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INTRODUCTION
This report analyzes two pairs of states that achieved 
very different enrollment rates in the federally facilitated 
Marketplace (FFM) during the 2014 open enrollment 
period. We compare North Carolina with South Carolina 
and Wisconsin with Ohio. The report analyzes the factors 
that appear to have contributed to the different enrollment 
outcomes in the paired states and summarizes some of the 
lessons learned across all four states. These findings may 
help policymakers and stakeholders develop strategies to 
increase enrollment throughout the country in 2015.

Several reports focus on best practices and lessons learned 
from 2014 enrollment.1 This study addresses enrollment 
experiences in states with similar characteristics that used 
the FFM in 2014 and that are not planning to develop 
their own state-based Marketplaces (SBMs). We focus 
solely on FFM states to control for important variables. 
In all four states, consumers experienced the same 
technical challenges with healthcare.gov and Navigators 
and community health centers received proportionately 
similar levels of federal funding for consumer outreach and 
assistance. All four states were also home to significant 
anti-Affordable Care Act (ACA) political activity. Ohio was the 
only one of the four states to retain control over health plan 
management in the FFM in 2014.

Neither North Carolina nor South Carolina expanded 
Medicaid in 2014. Ohio and Wisconsin, on the other hand, 
made significant changes to Medicaid eligibility. Ohio 
expanded Medicaid effective January 1, 2014. Wisconsin 
changed its Medicaid eligibility rules, opening coverage to 
childless adults below 100 percent of the federal poverty 
level (FPL) but eliminating coverage for tens of thousands of 
people at or above 100 percent of FPL who thus became 
eligible for Marketplace subsidies. 

Demographic factors do not appear to explain the 
different enrollment outcomes in the four states, nor 
does the amount of federal funding. We find, however, 
that development of a strong collaborative infrastructure 
between and among diverse groups engaging in outreach 
and enrollment assistance was an important factor in 
both North Carolina and Wisconsin, the states with 
the higher enrollment rates of the pairs. Additionally, 
private contributions (charitable foundations and in-kind 
contributions from nonprofit organizations) and local 
government support appear to have enabled groups to 
devote the resources needed to coordinate their efforts 
and to help overcome anti-ACA political environments. 
Finally, we conclude that Medicaid changes in Wisconsin 
and Ohio probably had a significant effect on the different 
Marketplace enrollment outcomes in those two states.

With support from the Robert Wood Johnson Foundation (RWJF), the Urban Institute 
is undertaking a comprehensive monitoring and tracking project to examine the 
implementation and effects of the Patient Protection and Affordable Care Act of 2010 
(ACA). The project began in May 2011 and will take place over several years. The Urban 
Institute will document changes to the implementation of national health reform to help 
states, researchers and policymakers learn from the process as it unfolds. This report is one  
of a series of papers focusing on particular implementation issues in case study states. Reports 
that have been prepared as part of this ongoing project can be found at www.rwjf.org  
and www.healthpolicycenter.org. The quantitative component of the project is producing 
analyses of the effects of the ACA on coverage, health expenditures, affordability, access 
and premiums in the states and nationally. For more information about the Robert Wood 
Johnson Foundation’s work on coverage, visit www.rwjf.org/coverage. 

healthcare.gov
www.rwjf.org
www.healthpolicycenter.org
www.rwjf.org/coverage
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DIFFERENT ENROLLMENT RATES FOR THE 
FOUR STUDY STATES
We focus on these two pairs of states because each pair 
differed significantly in 2014 enrollment rates, each pair is 
in the same general region of the country, and each pair 
has demographic similarities. Table 1 summarizes the 
enrollment rate in each state as a percentage of projected 
2014 enrollment. It also shows the average Marketplace 
enrollment rates for all SBM states, for all FFM states, and 
for all states in 2014. 

North Carolina and Wisconsin both had relatively high 
enrollment rates, compared not only with other FFM 
states but also with SBM states and the national average. 

According to the Urban Institute’s analysis, North 
Carolina’s enrollment was 145.3 percent of projected 2014 
enrollment; this was second only to Florida among the 34 
FFM states and sixth overall in the country.2 Wisconsin was 
the fourth most successful FFM state and was among the 
top 10 in the country overall, reaching 130.3 percent of 
projected enrollment.

In contrast, both South Carolina and Ohio had  
enrollment rates below the average FFM enrollment  
rate of 112.5 percent of projections (101.3 percent  
and 75.3 percent, respectively).

Table 1. Preliminary Enrollment (as of April 2014) in Federally Facilitated 
Marketplace Health Plans as a Percentage of Projected 2014 Enrollment  
in Marketplace Plans

State

(1)
Projected 2014 

Marketplace 
enrollment

(2)
Total Marketplace 
target population 

for 2016

(3)
Projected 2016 

Marketplace 
enrollment

(4)
Latest 

Marketplace 
enrollment data

(5=4/1)
Current 

enrollment as 
a percentage of 
projected 2014 

enrollment 

(6=4/2)
Current 

enrollment as 
a percentage of 
the total target 

population

North Carolina 246,000 1,304,000 615,000 357,584 145.3% 27.4%

South Carolina 117,000 657,000 283,000 118,324 101.3% 18.0%

Wisconsin 107,000 444,000 269,000 139,815 130.3% 31.5%

Ohio 205,000 796,000 498,000 154,668 75.3% 19.4%

Total for 
federally 
facilitated 
Marketplace

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

Total for 
state-based 
Marketplaces

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

National 6,958,000 32,781,000 17,542,000 8,020,000 115.3% 24.5%

Source: Blumberg LJ, J Holahan, GM Kenney, M Buettgens, N Anderson, H Recht, and S Zuckerman, “Measuring Marketplace Enrollment Relative to Enrollment Projections: Update,”  
The Urban Institute, 2014. http://www.urban.org/UploadedPDF/413112-Measuring-Marketplace-Enrollment-Relative-to-Enrollment-Projections-Update.pdf. 

Notes: The Urban Institute first published this data in May 2014 for all 50 states and the District of Columbia based on preliminary enrollment totals released by the United States Department 
of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation (ASPE). ASPE’s preliminary enrollment totals include people who had started their applications by 
March 31, 2014, and completed them by April 19, 2014, and individuals who qualified for other types of special enrollment periods and were reported to have enrolled by April 19, 2014. ASPE’s 
numbers do not consider people who signed up for a plan but did not pay their premium or people who have signed up since April 19, 2014, because they qualified for a special enrollment period. 
See Office of the Assistant Secretary for Planning and Evaluation. “Health Insurance Marketplace: Summary Enrollment Report for the Initial Annual Open Enrollment Period.” Washington: 
US Department of Health and Human Services, 2014, http://aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf (accessed October 2014). Our 
May enrollment analysis compared HHS’ reported enrollment totals to projected 2014 Marketplace enrollment based on the Urban Institute’s Health Insurance Policy Simulation Model, using the 
Congressional Budget Office’s initial projection of 7 million total enrollees nationwide for 2014. Urban also used the Health Insurance Policy Simulation Model to project the target population for 
2016. Because total reported enrollment exceeded 8 million people, on average states using both state-based Marketplaces and the federally facilitated Marketplace exceeded their 2014 enrollment 
projections, although some individual states exceeded state-specific projections and others fell below. 

http://www.urban.org/UploadedPDF/413112-Measuring-Marketplace-Enrollment-Relative-to-Enrollment-Projections-Update.pdf
http://aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf
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METHODOLOGY 
Several possible variables may have affected enrollment 
rates in the paired states. We analyzed demographic data, 
rates of uninsured, the insurance market, the political 
landscape, marketing, outreach and education efforts and 
enrollment assistance systems (including federal funding for 
outreach and enrollment assistance). To collect this data, 
we interviewed many sources in each of the study states, 
including Navigators, certified application counselors, 
consumer advocates, producers (brokers and agents), 
health insurance plans and health care providers.

Demographic Data
In table 2 (North Carolina and South Carolina) and table 
3 (Wisconsin and Ohio), we compare population and 
socioeconomic data in each pair of study states. The 
nonelderly uninsured rates in North Carolina and South 
Carolina were very similar (19.2 percent and 19.6 percent 
respectively). North Carolina had a higher median income 
than South Carolina ($45,906 and $44,163, respectively). 
Wisconsin had a lower uninsured rate for the nonelderly 
(10.9 percent) than Ohio (13.5 percent). Wisconsin also 
had a higher median income than Ohio: $51,467 compared 
with $48,081, respectively. It is possible that the somewhat 
higher rates of uninsured could have made enrollment more 

challenging in Ohio than in Wisconsin, but the uninsured 
rate does not explain the different enrollment rates in North 
Carolina and South Carolina. In both pairs of states, the 
more successful Marketplace enrollment took place in the 
state with a higher median income.

We also compared the racial and ethnic makeup of the 
comparison states. North Carolina and South Carolina 
had comparable White populations as a percentage of 
their overall populations (62.1 percent and 61.9 percent, 
respectively), as did Wisconsin (81.1 percent) and Ohio 
(79.4 percent). But the paired comparison states differed 
in the composition of their minority populations. North 
Carolina and South Carolina had relatively large Black 
populations, but South Carolina had a significantly larger 
percentage of Blacks than North Carolina (28.5 percent 
versus 22.0 percent). North Carolina had a larger Hispanic 
population compared to South Carolina (9.8 percent 
versus 5.8 percent). Ohio had nearly twice the percentage 
of Blacks as Wisconsin (12.5 percent versus 6.3 percent), 
but Wisconsin had a larger percentage of Hispanics 
(7.0 percent) than Ohio (3.6 percent). It is possible  
that these racial and ethnic differences played a role  
in enrollment experiences in these states. 

Table 2. Demographic and Socioeconomic Data for North Carolina  
and South Carolina

Population and demographics North Carolina South Carolina

Total population (2013) 9,848,060 4,774,839

Nonelderly uninsurance rate (2012) 19.2% 19.6%

Median household income $45,906 $44,163 

Total nonelderly population 8,254,072 3,948,252

Distribution of nonelderly population by race/ethnicity (2012)

White (non-Hispanic ) 62.1% 61.9%

Black 22.0% 28.5%

Hispanic 9.8% 5.8%

Asian 2.6% 1.4%

Percent rural (2010) 33.9% 33.7%

Sources: The United States Census Bureau, American Community Survey 2013, year 1 estimates, http://factfinder2.census.gov/faces/nav/jsf/pages/searchresults.xhtml (accessed October 2014); 
U.S. Census Bureau, “2010 Census Urban and Rural Classification and Urban Area Criteria,” http://www2.census.gov/geo/ua/PctUrbanRural_State.xls (accessed October 2014); Urban 
Institute tabulations based on the 2012 Health Insurance Policy Simulation Model using data from the American Community Survey (HIPSM-ACS 2012).

http://factfinder2.census.gov/faces/nav/jsf/pages/searchresults.xhtml
http://www2.census.gov/geo/ua/PctUrbanRural_State.xls
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We also consider whether states with higher percentages of  
rural populations had lower Marketplace enrollment rates in  
2014. In all four study states—including the more successful  
states of North Carolina and Wisconsin—stakeholders 
reported challenges enrolling consumers in rural communities.  
But these state pairings suggest that having a larger rural 
population did not lead to lower Marketplace enrollment 
in 2014. According to Census Bureau data,3 both North 
Carolina and South Carolina were just under 34 percent 
rural but had very different enrollment rates.4 Ohio had 
significantly lower enrollment rates than Wisconsin 
(22.1 percent compared with 29.9 percent, respectively), 
despite Wisconsin being more rural than Ohio.5 

Commercial Insurance Markets and  
Premium Rates
Tables 4 and 5 compare the private insurance markets  
in the FFM and in each pair of comparison states in 2012. 
There was one dominant carrier in both North Carolina and 
South Carolina, but South Carolina was somewhat more 
competitive than North Carolina during the open enrollment 
period, with three carriers offering plans on the FFM 
compared with two in North Carolina. In North Carolina, 
Blue Cross Blue Shield of North Carolina (BCBSNC) was  
the only carrier to offer plans statewide. Both Wisconsin  
and Ohio had a dozen carriers offering plans on the FFM. 

We also considered whether the study states had different 
policies regarding availability of nongrandfathered individual 
health plans. In November 2013, President Obama 

announced that individual health plans that did not comply 
with ACA requirements could continue to be offered through 
2014. (The Obama administration later extended this option 
through 2016.) States could decide whether to allow health 
insurance issuers to offer this option to their policyholders; 
all four of the study states authorized continuation of these 
policies in 2014. 

Finally, we compared the second lowest cost silver 
premium rates in the largest metropolitan area of each 
state as an indicator of relative premium affordability. We 
looked at the second lowest cost silver premium because 
by law, that is the level to which advanced premium 
tax credits are attached. Though subsidized enrollees 
(composing the majority of Marketplace enrollment) pay 
a fixed percentage of their income (with the remainder 
paid by the federal government), unsubsidized enrollees 
must pay out of pocket the full premium of the chosen 
plan. In this way, subsidized enrollees are shielded from 
the premium differences across geographic areas as 
long as they choose a plan with a premium that is at or 
below the level of the second lowest cost silver plan. 
As shown in table 6, the premium rates were higher in 
both North Carolina and Wisconsin, the states with the 
higher enrollment rates of each pair. Though we did not 
compare all plan premiums throughout all rating regions 
in these states, this information suggests that during 
the first year of open enrollment, premiums were not a 
significant factor in explaining the different enrollment 
rates across the study states.

Table 3. Demographic and Socioeconomic Data for Wisconsin and Ohio

Population and demographics Wisconsin Ohio

Total population (2013) 5,742,713 11,570,808

Nonelderly uninsurance rate 10.9% 13.5%

Median household income $51,467 $48,081 

Total nonelderly population 4,866,500 9,619,300

Distribution of nonelderly population by race/ethnicity (2013)   

White (non-Hispanic) 81.1% 79.4%

Black 6.3% 12.5%

Hispanic 7.0% 3.6%

Asian 2.8% 1.9%

Percent rural (2010) 29.9% 22.1%

Sources: The United States Census Bureau, American Community Survey, http://factfinder2.census.gov/faces/nav/jsf/pages/searchresults.xhtml (accessed October 2014); U.S. Census Bureau, 
“2010 Census Urban and Rural Classification and Urban Area Criteria,” http://www2.census.gov/geo/ua/PctUrbanRural_State.xls (accessed October 2014); Urban Institute tabulations based on 
the 2012 Health Insurance Policy Simulation Model using data from the American Community Survey (HIPSM-ACS 2012).

http://factfinder2.census.gov/faces/nav/jsf/pages/searchresults.xhtml
http://www2.census.gov/geo/ua/PctUrbanRural_State.xls
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Table 4. Private Insurance Market Comparison of North Carolina and South 
Carolina before Implementation and on the Federally Facilitated Marketplace

North Carolina South Carolina

Market share

Market share of largest carrier in individual 
(nongroup) market (2012) 

85% BCBSNC 57% BCBSSC

Market share of largest carrier in small-group 
market (2012)

62% BCBSNC 70% BCBSSC

Federally facilitated Marketplace

Number of statewide carriers on federally 
facilitated Marketplace

1  
(BCBSNC, broad and narrow network plans)

2  
(BCBSSC, Consumers’ Choice)

Total number of carriers on federally 
facilitated Marketplace

2  
(BCBSNC, Coventry of the Carolinas)

3  
(BCBSSC, Consumers’ Choice,  

Coventry of the Carolinas)

Sources: “Market Share and Enrollment of Largest Three Insurers- Individual Market,” Kaiser Family Foundation, http://kff.org/other/state-indicator/market-share-and-enrollment-of-largest-
three-insurers-individual-market/ (accessed October 2014); “Get Health Care Premium Estimates and Preview Marketplace Plans,” Healthcare.gov, https://www.healthcare.gov/find-premium-
estimates/ (accessed October 2014). 

Notes: BCBSNC = Blue Cross Blue Shield of North Carolina. BCBSSC = Blue Cross Blue Shield of South Carolina.

Table 5. Private Insurance Market Comparison of Wisconsin and Ohio before 
Implementation and on the Federally Facilitated Marketplace

Wisconsin Ohio

Market share

Market share of largest carrier in individual 
(nongroup) market (2012) 

Wisconsin Physicians Services (25%) Wellpoint (36%)

Market share of largest carrier in small-group 
market (2012)

United Healthcare (29%) Wellpoint (39%)

Federally facilitated Marketplace 

Number of statewide carriers on federally 
facilitated Marketplace

0
1  

(Anthem Blue Cross Blue Shield)

Total number of carriers on federally 
facilitated Marketplace

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)

12  
(Ambetter from Buckeye, Anthem Blue 

Cross Blue Shield, AultCare, CareSource, 
HealthAmericaOne, HealthSpan, Humana 

of Ohio, Kaiser of Ohio, MedMutual, Molina, 
Paramount, Summacare)

Sources: “Market Share and Enrollment of Largest Three Insurers- Individual Market,” Kaiser Family Foundation, http://kff.org/other/state-indicator/market-share-and-enrollment-of-largest-
three-insurers-individual-market/ (accessed October 2014); “Get Health Care Premium Estimates and Preview Marketplace Plans,” Healthcare.gov, https://www.healthcare.gov/find-premium-
estimates/ (accessed October 2014).

http://kff.org/other/state-indicator/market
Healthcare.gov
https://www.healthcare.gov/find-premium-estimates/
https://www.healthcare.gov/find-premium-estimates/
http://kff.org/other/state-indicator/market
Healthcare.gov
https://www.healthcare.gov/find-premium-estimates/
https://www.healthcare.gov/find-premium-estimates/
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Federal Funding for Outreach and  
Enrollment Assistance
SBMs and state–federal partnership Marketplaces were 
eligible to receive significant funding—including funding 
for marketing, outreach and education, and in-person 
enrollment assistance—from the US Department of Health 
and Human Services (HHS) to establish their marketplaces.6 
None of the study states received Exchange Establishment 
Grants for the 2014 open enrollment period. Although 
North Carolina received initial funding, sources reported that 
the funds were returned in early 2013 before they could 
be spent to support outreach and enrollment. Instead, 
organizations within each state received Navigator grant 
awards directly from the Centers for Medicare and Medicaid 
Services (CMS). CMS distributed the Navigator grants using 
a standardized formula, taking into account the number of 
uninsured within each state, with a minimum allotment of 
$600,000. HHS also hired national firms to conduct public 
relations and advertising campaigns in select FFM states. 
HHS targeted 13 states, including North Carolina and Ohio, 
but we could not determine how much was spent in those 
states or where the advertising ran.7

In addition, HHS’ Health Resources and Services 
Administration (HRSA) made significant grant awards 
to community health centers in all 50 states to conduct 
consumer outreach and enrollment assistance. Grants 
awarded by HRSA in each FFM state were approximately 
twice the amount of Navigator grants awarded in those 
states. Thus, in all four study states, significantly more 
federal resources were available for community health 
centers to provide outreach and enrollment assistance than 
there were for Navigators. HRSA also awarded funding 
directly to state primary care associations throughout the 
country for additional outreach and enrollment activities. 

CMS also provided funding to two national contractors, 
Cognosante and SRA International, to provide additional 
assistance in several states (including Wisconsin and 
North Carolina). According to a recent analysis of ACA 
implementation in Wisconsin, state-based organizations 
were unfamiliar with these organizations and unaware that 
they would be working in the state.8 

States also were able to apply for funding from CMS for 
consumer assistance programs to help educate and assist 
consumers about new health insurance protections under the 
ACA. Three of the study states received consumer assistance 
program funding, but only North Carolina received a significant 
award. The North Carolina Department of Insurance, led by 
an independently-elected insurance commissioner, received 
$2,373,593 in consumer assistance program funding. It used 
the funding to establish Health Insurance Smart NC, which 
educates consumers on health insurance and helps them with 
complaints against insurance carriers. 

Table 7 shows the total amount of direct federal funding 
for outreach and enrollment assistance in the four states. 
Wisconsin received the lowest amount of federal outreach 
and enrollment funding, which is consistent with it having 
relatively low uninsured rates. In table 7 we also compare 
direct federal funding for outreach and enrollment 
assistance as a percentage of Urban’s 2014 projections of 
nonelderly uninsured and nonelderly uninsured eligible for 
financial assistance through both Medicaid and Marketplace 
subsidies in each state. These projections take into account 
Medicaid eligibility for 2014. North Carolina, which had the 
highest Marketplace enrollment in 2014, had the lowest 
funding per number of uninsured and per number of 
uninsured eligible for subsidies. As we will explain, however, 
there was significant private funding and support for 
outreach and enrollment assistance in North Carolina. 

Table 6. Comparison of Second Lowest Cost Silver Marketplace Plans for 2014, 
Largest Urban Area

State Rating area 2014 second lowest cost silver 
premium for 27-year-old) 

2014 second lowest cost silver 
premium for 50-year-old 

North Carolina Rating area 4: Charlotte $251.35 $428.35

South Carolina Rating area 40: Columbia $220.32 $375.47

Ohio Rating area 9: Columbus $207.40 $353.45

Wisconsin Rating area 1: Milwaukee $258.39 $440.36

Source: “Get Health Care Premium Estimates and Preview Marketplace Plans,” Healthcare.gov, https://www.healthcare.gov/find-premium-estimates/ (accessed October 2014).

Healthcare.gov
https://www.healthcare.gov/find-premium-estimates/
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SUMMARY OF CASE STUDY FINDINGS:  
NORTH CAROLINA AND SOUTH CAROLINA 
We conclude that several important differences between 

North Carolina and South Carolina affected enrollment 

experiences with the FFM. North Carolina has a rich history 

of partnerships, coordination, and collaboration among 

diverse stakeholders around health care issues. This 

infrastructure, which was much less developed in South 

Carolina, helped to support outreach and enrollment efforts, 

create a state-wide message about the ACA, and develop 

systems—including a statewide scheduling system and 

toll free phone number—to facilitate enrollment on the 

Marketplace. The presence of foundation support in North 

Carolina, which appeared to be less substantial in South 

Carolina, also allowed assisters and advocates to mobilize 

efforts around outreach and enrollment.9

Coordinated Outreach Efforts 
Perhaps the most significant difference between North 
Carolina and South Carolina was the organization and 
robustness of outreach efforts both before and after the 
passage of the ACA. Informants reported that North 
Carolina had a long-standing infrastructure of health and 
consumer advocates within the state and that partnerships, 
coordination, and collaboration among diverse stakeholders 
were common. Many of the informants with whom we 
spoke had worked together on health care consumer-
related issues before the passage of the ACA; accordingly, 
there were pre-existing relationships and significant trust 
that helped to create a collaborative environment for ACA 
outreach and enrollment efforts. As one informant explained, 
“there was a history of action orientation.” 

Table 7. Federal Funding for Outreach, Education, Marketing, Consumer 
Assistance Programs and Enrollment Assistance Leading up to and Including 
Open Enrollment for 2014

Funding North Carolina South Carolina Wisconsin Ohio

Total Navigator funding $3,025,296 $1,953,615 $1,001,942 $2,998,930 

Health Resources and Services Administration funding to health centers 
(includes supplemental fiscal year 2014 grants through July 2014) 

$6,358,944 $3,664,091 $2,696,927 $5,943,337 

Health Resources and Services Administration grants to state primary 
care associations 

$162,597 $163,806 $105,053 $161,082 

Total federal funding for outreach and enrollment assistance for first 
open enrollment

$9,546,837 $5,781,512 $3,803,922 $9,103,349 

Consumer Assistance Program funding (as of fiscal year 2012) $2,373,593 $18,500 $62,653 $0 

Total direct federal funding for consumer outreach, education and 
enrollment assistance

$11,920,430 $5,800,012 $3,866,575 $9,103,349 

Uninsured (nonelderly) without ACA 1,570,485 783,289 523,108 1,352,548

Uninsured (nonelderly) eligible for any financial assistance under current 
Medicaid expansion Decisiona 704,549 371,227 387,856 1,095,719

Dollars of federal outreach and enrollment assistance funding per 
uninsured individual 

$6.08 $7.38 $7.27 $6.73 

Dollars of federal outreach and enrollment assistance funding available 
per individual eligible for financial assistance 

$13.55 $15.57 $9.81 $8.31 

Sources: Urban Institute projections based on the 2014 Health Insurance Policy Simulation Model using data from the American Community Survey (HIPSM-ACS 2014); Center for 
Consumer Information and Insurance Oversight, “Navigator Grant Recipients,” Centers for Medicare and Medicaid Services, https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-
Insurance-Marketplaces/Downloads/navigator-list-10-18-2013.pdf (accessed October 2014); “Outreach and Enrollment Assistance Awards to Health Centers,” Health Resources and Services 
Administration, http://www.hrsa.gov/about/news/2013tables/outreachandenrollment/ (accessed October 2014); “Primary Care Association Outreach and Enrollment Awards,” Health Resources 
and Services Administration, http://www.hrsa.gov/about/news/2013tables/outreachandenrollment/pcas.html (accessed October 2014); “Consumer Assistance Program Grants under the 
Affordable Care Act, as of FY 2012,” Kaiser Family Foundation, http://kff.org/health-reform/state-indicator/consumer-assistance-program-grants/ (accessed October 2014).
a For Wisconsin this takes into account Medicaid eligibility changes in 2014.

https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/navigator-list-10-18-2013.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/navigator-list-10-18-2013.pdf
http://www.hrsa.gov/about/news/2013tables/outreachandenrollment/
http://www.hrsa.gov/about/news/2013tables/outreachandenrollment/pcas.html
http://kff.org/health-reform/state-indicator/consumer-assistance-program-grants/
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In contrast to the collaborative atmosphere in North 
Carolina, there were notable conflicts in South Carolina.  
To the shock of many community-based organizations, the 
largest Navigator grant went to an out-of-state, for-profit 
agency, rather than to a consortium of highly recognized and  
collaborative community-based organizations. Informants 
reported that the out-of-state entity had no relationships 
within South Carolina, except with some hospitals where 
they conducted debt collection, which raised trust issues 
within local communities. Some informants also reported 
tension between some Navigator grantees and some 
members of the community-based consortium, leading to 
unproductive partnerships. These relationships appeared 
to improve over time, but recovery was difficult and 
collaboration and coordination dropped among South 
Carolina outreach and assistance organizations. 

The partnership entities in North Carolina were galvanized 
into action after the state elected not to establish its own 
Marketplace. North Carolina initially planned to develop its 
own Marketplace. Many organizations, coordinated by the 
North Carolina Institute of Medicine, worked together on 
the development of the SBM. But in early 2013, after a new 
Republican governor took office and there were Republican 
majorities in both houses of the legislature, the governor signed 
into law a bill that prohibited any state agency from assisting in 
the establishment of a state-based or state–federal partnership 
Marketplace. Subsequently, the state returned all the federal 
funds it had received to establish its own Marketplace, and in 
response, private groups stepped in to fill the void. A cohort of 
12 community-based organizations applied for and received 
what sources report was the fourth-largest federal Navigator 
grant in the country. The Navigator consortium worked to 
coordinate outreach and enrollment assistance. A much larger 
group of organizations, known as the Big Tent, also worked 
to coordinate education, outreach and enrollment activities. 
The Big Tent included members of the Navigator consortium, 
representatives of health plans and brokers, North Carolina’s 
Primary Care Association, community health centers and other 
providers, and Enroll America.

Centralized Scheduling System and Statewide 
Toll-Free ACA Assistance Number 
Nearly all the sources we spoke with in North Carolina 
emphasized the importance of the centralized assister 
scheduling system, operated by Legal Aid of North Carolina 
and initially funded by the North Carolina Primary Care 
Association with money the association had received from 
HRSA. Funded Navigators and HRSA grantees were able 
to use the centralized system to schedule appointments 
with consumers seeking enrollment assistance and paid 
a fee per full-time equivalent for use of the system. The 

system was password protected and not consumer-
facing, so consumers could not sign up online themselves. 
The scheduling system tracked data on appointments, 
sometimes enabling organizations to deploy additional 
Navigator support in areas with high demand. There were 
limitations on the scheduling system—some reported that 
it did not work as well in some rural communities and for 
all assister entities—but Enroll America has taken the idea 
of a centralized scheduling system to create a nationwide 
scheduling system for 2015 open enrollment. 

Legal Aid of North Carolina also developed a statewide 
hotline for consumer outreach and enrollment assistance. 
Staff on the hotline did not provide enrollment assistance, 
but were able to provide basic information about the FFM, 
refer people to local assisters, and set up appointments for 
consumers in their local communities. The establishment 
of a central toll-free number helped brand the Marketplace 
and create a unified message about where to go to obtain 
enrollment information. 

Most of the sources we spoke to also emphasized the 
important role Enroll America played in North Carolina, both 
by developing and disseminating messaging strategies 
and by promoting the online scheduling system. Though 
Navigators and other certified assisters were limited in their 
ability to keep personal information about consumers, Enroll 
America only conducted outreach and education; thus, 
it was able to retain contact information from consumers 
interested in learning more about the Marketplace. Enroll 
America volunteers and staff had access to the scheduling 
system to schedule appointments for consumers and make 
calls to consumers to remind them of their appointments 
and of what documents to bring. Informants indicated that 
engaging consumers required multiple contacts and that 
the centralized scheduling system, combined with Enroll 
America’s ability to collect consumer contact information 
and follow up with them, drove people toward the 
Marketplace enrollment assisters. 

In contrast, there was no centralized coordination or 
branding in South Carolina, partly because the community-
based consortium did not receive Navigator funding and 
also because they lacked the resources to sustain the 
coalition during open enrollment.

External Support 
In addition to Enroll America’s efforts, state-based 
philanthropies supported North Carolina’s outreach and 
enrollment efforts. This nongovernmental funding helped 
create and sustain the infrastructure for cooperation and 
collaboration and fund direct consumer outreach and 
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assistance. Private nongovernmental support for outreach 
and enrollment assistance existed in South Carolina, but it 
appeared to be more limited and localized.

Insurance Market 
Although not cited by many informants, it appeared to 
us that BCBSNC’s dominance in the individual market 
may have contributed to higher enrollment by simplifying 
messaging and coordination in North Carolina and creating 
an incentive for BCBSNC to market heavily throughout the 
state. Outside the metropolitan areas, all FFM enrollment 
would come to BCBSNC rather than be dispersed among 
multiple carriers. Several sources reported that BCBSNC 
engaged in significant marketing and branding of its 
products through such avenues as mobile units and  
walk-in retail outlets.

As shown in table 4, BCBSNC had 85 percent of the 
individual market in North Carolina as of 2012. Moreover, 
there were only two issuers on the FFM in North Carolina in 
2014 and only BCBSNC offered individual plans throughout 
the state. BCBSNC also participated regularly in the major 
coordinating group in the Big Tent. With only one issuer 
offering plans statewide, assisters, brokers, community 
advocates and the health plan often worked together. 

Although Blue Cross Blue Shield of South Carolina also 
dominated the pre-ACA market in South Carolina, there 
were three carriers offering plans in South Carolina including 
a new cooperative, which informants reported was very 
competitive in certain parts of the state. 

Anti-ACA Sentiment 
Anti-ACA sentiment was substantial in both North Carolina 
and South Carolina, although informants indicated it was 
more consistent and intense in South Carolina. One study 
reports that there was considerable anti-ACA political 
advertising in North Carolina and some in South Carolina,10 
but the anti-ACA advertising did not seem to affect North 
Carolina enrollment. 

South Carolina’s intention to limit participation in the ACA 
was evident as early as August 2011, when Governor 
Nikki Haley signed a budget that stated that, if federal 
law permitted, South Carolina would opt out of such key 
ACA provisions as the individual mandate and Medicaid 
expansion.11 The state house of representatives later passed 
a nullification law (the Freedom of Health Care Protection 
Act, H. 3101) that sought to void the ACA and penalize 
anyone assisting with enrollment and outreach activities.12 
Though the bill did not pass the state senate, it created 
considerable confusion among the public as to the legality 

of the health reform law, and also led to misperceptions 
about South Carolina’s participation in the ACA, and how 
much Navigators and assisters were allowed to help 
consumers enroll into health coverage. Sources reported 
that some consumers thought it was illegal to sign up 
for “Obamacare” during open enrollment and that South 
Carolina had opted out of the law. 

Additionally, the director of the South Carolina Department 
of Insurance was vocal in his concerns about fraud and 
misrepresentation by Navigators, further contributing to 
consumer wariness. Stakeholders reported that these anti-
ACA messages created a need to reeducate consumers 
about enrolling through the federal Marketplace and led 
to significant barriers to effective outreach and enrollment 
in South Carolina. As reported by one informant, “state 
lawmakers just confused the heck out of people.”

Navigator and Producer Collaboration
Though there appeared to be some tension between 
producers and Navigators in both states, there appeared 
to be more collaboration between these groups in North 
Carolina. The producer community in North Carolina 
participated in the Big Tent and enrollment events, 
including those they hosted themselves, and did not push 
for legislation requiring licensing of Navigators in North 
Carolina. In South Carolina, on the other hand, there were 
“no formal collaborations” between brokers and Navigators, 
and one informant we spoke with said that producers had 
been “frozen out” of the outreach and enrollment planning 
process. Producers in both states felt that, compared 
to Navigators, they had significantly more expertise 
about health insurance products. Some informants also 
reported that they believed CMS barred Navigators from 
collaborating with producers.

Overcoming Challenges in South Carolina
Although this study focuses on why one state had higher 
enrollment rates than another, South Carolina did very well 
in some ways despite the intense anti-ACA environment and 
lack of coordinated statewide efforts. It slightly exceeded 
projected enrollment rates for 2014, the market was more 
competitive in South Carolina than in North Carolina, and 
a new ACA health insurance cooperative was able to enter 
the market in its first year. By the end of open enrollment, 
many in the outreach and enrollment community had 
overcome initial obstacles and developed stronger working 
relationships. Additionally, several city and county officials 
and state legislators were openly supportive of the ACA, 
and their offices publicized and promoted outreach and 
enrollment opportunities for local residents. 
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SUMMARY OF CASE STUDY FINDINGS: 
WISCONSIN AND OHIO
In Ohio and Wisconsin, we found that the story behind 
Marketplace enrollment was really a story about Medicaid, 
albeit for different reasons. Changes to the Medicaid 
programs in both states had a significant effect on 
consumer outreach and enrollment assistance. 

Additionally, before the ACA’s enactment, Wisconsin had 
a more cohesive network of consumer advocates and 
providers working to connect consumers to coverage. 
These partnerships evolved following the ACA’s enactment 
and the state helped create regional networks to assist with 
enrollment. Ohio also had a coalition of advocates, assisters 
and providers, though their efforts appeared to be less 
focused and outcome-oriented than those in Wisconsin. 

Political Context
Wisconsin and Ohio have similar political environments. 
Both states had Democratic governors when the ACA 
became law but elected Republican governors in November 
2010. Both houses of the Wisconsin legislature and the 
Ohio General Assembly have Republican majorities, but the 
state senate in Wisconsin had a Democratic majority before 
the 2012 election. One study reports that nearly $800,000 
was spent on anti-ACA political advertising in several cities 
in Ohio but relatively little was spent on anti-ACA political 
advertising in Wisconsin.13 

The Effect of Medicaid on Marketplace 
Enrollment in Wisconsin and Ohio
As of 2010, Wisconsin had one of the most generous 
Medicaid plans in the country.14 Wisconsin covered parents 
and caretaker relatives earning up to 200 percent of FPL.  
In 2009, it launched a new program to cover childless adults 
earning up to 200 percent of FPL. That program quickly 
exceeded enrollment projections and was capped within  
a few months of its launch. 

In 2010, Republican Scott Walker was elected governor 
of Wisconsin, replacing Democrat Jim Doyle. A polarizing 
leader in his first two years, he faced and won a recall 
election in 2012. Governor Walker was a strong opponent 
of the ACA.15 Yet, after he won the recall election, one of 
his major initiatives was to reform entitlement programs by 
relying heavily on the availability of private health insurance 
through the ACA-created Marketplace. 

Through his “Entitlement Reform Plan,”16 which was 
included in the state’s 2013 to 2015 biennial budget, Walker 
restructured the BadgerCare program. While he rejected 
Medicaid expansion under the ACA, he eliminated the 
cap on enrollment of childless adults under 100 percent 
of FPL in BadgerCare, thereby opening enrollment to an 
estimated 82,000 low-income individuals as of April 2014.17 

Key Findings: North Carolina and South Carolina Open Enrollment in 2014
• Demographic factors, pre-ACA uninsured rates and Marketplace 

premium rates did not appear to play a significant role in the different 
enrollment outcomes. 

• Partnerships, coordination and collaboration between diverse 
stakeholders, including Enroll America, a large Navigator consortium 
and a diverse group called the Big Tent, helped enrollment efforts in 
NC, as did a culture of collaboration that preceded the ACA.

• Private funding for planning, outreach and enrollment assistance, 
including the involvement of Enroll America, appeared to play a 
significant role in North Carolina and helped create and sustain the 
infrastructure for cooperation and collaboration. 

• Coordinated efforts on messaging, a single statewide toll-free line  
and a statewide scheduling system helped enroll consumers in  
North Carolina. 

• Anti-ACA sentiment was significant in both states but was more 
consistent and intense in South Carolina, creating greater enrollment 
challenges there. 

• Outreach and enrollment efforts were more fragmented in South 
Carolina where a community-based nonprofit consortium applied  

for but did not receive Navigator funding and the largest grant went to 
an out-of-state for-profit agency. 

• The dominance of BCBSNC and the fact that it was the sole carrier to 
offer plans statewide may have made it easier for assisters, brokers, 
community advocates and the insurer to collaborate in North Carolina 
than in South Carolina where three carriers competed on the FFM.  
As the only statewide carrier on the FFM, BCBSNC’s marketing  
was more likely to drive enrollment toward its plans rather than to 
multiple carriers.

• The producer community in North Carolina did not press for legislation 
regulating Navigators and actively participated in statewide planning 
and enrollment coordination. Consumer advocates and assister 
groups worked with producers on enrollment events and strategies in 
North Carolina. In South Carolina, there was little (if any) collaboration 
between brokers and community-based organizations and assisters. 

• The coverage gap was a challenge for assisters in both North Carolina 
and South Carolina, and assisters in both states described challenges 
in enrolling members of minority communities, particularly Latinos and 
other non-English-speaking consumers.
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He also significantly cut eligibility for tens of thousands of 
Wisconsin residents, eliminating BadgerCare coverage for 
childless adults, parents and caretaker relatives who were 
at or above 100 percent of FPL. The theory was that these 
individuals would receive financial assistance to purchase 
private coverage on the FFM. The Wisconsin Department of 
Health Services (DHS) reported that as a result of Medicaid 
eligibility changes, nearly 63,000 people in Wisconsin lost 
their BadgerCare coverage in 2014.18

The Governor’s reform plan and his decision not to expand 
Medicaid was met with significant opposition,19 but 
Walker’s plan was premised on increasing the number of 
insured in Wisconsin by 225,000 and moving people “from 
government dependence to independence.”20 Thus, the 
Walker administration was invested in increasing overall 
coverage rates, including through the federal Marketplace. 

Sources reported that, following the troubled rollout of 
healthcare.gov, the Walker administration sent mixed 
signals in fall 2013 about delaying the BadgerCare 
changes, which were initially scheduled to take effect 
on January 1, 2014. Eventually the governor and the 
legislature delayed the changes until April 1, 2014, but by 
then many enrollees had already been told they would lose 
coverage at the end of 2013. Sources consistently reported 
that the confusion over the timing and content of the 
BadgerCare changes, combined with the huge IT problems 
on the FFM, had ripple effects throughout the enrollment 
community and among consumers. Nonetheless, diverse 
sources throughout Wisconsin told us that staff at DHS 
made significant efforts to educate people about the FFM 
and connect them with enrollment assistance. 

DHS took several steps to help those losing BadgerCare 
transition to the private insurance market: sending several 
letters to those enrollees beginning in fall 2013 through 
spring 2014, calling them to inform them of the upcoming 
changes and their available options, and making available 
to health care providers a list of their Medicaid patients who 
would be losing coverage and would need assistance finding 
alternative coverage. DHS also organized and supported 
regional enrollment networks throughout the state and 
worked with a small group of stakeholders with enrollment 
experience and familiarity with the BadgerCare population to 
help develop enrollment strategies. Despite the governor’s 
opposition to the ACA, the state made significant efforts to 
help those losing BadgerCare coverage transition into the 
private insurance market.21 In the end, only about 19,000 of 
the consumers who lost BadgerCare reportedly signed up 
for a Marketplace plan,22 but they were an identifiable set of 
consumers who needed insurance and were likely eligible for 

financial assistance on the FFM; as such, they were targeted 
for outreach and enrollment assistance.23 

Ohio, on the other hand, expanded its Medicaid program, 
making 366,000 Ohioans newly eligible for Medicaid 
coverage.24 Accordingly, much of the focus during open 
enrollment was on this newly eligible population. In late 
2013, Ohio launched Benefits.Ohio.gov, an online portal 
that replaced a 30-year-old enrollment system. The new 
portal was implemented to handle the increase of applicants 
expected to apply for Medicaid coverage because of 
expansion. As of March 2014, more than 180,000 people 
had accessed the site and 115,000 Ohioans had enrolled 
in Medicaid through the portal, including the 54,000 who 
became eligible with the new income guidelines.25 The portal 
also administers applications for other public benefits.26

Expanding Medicaid, however, occurred with considerable 
controversy. The Ohio General Assembly included a 
provision in the 2013 omnibus budget bill that would have 
barred the state Medicaid program from implementing 
the ACA Medicaid expansion, but Ohio Governor John 
R. Kasich line-item vetoed that provision and sought and 
received CMS approval to implement the expansion.27 
Defying the Ohio General Assembly, Governor Kasich 
pushed through the expansion of Medicaid using a little-
known legislatively controlled entity called the Controlling 
Board. This entity, which normally oversees small 
adjustments to the state budget, facilitated Medicaid 
expansion by accepting approximately $2 billion in federal 
funds to cover the costs of expanding the Medicaid 
program in fiscal year 2014 to 2015 and was accused of 
acting illegally by state legislators. The Ohio Supreme Court 
upheld the Controlling Board’s actions in December 2013.28 

Sources in Ohio reported that enrollment efforts in Ohio 
focused particularly on Medicaid and that the majority of 
consumers seeking assistance were eligible for Medicaid. 
Based on those reports, we looked at Marketplace 
enrollment rates in other states that were on the FFM in 2014 
and also expanded Medicaid. As shown in table 8, with the 
exception of Michigan, all states that expanded Medicaid and 
used the FFM in 2014 (Arkansas, Arizona, Delaware, Illinois, 
Iowa, New Jersey, New Mexico, North Dakota, Ohio and 
West Virginia) had enrollment rates well below the national 
average. This includes four states that were planning to build 
their own Marketplaces and received funding for in-person 
consumer assistance (Arkansas, Delaware, Illinois and New 
Mexico).29 When compared to all of these states, Ohio did 
well, particularly considering that it relied solely on federal 
Navigator and HRSA grants for enrollment assistance. 

healthcare.gov
Benefits.Ohio.gov
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Table 8. Current Enrollment as a Percent of Projected 2014 Enrollment  
of States Using the FFM for the Nongroup Market in 2014 by Medicaid 
Expansion Decision

State Projected 2014  
Marketplace enrollment

Projected 2016  
Marketplace enrollment 

Latest Marketplace 
enrollment data

Current enrollment  
as a percentage of projected 

2014 enrollment 

Florida 594,000 1,437,000 983,775 165.7%

North Carolina 246,000 615,000 357,584 145.3%

Michigana 189,000 467,000 272,539 144.5%

Wisconsin 107,000 269,000 139,815 130.3%

New Hampshire a 31,000 79,000 40,262 128.8%

Maine 35,000 82,000 44,258 128.1%

Georgia 247,000 608,000 316,543 127.9%

Virginia 175,000 451,000 216,356 123.9%

Pennsylvania 267,000 677,000 318,077 119.3%

Total FFM 4,745,000 11,773,000 5,338,000 112.5%

Missouri 140,000 349,000 152,335 108.8%

Texas 696,000 1,683,000 733,757 105.4%

New Jersey 154,000 396,000 161,775 105.3%

Utah 83,000 208,000 84,601 101.6%

Tennessee 149,000 378,000 151,352 101.6%

South Carolina 117,000 283,000 118,324 101.3%

Delaware a 14,000 34,000 14,087 101.2%

Illinois a 215,000 566,000 217,492 101.0%

Alabama 100,000 252,000 97,870 97.4%

Montana 39,000 98,000 36,584 93.3%

Mississippi 68,000 162,000 61,494 91.1%

Indiana 150,000 369,000 132,423 88.5%

Kansas 66,000 169,000 57,013 86.7%

Nebraska 50,000 136,000 42,975 85.9%

Louisiana 122,000 305,000 101,778 83.3%

Ohio 205,000 498,000 154,668 75.3%

Arizona 160,000 391,000 120,071 75.0%

Arkansas a 61,000 147,000 43,446 71.5%

Oklahoma 97,000 235,000 69,221 71.5%

New Mexico a 46,000 112,000 32,062 69.8%

Wyoming 18,000 45,000 11,970 67.5%

West Virginia 30,000 68,000 19,856 67.3%

Alaska 22,000 51,000 12,890 58.2%

Iowa 54,000 145,000 29,163 53.8%

North Dakota 20,000 54,000 10,597 53.1%

South Dakota 25,000 66,000 13,104 51.9%

Source: Blumberg LJ, Holahan J, Kenney GM, Buettgens M, Anderson N, Recht H and Zuckerman S. Measuring Marketplace Enrollment Relative to Enrollment Projections: Update. 
Washington: Urban Institute, 2014, http://www.urban.org/UploadedPDF/413112-Measuring-Marketplace-Enrollment-Relative-to-Enrollment-Projections-Update.pdf (accessed October 2014).
a State Received additional federal funding to establish an In-Person Assister Program

Not expanding Medicaid

Expanding Medicaid

Federally facilitated Marketplace average

http://www.urban.org/UploadedPDF/413112-Measuring-Marketplace-Enrollment-Relative-to-Enrollment-Projections-Update.pdf
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Unified Messaging and Statewide Coordination
The overarching theme heard in Ohio about outreach and 
enrollment on the FFM was that there was no statewide 
unifying message, and many sources reported that the lack 
of a statewide media and branding campaign was a major 
weakness. Although the largest Navigator grantee in Ohio 
engaged in media outreach, its efforts targeted certain 
geographic areas. 

Another challenge identified by several sources in Ohio was 
that efforts across entities were fragmented. The Ohio Network 
for Health Coverage and Enrollment, a major convening 
body within the state, was described as a “loose network” of 
approximately 250 organizations that consisted primarily of 
Navigators, community health centers, consumer advocacy 
and community based organizations, and a few health plans 
and brokers. The Ohio Network for Health Coverage and 
Enrollment facilitated the exchange of information and best 
practices among the key players but did not have a strategic 
plan or enrollment objectives. Individual groups, including a 
large Navigator grantee with partners throughout the state, 
seemed to work effectively and believed they had significant 
success with their clients, but a collective outreach and 
enrollment strategy seemed absent. Though Enroll America 
had staff in Ohio, there was no strong statewide Marketplace 
enrollment system with which to coordinate. 

There were similar challenges initially in Wisconsin, where 
a large statewide consortium called E4Health did not 
receive Navigator funding. Two factors, however, supported 
more-coordinated efforts in Wisconsin. First, the State 
Department of Health Services convened key stakeholders 
and helped organize regional enrollment networks (RENs), 
modeled on a successful network in Milwaukee. Second, the 
Wisconsin Primary Health Care Association provided funding 
and worked with Covering Kids and Families to maintain 
the E4Health website as a central, statewide source of 
information on the ACA and enrollment assistance.

Regional Networks
Regional assistance coalitions, which served as “idea 
forums” for Ohio Navigators and assisters, operated in 
pockets of the state, but it appeared that these coalitions 
were independent both from the statewide convening 
organization and from each other. Accordingly, their 
outreach and enrollment efforts were primarily focused in 
their immediate geographic areas. In contrast, the RENs 
in Wisconsin were developed and supported by DHS and 
were operational statewide, even if they did not coordinate 
their activities statewide. 

The REN system was based on the Milwaukee Enrollment 
Network (MKEN), which sources consistently referred to 

as a successful local model. The state provided matching 
funds for AmeriCorps volunteers to help staff the RENs. 
MKEN grew out of a “pre-existing enrollment network” 
of providers, consumers and community groups that 
previously had worked together to increase access 
to health care in Milwaukee. Thus, they had strong 
established partnerships, trusting relationships and an 
organizational infrastructure that allowed them to develop 
and implement a strategic plan and goals for MKEN. 
Additionally, though they did not receive Navigator or 
other governmental funding to operate MKEN, they did 
receive some foundation funding and members received 
support from the county government. Other RENs did 
not have these same resources or experiences to draw 
on in for 2014, which made the MKEN model difficult to 
replicate in other regions. Sources also told us that in 
regions where local leaders strongly opposed the ACA, 
there was less support for the RENs, which may have 
contributed to the mixed experiences with RENs around 
the state. 

In both states, many carriers offered individual plans 
before 2014 and on the FFM. Informants in Wisconsin 
described their insurance market as competitive and highly 
regionalized, and the FFM included several plans that were 
affiliated with regional hospital and provider systems. Thus, 
local coordination through the RENs in Wisconsin may 
have helped focus on the regional differences in available 
qualified health plans.

Anti-ACA Messaging
Given the controversial process under which Medicaid 
expansion in Ohio occurred, stakeholders reported 
substantial anti-ACA sentiment throughout the state, 
particularly outside the major urban hubs. The director of the 
Ohio Department of Insurance was an outspoken opponent 
of the ACA,30 and informants noted that there was “a lot of 
noise to cut through” to educate consumers about the law.

Sources in Wisconsin also described the need to work 
through the anti-ACA backdrop (people had “political 
fatigue”). But the DHS leading the organization of the RENs 
and connecting people who were losing BadgerCare to the 
private market provided a significant counterweight to the 
anti-ACA messages.

Navigator Licensing Laws
Both Wisconsin and Ohio informants reported that state 
Navigator regulations had a chilling effect on outreach  
and enrollment efforts. Though these regulations may  
have had an effect on Navigators, the effect was 
comparable in both states and did not explain the  
different enrollment outcomes.31 
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CROSS-CUTTING OBSERVATIONS 
In each state we studied, unique factors appeared to 
affect Marketplace enrollment experiences. The first 
open enrollment period was dominated by the troubled 
launch of healthcare.gov and a highly polarized and 
partisan backdrop of ACA debate, which affected 
states and communities differently. In all four study 
states, sources reported that the highest demand for 
coverage was from people with the lowest incomes. In 
part, this could be because 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. But it also may reflect the composition 
of the uninsured and the greatest pent-up demand for 
coverage. In North Carolina and South Carolina, this meant 
that Navigators and certified application counselors spent 
substantial time with consumers in the coverage gap 
(those with low incomes who were not eligible for Medicaid 
or financial assistance on the Marketplace). In Wisconsin 
and Ohio, on the other hand, Medicaid changes played a 
significant role throughout open enrollment. 

Our focus was on comparing each pair of FFM states, but 
themes emerged that transcended all of those states. Much 
of what we heard supports findings that have been reported 

by Kaiser Family Foundation, Enroll America and others32 
and is consistent with survey results from Urban Institute’s 
Health Reform Monitoring Survey (HRMS). We have 
therefore included a summary of takeaways that we heard 
from multiple sources in all four states. 

Outreach, Education and Consumer Understanding
• A centralized place to call for outreach and assistance 

information other than healthcare.gov is important in FFM 
states (a single toll-free number, branded assistance for 
the Marketplace and a one-stop place for information).

• More mass media can help educate consumers about 
the Marketplace and basics of insurance, and can 
include earned media, billboards, signs on buses and TV 
and radio advertisements.

• Start outreach and messaging early—waiting until 
the eve of open enrollment is too late to help educate 
consumers about the availability of private insurance 
coverage and subsidies.

• Television phone-a-thons (sponsored by local television 
media) are perceived as an effective strategy to connect 
consumers with enrollment assistance. Telethon staff 
answered general questions about health insurance and 
the ACA and referred consumers to in-person assisters 
for enrollment help at a later date.

Key Findings: Wisconsin and Ohio Open Enrollment in 2014
• Demographic factors, pre-ACA uninsured rates, and Marketplace 

premium rates did not appear to play a significant role in the different 
enrollment outcomes.

• Medicaid expansion in Ohio dominated open enrollment, leading 
to much less focus on Marketplace outreach and enrollment. Our 
analysis shows that 9 of the 10 other states that used the FFM  
and expanded Medicaid, like Ohio, also had below average rates  
of Marketplace enrollment in 2014.

• Over 60,000 people in Wisconsin lost Medicaid (BadgerCare) 
coverage in 2014, and another 20,000 lost coverage through  
the state’s high-risk pool. These were identifiable populations that 
needed alternative coverage, were used to having insurance, and 
were therefore more likely to enroll. Approximately 19,000 former 
BadgerCare enrollees signed up for qualified health plans on  
the FFM, and an undetermined number of former high-risk pool  
members enrolled. 

• Wisconsin officials made significant efforts to notify people that they 
were losing BadgerCare coverage and tried to link them to enrollment 
assistance. Because the governor’s entitlement reform plan projected 

a large increase in coverage, officials were motivated to help people 
obtain coverage on the FFM. 

• Despite significant opposition to Wisconsin Governor Scott Walker’s 
decision not to expand Medicaid, consumer advocates and 
organizations engaged in outreach and assistance set aside those 
differences to develop pragmatic collaborative strategies to enroll 
consumers in the FFM. 

• Anti-ACA sentiment was significant in both states but appeared more 
consistent and intense in Ohio. 

• Sources in both states wanted more statewide coordination to 
develop a unified message, a centralized brand, and a single place 
to get information about the ACA and enrollment assistance. The 
regional enrollment networks in Wisconsin appeared to be more 
successful than the more ad-hoc regional groups in Ohio, where 
outreach and enrollment assistance efforts were more fragmented. 

• In both states, groups that had worked together in the past, and  
had resources to support coordinating activities, appeared to be  
most successful.

healthcare.gov
healthcare.gov
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Enrollment Assistance
• It often takes multiple contacts and meetings before a 

consumer enrolls.
• In-person meetings are the most effective way to help 

people enroll.33

• Trusted and known community leaders and members 
are the most effective at spreading the word and getting 
people to meet with an assister, especially with hard-to-
reach populations.

• Reaching and enrolling members of racial minorities is 
more challenging, particularly in Hispanic and Latino 
communities and other communities where consumers 
have limited English proficiency.34

• Churches and libraries were frequently identified as 
successful venues for outreach and assistance.

• It takes a long time to enroll people and help them pick 
an appropriate plan, particularly if they are not familiar 
with private health insurance. 

• City and county officials can provide important support 
for outreach and enrollment, particularly in states where 
state officials are hostile to the ACA.

Outreach and Enrollment Systems
• Coordinating plans and strategies between and among 

diverse organizations is particularly effective and 
requires resources and a coordinating entity to support 
the infrastructure.

• In FFM states, funding by private philanthropies and 
local government entities can significantly increase 

dissemination of coordinated messaging, identify the areas 
of need and organize and facilitate enrollment assistance.

Enrollment Barriers 
• Lack of consumer understanding of the Marketplace, 

financial subsidies and basic health insurance terms 
and concepts remain a major barrier to enrollment, 
particularly in minority communities and hard-to-reach 
populations.35

• Affordability was consistently cited as a significant 
barrier to Marketplace enrollment among lower-income 
consumers.36 

• Identity verification issues on healthcare.gov increased 
barriers for immigrants.

• More resources using trusted community members, 
particularly in Hispanic or Latino communities and in 
other communities with limited English proficiency, are 
needed to bring people to the Marketplace and provide 
help to enroll.37

• Consumers often select plans based solely on premium 
price, which may not be the most appropriate plan for 
them. A system that rewards quick enrollment may not 
adequately educate consumers. 

• Significant tensions between brokers and Navigators or 
assisters were exacerbated by state Navigator licensing 
laws and by the perception that CMS rules barred 
collaboration between the two groups. Some assisters 
reportedly wanted to refer complex cases to brokers but 
believed that they were not allowed to do so.38
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