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The Affordable Care Act (ACA), signed in 2010, has direct relevance to the field of Public Health through the expansion of Medicaid and the creation of health insurance coverage that will result in adjustments in the accessibility of clinical services.  Indeed, many individuals will now be able to receive healthcare that was once unaffordable.  In the first enrollment period of 2013-14, over eight million individuals enrolled in a health care plan either through the marketplace established by their respective state or the federal government.  The purpose of the Affordable Care Act was to provide choice and competition in the private insurance market.  Whether this is actually occurring is the premise of this essay.  By comparing the experience of two states that adopted their own health insurance exchange and two states that opted instead for a federal government-run marketplace, some evidence is provided to address whether the ACA has created an efficient and cost-effective strategy to deliver affordable health insurance to those in need.  Wesley Rohrer, MBA, PhD
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[bookmark: _Toc415568674]preface - HIX’s Relevance to Public Health
Public Health is concerned with three main areas namely to assess the health and wellbeing of the community and identify any threats to the public’s health; to lead and promote evidence-based initiatives that will improve health and wellness in the community, and assure the availability of community and personal health services (Benjamin, 2012).  The Patient Protection and Affordable Care Act of 2010 (ACA) has altered the field of Public Health by influencing all three areas of public health in ways that have yet to be fully evaluated.  However, it has already achieved notable effects in at least three ways.  The first is through the integration of population health initiatives into the many new health service delivery models, such as Accountable Care Organizations (ACO) or Patient Centered Medical Homes (PCMH).  The second influence is the increased accessibility of traditional public health services to the public.  Many public health agencies provide a wealth of information, programs, and services to their communities. With the passage of the ACA, these organizations will have a stronger foundation in policy to advocate for funding to provide higher quality and expanded services to those in need.  And lastly, the ACA has affected the field of Public Health through the expansion of health insurance coverage that will result in increased accessibility of clinical services for previously uninsured.  This last area is a major topic for discussion since the accessibility will largely come about through the establishment of Health Insurance Exchanges (HIXs).  Notwithstanding, the debate surrounding the insurance exchanges is intense, which is why a study comparing the outcomes of states that have created State-based exchanges with those states that have opted for Federally-facilitated exchanges is so important to public health.        



[bookmark: _top][bookmark: _Introduction:_A_Broken][bookmark: _Toc415568675]Introduction: the us health system 
[bookmark: _Toc106513528][bookmark: _Toc106717786]Healthcare in the United States is at a tipping point.  According to the Peterson-Kaiser Health System Tracker the U.S. spent almost $2.8 trillion dollars on healthcare in 2012 (the most recent year with comprehensive data available), or about $8,745 per person (Levitt, 2014).  This represents an increase of over 3,600 percent since 1970.  The United States spends far more on health per capita and as a share of the economy than any other country.  In fact, it was 42 percent higher than the next highest per capita spender, Norway.  The total gross domestic product (GDP) spent on health-related expenses is approximately 17 percent, compared to an average of 11 percent in comparably wealthy countries.  This can be further broken down by the distribution of public or private spending.  In countries that are members of the Organization for Economic Co-operation and Development (OECD), public spending accounts for nearly 8 percent of all health-related expenses, whereas private spending accounts for about 3 percent of total health-related spending.  However, in the United States, public spending on healthcare is around 8 percent which is in-line with the OECD average, but private spending accounts for over 9 percent of health-related spending.  This presents a problem for U.S. citizens because as healthcare spending rises overall, individuals and families are also spending more on healthcare.  According to the Peterson-Kaiser report over the past ten years, the average amount that American households spent out-of-pocket on health care and insurance increased by a little over 50 percent from $1,827 in 2002 to $2,754 in 2012.  Health insurance premiums comprise a burgeoning proportion of household health spending.  However, the current spending growth trajectory has slowed in recent years, from the average annual growth rate of 7.4 percent from 2000 to 2004, to only 2.9 percent from 2008 to 2012.  Some experts believe this slow growth rate is due to the economic downturn that occurred in 2008, while many believe it was caused by structural changes in the health delivery system and, specifically, fewer new medical technologies.  The fact that many countries experienced the slower growth rate suggests that the former is more likely the reason.  In any case, the accessibility and affordability of health services is an important measure of a health systems performance, and it can be seen that the United States is lagging as measured by the population that is covered by health insurance standing at only 85 percent, whereas other OECD countries average approximately 98 percent and comparable countries cover 100 percent of their populations.  One solution that the United States has implemented to overcome this trailing measurement is legislation that would provide health insurance to the approximately 30 million Americans who are uninsured: the Patient Protection and Affordable Care Act (ACA).      
The Affordable Care Act was signed into law on March 23, 2010.  The legislation’s goal was to make healthcare more affordable, improve quality, and increase access to millions of Americans who lacked insurance coverage.  Many would argue that the crux of the ACA deals primarily with insurance coverage.  To this end, the ACA has implemented a way for those who need insurance to obtain it through a competitive marketplace.  This is intended to increase access because it provides an online forum for anyone to get information about coverage and cost and make better informed purchasing decisions.  Health plans must also guarantee issue and renewability of health insurance regardless of health status.  It improves affordability because the exchanges promote price and quality transparency that increase competition among health insurers.  It improves quality because health plans must insure that essential health benefits and standards are met by providing a minimum level of coverage.   Beginning in 2016 insurers must report on quality measures.  Every state is required to have an exchange; however, states have the option to establish their own exchange, partner with the federal government to run the exchange, or decline (opt out) which would mean that the federal government would establish a Federally-facilitated marketplace.  As of this writing, 29 states have decided to forgo forming a State-based exchange and have opted for a Federally-facilitated marketplace, whereas 7 states have formed a partnership with the government and 14 states have established State-based marketplaces.  This paper has two primary purposes: to discover the relative effectiveness of State-run exchanges as opposed to Federally-facilitated marketplaces and to consider more carefully the exchanges as a model that would accomplish the goals established in the Affordable Care Act.
[bookmark: _Anti-ACA_Sentiment][bookmark: _Toc415568676]Opposition to the aca
[bookmark: _Toc106513529][bookmark: _Toc106717787]Before the analysis of the performance of the healthcare market exchanges, it would be useful to gain a deeper perspective of the attitudes of various stakeholders surrounding the ACA.  These attitudes can have a substantial impact on the law’s overall success as those who favor it will be likely to adhere to it, and powerful interests who oppose it will work to modify, if not overturn, the law altogether.  Anti-ACA sentiment can be gauged by the amount of spending on media messages opposing the ACA.  Data analyzing major metropolitan markets demonstrates spending on anti-ACA political messaging was more considerable in Salt Lake City, Utah ($29,336), than in Las Vegas, Nevada ($10,350).  This is a highly interesting difference since, historically, Utah has leaned towards conservative values and voted Republican – a characteristic aligned with anti-ACA rhetoric.  According to Pam Allison, a digital media product and marketing strategist, Nevada residents do not have die-hard political leanings in either direction, suggesting that spending should have been higher in the Las Vegas market in order to swing voters towards the anti-ACA frame of thinking (Allison, 2012).  But even when Minneapolis and Milwaukee were compared, it was shown that in Minneapolis, with its historically democratic leanings, TV ad spending was about $58,757, while in Milwaukee it was $17,078 (Ellenberger, 2013).  However, despite the spending on anti-ACA messaging, the uninsured rate dropped significantly in Minnesota from 8.2 percent to 4.9 percent of the population, suggesting that the anti-ACA rhetoric was largely ineffective (Sonier, 2014).
[bookmark: _Toc415568677]An Overview of Health Insurance Exchanges 
In 2006, then-Governor Mitt Romney of Massachusetts, signed into law the Act Providing Access To Affordable, Quality, Accountable Health Care, or the short form know as Chapter 58 of the Acts of 2006.  This legislation required the state of Massachusetts to create a health insurance exchange for small businesses and individuals who were not able to obtain health insurance through employment.  This exchange, known as the Health Connector, is a quasi-governmental agency that is independent from the Commonwealth of Massachusetts.  Its funding comes from state-generated funding and revenue from operations.  The purpose of the Connector is to develop an exchange, or market, where residents can purchase affordable health insurance plans.  It is intended to facilitate administration, eliminate paperwork, offer portability and pretax treatment of premium, as well as provide some standardization and choice of plans (Lischko, 2009).  Before the passage of the Massachusetts health reform legislation, most states took the perspective of regulating insurance based on subpopulation demographics such as the standardization of private health insurance benefit packages or state-subsidized benefit plans for targeted coverage expansions.  However, Massachusetts engaged in a more system-focused approach by restructuring how private insurance is purchased, sold, and administered; restructuring how public subsidies are delivered; and integrating those two sets of reforms into a unified design (Haislmaier, 2006). 
	Many would argue that the Massachusetts health reform was the foundational concept for the national health care reform that emerged as the ACA effort (Kingsdale, 2010).    Indeed, there are many striking similarities in the law, such as the formation of health insurance marketplaces.  Part II § 1311 (b)(1) of the Affordable Care Act states that “in general.--Each State shall, not later than January 1, 2014, establish an American Health Benefit Exchange”.  If states default on this requirement or do not desire to manage a state-run exchange, then the ACA states in Part III § 1321 (c) “the Secretary [of Health and Human Services] shall (directly or through agreement with a not-for-profit entity) establish and operate such Exchange within the State and the Secretary shall take such actions as are necessary to implement such other requirements” ("Patient Protection And Affordable Care Act," 2010). This last section gives the federal government the authority to establish an exchange so that, in the case of poorer states or states with legislators opposed to the law, individuals can still obtain health insurance.  The benefits of the exchanges are available to those who are purchasing their own insurance coverage, or are a part of a firm that has fewer than 50 employees, which number will increase to 100 in 2016.  Therefore, if an individual already has health insurance through his or her employer or is insured through Medicare, then that individual is not required to obtain coverage through the exchanges.  
	The health insurance market has split health plans into five different categories based on benefits offered.  The plans (in order of ascending coverage amount) are catastrophic, bronze, silver, gold, and platinum.  Those individuals with an income within 100 to 400 percent of the federal poverty level can qualify for a premium tax credit.  In essence, these credits will cap the premium the enrollee must pay based on the enrollee’s income.  However, these subsidies, as they are called, are tied to the second-lowest-cost silver plan available in the enrollee’s rating area.  This is important because, as will be illustrated later, an enrollee’s rating area plays a significant role in the amount of premium that must be paid.  According to researchers, each plan must offer a minimum set of ‘essential health benefits’ and have an actuarial value of at least 60 percent – that is, the health plan must pay for at least 60 percent of the average enrollee’s health expenses (Taylor, 2015).  These plans must be qualified by an issuer that is licensed by the state and in good standings.  An interesting note about these qualified health plans (QHPs) is that they have the same premium rate whether offered directly through the exchanges or outside of the exchanges (Services, 2013).    
	A review of the initial experience of the annual enrollment period (2013-14) begins by highlighting that over 8 million individuals purchased health insurance through a marketplace: 2.6 million through a State-based exchange, and 5.4 million through a Federally-facilitated exchange.  The majority of individuals who selected health insurance in the exchange were female (State-based: 53 percent, Federally-facilitated: 55 percent).  The majority of individuals selected a silver level plan (65 percent), and 85 percent of those who selected a marketplace plan were eligible to receive federal financial (subsidy) assistance to help pay for premiums.  Interest in both State-based and Federally-facilitated exchanges was high (see table 1) as almost 100 million visits were recorded on marketplace websites throughout the country ("Marketplace Summary", 2014).  A central goal of administrators of the exchanges is to enroll healthy males between the ages of 18-34, otherwise known as the ‘young invincibles’.  This age group historically has opted out of acquiring health coverage due to the belief that illness or injuries would not happen to them and the high cost of individual coverage.  Of the total individuals who have selected a plan in the marketplace 28 percent are included in this age group, which suggests the need for more effective marketing of the benefits of enrollment for this cohort.  Also of note, 85 percent of those who have enrolled using the marketplace have received financial assistance of some kind, suggesting that those who have not been able to afford insurance are obtaining at least basic coverage.
[bookmark: _Toc415564685]Table 1 - Cumulative Marketplace enrollment information 10-1-13 to 3-31-14
[image: ]

	Another characteristic germane to the discussion of the nature of the ACA’s marketplace is whether the marketplace subsidies have affected employers’ incentives to offer health insurance as well as workers’ incentives to take up such offers.  There have been widespread assertions by many that with the passage of the ACA and establishment of marketplaces where individuals can qualify for subsidies, a strong incentive would be at play for employers to drop workers from employer-sponsored insurance.  The reason this is pertinent for the purposes of this study is because the loss of employer-sponsored insurance benefits to workers would have very adverse implications.  With this loss government subsidy costs could catapult exponentially higher, causing the public funding of the coverage provided by the law to become financially unsustainable.  However, researchers have “found no evidence that any of these rates [offer or take-up] have declined under the ACA.  They have, in fact, remained constant.  To date, the ACA has had no effect on employer coverage” (Blavin, 2015).  Because of this apparent lack of effect on the insurance markets, this portion of the ACA analysis will not be pursued further in order to keep the topic circumscribed.
[bookmark: _Toc415568678]Comparative Analysis
	As stated previously, the goal of this paper is to analyze and compare two states that have decided to opt-out of managing a state-run marketplace, and have accepted the Federally-facilitated marketplace, with two states that have opted to manage a State-based marketplace.  The state-pairs being analyzed are Utah with Nevada, and Wisconsin with Minnesota.  Utah and Wisconsin have opted-out of the state-based requirement, whereas Nevada and Minnesota have established a State-based marketplace.  The reason these states were chosen was due to comparability between the two state-pairs so as to control for variables as much as possible.  As shown in table 2, Utah is very similar with Nevada, both in geography and in demographic features.  These states have approximately the same population size.  However, the rate for nonelderly uninsured was considerably lower in Utah than Nevada (14 percent and 20.7 percent respectively).  Utah also has a higher median income rate than Nevada ($59,770 and $52,800 respectively).  The demographics are somewhat more homogeneous when comparing Wisconsin to Minnesota (see table 3).  Both Wisconsin and Minnesota have a relatively similar population size.  The uninsured rate among the nonelderly is slightly higher in Wisconsin than Minnesota (9.1 percent compared with 8.2 percent respectively).  The median household income is also higher in Minnesota than Wisconsin ($60,702 compared with $51,467, respectively).  
	Also, the ethnic and racial composition of each state was also analyzed.  Utah has a larger non-minority percentage of the population than Nevada (79 percent versus 52.2 


[bookmark: _Toc415564686]Table 2 - Demographics and Socioeconomic data for Utah and Nevada
[image: ]



[bookmark: _Toc415564687]Table 3 - Demographics and Socioeconomic data for Minnesota and Wisconsin
[image: ]

percent, respectively).  However, the states were not similar when the minority populations
were compared.  When compared to Utah, Nevada has a larger percentage of Blacks (9.0 percent versus 1.3 percent), Hispanics (27.5 percent versus 13.4 percent), and Asians (8.1 percent versus 2.3 percent).   
	Minnesota and Wisconsin are more homogenous in population composition than the previous two states considered.  Minnesota and Wisconsin both have similar non-minority populations as compared to the overall population size (84.8 percent versus 82.5 percent, respectively).  The high proportion of non-minority population suggests that this population will be more able to afford health insurance.  The minority populations in these two states were also very comparable, also Minnesota compared to Wisconsin has a slightly smaller percentage of minorities of Blacks (5.4 percent versus 6.2 percent, respectively), and Hispanics (4.9 percent versus 6.3 percent, respectively), while maintaining a slightly higer percentage of Asians (4.3 percent versus 2.5 percent, respectively).  It is reasonable to assume that states with a more diverse population such as Nevada face greater challenges in obtaining higher enrollment in the insurance marketplaces.  
	Another area of consideration is the rural population.  Nearly one-third of Minnesota and Wisconsin’s population are considered rural (those living outside an Metropolitan Statistical Area).  However, the percentage of the rural population is much lower in the western states of Utah and Nevada (9.4 percent and 5.8 percent, respectively) than the other pair states.  Generally, rural populations tend to have a greater percentage of low-to-moderate income groups that are now being targeted for expansion in the ACA.  Additionally, many insurance markets are dominated by one or two large insurers that offer few plans.  As a result, this group may have fewer affordable insurance coverage options available or will fall into the “coverage gap” in states that are not expanding Medicaid.  Research suggests that rural residents, as a whole, have not yet experienced higher premiums than their urban counterparts.  However, researchers did conclude that insurance plans were limited and that there were considerable differences within the rural states being analyzed.  In Nevada rural premiums were $201 higher than urban premiums, whereas in Utah premiums were $27 higher for rural residents.  In Minnesota, premiums were $55 higher for rural residents, whereas in Wisconsin they were only $2 higher (Polsky, 2014).                    
[bookmark: _Toc415568679]Contrasting Enrollment Rates 
	While the four states being analyzed had similarities in terms of demographic, socioeconomic and geographical characteristics, the enrollment rates were considerably different for the two states that were in the Federally-facilitated marketplaces as opposed to the State-based marketplaces (see table 4).  Utah and Wisconsin, both Federally-facilitated marketplaces, posted current enrollment projections of 101.9 percent and 130.7 percent, respectively.  This means that Utah has a current enrollment rate below the national average of Federally-facilitated marketplaces at 112.5 percent, while Wisconsin is much higher than the average.  Utah ranks as the thirteenth most successful Federally-facilitated state, while Wisconsin was ranked fourth overall amonst the twenty-six Federally-facilitated states (Blumberg, 2014).  
	When comparing states that have managed State-based marketplaces, Nevada and Minnesota post enrollment projections of 69.8 percent and 64.7 percent, respectively.  The total average for all State-based marketplaces is 121.5 percent, meaning both Nevada and Minnesota are lagging behind the rest of the other State-based marketplaces in enrollment.  In fact, Nevada is ranked twelth out of sixteen states and Minnesota is ranked fourteenth (see Appendix C). 
  
[bookmark: _Toc415564688]Table 4 - Preliminary enrollment in Federally Facilitated Marketplace Health Plans as of April 19, 2014
[image: ]

[bookmark: _Toc415568680]Commercial Insurance and Premiums
	Table 5 presents the market share and enrollment of the largest three insurers in the individual market.  Three out of the four states studied had somewhat competitive markets (almost 11 percentage points difference between the leading two insurers), whereas Minnesota has a very dominant insurer with Blue Cross Blue Shield of Minnesota Group (greater than 42 percent above the next highest insurer).  
	The second lowest cost silver plan was analyzed to compare premium rates in the largest metropolitan area of each state to illustrate a relative level of affordability.  The reason the second lowest cost silver plan was assessed is due to the ACA’s mandating that level on which advanced premiums are secured.  Therefore, subsidized enrollees will pay a certain percentage of their income while the federal government pays for the remainder. 

[bookmark: _Toc415564689]Table 5 - Private Insurance Market Comparison based on 2012 data (most recent available)
[image: ]

Unsubsidized enrollees must pay the full cost of the premium of the plan that is chosen in the marketplace.  Accordingly, those who are subsidized are effectively shielded from the differences in premiums based on place of residence so long as they chose a plan that has a premium that is at or below the level of the second lowest cost silver plan.  Table 6 compares the Federally-facilitated markets of Utah and Wisconsin based on the number of state-wide carriers as well as the total number of carriers on Federally-facilitated marketplaces.  As shown in table 7, Wisconsin has the highest premium rate among the four states studied, which would suggest that having the higher enrollment rates would lead to higher premiums.  However, Nevada had the second highest premium rates, which suggests instead that over the course of the first year of enrollment, premiums were not a meaningful determinant in explaining the different enrollment rates across the study states.  

[bookmark: _Toc415564690]Table 6 - Private insurance Market Comparison of Utah and Wisconsin on the Federally Facilitated Marketplace
[image: ]

[bookmark: _Toc415564691]Table 7 - Comparison of Second Lowest Cost Silver Marketplace Plans for 2014, Largest Urban Area
[image: ]
In addition to this finding, it was noted in an article in Health Affairs that the availability of more plans in a rating area was associated with lower premiums but higher deductibles for enrollees in the second-lowest-cost silver plan (Taylor, 2015).  However, the ACA has capped out-of-pocket expenses for any individual marketplace plan at no more than $6,600 for an individual plan and $13,200 for a family plan.  
[bookmark: _Toc415568681]Federal Funding 
Many marketplaces were eligible to receive significant funding from the Department of Health and Human Services (DHS) to assist in establishing their marketplaces.  Some of the funding received was to be used for marketing, outreach and education, and in-person enrollment assistance.  For each fiscal year, the Secretary of HHS is to determine the total amount that will be made available to each state for exchange grants. However, no grant may be awarded after January 1, 2015 (Mach, 2014).  A Congressional Research Service report (CRS) explains three types of grants available to states: planning, level 1, and level 2.  Planning grants were made available to 49 states and Washington D.C.  These grants were about $1 million and were to assist the states in planning their health insurance exchanges.  According to CMS, level 1 Grants provide up to one year of funding to States that are interested in undertaking specific activities in establishment of a State-based Exchange, a Federally-facilitated Exchange, or State Partnership Exchange. The Level 1 Establishment grants are open to all States and States can apply for additional years of funding, whereas level 2 grants are to provide up to three years of funding to States that are establishing a State-based Exchange and can demonstrate capacity to establish the full set of core Exchange activities. States must meet specific eligibility criteria, including legal authority to establish and operate an Exchange that complies with Federal requirements available at the time of the application, governance structure for the Exchange, and an initial plan projecting long-term operational costs of the Exchange. States may only receive one Level Two Exchange Establishment grant ("Exchange Cooperative", 2012).  Table 8 shows the amount each state received for their respective marketplaces.  
In an effort to provide in-person resources for individuals who want additional assistance in shopping for and enrolling in plans, HHS awarded $67 million in Navigator grants to Federally-facilitated and State partnership marketplaces.  The results of these grants to Utah and Wisconsin can be seen in table 9.  For illustration, the total navigator funds available for Nevada and Minnesota was also included but were not provided by HHS.   

[bookmark: _Toc415564692]Table 8 - ACA exchange funding to States as of October 14, 2014 (funding in dollars)
[image: ]

Additionally, the Health Resources and Services Administration (HRSA), an agency of the Department of Health and Human Services, has given large grants in all 50 states to community health centers for the purpose of conducting outreach and enrollment assistance.  The grants awarded from the HRSA were nearly twice that of the Navigator grants awarded to Federally-facilitated marketplace states.  There is a wide disparity among these states on what can be spent on outreach programs (see table 9).  Nevada had only two health centers with 30 sites that served a total of 62,284 patients in 2013.  About 49 percent of those patients were uninsured.  With the additional funding from the HRSA, these two health centers will hire an additional 9 workers and will assist 10,600 people with enrollment in health insurance.  Utah, on the other hand, had 11 health centers with 42 sites that served 115,410 patients in 2013.  Of those, 58 percent were uninsured.  With the additional funding from HRSA, these health centers expected to hire an additional 24 workers who will assist 17,144 people obtain health insurance. Minnesota has a total of 16 health centers with 77 sites that served 181,389 patients in 2013.  Of those, 37 percent were uninsured.  With the additional funding from HRSA, these centers expected to hire an additional 29 workers assist 21,334 people obtain health insurance in 2014.  Wisconsin has 16 health centers with 90 sites that served 299,068 patients in 2013.  Nearly 25 percent of those individuals were uninsured.  With the additional funding from HRSA, these centers expected to hire an additional 40 workers to assist 26,474 people obtain health insurance ("Assistance Awards", 2014). 
[bookmark: _Toc415564693]Table 9 - Federal Funding for Outreach, Education, Marketing, Consumer Assistance Programs and Enrollment Assistance Leading up to and Including Open Enrollment for 2014
[image: ]
	There is evidence to support whether enrollment outreach and support activities have actually increased enrollment in health insurance programs.  According to a study conducted by County Health Ranking, with support from the Robert Wood Johnson Foundation, outreach programs such as Enroll America appear to increase ACA enrollment, especially among children.  The researchers suggest that by partnering with other organizations and using a mix of targeted messages and approaches including technology-based systems (e.g., online benefit applications) enrollment can be maximized overall.  More traditional methods (e.g., community health worker outreach) also may increase enrollment among harder to reach populations ("Roadmaps", 2015).  
[bookmark: _Toc415568682]Analysis of Plan Management Models
Plan management entails the governance of the marketplace (established by State-based marketplaces or defaulted to HHS by those who have a Federally-facilitated marketplace) through the review and approval of qualified health plans and contracting with plans in regard to quality targets and premium rates.  That there are multiple approaches to plan management can be seen in table 10 (Krinn, 2014).   
[bookmark: _Toc415564694]Table 10 - State Marketplace Models, by Governance, Plan Management Authority, and Plan Management Strategy, 2014
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Among State-based marketplaces, only 6 states and the District of Columbia have chosen the ‘clearinghouse’ method.  The clearinghouse method is where all health plans that meet the published criteria can qualify to take part in the exchanges.  Conversely, with the ‘active purchaser’ method, states can directly negotiate premiums, provider networks, and number and benefits of plans sold in the marketplace or can contract with a select group of health plans. In essence, the active purchaser approach gives states more control over the exchanges and allows them to be more selective about who can participate in the exchanges.  Currently, 10 states out of the 16 that manage a State-based exchange operate an active purchaser model.  Those states that have a Federally-facilitated exchange all utilize the clearinghouse model.  Comparing the four states, only Nevada has an active purchaser model, whereas the other three states operate a clearinghouse model.  
The way in which a state has implemented and regulates the marketplace is important to determine the effect, if any, on the different levels of plan premiums across State-based or Federally-facilitated exchanges.  According to researchers at the University of Minnesota, “State-based marketplaces using clearinghouse management models had lower premiums compared to State-based marketplaces using active purchaser models and compared to Federally-facilitated marketplaces and State-federal partnership marketplaces” (Krinn, 2014).  The reason for this could be seen in the fact that State-based marketplaces generally have a greater average number of insurers than other management strategies.   The mean number of insurers in active purchasers State-based marketplaces was 5 compared to 4.5 in clearinghouse State-based models, 3.9 with Federally-facilitated markets with states conducting plan management, and 3.2 in Federally-facilitated marketplaces with the federal government conducting plan management.  
That the mean number of insurers, in conjunction with high hospital concentration levels using the Herfindahl-Hirschman Index is associated with lower premium levels suggests that competition does lead to lower premiums.  The U.S. Department of Justice considers a market concentrated with an index figure less than 1,000; an index figure of 1,000-1,800 to be moderately concentrated; and an index figure of 1,800 or greater to be a highly concentrated marketplace.  In Utah, the HHI is 730, Nevada is 580.3, Minnesota is 355.1, and Wisconsin is 174.6, suggesting that each state has a concentrated marketplace.  In fact, high concentrations of hospitals are pervasive in the United States.  These figures were based on measurements calculated by dividing the hospitals’ staffed beds by the total staffed beds in the market using data from the Dartmouth Atlas of Health Care ("Chronically Ill", 2012).  Based on this research, it can be surmised that Nevada would have higher premiums than Minnesota, since it operates an active purchaser model, and Minnesota would have lower premiums than both Utah and Wisconsin since it runs a State-based marketplace.    
[bookmark: _Toc415568683]Summary of Findings 
In each state that was analyzed, unique factors combined to determine the enrollment experience.  During the first open enrollment, many websites were plagued by technical troubles, including the much publicized disaster of the federal government’s healthcare.gov site.  In addition to the lack of accessibility associated with this shortcoming at initial rollout, there was an intense and polarizing media campaign to persuade public opinion of the positives and negatives of the ACA.  Based on this backdrop, a summary of each state studied will be described. 






[bookmark: _Toc415568684]Utah and Nevada
Coordinated Outreach Efforts
There are several important differences between Utah and Nevada that affected enrollment and premium costs.  Utah has a robust history of building relationships, coordination, and alliances among various stakeholders around health care issues.  This can be exhibited by the 65 different non-profit healthcare organizations in the state.  This is comparable to Nevada’s 56 non-profit healthcare organizations.  However, the state remains intensely committed to ensuring that the ACA does not interfere with the state’s oversight of the insurance industry as well as to require the state to enforce the ACA’s individual or employer mandate.  In Utah, navigators must be licensed and trained for at least 30 hours in order to meet strict CMS requirements.  Currently, there are four organizations in the state that have qualified for navigator grant funds from HHS.  Eleven community health centers are sharing $1.3 million in federal grants for outreach and education. Stakeholders in the state are developing a network consisting of approximately 36 community organizations to promote the health reform law on websites and newsletters as well as training staff to assist Utah's nearly 360,000 uninsured enroll in insurance plans.  As of April 19th, 2014, the first year of enrollment, 84,601 Utahns had signed up for insurance through the federally-facilitated exchanges.  In addition, 50,268 people enrolled in the state’s existing Medicaid program.  
Nevada moved quickly to establish the State-based marketplace and began preparations for the expansion of Medicaid.  The state was very proactive in preparing for the expansion by hiring more eligibility staff, engaging in training the existing eligibility staff, and preparing staff at all levels for the new enrollment systems and processes.  The state utilized many facets of outreach including television, radio, and print campaigns to raise awareness about its marketplace and encourage people to enroll.  The primary focus of these campaigns have been to reach the population that will be eligible for the marketplace rather than those eligible for Medicaid.  This outreach strategy could explain why there has been such low enrollment in the state, having reached only 65 percent of its target enrollment by April 19, 2014.  Nevada officials state that the “focus on the marketplace population largely reflects the fiscal reality that the marketplace must achieve adequate enrollment to be financially sustainable, but that it also reflects some of the political dynamics in the state” (Artiga, 2013).  Nevada has selected seven entities to hire both Navigators and enrollment assisters using marketplace grant funding and both Navigators and enrollment assisters will facilitate enrollment in the marketplace.  The state has also hired Certified Application Counselors that will not be funded through the marketplace.  
Avenue H and the Bifurcated Model  
Under the ACA a state could select one of two options: operate both the individual and small business marketplaces, or operate no marketplace at all and allow the federal government to operate both within the state.  Utah proposed a third option to bifurcate the marketplace so that Utah manages the Small Business Health Options Program (SHOP) and the federal government manages the individual health insurance exchange.  The DHS eventually agreed to amend the rules to allow Utah, and any state going forward, to establish this type of agreement.  Utah already established a healthcare exchange for small businesses prior to the enactment of the ACA.  As a result of Health and Human Services’ decision, Utah was able to retain its autonomy over the SHOP while allowing the federal government to run the individual exchange.  This served Utah well from a political standpoint, in that it appeased its conservative base by opposing the ACA implementation, while also maintaining the infrastructure that had already been established.  HHS's approval of the bifurcated option will allow Utah to implement a limited navigators program tailored to the needs of Utah employers without also implementing the individual exchange  
Technical Issues
[bookmark: _Summary_of_Findings:]Originally, Nevada established its own platform for enrolling members in healthcare plans by awarding the Xerox Corporation a $72 million contract to build the website for the state.  However, Xerox was unable to successfully produce a problem-free system leading to the eventual termination of the contract.  Instead of looking for another vendor to manage the marketplace website, Nevada has decided to utilize the federal government’s Healthcare.gov site.  Moving onto the federal website will cost an additional $25 million for the state’s Division of Health and Human Services, which runs Nevada Medicaid.  Moving to the federal government’s website will hedge the state’s potential losses if enrollment does not pick up.  According to Shawna DeRousse, chief operating officer of Nevada Health Link, “if the next open enrollment is not successful, there is no guarantee that implementing a third system within three years would produce a successful result. Additionally, if the current federal infrastructure fails, it fails nationally, and federal resources will be utilized to fix the system. No additional state funding would be required to remain on the system, given current legislative status” (Robison, 2014).  However, Nevada will still be managing the insurance plans by certifying private plans, and determining Medicaid eligibility.  The only other state to switch from running its own health insurance exchange to the federal government’s platform is Oregon.  The original goal of Nevada, in the first year of enrollment was to enroll 118,000 people in private insurance.  This figure was then cut to approximately 50,000 when it was realized the healthcare exchange platform could not provide the services required.  The goal was never reached and Nevada finished the period enrolling about 37,500 people.  
[bookmark: _Toc415568685]Summary of Findings: Minnesota and Wisconsin       
Coordinated Outreach Efforts
That outreach and enrollment assistance is essential to expanding insurance coverage to as many people as possible is reflected in the findings of this study.  Despite this critical element, the efforts and programs that are utilized to reach individuals vary significantly between states.  The federal funding for navigators for federally funded exchanges was announced in late 2013, leaving very little time for states like Wisconsin to create programs and hire and train staff before the open enrollment period began.  In Wisconsin, state lawmakers have limited the amount of resources that outreach and enrollment programs can receive based on a reluctance to embrace the implementation of the ACA.  Without the support of local and state governments, Wisconsin was still able to enroll over 139,000 individuals, surpassing the national average by 30.7 percent.  Wisconsin had an uninsured rate of 11.6 percent before the exchanges were available for individuals to purchase insurance.  After the initial enrollment period ended, a poll found that the rate had dropped to nearly 9.6 percent (Witters, 2014). Wisconsin accomplished this through a collaborative approach by creating the Regional Enrollment Networks (RENs).  RENs are comprised of community partners, health care providers, managed care entities, and other key stakeholders. These RENs have been developed at the local level and differ from each other depending on the needs of the region.  Funding for these networks relied heavily on grants from the DHS and received little funding and support from the state.  There are 12 RENs across the state creating a basic infrastructure that allows organizations to interact and coordinate with one another.         
	Minnesota’s initial outreach effort began with collaboration among hospitals to enroll individuals who would be eligible for Medicaid who sought care in the emergency department. This enrollment entailed use of a DHS toll-free line and manual paperwork, since the IT system was not ready.  Currently, Minnesota has leveraged a private-public partnership with multiple organizations called the Minnesota Community Application Agent (MNCAA).  This collection of over 140 organizations uses Navigators, Certified Application Counselors, and In-Person Assisters to aid individuals in selecting insurance coverage.  However, despite this organized and well-funded pact, Minnesota was only able to enroll 64.7 percent of its 2014 enrollment projection by April 19, 2014.  However, Minnesota was able to eventually enroll 180,500 individuals by the end of the enrollment period, exceeding its projections.  However, when analyzed from a public versus private perspective the results are mixed.  Enrollment in public assistance was much higher than expected, while enrollment in private insurance was much lower.  This could be due to the pent-up demand in lower income individuals that were able to receive assistance through the Medicaid expansion program.                     
Technical Issues 
In Minnesota there were four insurers that offered plans on the state-run exchange platform, MNsure.  Early in the enrollment period, the exchange experienced technical difficulty.   To resolve this issue, the state hired the consulting firm Deloitte who also supported other state’s exchanges such as Kentucky, Rhode Island and Washington.  Deloitte expanded the call center and support staff, thereby reducing wait times from 20 minutes to 5 minutes, or 75 percent.  Despite the changes made by Deloitte, many county workers argue that the site remains inadequate for managing public health care programs as well as verifying eligibility and enrolling individuals in medical assistance, MinnesotaCare, and other social programs.  To alleviate this issue, the state was awarded $21 million from the federal government specifically for IT improvement and an additional $58.5 million from Medicaid.  The state plans to use that money to address 18 priority issues (Snowbeck, 2015).    
Wisconsin’s Approach to Medicaid Expansion
Wisconsin experienced an interesting approach to expanding Medicaid proactively, without explicitly expanding Medicaid coverage.  Generally, states that engaged in Medicaid expansion increased eligibility levels for residents to 138% of the Federal Poverty Level, about $16,105 for an individual and $32,913 for a family of four in 2015 ("ObamaCare Medicaid Expansion," 2015).  However, Wisconsin actually decreased the eligibility level from 200 percent to 100 percent of the Federal poverty level, leaving about 75,000 individuals who would have qualified for the state’s Medicaid, called BadgerCare, without insurance.  The idea behind this strategy was to encourage those individuals to enroll in private insurance plans on the exchange for a heavily subsidized premium rate since subsidies begin at 100 percent FPL.  Many individuals that were on the previous Medicaid plans have since enrolled in the new private plans.  By accomplishing this, Wisconsin was able to create its own version of Medicaid expansion, albeit without federal funds.  This enabled the state to create its own rules regarding who qualifies for Medicaid – namely those who fall between 100 and 138 percent of FPL do not qualify.  Notwithstanding, this approach could prove to be very costly for Wisconsin.  There is a provision in the ACA that stipulates that states will receive federal funding to cover 100 percent of newly eligible enrollees through 2016, whereas the state will then pay a small portion of the new expenses eventually capping at 10 percent by 2020 (Norris, 2015).  In late 2014, the state’s Department of Health Services requested $2.78 billion in increased funding from the federal government, which placed the department’s budget at nearly one-third of the entire state’s budget.  Most of the increase in this cost is attributable to Medicaid spending (Novak, 2014).       


	Political Opposition 
	In the beginning of his administration, Governor Scott Walker, of Wisconsin, was very open to the idea of establishing a State-based insurance marketplace.  He went as far as issuing an Executive Order to instigate an Office of Free Market Health Care to determine how to best go about establishing a State-run exchange.  However, in 2012 he abruptly changed his decision about the State-run exchange and returned the Early Innovator Grant, funds originally given for the purpose of establishing an exchange, to the federal government, opting instead for a Federally-facilitated exchange marketplace.  The reason Walker gave for his decision was that “it doesn’t make sense to commit to a federal health care mandate that will result in hidden taxes for Wisconsin families, increased health care costs and insurance premiums, and more uncertainty in the private sector” (Walker, 2012).  Many believe the true reason he changed his mind was to appease the conservative base that opposes implementation of the ACA and to improve his probability of election in the likely event that he runs for president of the United States in 2016.  
[bookmark: _Toc415568686]Conclusions and recommendations
What has been discovered in the research of this topic is that every state studied has had unique factors affecting the marketplace and enrollment experiences.  The dominate factor affecting every state was the technical challenges associated with the formation of the websites, whether it was State-run exchanges or the federal government with its much publicized troubled launch of the healthcare.gov site.  Many of the enrollees came from lower income populations.  This is due in part to the fact that federally funded assisters—particularly the community health centers and some of the community-based Navigator organizations—work with those populations and are trusted resources in their communities. It also reflects the composition of the uninsured and the considerable pent-up demand for coverage (Wishner, 2014).    
In summary, a review of the first year’s history of the ACA enrollment and pricing in four state exchanges supports the following conclusions: 
1. State-run exchanges with the clearinghouse model were seen to produce the lowest premiums compared to Federally- facilitated exchanges. 
2. The exchange marketplace is proving to be an effective resource to enroll urbane uninsured populations, but further effort is necessary to ensure rural populations gain access to benefits of the law.   
The federal government should incentivize states to maintain their own insurance marketplaces in conjunction with the clearinghouse model, as this was seen to provide the lowest costs to individuals.  Lower costs should provide an incentive to increased enrollment, which will result in more individuals getting access to the health care they need.  However, states that have created their own insurance marketplaces have also faced the most obstacles in the form of technical difficulties with their respective websites and costs to maintain the websites.  
Another issue that needs to be addressed is that of the rural population.  The rural population is arguably the portion of the population that is most in need of the reform being set out by the ACA.  Historically, those in rural populations have been low-to-moderate income and have had many barriers to overcome to access healthcarenamely distance to medical centers and costs of care.  There is still work to be done on the technical side of the exchanges to facilitate enrollment for this demographic, but more resources could be provided to allow greater outreach using In-person assisters, Navigators, and Certified Application Counselors.  The federal government would need to provide the required funding, as most state would not be willing or able to provide this service on their own.  Arguably, this would be a worthy investment as outreach assistants have been proven to be very effective in enrolling individuals into insurance plans.  Wisconsin, whose leadership has been opposed to implementing the law, has seen great success because of this network of outreach programs.  The same is true in Utah.  However, states that do not have the outreach infrastructure have lagged in enrollment.  Nevada was an early adopter of the ACA, but failed to fully establish the network infrastructure necessary, and focused instead on individuals who may not see health insurance as a pressing issue in their lives.   
In spite of the findings of this study, it is still very early to draw robust conclusions about the effects of the exchanges.  Therefore, it will require additional analysis in ensuing enrollment periods to fully understand all the implications of the ACA as well as the performance and outcomes of the insurance exchanges.   
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Cumulative Marketplace Enrollment-Related Information For the 

Initial Open Enrollment Period

Marketplace Total


SBM Total FFM Total

Visits on the Marketplace websites 98,333,355 31,109,693 67,223,662

Calls to the Marketplace call centers  33,303,050 9,592,887 23,710,163

Number of individuals who have selected a Marketplace plan 8,019,763 2,573,585 5,446,178

Males who have selected a Marketplace plan 46% 47% 45%

18 to 34 year olds who have selected a Marketplace plan 28% 28% 28%

Individuals who have selected a Silver Marketplace plan 65% 58% 69%

Individuals who have selected a Marketplace plan with 

financial assistance

85% 82% 86%



http://aspe.hhs.gov/health/reports/2014/marketplaceenrollment/apr2014/ib_2014apr_enrollment.pdf
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Population and Demographics Utah Nevada

Total population 2,900,872 2,790,136

Nonelderly uninsurance rate 14.0% 20.7%

Median Age 30.2 36.6

Median household income 59,770 52,800

Total nonelderly population (under 65) 2,619,487 2,407,887

Distribution of nonelder by race/ethnicity

White (non-hispanic) 79.7% 52.2%

Black 1.3% 9.0%

Hispanic 13.4% 27.5%

Asian 2.3% 8.1%

Percent Rural 9.4% 5.8%

http://factfinder2.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_13_

1YR_S0201&prodType=table
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Population and Demographics Minnesota Wisconsin

Total population 5,420,000 5,742,713

Nonelderly uninsurance rate 8.2% 9.1%

Median Age 37.7 39.0

Median household income 60,702 51,467

Total nonelderly population 4,666,620 4,984,675

Distribution of nonelder by race/ethnicity

White (non-hispanic) 84.8% 82.5%

Black 5.4% 6.2%

Hispanic 4.9% 6.3%

Asian 4.3% 2.5%

Percent Rural 26.7% 29.9%

http://factfinder2.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_13_1

YR_DP05&prodType=table
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State

(1) 

Projected 

2014 

Marketplace 

enrollment

(2) 

Total 

Marketplace 

target 

population for 

2016

(3) 

Projected 

2016 

Marketplace 

enrollment

(4) 

Latest 

Marketplace 

enrollment 

data

(5) 

Current 

enrollment as 

a percentage 

of projected 

2014 

enrollment

(6) 

Current 

enrollment as 

a percentage 

of the total 

population 

target

Utah 83,000                384,000                208,000              84,601                101.9% 22.0%

Nevada 65,000                242,000                156,000              45,390                69.8% 18.8%

Wisconsin 107,000              444,000                269,000              139,815              130.7% 31.5%

Minnesota 75,000                331,000                223,000              48,495                64.7% 14.7%

Total for all 

Federally 

Facilitated 

Marketplaces

4,745,000          24,142,000          11,773,000        5,338,000          112.5% 22.1%

Total for all 

State-based 

Marketplaces

2,213,000          8,640,000            5,769,000          2,682,000          121.2% 31.0%

National 6,958,000          32,782,000          17,542,000        8,020,000          115.3% 24.5%

http://www.urban.org/UploadedPDF/413112-Measuring-Marketplace-Enrollment-Relative-to-Enrollment-

Projections-Update.pdf
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State Insurer

Percent of 

Market

Utah SelectHealth & Affiliated Companies 41%

HUMANA GRP 30%

REGENCE GRP 17%

Nevada UNITEDHEALTH GRP 44%

Wellpoint Inc Grp 34%

Aetna Inc 7%

Wisconsin WISCONSIN PHYSICIANS SERV INS GRP 25%

UNITEDHEALTH GRP 19%

Wellpoint Inc Grp 18%

MinnesotaBCBS of MN Grp 59%

Medica Grp 17%

HEALTHPARTNERS GRP 11%

http://www.cms.gov/CCIIO/Resources/Data-Resources/marketplace-puf.html
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Utah Wisconsin

Federally Facilitated Marketplaces

Number of state-wide carriers on federally

facilitated marketplaces

3

(Arches Health Plan, SelectHealth, 

BridgeSpan Health Company)

0

Total number of carriers on federally 

facilitated Marketplace

6 

(Arches Health Plan, BridgeSpan Health 

Company,Altius Health Plans Inc., 

SelectHealth, Molina Healthcare of Utah, 

Humana Medical Plan of Utah, Inc.)

13 

(Anthem Blue Cross Blue Shield, Arise, Common 

Ground, Dean, Group Health

Cooperative of South Central Wisconsin, 

Gunderson, Health Tradition, Medica,

MercyCare, Molina of Wisconsin, Physicians Plus, 

Security of Wisconsin, Unity)

http://www.cms.gov/CCIIO/Resources/Data-Resources/marketplace-puf.html
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State Rating Area

2014 second 

lowest cost for 30 

year old 

2014 second 

lowest cost for 60 

year old 

Utah Rating Area 3: Salt Lake City $197 $334

Nevada Rating Area 3: Las Vegas $213 $504

Wisconsin Rating Area 1: Milwaukee $280 $670

Minnesota Rating Area 8: Minneapolis $162 $389

Utah and Wisconsin: https://www.healthcare.gov/find-premium-estimates/

Nevada: https://www.healthcare.gov/see-

plans/89101/results/?age=60&county=32003&income=52800&mec=&metal=2&parent=&pregnant=&smoker=&state=

NV&step=4&zip=89101

Minnesota: https://plans.mnsure.org/mnsa/planadvisor/plan_advisor.htm?flow=anonymous#/plans
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State

Type of 

Exchange 

Planning Level 1 Level 2

Early 

Innovator

Total

Utah FFE $1,000,000 $5,407,987 NA NA $6,407,987

Nevada SBE $1,000,000 $39,757,756 $50,016,012 NA $90,773,768

Wisconsin FFE $999,873 NA NA $0* $999,873

Minnesota SBE $1,000,000 $112,169,007 $41,851,458 NA $155,020,465

*In January 2012, Wisconsin Govenor Scott Walker returned the state's $37.7 million early innovator grant

https://www.hsdl.org/?view&did=759147
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Funding Utah Nevada Wisconsin Minnesota

Total Navigator Funding* $806,045 $2,500,000 $1,001,942 $7,000,000

Health Resources and Services Administration funding to health centers 

(includes supplemental fiscal year 2014 grants through July 2014)

$2,111,424 $501,674 $2,696,927 $2,084,340

Health Resources and Services Administration grants to state primary

care associations

$115,429 $78,986 $105,053 $75,000

Total federal funding for outreach and enrollment assistance for first

open enrollment

$3,032,898 $3,080,660 $3,803,922 $9,159,340

Uninsured (nonelderly) Adults 249,900 428,959 458,865 329,897

Dollars of federal outreach and enrollment assistance funding per

uninsured individual

$12.14 $7.18 $8.29 $27.76

*Only Federally-facilitated and State Partnership Marketplace are eligible to apply

http://www.hrsa.gov/about/news/2013tables/outreachandenrollment

http://www.hrsa.gov/about/news/2013tables/outreachandenrollment/pcas.html

http://files.kff.org/attachment/the-uninsured-a-primer-key-facts-about-health-insurance-and-the-uninsured-in-america-supplemental-tables

https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/navigator-list-10-18-2013.pdf
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States Marketplace Model Plan management authority Plan management strategy

Utah

Federally facilitated Marketplaces 

with state conducting plan 

management authority

State conducts plan management on behalf of 

federal government, federal government 

operates remaining core Marketplace functions

Clearinghouse

Nevada

State-based Marketplaces, active 

purchaser model

State operates all core Marketplace operations Active purchaser

Minnesota

State-based Marketplaces, 

clearinghouse model

State operates all core Marketplace operations Clearinghouse

WisconsinFederally facilitated Marketplaces

 Federal government operates all core 

Marketplace operations

Clearinghouse
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YAP denotes young adult plan. Data
are from www.mahealthconnector.org.
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Health Insurance Coverage & Income  Utah  Nevada US Overall

% of population w/ health insurance, 2010 84.50% 77.50% 84.60%

% of employers offering insurance, 2011 44% 55.20% 51%

% of employees in establishments that offer health insurance, 2011 82.10% 86.40% 85.30%

at firms offering coverage, % of employees eligible, 2011 76.50% 74.50% 78%

% of eligible employees enrolling in health insurance offered by 

employers, 2011

77.10% 74.20% 76.10%

% of premiums contributed by employees enrolled in employer-sponsored 

single coverage, 2011

20.80% 22.80% 20.90%

% of premiums contributed by employees enrolled in employer-sponsored 

family coverage, 2011

26.40% 30.90% 26.40%

Medicaid enrollment as a % of population <=200% FPG, 2010 24.90% 24.80% 40.90%

% of population above 200% FPG, 2010 59.40% 57.60% 57.70%

System-Wide Health Care Resources [**] -- -- --

Active patient care physicians per 100,000 population, 2010 170 178 220

Hospital beds per 100,000 population, 2010 183 192 260

% of population w/ a personal doctor or health care provider, 2010 77.60% 70.90% 71.70%

% of population that could get medical care when needed, 2010 85.80% 83.30% 81.10%

Safety-Net Resources [***] -- -- --

FQHC clinic sites per 100,000 population <= 200% FPG, 2010 4 3 6

% of hospitals publicly owned by state or local governments, 2010 13.60% 16.70% 21.40%

Patients served by FQHCs as a % of population <=200% FPG, 2010 10.50% NA 15.50%
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Health Insurance Coverage & Income MinnesotaWisconsin US Overall

% of population w/ health insurance, 2010 91.10% 90.50% 84.60%

% of employers offering insurance, 2011 47% 49.30% 51%

% of employees in establishments that offer health insurance, 2011 83.60% 83.90% 85.30%

at firms offering coverage, % of employees eligible, 2011 79.80% 78.60% 78%

% of eligible employees enrolling in health insurance offered by 

employers, 2011

79.20% 75.80% 76.10%

% of premiums contributed by employees enrolled in employer-sponsored 

single coverage, 2011

20.00% 20.10% 20.90%

% of premiums contributed by employees enrolled in employer-sponsored 

family coverage, 2011

26.20% 21.30% 26.40%

Medicaid enrollment as a % of population <=200% FPG, 2010 43.20% 47.70% 40.90%

% of population above 200% FPG, 2010 66.70% 63.10% 57.70%

System-Wide Health Care Resources [**] -- -- --

Active patient care physicians per 100,000 population, 2010 234 224 220

Hospital beds per 100,000 population, 2010 289 238 260

% of population w/ a personal doctor or health care provider, 2010 78.60% 85.70% 71.70%

% of population that could get medical care when needed, 2010 90.90% 90.00% 81.10%

Safety-Net Resources [***] -- -- --

FQHC clinic sites per 100,000 population <= 200% FPG, 2010 4 4 6

% of hospitals publicly owned by state or local governments, 2010 27.10% 1.60% 21.40%

Patients served by FQHCs as a % of population <=200% FPG, 2010 10.00% 0.132 15.50%
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(2)
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Marketplace 

Target 
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2016

(3)

Projected 2016 

Marketplace 

Enrollment 
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Data
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Enrollment as 

a Percent of 

Projected 2014 

Enrollment

(6 = 4/2)
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Enrollment as 

a Percent of 

the Total 

Target 
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(7 = 4/3)

Current 

Enrollment as 

a Percent of 

Projected 2016 

Enrollment

Vermont 14,000 52,000 35,000 38,048 279.90% 73.50% 109.80%

District of Columbia 6,000 31,000 19,000 10,714 186.50% 34.20% 56.70%

California 906,000 3,332,000 2,357,000 1,405,102 155.10% 42.20% 59.60%

Rhode Island 19,000 75,000 48,000 28,485 147.50% 38.20% 58.90%

Connecticut 57,000 241,000 162,000 79,192 139.20% 32.80% 48.90%

Idaho 57,000 267,000 142,000 76,061 134.10% 28.50% 53.70%

New York 321,000 1,295,000 811,000 370,451 115.60% 28.60% 45.70%

Washington 147,000 572,000 373,000 163,207 111.30% 28.50% 43.70%

Kentucky 81,000 307,000 196,000 82,747 102.40% 26.90% 42.30%

Colorado 130,000 497,000 351,000 125,402 96.40% 25.30% 35.70%

Maryland 91,000 397,000 250,000 67,757 74.40% 17.10% 27.20%

Oregon 94,000 350,000 232,000 68,308 73.00% 19.50% 29.40%

Nevada 65,000 242,000 156,000 45,390 70.10% 18.80% 29.10%

New Mexico 46,000 171,000 112,000 32,062 69.80% 18.80% 28.70%

Minnesota 75,000 331,000 223,000 48,495 64.50% 14.70% 21.80%

Hawaii 19,000 86,000 47,000 8,592 46.30% 10.00% 18.20%

Massachusetts 88,000 396,000 255,000 31,695 36.10% 8.00% 12.40%

Total SBM 2,213,000 8,640,000 5,769,000 2,682,000 121.20% 31.00% 46.50%

Florida 594,000 3,177,000 1,437,000 983,775 165.70% 31.00% 68.50%

North Carolina 246,000 1,304,000 615,000 357,584 145.30% 27.40% 58.20%

Michigan 189,000 781,000 467,000 272,539 144.50% 34.90% 58.40%

Wisconsin 107,000 444,000 269,000 139,815 130.30% 31.50% 52.00%

New Hampshire 31,000 157,000 79,000 40,262 128.80% 25.60% 50.80%

Maine 35,000 157,000 82,000 44,258 128.10% 28.10% 53.90%

Georgia 247,000 1,445,000 608,000 316,543 127.90% 21.90% 52.10%

Virginia 175,000 941,000 451,000 216,356 123.90% 23.00% 48.00%

Pennsylvania 267,000 1,439,000 677,000 318,077 119.30% 22.10% 47.00%

Missouri 140,000 785,000 349,000 152,335 108.80% 19.40% 43.70%

Texas 696,000 3,831,000 1,683,000 733,757 105.40% 19.20% 43.60%

New Jersey 154,000 603,000 396,000 161,775 105.30% 26.80% 40.90%

Utah 83,000 384,000 208,000 84,601 101.60% 22.00% 40.70%

Tennessee 149,000 832,000 378,000 151,352 101.60% 18.20% 40.00%

South Carolina 117,000 657,000 283,000 118,324 101.30% 18.00% 41.90%

Delaware 14,000 60,000 34,000 14,087 101.20% 23.40% 40.90%

Illinois 215,000 897,000 566,000 217,492 101.00% 24.20% 38.50%

Alabama 100,000 637,000 252,000 97,870 97.40% 15.40% 38.90%

Montana 39,000 190,000 98,000 36,584 93.30% 19.30% 37.40%

Mississippi 68,000 417,000 162,000 61,494 91.10% 14.80% 37.90%

Indiana 150,000 856,000 369,000 132,423 88.50% 15.50% 35.90%

Kansas 66,000 352,000 169,000 57,013 86.70% 16.20% 33.80%

Nebraska 50,000 244,000 136,000 42,975 85.90% 17.60% 31.50%

Louisiana 122,000 735,000 305,000 101,778 83.30% 13.80% 33.30%

Ohio 205,000 796,000 498,000 154,668 75.30% 19.40% 31.10%

Arizona 160,000 559,000 391,000 120,071 75.00% 21.50% 30.70%

Arkansas 61,000 218,000 147,000 43,446 71.50% 19.90% 29.50%

Oklahoma 97,000 520,000 235,000 69,221 71.50% 13.30% 29.50%

Wyoming 18,000 84,000 45,000 11,970 67.50% 14.20% 26.50%

West Virginia 30,000 118,000 68,000 19,856 67.30% 16.80% 29.10%

Alaska 22,000 105,000 51,000 12,890 58.20% 12.30% 25.50%

Iowa 54,000 218,000 145,000 29,163 53.80% 13.40% 20.10%

North Dakota 20,000 73,000 54,000 10,597 53.10% 14.50% 19.80%

Total FFM 4,745,000 24,142,000 11,773,000 5,338,000 112.50% 22.10% 45.30%

National 6,958,000 32,781,000 17,542,000 8,020,000 115.30% 24.50% 45.70%

Source: Urban Institute projections based on the 2014 Health Insurance Policy Simulation Model using data from the American Community Survey (HIPSM-ACS 2014);

Enrollment data is as of April 19, 2014 from the United States Department of Health and Human Services

Note: The Marketplace target population for 2016 consists of three groups: those eligible for subsidies, those currently with nongroup coverage but who are ineligible for

subsidies or Medicaid/CHIP, and those currently uninsured who do not have access to employer coverage and who are ineligible for subsidies or Medicaid/CHIP;

Enrollment numbers for Hawaii, Massachusetts, Minnesota, and Washington may be undercounted (see Appendix E for more details); SBM= State-Based Marketplace;

FFM= Federally Facilitated Marketplace. 

 Marketplace Enrollment Progress, by Marketplace Type Current Enrollment as of April 19, 2014


