Although the open enrollment period for Marketplace coverage under the Affordable Care Act (ACA) has
ended, this is an important time for ACA outreach and enrollment efforts. Enrollment in Medicaid and the
Children’s Health Insurance Program (CHIP) is open year round, and people who experience changes in life
circumstances (including young adults who age-out of Medicaid, CHIP, or parental coverage) will still be able
to enroll in Marketplace coverage. In addition, important work will be needed to improve Marketplace
enrollment systems in time for the next open enrollment period that begins November 15. It may also be
necessary to focus on improving retention of enrollees if it appears that disenrollment becomes a concern, as
it has been in Medicaid and CHIP.
Outreach, enrollment, and retention have been emphasized in CHIP since its inception and as is the case with
the ACA, enrollment was viewed as a primary measure of CHIP’s success. As has been argued in previous
briefs in this series,1 many CHIP-driven innovations in this area spread to or were done in concert with
children’s Medicaid with the growth in both programs leading to a decline in the children’s uninsurance rate
to record lows. Not surprisingly many of the innovative policies and procedures developed in CHIP and
Medicaid have been incorporated into the ACA. There are however, many other lessons from CHIP and
Medicaid that may inform and help improve outreach, enrollment, and retention under the ACA.
This brief reviews at a high level many of the good outreach, enrollment, and renewal practices developed in
CHIP and children’s Medicaid and explores issues related to hard-to-reach populations, retention, and cross
system data matching in greater depth. These issues will take on increasing importance as ACA
implementation moves to its next stages.

Reducing the number of uninsured children was the explicit objective of the legislation that created CHIP. To
that end, states were required to include enrollment targets in their CHIP implementation plans, and CHIP
enrollment in individual states and at the national level was news. The nature of federal CHIP block grant
funding, which required states to use all their federal allotment in three years or have the unspent funds
reallocated to other states, also created a strong incentive for states to rapidly boost CHIP enrollment. In
addition, CHIP allowed states to use up to 10 percent of their administrative budgets to support outreach and
marketing activities. As a result, CHIP represented the first time that most states actively marketed any public
health coverage program.2 States were very enthusiastic and learned a lot in the early years from their
experiences with CHIP. The experience with CHIP outreach and enrollment efforts spilled over into

children’s Medicaid for several reasons. First, some states extended their Medicaid programs with federal
CHIP funding so that growing enrollment in CHIP was growing enrollment in Medicaid. Second, CHIP’s
screen-and-enroll policy required states to enroll in Medicaid any child who applied for CHIP but was found
eligible for Medicaid. In addition, the focus on reducing the number of uninsured children called increased
attention to the large number of Medicaid-eligible children who were not enrolled, as well as the fact that
children’s enrollment in Medicaid had fallen substantially following welfare reform in 1996.
Marketing was the initial focus of new CHIP programs, including paid and unpaid advertising, and branding
of CHIP in many states to distinguish it from Medicaid, which still carried a stigma associated with welfare in
many places.3 Over time, however, it became clear that enrolling and retaining children in coverage is a
complex process with many components, including:
1. General public education about the new program;
2. Specific outreach to those eligible for the program to get them to sign up;
3. Easy and convenient enrollment processes offering application assistance and requiring minimal
documentation;
4. Accessible, quality health care services with minimal cost-sharing;
5. Minimally burdensome re-enrollment processes.
With experience, states modified their outreach strategies to engage harder-to-reach populations, frequently
through community-based organizations.4 Efforts to simplify the enrollment process, such as shortening
applications, using linguistically appropriate forms and application assistance, and reducing documentation
requirements, proceeded gradually, varying by state and program.5 In recent years, there has been a
movement towards automated verification of required information – for example, verifying citizenship status
through data matching. In some states, similar process simplifications have also been applied to reenrollment.
Since the launch of CHIP, much has been written about the evolution of outreach, enrollment, and retention.
Cutting red tape and changing the culture of state eligibility systems and workers have been critical to
progress. Many of the documented successful outreach and enrollment strategies are summarized in Exhibit
1. These strategies are as important today as they were when first implemented, and states and others looking
to boost enrollment would be well served to implement those that they have not already adopted. In addition,
many best practices such as “no wrong door” have been incorporated into the ACA itself. Data matching to
reduce documentation requirements, simplify, and speed enrollment is another CHIP/Medicaid innovation
which, expanded in scale and scope, is a cornerstone of enrollment under the ACA.



















To date, a large number of people have enrolled in ACA coverage, including Marketplace plans, Medicaid,
and CHIP, with some states exceeding their enrollment goals. Nonetheless, several concerns have emerged,
such as low rates of enrollment in some apparently hard-to-reach groups, including Hispanics. Another
problem is limited utilization of program participation data from other means-tested programs for outreach
and easy enrollment into Medicaid. In addition, not much attention has yet been paid to renewal and
retention, but experience with other programs suggests that concerns about renewal and retention of
enrollees in coverage could well become a concern within a year. Accordingly, the balance of this brief
explores these three issues: hard-to-reach populations, cross-program data sharing, and retention, in more
depth.

In the early years of CHIP, states and the federal government targeted their outreach efforts at the overall
target population with a particular focus on information about the new program, including branding efforts
to generate excitement about the new program and distinguish it from Medicaid. Over time, however, state
outreach efforts evolved to more targeted approaches directed at families who were eligible but unenrolled.6
Despite these more targeted enrollment efforts, enrollment among some individuals and groups continued to
lag, and even more attention was directed to these so-called hard-to-reach groups. Unlike the uninsured per
se, many of whom have few good coverage options, the hard-to-reach are eligible to participate in an
affordable coverage program such as Medicaid or CHIP but are not enrolled. Hard-to-reach groups are
therefore characterized by relatively low rates of participation in affordable coverage programs for which they
are eligible.
A 2007 survey of low-income parents with uninsured
children found that most had heard of Medicaid or CHIP,
and 95 percent who knew about the programs thought that
the programs were good.7 Nearly 50 percent, however,
thought that their child was not eligible because parents
earned too much or simply were working, that enrollment
was difficult, or did not know how to enroll their child or
how to get more information. Other surveys suggest that
such misconceptions can be persistent, widespread and
apply to health coverage for adults as well as children.8 The
findings underscore the importance of addressing these
specific issues, if coverage among the uninsured is to be
increased.
Many of the strategies listed in Exhibit 1 can be used to
facilitate enrollment of hard-to-reach populations. In fact
many were developed precisely for that purpose. These
include employing trusted community-based organizations
and providers for both outreach and to facilitate
enrollment, developing outreach and enrollment materials
that are culturally and linguistically appropriate, and
making the enrollment and renewal process streamlined
and simple. Dissemination of information by word-ofmouth may be particularly important in groups that are
suspicious of or less reliant on mainline information sources. An individual’s difficult experience enrolling or
getting information about program options can reinforce negative perceptions not only for the individual but
for his/her associates and community as well. Limited access to providers after enrollment can lead to the

conclusion that program participation is “not worth it.” Addressing these drags on enrollment requires
attention to the quality of the enrollment experience and access to quality care post enrollment.9
Approximately 88 percent of Medicaid or CHIP eligible children were enrolled (participated) in the programs
in 2012.10 That was the highest rate of program participation for children among a number of other meanstested programs. It also represented an impressive increase in children’s participation since the early years of
CHIP and an increase of over six percentage points since just before the enactment of the Children’s Health
Insurance Program Reauthorization Act (CHIPRA) in February 2009.11 Nonetheless, approximately twothirds of all uninsured children were eligible for either Medicaid or CHIP. Despite the increase in
participation overall, participation remained low among some population groups and in some states. Groups
with participation rates about five percentage points below the national average included teenagers, children
without an English speaking parent in the home, children not living with their parents, American
Indian/Alaskan Native children, and eligible noncitizen children.12 A 2009 study identified other groups with
low participation rates: Hispanic children, noncitizen children, citizen children with noncitizen parent(s), and
children with at least one parent eligible for Medicaid but unenrolled.13 While these data apply to children, it is
reasonable to expect that program participation rates will be especially low for adults with similar
characteristics since the aggregate participation rate for adults is well below the rate for children.
While it is not possible to directly attribute recent gains in program participation to the Children’s Health
Insurance Program Reauthorization Act (CHIPRA), it seems likely that the law contributed to these gains,
given its focus on increasing program participation among eligible children. CHIPRA provisions aimed at
increasing participation among Medicaid/CHIP eligible children include: performance bonuses for states that
adopt five of eight simplification/outreach processes and exceed Medicaid enrollment targets; $100 million
for outreach and enrollment grants; higher federal match rates for translation and interpretation services; new
options for “Express Lane Eligibility” (which allows states to use data from other government programs
when assessing eligibility for Medicaid and CHIP) and for complying with citizenship documentation
requirements. It may not be possible to disentangle the contribution of the different elements of CHIPRA to
the increases in participation among hard-to-reach populations. Nonetheless, the CHIPRA experience
mirrors earlier experiences, which of course used different strategies, such as the very rapid rise in CHIP
enrollment in Texas in 2000,14 suggesting that hard-to-reach groups can be enrolled with adequate resources
and innovative strategies.
Oregon’s experience with its Healthy Kids Program is another case in point. Following legislation to expand
state health care coverage for children in 2009, Oregon set a goal of enrolling 80,000 more children in all its
public programs and cutting the uninsurance rate among children in half. It succeeded in enrolling about
114,000 more children over two years, with a corresponding drop in the child uninsurance rate to 5.6 percent.
Along the way, Oregon achieved large enrollment gains among some hard-to-reach ethnic groups, with
reductions in disparities by race/ethnicity in all measures. Key to Oregon’s success was a simple, positive “all
kids” marketing campaign designed to dispel the notion that some children were not eligible. That welcoming
message was combined with targeted outreach through community-based organizations and health clinics,
culturally relevant marketing including community based bi-cultural, bi-lingual outreach staff and materials,
and advertising made for (not just translated for or adapted to) the communities they needed to reach
(Exhibit 2).15

Is electronic Web-based enrollment for everyone?
A hallmark of the ACA enrollment process is its heavy reliance on Healthcare.gov as well as Web-based
enrollment sites in states that have chosen to operate their own marketplaces. The initial inability of
Healthcare.gov and some of the state sites to function properly, their inability to accommodate large numbers
of applicants at the same time, and the failure to link to and exchange information with other data systems
slowed enrollment, occupied the media, and gave fodder to critics of the ACA. Less attention, if any, has
been paid to the characteristics of the users of online enrollment systems and whether certain individuals or
groups will not be comfortable with the online enrollment systems.
Online enrollment systems for health insurance were pioneered in CHIP and children’s Medicaid programs.
By the end of 2010, over two-thirds of states offered an online enrollment and/or renewal option. In general,
online systems have been well received, and in some states, a large proportion of applications are submitted
online. However, a recent evaluation of California’s Health-e-App, a Web-based application that was used to
enroll children and pregnant women in Healthy Families (California’s former CHIP program) and screen
them for Medi-Cal (a Medicaid program), suggests that online systems may not work well for some groups.16
Enrollment professionals had used Health-e- App in California since 2000, when in December 2010 a selfservice version of the tool, Healthy-e-App Public Access (HeA PA), was introduced to enable applicants to
use it independently via the Internet. The evaluation by Mathematica Policy Research focused on the first year
of HeA PA implementation. The evaluation findings were generally favorable: HeA PA was associated with a
14 percent increase in total applications and did not seem to affect trends in other application methods; 93
percent of HeA PA applicants reported it was easy or very easy to use and most used the online help features
when they needed help. HeA PA users were, however, a self-selected group. Almost all the HeA PA
applicants reported that they were Internet-savvy and online daily for other purposes. Not surprisingly, HeA
PA users were also somewhat younger, had more education, and slightly higher incomes than applicants who
used paper applications or application assisters. Most significantly, less than five percent of HeA PA
applicants preferred to communicate in Spanish as compared with 35-45 percent of applicants who used
paper applications or application assisters. Consistent with the latter finding, although a Spanish version of
HeA PA was offered, only two percent of applications were in Spanish as compared with over 35 percent of
paper applications. Beginning in July 2011, California implemented an outreach campaign to promote HeA
PA to low-income families. The campaign was in Spanish as well as English, featured the well-respected

Latino television personality Dr. Aliza, and worked in conjunction with Univision to target Spanish-speaking
audiences. The campaign was associated with a substantial increase in online visits to the HeA PA website
and an increase in the proportion of applications submitted via HeA PA. Nonetheless, the number of
applications submitted in Spanish remained very low.17 These findings are consistent with the finding from
another study that three-in-four Spanish-speaking parents say that they would be more likely to apply for
coverage if they could get help from someone who also speaks Spanish18 – rendering them hard-to-reach by a
self-service Web-based enrollment system.
“We are from a strong culture of asking questions and we are talking about a long form with a lot of
questions which people are not familiar with. I don’t think a website is going to do it.”
Yurina Melara
Health Reporter, La Opinion
On the Media, Broadcast March 28, 2014

An Urban Institute analysis published in 2000 found that about 60 percent of uninsured children and threequarters of low-income uninsured children lived in families that participated in at least one of four other
means-tested programs, with participation highest for the free and reduced school lunch program (60 percent
of low income uninsured children).19 This finding increased the attractiveness of outreach for Medicaid and
CHIP in schools, and in many areas using the free and reduced school lunch program was viewed as
particularly promising strategy. The approach, however, faced a number of barriers, including the need to
protect the privacy of school lunch applicants, and the fact that Medicaid and CHIP required more detailed
information to determine eligibility. In addition, free and reduced school lunch programs were administered
at and by local schools, many of which were burdened with other responsibilities and not well positioned to
take on outreach for children’s health insurance.20
Over time, other approaches were tried to boost enrollment in Medicaid and CHIP of eligible children whose
families participate in other means-tested government programs, but issues similar to those encountered with
the free and reduced school lunch program were an impediment. In addition, incompatibility among the
legacy data systems used by the different programs made it difficult to link data across programs. Ultimately,
Express Lane Eligibility (ELE) evolved and was incorporated into CHIPRA in 2009. With ELE, a state
Medicaid or CHIP agency can rely on another agency’s eligibility findings to determine a child eligible for
Medicaid or CHIP and retain that child in coverage even if the other agency uses a different method to
determine eligibility.21 The only additional step is that U.S. citizenship must be verified based on Medicaid
rules.
ELE is optional for states, and states have great flexibility to implement ELE in ways that suit their individual
circumstances within a number of fairly broad federally specified parameters. States may also apply ELE to
adults with a waiver from the federal Centers for Medicare and Medicaid Services (CMS). A federally
mandated evaluation of ELE, released in December 2013, was generally favorable.22 Findings from the
evaluation supported the “promise” of ELE to increase enrollment of eligible children and yield
administrative savings compared with standard processes. The extent of the gains appeared, however, to
depend on how states implemented the policy. Specifically the evaluators report that, “automatic ELE
processes serve the most individuals, yield the greatest administrative savings, and eliminate procedural
barriers to coverage.” In addition, it appears that ELE had its greatest impact when used to renew enrollment
rather than for new enrollment and where Express Lane partners had centralized, linkable data systems.23
State officials also report that an added benefit of ELE is that it can reduce administrative costs and free up
staff to deal with complex cases and the increase in applications generated by the ACA.24

Several years after the launch of CHIP, state program directors became acutely aware that despite the
continued focus on growing program participation and the honing of their outreach and enrollment efforts
something was going awry with their program enrollment numbers. Some investigation revealed that children
were leaving the program in increasing numbers, and in some states, total program enrollment stagnated as
the number of new enrollees approached the number disenrolling.25 High rates of disenrollment had long
been recognized as a concern in Medicaid as well, but had attracted less attention from program
administrators and policy makers because many were focused on minimizing enrollment in Medicaid due to
state budgetary concerns. A 2005 analysis found that 12.6 percent of eligible children dropped out of
Medicaid and CHIP within 12 months although they had no alternative source of coverage.26
Closely related to disenrollment is “churn” which occurs when a child is disenrolled from a program for
which they still may be eligible only to re-enroll several months later.27 Typically children re-enroll when they
try to access services and learn they are no longer covered. This can lead to a delay in getting necessary care
and subjects both the family and the program to the cost of re-enrolling an eligible child. Churn can also
disrupt continuity of care, access to preventive care, and care during the early stages of illness that can head
off more serious illness down the road.
In response to state concerns about CHIP disenrollment, the National Academy for State Health Policy
(NASHP) assembled a workgroup of seven states, to examine CHIP disenrollment and how to retain eligible
children in CHIP.28 Leaving aside children who become ineligible for the program under state and federal
rules, the workgroup identified a variety of reasons why families allowed their eligible children to disenroll,
including: lack of knowledge that children needed to re-enroll annually, complexities of the renewal process,
difficulties paying premiums, and parents forgetting or failing to complete the required paperwork.
Subsequent research has identified program features, which independently or in conjunction with family
behavior, decrease program retention.29 These include shorter eligibility periods (the more frequently families
need to undergo eligibility redetermination the more likely is it that children will be disenrolled); higher
premiums (high premiums may not only be difficult to pay on an on-going basis but are more likely to be a
challenge when families face unexpected expenses); and unnecessarily burdensome redetermination processes
(the more complex the process the more likely that families will not able to complete it successfully on time).
In addition, narrow income eligibility bands increase the likelihood that children’s eligibility status will
fluctuate with transitory changes in family income.
Premium lock-out periods have also been associated with prolonged periods of lapsed coverage and may
prove important in interrupting coverage of families and individuals enrolled in ACA marketplace health
plans as well. In order to discourage families from missing premium payments, many states required families
who had missed premiums to reapply for the program and repay all back premiums before coverage could
resume. Some states went further and automatically locked children out of their plans for one to six months
after a missed premium. Lock-out periods can reduce enrollment substantially. When Rhode Island imposed a
premium and lock-out policy for RIte Care (its Medicaid program for children, families, and pregnant
women), each month 18 percent of families subject to the premiums were locked out of RIte Care for nonpayment of premium.
Over time, states have instituted a number of program changes to help reduce disenrollment. Louisiana has
been a leader in reducing the number of children who inappropriately lose Medicaid and CHIP (known as
LaCHIP) at renewal. In 2008, less than one percent of children enrolled in LaCHIP lost coverage at renewal
for administrative or procedural reasons, compared to as many as 50 percent of children in other states.
Louisiana accomplished this outcome by using a variety of administrative and data matching- procedures to

minimize the number of families that need to submit a renewal form to renew coverage. In addition, state
employees aggressively follow-up by phone with families when additional information is needed and allow
families to renew “off-cycle” online or on the phone when convenient.30 Other policies states have
implemented to ease renewal include lengthening the period of continuous program eligibility to 12 months
(from six or even three months), making the renewal process easier by eliminating the requirement for a faceto-face interview at renewal, and reducing paperwork and documentation requirements. Community Catalyst,
a national nonprofit advocacy organization, recently released a “toolkit” focused on reducing churn in
Medicaid and CHIP.31 Exhibit 3 summarizes some problems and solutions to reduce churn from that toolkit.





















CMS also released a rule in July 2013 to reduce the negative effects of lockout periods in CHIP. Under the
new rule, children must be allowed to re-enroll as soon as their premium arrears are paid or at the end of the
lockout period which is limited to 90 days.
To make retention even less burdensome for families, some states have implemented so-called “passive” or
“administrative” renewal procedures. Some states use the data they have on file to prepopulate renewal
forms. These forms are sent to families with instructions to change and resubmit the form if the information
on the form is no longer accurate, otherwise the child is re-enrolled. More recently, states have used Express
Lane and other data matching options to retain children in Medicaid based on their participation in other
means-tested programs such as SNAP.
Many states maintain more stringent processes for both enrollment and renewal for childless adults in their
Medicaid programs. States have also at times made renewal more difficult, for example, shortening the period
between renewals, to reduce program enrollment and save money when budgets are tight. The ACA has
made it more difficult for states to use these tactics to manage enrollment in Medicaid and CHIP.

As evidenced in this brief, much has been learned from the work to grow enrollment in CHIP and children’s
Medicaid over the past seventeen years. Many of these efforts have been evaluated and summarized in the
exhibits in this brief and in toolkits for those working to boost ACA enrollment. Others have been
incorporated into the ACA itself, including requirements that enrollment systems be:
1. Consumer-friendly - help consumers understand their options, use a single streamlined application,
reduce administrative burden, and provide assistance;
2. Coordinated – Marketplace, Medicaid and CHIP enrollment work together so that there is “no wrong
door” to coverage;
3. Simplified - uniform income rules for all subsidized programs, paperless verification of required
documents;
4. Technologically Enabled - maximizes use of the Internet for application, eligibility verification, and
enrollment.32
In addition, the ACA provides for Navigators, Application Assistors, and others to provide individualized
assistance to those who need it, and some states have used their CHIP/Medicaid applications assistance
networks as the foundation for their ACA Navigator/In-Person Assistance/Certified Applications Counselor
programs.33 There is also the opportunity to apply for coverage on-line, by mail, or over the phone.
The ACA also built on the CHIP/Medicaid experience in other ways. For example, building on the
experience with ELE, CMS has offered states a limited time opportunity to “fast track” eligible adults into
Medicaid using data already available from their Supplementary Nutrition Assistance programs (SNAP,
formerly Food Stamps) and/or their Medicaid or CHIP programs for children.34 As is the case with ELE,
states must take additional steps to verify citizenship and immigration status, must secure an applicant’s
signature and any additional information that Medicaid might require, and must also advise applicants of their
rights and responsibilities.35 Those states that use managed care to deliver Medicaid services must also
facilitate the enrollment of fast track enrollees into available health plans.
A report on the experiences of four states, Arkansas, Illinois, Oregon, and West Virginia that implemented
these fast track enrollment strategies in 2013 found that the four states had enrolled more than 223,000
people in coverage in a relatively short period of time.36 These enrollment gains constituted a significant share
of adults eligible for the Medicaid expansion in those states. In addition, the fast track strategies were well
received by both consumers and state program staff and were perceived to reduce the pressure on the new
eligibility and enrollments systems.
“It (fast track enrollment) was quick and easy, gave us the biggest bang for the buck, and was easy for staff
to manage.”
Unidentified State Official37
There are also opportunities to build directly on the success of CHIP and Medicaid. For example, Oregon
and West Virginia used Medicaid/CHIP enrollment data in addition to SNAP data to “fast track” parents of
enrolled children. This is a particularly attractive option for a several reasons:
1. Because of the success of CHIP and Medicaid in enrollment and the historically higher income
eligibility levels for children in those programs, there are many children in both programs whose
parents are uninsured and who would benefit from coverage. A recent estimate is that there are 4.9
million uninsured parents of children enrolled in Medicaid and CHIP who would be eligible for
Medicaid if all states implement the ACA’s Medicaid expansion for adults.38

2. Parents of enrolled children are more likely to be familiar with the programs, to understand how they
work, and value the protection they offer. As a result, they may be more receptive to fast-track
enrollment.
3. There is evidence that when parents are insured, children use health care services more often and
effectively.
4. Children are more likely to thrive, families will function better and are more secure if parents’ health
care needs are met.39
It is still too early to know the most effective way to target fast-track efforts. Targeting SNAP enrollees will
engage a larger population, including uninsured adults without children and some families with uninsured
children. Targeting parents of Medicaid enrolled children may yield a larger rate of positive responses for the
reasons previously explained. Depending on cost and the administrative structure of the programs, it may be
useful to build off enrollment information from several programs as was done in Oregon and West Virginia.
Because in all states income eligibility levels for children in Medicaid and CHIP exceed the level for adults
under Medicaid, it may also be possible to use enrollment information from children with family income
above 138 percent FPL to facilitate enrollment of other family members into subsidized coverage in the
Marketplace. Although the insurance status of these higher income parents will typically not be known to
Medicaid and CHIP programs, the child’s family composition and income data can be used to create
customized enrollment and/or outreach letters, informing parents of the availability of coverage as well as the
subsidy, coverage options and final cost of coverage specific to their situation. While still only a concept, this
facilitated enrollment strategy might work best in states which operate their own exchanges and where the
Medicaid/CHIP and Marketplace eligibility systems and databases are well integrated.
While increasingly sophisticated technology may make it easier to automate enrollment and retention,
experience with CHIP and Medicaid outreach and enrollment efforts offers important cautions about the
need to tailor efforts to the characterizes and preferences of potential enrollees. In some sense the “hard-toreach” are hard to reach because they do not respond positively to outreach and enrollment strategies that
work for the majority. The experience with CHIP and Medicaid can be helpful with these groups as well by
not only identifying better practices but also what might not work well as in the case of the effort to enroll
those with preference for Spanish via the Internet.
“… all the hard work in California ‘proves that the Affordable Care Act is not self-implementing.’”
Diana Dooley
California Secretary of Health and Human Services
California Healthline (April 18, 2014)
It took years of effort and experimentation under CHIP and Medicaid to establish effective outreach,
enrollment, and retention practices. The recent ACA experience, as well as experience with CHIP and
Medicaid, also highlight, however, the need to focus on more than policy – effective implementation is
ultimately the key to making policies succeed.
State and federal officials will need to be vigilant to identify problems and move quickly to correct them. The
recent experience in California is encouraging in that regard. Despite respectable enrollment numbers in
California during the recent open enrollment period, it appeared that Latinos were substantially
underrepresented among new enrollees. The state moved quickly to address that issue by significantly
increasing the number of enrollment counselors and culturally appropriate outreach in Latino communities.
By the time the open enrollment period closed, the proportion of Latinos among all enrollees had risen by
over 50 percent.40

Moving forward, policy makers should focus on fixing systems and policies that do not seem to be working
well and on other important outreach and enrollment issues that are likely to impact the ACA, including
engaging hard-to-reach populations, retaining enrolled individuals, and utilizing cross system data matching to
simplify enrollment processes. Utilizing these CHIP-driven innovations may combat some of the initial
frustration with the ACA enrollment process and set the ACA up for the same kind of success and
widespread support CHIP now enjoys.
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