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Three years after opening for business, 
the ACA marketplaces are beginning to 
settle. Despite headlines, premium growth 
for benchmark plans over the three years 
has been modest, and not out of line with 
the employer market, according to an 
analysis of premium data by PwC’s Health 
Research Institute (HRI). Insurers are 
pruning their product portfolios in each 
metal tier, and getting rid of platinum 
plans altogether in some states.
 

Some churn in the marketplaces remains. 
In many states, the insurer offering 
the benchmark plan has changed from 
year to year, complicating choices for 
consumers. The benchmark plan was 
offered by the same insurer for all three 
years in just nine states. With real money 
left to capture in the market, there is still 
opportunity for carriers to enter, or to 
expand their current footprints. However, 
to do so successfully will require 
understanding this new landscape.

For this research, PwC’s HRI analyzed 
three years of premium data from each 
state’s most populous county and the 
District of Columbia, specifically looking 
at carrier participation and product 
offerings, benchmark premium growth 
and the impact of key dimensions – such 
as Medicaid expansion and number of 
carriers – on that premium growth. 
 

Premium growth
Benchmark premiums – those for the 
second-lowest-cost silver plans – have 
begun creeping up in year three on 
the exchanges. In 2016, more states 
experienced an increase in their 
benchmark premium in the most 
populous county than in 2015, and 
fewer saw decreases. There were 20 
states in 2016 where the benchmark 
premium in the most populous county 
grew by double digits, according to HRI’s 
analysis. In comparison, just five states 
experienced such increases in 2015. 
Eleven states did see decreases in the 
benchmark premium in 2016, but this is 
down from 25 states in 2015.

However, rate changes vary widely 
depending on individual states, 
geographic areas, companies, network 
types and enrollee demographics. Despite 
concerns about examples of significant 
rate hikes, overall national growth of these 
benchmark premiums over the three years 
has been modest and has largely mirrored 
increases in the employer market.

Three years in, the ACA marketplace shows modest premium 
growth, fewer plan options and continued competition 
With the individual exchanges expected to generate close to an additional $50 billion in premium revenues cumulatively 
by 2025, there is opportunity for carriers to enter the market or expand their footprints.
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News of double-digit premium rate 
increases has attracted a lot of 
attention over the last two years. 
However, these increases are easily 
mischaracterized. Minnesota illustrates 
this well.  

In the employer market, Minnesota 
historically falls near the middle of the 
pack. Its average employer premium for 
individual coverage ranked 25th in the 
country in 2014. But in that same year, 
its ACA benchmark premium was the 
lowest in the country, according to 
HRI analysis. 

Since 2014, the benchmark premium rate 
in Minnesota’s most populous county 
has increased by double digits each year 

– 19% in 2015 and 29% in 2016. The state 
aimed too low in the first year of operation 
– the result of insurers being able to 
negotiate lower rates with providers as 
well as the state’s more stringent rate 
review requirements.1 Now insurers in the 
state are working to adjust premiums. 
With each year, the ACA markets are 
beginning to settle, better reflecting 
healthcare costs in each state. 

Minnesota’s story highlights the 
importance of looking beyond double-
digit rate increases. Despite the 
dramatic premium increases the last 
two years, Minnesota had the second-
lowest cost benchmark plan in the 
country in 2015. In 2016, it has the 
ninth lowest.

Minnesota
Finding the right price, and a cautionary tale 
about double-digit rate increases
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State
% Change 

2014-15
% Change 

2015-16 State
% Change 

2014-15
% Change 

2015-16

Alabama 2.6% 9.0% Missouri 4.8% 3.9%

Alaska 26.3% 31.4% Montana -6.6% 33.4%

Arizona -10.3% 17.2% Nebraska -2.8% 18.6%

Arkansas -2.4% 3.8% Nevada -0.2% 9.9%

California -1.0% -1.7% New Hampshire -14.8% 5.7%

Colorado -15.8% 31.8% New Jersey -2.0% 4.6%

Connecticut -8.1% 1.1% New Mexico -11.8% 8.6%

Delaware 4.0% 18.3% New York 2.0% -0.9%

District of Columbia -0.3% 3.1% North Carolina 6.5% 25.2%

Florida 1.8% -4.5% North Dakota 0.5% 11.5%

Georgia 2.0% -0.5% Ohio -0.7% -5.0%

Hawaii 13.6% 25.9% Oklahoma 8.7% 34.8%

Idaho -9.0% 30.2% Oregon 5.9% 22.5%

Illinois 1.7% -8.3% Pennsylvania -10.9% 3.2%

Indiana -7.0% -9.5% Rhode Island -11.7% 1.3%

Iowa -6.9% 20.4% South Carolina -4.4% 6.1%

Kansas -11.8% 27.7% South Dakota -3.0% 20.5%

Kentucky 3.2% 5.2% Tennessee 15.1% 25.3%

Louisiana 22.9% 4.2% Texas 1.9% 2.4%

Maine -4.4% 1.0% Utah 2.7% 13.4%

Maryland 5.8% 12.1% Vermont 5.7% 7.3%

Massachuetts -6.5% 2.1% Virginia 3.7% 0.6%

Michigan 2.5% -1.6% Washington -9.7% -10.4%

Minnesota 18.5% 28.7% West Virginia 7.8% 18.1%

Mississippi -25.6% -7.3% Wisconsin 5.6% -2.1%

Wyoming 3.2% 4.7%

Source: PwC Health Research Institute analysis of publicly available 
ACA marketplace premium data

36%-26%

• Between 2014 and 2015, benchmark 
premiums in the most populous 
counties decreased by 0.2% on 
average, HRI found.

• Growth between 2015 and 2016 – at 
an average of about 4.2% – was higher 
than that between the first two years of 
operation. 

• This means that over three years, 
benchmark premiums in the most 

populous counties increased, on 
average, 4.0%. The median increase 
was 1.2%. This reflects a split in 
state experiences – a few have had 
significantly larger increases, pulling 
the average up. 

• The increase compares favorably 
to employer premiums for single 
coverage, which have grown an 
average of 4.4% each year for the last 
five years.2

These findings echo an initial analysis 
conducted by HRI in 2014 which found 
that premiums for state-based exchange 
health plans were comparable to – and 
in some cases lower than – those being 
offered by employers.3 The growth 
also falls well below the double-digit 
premium growth observed in the 
individual market prior to the ACA.4

Growth in ACA benchmark premiums in the most populous county
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Source: PwC Health Research Institute analysis of publicly available ACA marketplace premium data.  
Bronze, gold and platinum data only for states using HealthCare.gov.
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Churn in benchmark premiums has led 
to many changes in price leaders in each 
state. Insurers are refining premium 
pricing as they gain more information 
about who is buying coverage and which 
plans are being purchased. As they do, 
price leaders are changing. In both 2015 
and 2016, the benchmark plan carrier 
in the most populous county changed in 
over 60% of states. Only nine states had 
the same carrier for the benchmark plan 
in all three years.

In addition, the class of carrier that 
is best able to compete on price – 
increasingly winning the benchmark 
premium – is shifting. In 2014, Blues 
plans held the title of benchmark plan 
carrier in the most populous county in 
24 states.5 By 2016, Blues plans were 
the benchmark carrier in just nine of the 
most populous counties. 

Meanwhile, national carriers and other 
regional players have gained traction.6 
CO-OPs are dropping out of the market. 
Provider-owned and Medicaid Managed 
Care plans also have gained ground. 
Twenty-seven percent of benchmark 
plans were provider-owned in 2016, up 
from 20% in 2014. Another 27% were 
offered by Medicaid Managed Care 
carriers, an increase from 10% in 2014.

This is a big deal for consumers – 
particularly those receiving subsidies 
– as it means many will have to 
change carriers in order to minimize 
or eliminate premium increases. Yet, 
more than half of enrollees stayed with 
their 2014 plans when enrolling for 
2015. Consumers were more likely to 
switch when their premiums increased 
substantially.7

Products for sale
Beyond adjusting plan premiums, 
insurers are rethinking their exchange 
product portfolios. The average number 
of product offerings in each metal tier 
decreased between 2015 and 2016. The 
decline in plans in 2016 is largely due 
to carriers offering fewer options, not 
market exits. While some states did see 
fewer insurers selling plans in the most 
populous county, far more had a decline 

in the number of plans being offered. 
With consumer purchasing trends in-
hand, insurers may be starting to weed 
out underperforming products.   

For instance, HRI found that some 
carriers are moving away from platinum 
plans altogether. Many state exchanges 
that once offered platinum plans no 

longer do, and others have fewer options. 
Over the previous three years, platinum 
products have struggled to attract 
enrollees, over 80% of whom receive 
subsidies tied to silver plans.8 In the 35 
states that used HealthCare.gov in all 
three years, 10 states exited the platinum 
plan market between 2014 and 2016. In 
2016, just 16 states offered these plans.

Source: PwC Health Research Institute analysis of publicly available ACA marketplace premium data

Source: PwC Health Research Institute analysis of publicly available ACA marketplace premium data

Percentage of benchmark plan carriers by carrier type

Number of states where the most populous county had…

20%

37%

43%

National

47%

24%

18%

Blue

8%

18%

8%

CO-OP

25%

22%

31%

Other Regional

40%

50%

30%

20%

10%

0%

2014 2015 2016

Blues plans 
have been the 
benchmark 
carrier in 
progressively 
fewer states 
each year.

0 Platinum 
plans

1-2 Platinum 
plans

3-5 Platinum 
plans

6-9 Platinum 
plans

10 or more 
Platinum 

plans

2014 12 14 4 3 2

2015 13 8 9 3 2

2016 19 11 2 3 0



4  |  PwC  Health Research Institute Spotlight: Three years in, the ACA marketplace shows modest premium growth, fewer plan options and continued competition 

• Be cognizant of what’s selling and 
selective with product offerings. 
Variation across the market is 
decreasing.

• Know where you’re selling. Where 
a company does business matters. 
Markets with more carriers tend to 
have greater downward pressure 
on premiums. In states that have 
expanded Medicaid, hospitals have a 
lower indigent care load and premiums 
tend to be more attractive to enrollees.

• Narrower networks help keep 
premiums down. But be aware that 
proposed regulations could place limits 
on just how narrow they can be, which 
could mean even higher premiums.11

• Look at states with lower enrollment 
in the past. These may be areas of 
greater opportunity in the future as 
there is still “low hanging fruit” to be 
captured.

• Advertise opportunities to save. Many 
consumers are not shopping around 
for the best deals from year to year. 
With increased advertising of lower 
premiums and potential savings, 
carriers may be able to convince 
consumers to make the effort to swap 
their plans.12 

Implications
Three years in, the dynamics of the ACA health insurance marketplace are shifting. Insurers are tweaking their offerings as they 
become more knowledgeable about who they are insuring, what the competitive landscape looks like and how to navigate a 
more tightly-regulated market. With the individual exchanges expected to generate close to an additional $50 billion in premium 
revenues by 2025, there is still opportunity for carriers to enter the market, or to expand their current footprints. However as they 
do, they must adjust their approaches, taking into consideration the following dimensions to account for this new landscape.

 
Dimensions that make a difference

Source: PwC Health Research Institute analysis of publicly available ACA marketplace premium data

Dimension Potential impact 9

  Exchange type  Federally-facilitated exchanges had higher average benchmark premiums and higher 
average growth in benchmark premiums all three years.   

  Medicaid expansion  States that expanded Medicaid had lower average benchmark premiums and lower 
average growth in benchmark premiums all three years.

  Number of carriers  States that had a greater number of carriers had lower average benchmark premiums all 
three years.  

  Achieved enrollment  States that had a “high” level of enrollment in 2014 had lower average growth in 
enrollment in 2015.  

  Narrow networks  States with lots of narrow networks in 2014 had lower average benchmark premiums 
and lower average growth in benchmark premiums all three years.

  Exchange management States that have implemented an “active purchasing” management strategy had lower    
  strategy average growth in benchmark premiums all three years.10 
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PwC’s Health Research Institute performed an analysis of publicly available ACA 
marketplace premium data for the most populous county in each state for 2014, 2015 
and 2016. Data for states using HealthCare.gov was downloaded as of November 19, 
2015. For states implementing their own state-based exchanges, analysis was limited 
to silver plan premium data. Any analysis of other metal tiers is based solely on data 
from those states using HealthCare.gov. This research looked at individual coverage, 
specifically for a 40 year-old, non-smoker. Medical Expenditure Panel Survey (MEPS) 
2014 data were used to adjust premiums to account for the overall cost of healthcare 
in each state. Unless otherwise indicated, all reported results have been weighted by 
state population.
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