Employer 16

 Connector telephone help line 14

 Broker or agent 11

Did not have help 66

Wished had had help (of those who did not have help)

 Yes 30a

 No 70

SOURCE Authors’ analysis of weighted survey data. NOTE N = 393.

a
20 percent of all survey respondents.
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EXHIBIT 4

Outcomes Associated With Respondents’ Wishing They Had Had Help Narrowing Down Plan Choices In
Massachusetts’s Health Connector, 2010

Outcome

Respondents (%)

p valuebAlla Wishing had had helpb All othersb,c

DURING ENROLLMENT

Thought choice would have been easier with fewer plansd 28 32 21 0.12

Thought information on plans was hard to understand 42 74 32 <0.01

Unsatisfied with affordability of plans 57 81 54 <0.01

Unsatisfied with plan coverage 28 42 24 0.04

Did not have questions about plans answered 20 35 12 0.01

ONCE ENROLLED IN PLAN

Out-of-pocket expenses in plan were higher than expected 45 59 45 0.09

Currently find plan hard to understand 23 42 20 0.02

SOURCE Authors’ analysis of weighted survey data. NOTE N = 324.

a
Weighted frequencies.

b
Predicted probabilities based on logistic regression models that controlled for age, sex, race or ethnicity, education level, family income, family

size, and whether an adult in the family had a chronic condition. Standard errors were bootstrapped.

c
Includes both respondents who had help and those who did not have help but said they did not want help.

d
Model also controlled for whether respondent previously had insurance coverage in the individual market.
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