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INTRODUCTION
The Affordable Care Act (ACA) has presented new challenges for states to implement health
insurance marketplaces, expand and modify Medicaid and eligibility, develop new models for
health system and payment reform, and fund effective outreach and enrollment strategies. At
the same time there is increased and critical attention to the effective implementation of the
ACA and in the evaluation of different state-based approaches to implementation.
Despite a rocky start for both the federally-facilitated marketplace (FFM) and several statebased marketplaces (SBMs), enrollment statistics point to positive results for the first ACA open
enrollment period (October 1, 2013-April 19, 2014, which includes special enrollment period
activity). Nationwide, over 8 million people selected health insurance plans through the new
exchanges — surpassing the Congressional Budget Office’s April 2014 estimation that 6 million
people would enroll.1 Consumer interest was also high, as measured by 98 million website
visits and 33 million calls to call centers during the first open enrollment period.2
Still, many questions remain about the performance of exchanges during the first open
enrollment period and their viability in the future, answers to which have almost immediate
relevance as states and the federal government approach the second open enrollment period
for coverage beginning in 2015. For example:
•

•
•
•
•

What are the demographic characteristics of enrollees and what do they suggest about
access to coverage and financial stability of the exchange? How can this information
inform outreach efforts for future enrollment periods?
How many people who enroll in insurance via exchanges or expanded Medicaid
programs were previously uninsured? How many switched plans from current coverage
to the new offerings in the exchange?
Have enrollment and outreach efforts been targeted and successful?
How well have the exchanges done in monitoring and achieving high levels of consumer
assistance and satisfaction?
How did state variation in implementation impact exchange performance and carrier
decisions?

A better understanding of the diverse sources of administrative data available from the state
and federal health insurance marketplaces will be required to help respond to these and other
questions. To that end, this paper will examine enrollment-related data issues faced by states
during the first ACA open enrollment period, including variation on data elements collected
through marketplace applications as well as state approaches to public reporting on enrollment
data. Finally, this paper will look ahead to potential research questions and uses for data
already collected and new data collection needs.
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BACKGROUND
Marketplace Oversight and Structure
The ACA allowed states to create their own state-based marketplaces (SBM), defer to a
federally-facilitated marketplace (FFM), or choose a state-federal partnership marketplace
whereby the state could leverage the federally-run marketplace but retain certain functions
related to plan management and/or consumer assistance and outreach. During the first open
enrollment period, 14 states and the District of Columbia (DC) operated SBMs, 29 states had
FFMs, and 7 states elected state-federal partnerships.3 Two states that were conditionally
approved to operate SBMs, Idaho and New Mexico, were considered by the Centers for
Medicare and Medicaid Services (CMS) as “supported SBMs” for the first open enrollment,
utilizing the FFM system to process applications and enrollments.4 For the remainder of this
paper, partnership states and the two “supported SBMs” are included in the FFM category.
Therefore, 36 states are included in the FFM, and 15 states (including DC) are counted as SBMs.
Figure 1. Marketplace Decisions, First Open Enrollment Period

Among other things, state decisions about marketplace oversight have important implications
for data collection, enrollment operations, and reporting activities. For example, states that
established their own marketplaces operate their own web portals and call centers, and have
some flexibility in designing their enrollment applications, application processes, and
information technology platforms, all of which have a significant impact on the availability of
enrollment data. While SBMs were required to report certain data to CMS (part of the
Department of Health and Human Services (HHS)) on a weekly basis during the first open
enrollment period, SBMs also make important independent decisions about how their
marketplace enrollment data are used and communicated to state officials, stakeholders, the
2
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media, and the public. As will be summarized in this paper, SBMs differed in how much
enrollment data they made public, how their data were summarized and visualized, and how
their data were released.
In contrast, in states using the FFM, HHS assumes primary responsibility for most (or all)
marketplace operations related to the enrollment process itself. Consumers in these states
enroll in Qualified Health Plans (QHPs) using a federal application, application process, and
website (healthcare.gov). Data on these states for the first open enrollment period were
collected through the FFM and synthesized, summarized, and disseminated (along with the
information reported to CMS by SBMs) by HHS’ Office of the Assistant Secretary for Planning
and Evaluation (ASPE) through monthly issue briefs during the open enrollment period. These
ASPE issue briefs are described further on page 8 of this paper.

APPLICATION FORMS AND POTENTIAL DATA ELEMENTS
The application process is a primary means for generating enrollment data. As such, this paper
examines the application forms in terms of federal requirements and guidance, FFM forms, and
SBM forms.

Legal and Policy Requirements for Application Forms
The ACA required the HHS Secretary to create a “single, streamlined” application form
incorporating all questions required both for the health insurance application and for financial
assistance. The purpose of this integrated application was to develop a “no wrong door”
approach to accessing coverage by providing a single form that individuals and families could
use to apply for any of the insurance programs and financial supports offered through the
marketplace (premium tax credits, cost-sharing reduction payments and Medicaid). In addition,
the design of the form was intended to minimize the burden on applicants and to help ensure
applications would be correctly processed. The Act also allowed states to create their own
forms as long as they followed a specific set of standards also required of the federal form.5
In March 2012, the Federal Register published an HHS Final Rule regarding implementation of
the single streamlined application. The rule confirmed that the federal form would be used
only to determine eligibility for coverage and subsidies (not for other human services programs
such as the Supplemental Nutrition Assistance Program). The rule also confirmed that states
could develop alternative forms subject to HHS approval; states were prohibited from requiring
applicants to answer questions beyond those necessary for insurance and subsidy
determinations, stating specifically that “this provision limits the application to information that
is pertinent to the eligibility and enrollment process.”6
CMS developed three model application forms and released them in April 2013: 7
1) Application for Health Coverage and Help Paying Costs
2) Application for Health Coverage and Help Paying Costs (Short Form) for certain applicants
3
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3) Application for Health Coverage for those not applying for financial assistance
In June 2013, CMS released guidance for states developing their own modified applications. In
this guidance, CMS advised that SBM-specific forms must follow several guiding principles,
including reaffirmation of the rule that questions not essential for eligibility determinations (for
coverage or assistance) could not be required, though they could be included on applications
and listed as optional. The guidance suggested several examples of simple changes states could
make to the form without CMS approval (e.g. using state names for Medicaid or removing
unnecessary questions from the federal model), as well as examples of more substantive
changes that would require CMS approval.8
The analysis below outlines variations in the elements collected through the paper applications
used by federal and state marketplaces (specifically, paper versions of the Application for
Health Coverage and Help Paying Costs forms). * Though there are a total of 16 different
Application for Health Coverage and Help Paying Costs forms (FFM and SBMs), all the forms are
based on the federal model and most are very similar. That said, the differences among the
forms provide some SBMs with additional data elements compared to the federal form; specific
differences are highlighted below.

Federal Application and Data Elements
Thirty-six states (those in white and orange in Figure 1 on page 2), as part of the FFM, utilized
the federal health insurance application form during the first open enrollment period.
The federal application, as required by law, is structured both as an application for health
insurance coverage and a tool to determine whether the applicant is eligible for financial
assistance. The application includes a series of questions in several categories about each
person in the household who needs health insurance:
• Contact information
• Demographic data
• Disability status
• Immigration status
• Employment and income information
• Current health insurance coverage from any source †
• Detailed information on any employer-sponsored insurance coverage the family is
eligible for, and

*

This analysis examined the FFM application form and those from all SBMs except Connecticut and New York.
SHADAC’s attempts to obtain the Connecticut and New York forms were unsuccessful. It is important to note that
the other paper application types and the online versions may differ slightly from the information contained here.
†
Note: the “current health insurance coverage” question does not appear on the version of the Application for
Health Coverage for those not requesting financial assistance to pay for coverage.
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•

An appendix with additional questions for any American Indian or Alaska Native
household member

Please see visit SHADAC’s State Health Reform Data Analytics Website for a copy of the
complete federal application form from the first open enrollment period.

SBM Applications and Data Elements
Fifteen states (including the District of Columbia) operated SBMs during the first open
enrollment period (states in green in Figure 1 on page 2). Some states adopted the federal
application in its entirety, changing only state names, contact information, logos, etc., while
others adjusted it in various ways. Tables 1 and 2 summarize how states adapted the federal
form, either by modifying questions (Table 1) or by adding completely new questions (Table 2).
These added SBM data elements are grouped into thematic areas in these tables, but the
wording is generalized; not all states use the exact same wording. State abbreviations are given
in the tables so that those interested in the exact question wording can consult the relevant
SBM applications.
It should also be noted that there is variation among states about who answers the questions
below. The person completing the form for a household is not always applying for coverage for
himself or herself, but rather may be applying only on behalf of other members of the
household. Some questions are asked only of those applying for coverage, while other
questions are also asked of the primary contact (regardless of whether that person is applying
for coverage), and some questions are asked for anyone in the household. Some SBM
applications, particularly when someone answers “yes” on disability-related questions, require
applicants to complete additional worksheets containing follow-up questions not listed here.
Table 1 presents a summary of added data elements collected on SBM applications, through
altered or expanded versions of questions contained in the federal application. The most
common modification was to collect specific information on disabilities and applicants’ needs
for assistance with related services, with 10 states modifying this section of the federal
application form.
The other common modification was on prior (current at the time of application) enrollment in
health insurance coverage; seven states varied or added detail to the federal question on this
topic. Some asked whether applicants were eligible for (not just enrolled in) coverage from an
employer, while other states looked for anticipated changes to coverage. A few states asked
about recent loss of coverage.
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Table 1. Enhanced SBM Enrollment Forms: Altered or Expanded Versions of Federal Questions
Disability
Federal question: Do you have a physical, mental, or emotional health condition that causes limitations
in activities (like bathing, dressing, daily chores, etc.) or live in a medical facility or nursing home?
•

Some states make specific mention of disability, blindness, and injury, illness, or disability
lasting at least 12 months (CA, CO, HI, KY, MA, MN, NV, OR, RI).

•

Several states ask whether someone needs help with activities of daily living, with reasonable
accommodation, or with long-term care, home health, or other related services (CA, CO, MA,
MN, NV, OR, RI, WA).
Prior Eligibility and Enrollment

Federal questions:

•

Some states adjust question 1 above to ask if members of the household are eligible for or
offered any coverage, whether or not they are enrolled now (CO, OR) .

•

Some SBMs request detail about anticipated upcoming changes to employer-sponsored
insurance, including plans to drop, plans to enroll, eligibility changes, plan changes (CA, CO, RI).

•

CA looks for unenrolled eligibles for public programs by asking about special populations such
as those > age 65, the disabled, those with special health care needs, or children <1 whose
mothers were on Medi-Cal at time of delivery.

•

Three states ask about recently being uninsured, or recently turning down, dropping or losing
coverage for themselves or their children (CO, NV, WA).

•

CO also asks whether anyone in the household has an individual shared responsibility
exemption.

•

MA requests additional information on applicant’s current employer: Does this employer have
50 or fewer full-time employees? Is this job a sheltered workshop?

•

States have also added additional coverage type options on their applications (some are the
same as federal options, but with state-specific names or different wording). Additional choices
states have included beyond those on the federal application are:
o
o
o

KCHIP (Kentucky’s CHIP Program)
TRICARE/CHAMPUS
Veteran’s Health Care Program
6
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o
o

o
o
o
o
o
o
o
o
o

Veteran’s Coverage
Employer/Union/College/University Sponsored Coverage
 COBRA
 Retiree Health Program/Plan
Child Health Plan Plus (CHP+)
Dr. Dynasaur (Vermont’s CHIP program)
Federal Employee Program
MCHP
AmeriCorps
Medical Assistance
MinnesotaCare
Nevada Check Up
Private Health Insurance

Table 2 summarizes the additional topic areas not included in the federal application but added
by states. The most frequently added questions were about tobacco use (six states) and
applicant interest in voter registration (four states). Some states include questions related to
specific eligibility categories for state Medicaid programs (e.g. Massachusetts covers some
individuals with breast cancer, cervical cancer, or HIV, and includes these as optional
questions). Other states use optional questions to check for interest in other state-specific
social/human services programs or to inquire about how consumers learned about the SBM.
Table 2. Enhanced SBM Enrollment Forms: Questions not Included in Federal Application
Tobacco Use
•

Regular tobacco use, generally defined as four or more times per week on average over the
past 4-6 months (CO, KY, MN, NV, OR, WA).

•

MN also asks for the date of the last time tobacco was used regularly.
Specific Populations

Disease-specific
Homelessness
Victims of torture
Non-citizens with
critical health needs
Children

• Applicant has breast cancer, cervical cancer, or HIV (MA).
• Applicant is homeless or without a fixed address (MA, WA).
• Applicant is receiving services from the Center for Victims of Torture (MN).
• Non-citizen applicant has been treated recently for an emergency medical
condition; needs dialysis; cancer treatment; anti-rejection medication due to
organ transplant; needs nursing home, assisted living, or in-home care (WA).
• Any child in the household was adopted by a single parent; has a parent who
has died; has a parent who is unknown (MA).
Affordability and Access

Employer coverage
Doctor
Injury care
Barriers to care

• Applicant considers employer coverage affordable based on a particular
definition of affordability (CO).
• Applicant has a general doctor who treats a variety of illnesses (CO).
• Applicant is getting medical care for an accident or injury (MN).
• Anyone who is enrolled in health insurance is unable to get health services
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due to safety concerns, distance from providers, other (OR).
Program Linkages
Other social service
programs
Voter registration

• Applicant would like to be referred to programs for food assistance, help
paying for a medical emergency, or other support (CA, KY, MN).
• Include contact information, a request for a voter registration application to
be mailed, or an actual voter registration form included in the exchange
application packet (KY, MN, NV, WA).
Other Questions

Interest in health
insurance/the
exchange

Plan choice for
public programs

• How applicants heard about their programs (CA, NV).
• KY requests permission for the exchange to send text message alerts to
applicant’s phone.
• CA asks if the applicant has “had any recent changes in your life that made
you want to apply for health insurance?”
• Some applications allow the applicant to choose a specific [Medicaid
MCO/Medicaid CCO/pediatric dental/Covered California] plan (CA, NV, OR).

PUBLIC REPORTING
There are multiple types of official reporting on ACA-related enrollment activity. The federal
government and each SBM state presumably have internal reporting processes used for
management and internal decision-making. All SBM states also conduct federally-required
reporting - sending data to CMS on a regular basis - for use in the ASPE briefs and for other
federal purposes. Finally, states and the FFM undertake public reporting on operations and
enrollment outcomes. The focus of this section is the content and approach used for this public
reporting during the first ACA open enrollment period.

Federal Reporting
From November 2013 to May 2014, ASPE released monthly Issue Briefs on health insurance
marketplace enrollment figures. These reports included both FFM data and data submitted to
CMS from all SBMs. The final ASPE report for the first enrollment period can be downloaded
from SHADAC’s Insurance Marketplace Enrollment Reports Website. The briefs regularly
included outcome and process summary measures for all states, including:
• Number of completed applications through marketplaces
• Total number of individuals included in completed applications
• Number of individuals determined eligible to enroll in marketplace plan
• Total number of individuals who have selected a marketplace plan (includes paid
premium and not yet paid)
• Unique visitors on SBM and FFM websites
• Calls to SBM and FFM call centers
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These statistics were provided for each state, as sub-totals for SBMs and the FFM, and the
grand total for the country. As the enrollment period progressed, additional indicators were
added, including detail on demographic characteristics and metal level choices of enrollees, as
well as trends over time during the period. ASPE also incorporated information from other
sources into these briefs, such as reports from insurance carriers on non-marketplace
enrollment in ACA-compliant plans, the estimates on health insurance coverage from Gallup
and RAND surveys, and other relevant data for the period. The May 2014 report was ASPE’s
final brief for the first open enrollment period, and the reports are currently no longer being
released.
As these ASPE reports were released each month, SHADAC created infographic summaries of
data extracted from the reports. The complete collection of these infographics from the first
open enrollment period is available on SHADAC’s State Health Reform Data Analytics Website.

SBM Reporting Efforts to Date
There is a wide variety of state-initiated public reporting on SBM processes and outcomes.
States vary in the content of their reports, the frequency and breadth of reporting, and the
formats they use to publicize data. Even a “common” measure publicly reported by all 15
SBMs, the number of individuals enrolled in Qualified Health Plans (QHPs), was defined
differently by different states, with some counting “plans selected,” others counting “first
month’s premium paid” (i.e. effectuated enrollment) and others counting “applications
completed, pending payment.”
Another source of variation is the optional questions that some states include on their
applications. As described in the “Legal and Policy Requirements for Application Forms” section
of this paper (page 3), states can include enrollment form questions that are not essential for
determination of eligibility (for coverage or financial assistance), but they cannot be requiredresponse items on the application forms. One question that is optional for a particular
population segment is that of prior insurance coverage (a topic of considerable interest to
policymakers and the public). Because this question is not asked of all applicants, it has not (to
date) been widely analyzed for public consumption. In fact, only two states have reported on
the proportion of marketplace enrollees who were previously uninsured (Kentucky9 and New
York, see state spotlight on page 11). This caveat applies throughout: much of the reporting
cited below comes from optional questions on the application forms, so the responses are not
necessarily representative of the entire applicant population or the general population of the
state. Despite this limitation, many states chose to report on the data they did have available
from respondents who answered the optional questions. This reporting is of interest because it
supplements the basic statistics on enrollment, but should be interpreted with an
understanding of the limitations inherent in the data.
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What Are SBMs Reporting?

Total QHP Enrollment
The number of individuals enrolled in QHPs is the critical indicator of interest to SBM outcome
reporting; all 15 SBMs reported on this measure. However, as described above, there is
variation in how states define “enrollment” and in how much detail is reported. Table 3
summarizes the numbers of SBMs using various indicators related to total QHP enrollment.
Table 3. Public Reporting of SBM Enrollment
Number of SBMs Reporting
(Out of 15 SBMs)
15

Metric/Data Specification
Number of individuals enrolled in QHPs
Stage of enrollment process specified:

3
6

• Plan selected
• Premium paid
• Unclear from reporting
Number of individuals enrolled in Medicaid,
CHIP, or other public programs

7
12

Characteristics of Individuals Enrolled and Plans Selected
Most SBMs provided enrollment data disaggregated by at least basic individual or plan
characteristics. The most common characteristics publicly reported were age of individual
enrollees (11 states) and metal level of QHP (10 states). Figure 2 shows the seven most
frequently reported individual or plan characteristics from public SBM reports. Table 4
summarizes less commonly used data breakouts that may be of interest to more states as they
consider their public reporting plans for future enrollment cycles.
Figure 2. Common Enrollment Breakdowns
Age

12

Subsidy level

11

Metal level

11

Carrier

9

Gender

7

County or geographic region

6
0

2

4

6

8

10

Number of SBMs Reporting (Out of 15 SBMs)
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12

14

Table 4. Less Common Enrollment Metrics of Interest
Metric/Data Specification
Number of individuals enrolled in
QHPs by…
• Race/ethnicity
• Enrollment pathway
• Poverty level
• Language or language
preference
• Previously uninsured

SBMs Reporting

CA, NV, NY, WA
CA, CO, NY, WA
NV, NY, WA
CA, NY
NY

Questions on race and ethnicity are optional on all state (and federal) exchange applications.
For this reason, reporting on enrollment by enrollees’ race or ethnicity will inevitably be
incomplete, but can still be a useful gauge to see who the exchanges are serving and to help
assess potential impact on disparities in coverage by race or ethnicity. Potentially, this
information could also help to better target outreach efforts for enrollment. California,
Nevada, New York, and Washington were the only states reporting publicly on enrollment by
race or ethnicity during or at the end of the first open enrollment period. All four of these
states reported on the number or percent of enrollees in QHPs by race and ethnicity, and some
reports contained further analysis such as cross-tabulations of race by subsidy status. These
states reported different categories for race, all based on the federal standards but some with
expanded options (Nevada in one report including 14 categories) and in some reports collapsing
the groups into fewer categories. Three of these states specifically noted in their reports that
there was a high rate of non-response to this question on their applications (of those states
that reported non-response, the highest non-response rate was 25%, both in New York and
California).
Spotlight: Previously Uninsured in New York
All SBMs and the FFM ask about current insurance coverage on their marketplace applications,
but the question is not asked of all applicants. In most (possibly all) cases only those applying
for financial assistance are
presented with this question; this
means that calculations of new
enrollees who were previously
uninsured do not necessarily
represent the entire applicant pool.
Due to this limitation of the data,
ASPE has expressed concern about
its interpretation and use, and there
has been only limited information formally reported from the FFM and SBMs on the total
proportion of enrollees who were previously uninsured.2 However, if interpreted with caution
and with an understanding of the limitations of the data, the calculation can still be informative.
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Of the public reports we found, only New York has provided this statistic in its enrollment
reports. In its final open enrollment period report in June 2014, New York reported that 93% of
Medicaid enrollees were uninsured at time of application, along with 63% of QHP enrollees
(79% of the subsidized QHP enrollees). The report also noted that enrollees who were
uninsured at the time of application tended to enroll later in the open enrollment period.
While this may not be representative for all new enrollees, this type of information can still add
to the public’s (and decision-makers’) understanding about an exchange’s achievements and
about how to plan and anticipate for future enrollment periods.
Stages of the Enrollment Process
As for all other aspects of SBM-initiated public reporting, states varied in whether and how
much data they released on application process measures during the enrollment period. The
most frequently reported measure in this category was number of applications created (seven
states), while only two states gave the additional information on number of individuals included
in these completed applications. Table 5 summarizes SBM reporting in this area.
Table 5. Common Metrics Describing Stages of Enrollment Process
Commonly Reported Metrics
Number of accounts created
Number of applications completed
Number of individuals applying for
coverage in completed applications
Number of individuals determined
eligible for enrollment
Number of individuals with
confirmed plan selections
Number of individuals with payment
received

Number of SBMs Reporting
(Out of 15 SBMs)
6
7
2
4
5
2

Consumer Support and Operating Metrics
All SBMs provided at least basic statistics on their website or call center operations. Some
states went in depth (see spotlights on Colorado and Minnesota, page 17), while others focused
only on the most critical status indicators (website visits, calls received). The most commonly
reported process metrics in this category were call volume (12 states) and unique visitors to the
SBM website (9 states). Less common but occasionally reported were calls handled in
languages other than English or Spanish, and website availability (percent of time). Table 6
summarizes these measures.
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Table 6. Most Commonly Reported Customer Support and Operating Metrics
Commonly
Reported
Metrics
Call center:
Call volume
Average wait time
Average call time
Website:
Unique visitors
Web visits
Page views

Number of SBMs
Reporting
(Out of 15 SBMs)

Less Common, But
Related Metrics

12
8
5

Handled/deferred calls
Other language calls
Abandonment rate

9
7
4

Website availability
Average response time

How Are SBMs Reporting?

States not only varied the content of their public reporting, but also their communication
methods and channels. States routinely released enrollment figures via standard text reports,
website entries, graphical dashboards, press releases, board meeting minutes, and social
media. Some states kept the emphasis on the most critical statistics by releasing only a limited
number of indicators (such as enrollment in qualified health plans and Medicaid), while other
states selected formats to allow full detail on process measures and detailed breakdowns of
enrollee data as well. Some states targeted the public directly by reporting via social media,
while some used the press or their websites to disseminate reports and data. SHADAC collects
and posts publicly-available enrollment reports from all SBMs; the full collection can be found
here: http://www.shadac.org/publications/insurance-marketplace-enrollment-reports.
Although all states have unique styles and formats for public reporting, a few states are
highlighted below due to particular aspects of their public reports that may be of interest to
other states as they consider future plans.
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Spotlight: Social Media in California
In addition to periodic reports and press releases to keep the public updated on enrollment
figures, several states use Twitter, Facebook, Instagram, and YouTube to promote enrollment
and answer ACA-related questions. A few states also periodically release enrollment figures
through social media. But California
Figure 3. Screenshot of Covered California's Twitter feed
is unique in its extensive reach, with
Covered California (the state
marketplace) tweeting enrollment
updates to nearly 38,000 followers
(over 33,000 more than any other
state exchange, as of August 2014).
Covered California’s 4000+ tweets
are not primarily focused on
reporting, but rather on enrollment
promotion and information,
insurance facts and terminology,
promotion of healthcare utilization
among newly-covered enrollees,
and healthy lifestyle tips. The
Twitter feed is visually appealing,
and includes not only information
but also photographs, videos,
celebrity endorsements of health
insurance coverage, quotes from
satisfied enrollees, and other items
of interest. By including enrollment
reporting in this format, Covered
California takes advantage of an
opportunity to reach the public with
its data directly, in an accessible
and interesting way. Click here to
follow Covered California on Twitter: https://twitter.com/CoveredCA .
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Spotlight: Comprehensive Reporting in
Washington

Figure 4. Sample page of Washington's final report

Washington’s reporting on its health exchange
included a unique final enrollment report at
the end of the open enrollment period. The
report includes breakdowns of enrollment by
an extensive set of characteristics including
demographics, metal level, county, carrier,
federal poverty level, tax credit percentage,
and other variables. The data are presented
visually, through distinctive and interesting
graphics that allow a reader to take in large
amounts of information in an “at-a-glance”
format, so although the report is 24 pages long
and contains a large amount of data, it is easy
to scan the whole report quickly for items of
interest, and then to look deeper at the data
on any specific topic.
See Washington’s final report here:
http://wahbexchange.org/files/4513/9821/1124/WAHBE_End_of_Open_Enrollment_Data_Rep
ort_FINAL.pdf
Spotlight: Dashboards in Massachusetts and Kentucky
Figure 5. Sample 1-page snapshot from Kentucky

Dashboards can be a very effective way to
communicate data and trends,
highlighting the most important
indicators and making key figures easy to
find. Several state exchanges used this
kind of approach for enrollment
reporting, placing the key summary
statistics into a simple, 1-page format and
updating it on a regular basis.
The Massachusetts Health Exchange
released weekly 1-page dashboards
during open enrollment. These
dashboards summarized information of
interest each week, initially focusing on
the process of overcoming the application
backlog (reporting on applications
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reviewed and supplemental staffing), and in later weeks turning to enrollment figures while
also including process measures such as call volume and website traffic. The Massachusetts
dashboard used a combination of graphics and short pieces of text to convey the key messages
in a simple format.
Throughout the first open enrollment period, Kentucky also used a regularly-updated 1-page
format highlighting the most important measures on its state health exchange, called kynect.
Regular updates to individual, SHOP, and Medicaid enrollment figures, along with a few key
statistics on website and call center activity, were provided in a clear and simple format.
Kentucky was unique among states in that kynect reports were released by the Office of the
Governor rather than the state health exchange itself.
See sample 1-pagers from MA and KY here:
• Massachusetts
• Kentucky
Spotlight: In-Depth Reporting on Topics of Interest in Colorado and Minnesota
Throughout the first open enrollment period, Colorado used an extensive “Customer Support
Network” to communicate with the public, promote the state’s exchange (called Connect for
Health Colorado), and assist in enrollment. This network included Customer Service Center
Representatives, specially trained brokers/agents, Certified Health Coverage Guides, Certified
Application Counselors, and community organizations. The public outreach strategy included
Street Outreach Teams, Walk-in Sites, and a branded RV travelled around the state. A highlight
of the Connect for Health Colorado final report for the open enrollment period was its thorough
coverage of the work conducted by these groups. The report included numbers of consumers
reached with promotional activities, number of miles travelled by staff, number of hours spent
talking with the public, and numbers of
Figure 6. Sample of reporting on technical
enrollments assisted by various groups. This
operations metrics from Minnesota
depth of reporting on outreach work was a
helpful way to document the level of
promotional effort required to meet enrollment
goals, and including this in the final report also
demonstrated the state’s appreciation for the
staff and volunteers involved in the work.
Minnesota used its exchange’s Board of Directors
Meetings (reports from which were publicly
shared) as one of its methods of enrollment
reporting. But this state went a step beyond the
standard metrics by including in-depth on the
technical operations of its call center and
exchange website, called MNsure. Detailed technical process measures included: % system
uptime/downtime, website new and returning visitors, website visits by geography within the
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state, weekly manual ID verification processing (# of cases and average # days to complete),
data requests received and fulfilled (number and megabytes), estimated hours of staff time
processing data requests, weekly appeals, independent validation and verification reviews, call
center types of calls received (top 10 specific questions from public and from brokers), and
error rates in MNsure marketplace. This in-depth topical reporting provided a broader view not
just of enrollments, but of the efforts and processes behind the operation.
Read reports from Colorado and Minnesota here:
• Colorado
• Minnesota

DISCUSSION AND LOOKING AHEAD
A review of the type of enrollment data generated by FFMs and SBMs shows great variation in
what is being collected and how it is being used and reported. Despite differences in how
states are leveraging enrollment data, all states are faced with the reality of a rapidly
approaching second open enrollment period. While states continue to analyze data from the
first open enrollment period, officials estimate an even larger surge of enrollment in year two.1
The final section of this report discusses some of the challenges and opportunities states face
regarding the collection and use of marketplace enrollment data for the second open
enrollment period.

Challenges
Discontinuation of Federal Marketplace Data Reports. As noted, the ASPE issue briefs were
arguably the most important source for comparative information about marketplace
enrollment across states and the sole source of enrollment data for FFM states. ASPE
discontinued these reports in May 2014 and, although open enrollment ended, marketplaces
have continued to enroll individuals under special enrollment circumstances. ‡ In the absence
of the ASPE issue briefs, cross-state comparisons of key enrollment metrics have been difficult.
In addition, there has been no official source of information on the enrollment status of FFM
states. For FFMs wishing to transition to a SBM, this has been particularly challenging, because
they lack the data and analytics needed to make projections and initiate planning. It is
important to note, however, that ASPE may resume disseminating these issue briefs again
during the next open enrollment period.
Lack of Common Definitions. Another area of challenge for states has been the lack of
common definitions used by SBMs in their public reporting. As discussed above, even a concept
‡

Individuals qualify for special enrollment periods (a time during which they can sign up for health insurance
coverage) following certain life events that involve a change in family status (for example, marriage or birth of a
child) or loss of other health coverage.
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seemingly as simple as “enrollment in QHPs” has been linked to several different definitions.
This has led to frustration among SBM staff who are called upon to answer questions about
how their state enrollment numbers compare to other states. SHADAC has been in discussion
with SBM staff about the possibility of generating standard definitions, and most states
concede that modified marketplace data systems towards this goal are not a priority. As an
alternative, SHADAC is working with the National Academy of State Health Policy (NASHP) State
Health Exchange Leadership Network to compile a glossary of all the different meanings various
enrollment terms might have (anticipated publication in August 2014). The glossary is intended
to be a reference for states in both their comparisons and reporting.
Enrollment Definitions. As discussed above, states varied in their definition of “enrollment,”
and most states and the federal government considered a completed enrollment to be at the
stage of plan selection or pre-effectuated enrollments. A consequence of using this definition is
that it is artificially high, because some people will fail to pay their first month’s premium. This
means that actual enrollment will be less than published reports. This poses both a political
and public relations challenge for states that will need to rectify this discrepancy at some point.
Dynamic Nature of Enrollment. Despite great enrollment gains in the first open enrollment
period, it is important to recognize that insurance coverage is dynamic and many people
experience changes in their coverage over time. As time passes, some enrollees are likely to
drop marketplace-obtained coverage due to affordability issues or other reasons (e.g., they
obtain a job with health benefits). These types of changes are common for people with nongroup insurance coverage. For instance, one recent study found that over one-third of people
with non-group coverage in May 2008 no longer had non-group coverage four months later.10
To date, marketplaces have reported the total number of individuals to enroll in coverage since
the start of open enrollment (“ever enrolled”), rather than reporting net enrollment. As with
the choice of enrollment definition described above, this time frame presents the most
optimistic picture of marketplace enrollment. At some point, states will need to start reporting
net enrollment and may face technical/administrative challenges obtaining this information and
accounting for this drop in enrollment.
Incomplete Data from Application Process. States are balancing their data needs with the legal
requirements and limitations related to data collection. Despite state flexibility to design a
single streamlined application, the rule that questions not essential for eligibility
determinations must be optional poses a challenge for some states in their ability to link
enrollees to other social service programs and to collect and analyze additional data such as
previous source of coverage. In addition, high non-response rates for optional questions can
make it difficult for accurate analysis of a state’s outreach and enrollment status. For example,
two states noted a 25% non-response rate on questions about race and ethnicity. While it is
impossible to know whether there is systematic non-response among certain population
groups, this is possible, making it difficult for states to assess the effectiveness of their
promotional and enrollment activities across all population groups.
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Use of data collected. We have not yet truly harnessed the power of the data that have been
collected through ACA enrollment processes. Data would ideally be used internally by state and
federal managers and also made available for analysis to researchers, but there are challenges in
both external and internal use. Due to the highly sensitive nature of ACA-related data, some
states may be reticent to release their datasets for detailed analysis, especially while open
enrollment periods are underway. Internally, states do use the operations data (call center
volume, language assistance needs, geographic enrollment, etc) to adjust promotion and
support efforts, but many states wish they had more capacity to focus on more extensive
analysis, and are hard-pressed to prioritize this, particularly during busy open enrollment
periods.

Opportunities
Lessons from the 2014 Open Enrollment Period. As described in this paper, there was a huge
variety in state messaging around open enrollment. An opportunity exists for states to
compare the type of measures, modes and venues used to distribute messages about
marketplace enrollment and identify best practices. Potential best practices might include:
•
•
•
•
•
•

Select the measures on which to report in advance to assure data systems can generate
them easily for politically-charged topics, choose benchmarks/goals carefully.
Consider aligning key definitions with other states or the federal government (e.g.
enrollment).
Consider the implications of definitions used (e.g. reporting “ever enrolled” vs point-intime enrollment).
Report on the same set of measures consistently, and on a set schedule.
Utilize multiple venues to distribute the message (website, twitter, meetings, etc).
Use graphic depictions to highlight key messages.

Linking Enrollment Data to External Data Sources. States have a great opportunity to link
enrollment data with external data to conduct additional analyses and guide operations. Most
notably, enrollment data can be linked with federal or state survey data to identify enrollment
“penetration rates” and areas that need continued outreach. This can be done by geography or
by enrollee characteristics. For example, a state could use the U.S. Census Bureau’s American
Community Survey to determine the number of potentially marketplace eligible in each zip
code and compare that to marketplace enrollment in those zip codes. This would provide a
picture of how well a state did at targeting enrollment in areas where there were high numbers
of potentially-eligible and where states need to focus efforts in the next open enrollment
period. This same exercise could be done by income group, age, etc. Enrollment data could
also be linked to claims data to study changes in health care utilization and expenditures among
various population and enrollment groups.
Leveraging Enrollment Data and Electronic Systems to Administer Surveys. Historically, some
state Medicaid agencies have utilized enrollment files to survey enrollees about their
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experience, utilization and satisfaction with the program. State marketplaces can utilize a
similar approach to survey their enrollees and potential enrollees (e.g. conducting an optional
web-based survey as people go through the online enrollment process). As states consider
surveys that target marketplace enrollees, they should keep in mind that the HHS is in the
process of developing and implementing two surveys: a marketplace survey and an enrollee
satisfaction survey. The marketplace survey will be developed, implemented and analyzed by
HHS. The enrollee satisfaction survey will be developed by HHS, based on the Consumer
Assessment of Healthcare Providers and Systems surveys, but implemented by QHPs through
an approved list of vendors. Draft versions of the survey instruments can be found here:
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/QualityInitiativesGenInfo/Health-Insurance-Marketplace-Quality-Initiatives.html
Investment in Enrollment Data Systems: The ACA has brought new focus and attention to
enrollment data systems. In spite of some early enrollment system problems, it is likely that
this infusion of funding and technology will help states in the long term. By shifting from legacy
systems and investing in new infrastructure, states have the opportunity to build both data and
analytic capacity. Some new areas of opportunity might include: setting up a system that can
track individuals across the coverage continuum to monitor churn; tracking denial and
disenrollment reasons to understand why individuals drop or lose coverage; or linking health
care data with data from other social service programs.

CONCLUSION
Experiences from the first ACA open enrollment period will surely inform state and federal
efforts to prepare for future enrollment periods. A few states have already indicated plans to
change from a full SBM operation to a supported SBM (Nevada, Oregon) or potentially to
transition from the FFM or a supported SBM to a full SBM (Arkansas, Idaho, Illinois, Missouri,
New Mexico). Other states will continue using the same marketplace model used in the first
open enrollment, but perhaps with adjustments in data collection and reporting based on first
round lessons learned, the need for specific types or breakdowns of data, or a desire to
enhance public reporting to reach additional audiences. It is hoped that this paper will provide
insight to states and others interested in learning from the first open enrollment and reporting
process in order to ensure that future efforts continue to be successful.
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