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Introduction

Achieving the goals set by most major health care reform proposals will require eligible, 
uninsured Americans to enroll in health care coverage. The process of signing up for health 
coverage will be many Americans’ first contact with the new health care system and will 
shape their initial impressions of it. It is a crucial step because improving quality, managing 
chronic disease, and controlling costs hinge on enrolling people and maintaining coverage 
so they can access needed care, and so that providers and insurers can manage that care. 
And if health care reform includes a requirement that all individuals obtain health insur-
ance, promoting participation will help people obtain coverage and avoid any penalties 
that may be imposed if they fail to do so. 

Congress and the Obama administration can draw on more than a decade’s experience 
increasing participation in the Medicaid program—the federal/state health and long-
term care program for low-income people—as they build the “front door” through which 
people enter a new health care system. State and the federal government efforts have 
focused on increasing enrollment of eligible children in Medicaid and the Children’s 
Health Insurance Program, which together currently cover nearly 45 million children, as 
well as ensuring Medicaid participation by other eligible groups. 

Efforts to boost enrollment have been successful: participation has grown from 66 percent 
to 78 percent of Medicaid and CHIP-eligible children, and overall Medicaid participa-
tion rates are higher than those of many other means-tested programs.1 Under health care 
reform, though, participation rates will need to be substantially higher to help people 
comply with coverage mandates. More work remains to be done, but Medicaid’s experi-
ence offers important lessons about what works and what does not work in promoting 
participation in health coverage. 

Most of the major health care reform proposals under consideration in Congress envision 
three layers that will provide health coverage, within an overall approach that is likely to 
require both individuals to obtain and employers to provide health insurance. The first 
layer generally covers the lowest-income Americans by offering Medicaid to people who 
are currently eligible, as well as expanding coverage to some people who are currently not 
eligible. The second layer provides subsidies to uninsured people of modest means with 
incomes above the proposed Medicaid eligibility levels. These individuals would purchase 
insurance through a common purchasing mechanism referred to as an “exchange” or “gate-
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way” in most proposals. CHIP may provide coverage to some children in this group. The 
third layer is a reformed version of the nation’s current system of employer-based coverage, 
potentially including a requirement that employers offer coverage. Medicaid’s experience 
promoting enrollment applies primarily to the layers of the new system that serve low-
income people: expanded Medicaid coverage of the lowest income groups and subsidized 
coverage in the exchange. 

Many of the health care reform proposals under discussion in Congress contemplate 
linking the process of enrolling in coverage with selecting an insurance plan through the 
exchange. Yet it can be challenging to provide beneficiaries with information that clearly 
explains that they must choose a plan, illustrates differences between plans, and provides 
accurate information about participating providers.2 Presenting information so that 
consumers can make informed decisions is not addressed in this paper but is likely to be a 
significant challenge in implementing any health care reform plan. 

Medicaid’s experience yields six key lessons on ways that policy design, enrollment pro-
cesses, and outreach can promote participation in a reformed health care system:3

1.	 Eligibility structures must be uniform and simple to understand.
2.	 Different coverage “layers” should work together seamlessly.
3.	 The application and enrollment process should minimize the burden on applicants.
4.	 The renewal process must be simplified.
5.	 Marketing should be used to help build public awareness of new programs, but is not 

enough to sustain participation gains.
6.	 Hands-on outreach and assistance is critical, especially for low-income populations.

1. Eligibility structures must be uniform and simple to understand 

Simple eligibility structures are easier for people to understand and help promote partici-
pation. Medicaid eligibility, which varies by state, has historically required an individual to 
qualify under one of many different eligibility categories, some of which are quite narrow. 
This complex mix of rules regarding a person’s family structure, age, disability status, and 
income level creates confusion and leads to underenrollment. It also places administrative 
burdens on families and governments. Parents of children who are eligible for Medicaid or 
CHIP but are not insured often describe being uncertain about whether or not their chil-
dren are eligible for coverage.4 More than 40 percent of parents in one survey reported that 
they did not apply for coverage on behalf of their children because they were not aware 
of the programs, did not think their children qualified, did not have enough information 
about the program, or faced bureaucratic obstacles.5 

Broadening eligibility beyond traditional narrow eligibility categories increases partici-
pation among people who were already eligible for coverage prior to a coverage expan-
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sion.6 The clearest example of this occurred after CHIP implementation began in 1997, 
when enrollment of already-eligible children in Medicaid increased substantially.7 Since 
then, enrollment of previously eligible children has grown in a number of states that 
have expanded children’s coverage. Illinois, for example, implemented a program in 2005 
covering all children in the state, and has credited its ability to convey a universal message 
that all children are eligible for health coverage as being central to its success in enrolling 
kids. About 70 percent of children who enrolled in the program after the Illinois coverage 
expansion were already eligible for Medicaid or CHIP under the pre-existing eligibility 
rules but had not enrolled.8

The Medicaid experience also suggests that having all members of a family enrolled in the 
same insurance program promotes participation. Complex eligibility rules currently mean 
that different children in the same family can be eligible and ineligible for public coverage, 
or enrolled in two different programs—one in Medicaid, the other in CHIP. This con-
tributes to family confusion about eligibility policies and puts administrative burdens on 
families, depressing enrollment. A June 2009 study found that this complexity discourages 
eligible people from enrolling: States with more complex Medicaid and CHIP eligibility 
structures have significantly higher rates of uninsured, eligible children.9 Simpler, broader 
coverage has the opposite effect: a significant body of research shows that expanding 
health coverage to parents, for example, can increase enrollment among already-eligible 
children in Medicaid and CHIP.10 

Implications for health care reform

Creating simple, uniform eligibility thresholds under health care reform would convey 
a clear public message about who is eligible for coverage, which would promote enroll-
ment. Simple, uniform eligibility rules reduce the likelihood of misunderstanding and 
uncertainty about whether or not a person qualifies for coverage. They are also easier and 
less costly for states and the federal government to administer. This applies to subsidies as 
well as direct coverage: Creating simple-to-understand rules about the qualifications that 
people must meet to obtain a subsidy to purchase coverage will promote enrollment. An 
individual mandate will also clearly be a powerful incentive for people to obtain coverage.

In contrast, having a number of narrow eligibility categories creates structures that are 
difficult to navigate, cause confusion on the part of the target population, impose unnec-
essary administrative burdens, and reduce enrollment. The number of different eligibil-
ity categories should therefore be minimized or eliminated, potentially by establishing 
a single, clear income threshold that would operate across states, replacing the current, 
wide variation in state eligibility policies. Keeping family members together in the same 
program is also crucial to promoting enrollment. 
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2. Different coverage “layers” should work together seamlessly

The different components of coverage in health care reform may operate relatively autono-
mously, but their eligibility systems should work together seamlessly. People need to see 
and experience a unified enrollment process, especially between public and subsidized 
exchange coverage, instead of being required to navigate separate pathways into and out of 
each coverage component.

Medicaid and CHIP provide insight into the challenges posed by requiring individuals to 
navigate different programs. Most states have separate Medicaid and CHIP programs, and 
children often fall between the cracks that these different rules create, especially in states 
where Medicaid and CHIP establish different sets of eligibility rules and schedules. Families 
may apply for one program but be eligible for the other; children whose family income 
changes may need to move between one program and the other; and children’s eligibility 
rules change as they age, meaning that some children move from Medicaid to CHIP as 
they grow up. Different Medicaid and CHIP application and renewal processes, rules, and 
requirements—such as requiring families to separately apply to each program, rather than 
automatically transferring a family’s application from Medicaid to CHIP or vice versa when 
they are initially denied coverage—mean that children sometimes fail to obtain the cover-
age they need, or erroneously lose coverage although they remain eligible for it.

Ensuring that separate programs work in a unified manner is central to enrolling eligible 
people, although recent evidence suggests that unifying processes across separate pro-
grams is not as effective as having a unified, easy to understand program in the first place.11 
Nearly 90 percent of states with separate Medicaid and CHIP programs now use one 
application for both programs.12 States have also moved toward making the two programs’ 
eligibility rules consistent. 

A federal “screen and enroll” requirement would require states to screen all children who 
apply for CHIP for Medicaid eligibility and enroll a child in Medicaid if that child is deter-
mined to be eligible for it. This would ensure that all eligible children receive Medicaid’s 
benefits and cost-sharing protections.13 In contrast, the recent implementation of the 
Medicare outpatient drug benefit demonstrates the issues that can arise when misaligned 
program eligibility rules inhibit coordination, resulting in lost opportunities to enroll 
eligible individuals. Part D’s different income thresholds, income determination method-
ologies, and asset tests made it extremely difficult for the Social Security Administration 
and state eligibility offices to “screen and enroll” elderly and disabled individuals between 
the Part D “Extra Help” benefit and the Medicare Savings Programs.14 

Virginia recently implemented a policy to better integrate Medicaid and CHIP eligibility. 
The state offers multiple entry points for people seeking to enroll their children in health 
coverage. Virginia’s “No Wrong Door” policy allows applicants for Medicaid and CHIP 
to submit one application for either program at eligibility locations that have historically 



5  Center for American Progress Action Fund  |  Opening the “Front Door” of a Reformed Health Care System

served just one of the two programs. When this change and other simplifications took 
effect, Virginia’s quarterly enrollment increased 43 percent.15 The federal government 
could apply and extend a program like Virginia’s No Wrong Door approach by allow-
ing people to apply for coverage at many different locations, including provider offices, 
libraries, unemployment offices, and motor vehicle departments.16 People will want the 
ability to apply through several different methods, such as applying online, over the phone, 
through mail in applications, or through applications submitted in person, including to 
application assistors working on site at different locations.17

Unifying eligibility processes is likely to be even more important—and challenging—in 
a reformed health care system than it has been in Medicaid and CHIP. The new system 
will probably cover many more adults than Medicaid and CHIP now cover, and adults are 
more likely to experience instability in coverage. The working poor and individuals whose 
jobs are not steady are especially likely to have changing incomes, which drives movement 
from one part of the coverage system to another.18 

It will be critical to coordinate program eligibility policies, including application processes, 
rules regarding how income and assets are treated, and renewal timing between public 
programs and subsidies for exchange coverage. A degree of coordination will need to take 
place with employer coverage, as well. The need for coordination should inform the deci-
sion about whether one or several entities perform eligibility determinations, as well as the 
selection of what organization or organizations will determine eligibility.

Implications for health care reform

Separate, related coverage components—such as Medicaid and subsidized coverage 
through the exchange—should operate as seamlessly as possible from the standpoint of 
people trying to navigate the programs. Seamlessness includes ensuring that the programs’ 
eligibility ground rules are the same—especially rules about how income is counted in 
determining eligibility. Aligning rules for coverage subsidies and Medicaid will help mini-
mize confusion. Seamlessness should also apply to the enrollment process, minimizing the 
need for people to navigate between Medicaid and subsidized Exchange coverage. 

A key component of a seamless system is using one simple, unified application that eli-
gibility agencies can employ to determine which type of coverage an applicant is eligible 
for. Massachusetts’ use of a single application form for several different programs in its 
health care reform plan, for example, helped promote enrollment growth.19 Making sure 
that people who are not eligible for Medicaid coverage are automatically redetermined for 
subsidized exchange coverage—and vice versa—could also prevent unnecessary coverage 
losses. Establishing “No Wrong Door” policies that encourage people to apply for public 
or exchange coverage at the same time at convenient locations can promote enrollment by 
avoiding having people try to determine on their own which program they are eligible for 
and where to go to enroll.
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3. The application and enrollment process should minimize the 
burden on applicants

The experience in Medicaid and CHIP over more than a decade clearly demonstrates that 
making the application process easy for beneficiaries to navigate is critical to promoting 
program enrollment. Many states have reduced the complexity of the application and 
enrollment process for children and families. Their experience demonstrates that these 
programs can increase enrollment by simplifying and clarifying application forms, mini-
mizing income documentation requirements, eliminating asset tests, presumptive eligibil-
ity, and permitting remote rather than in person application. Many of these strategies also 
reduce administrative costs. Medicaid and CHIP’s history also demonstrate that charging 
low-income families premiums depresses enrollment20.

Georgia, for example, experienced significant enrollment growth after it began accepting 
applications through both mail and the Internet, allowed beneficiaries to self-attest their 
income, improved coordination between Medicaid and CHIP, and simplified the renewal 
process.21 Eligible people have conversely lost coverage when states have made enrollment 
and renewal policies more restrictive. For example, 150,000 children in Texas lost coverage 
after the state made its CHIP enrollment and renewal practices more restrictive in 2003.22 
States can also realize administrative savings from simplification efforts, like Oklahoma did 
after it stopped requiring people applying for Medicaid coverage to meet an asset test.23

Some states are also making significant progress toward using electronic applications and 
automating the enrollment process. Many states make applications available online, and 
a small but growing number can process applications electronically. The growing use of 
electronic enrollment and renewal has simplified the process for beneficiaries, generated 
administrative savings for states, and helped make it more likely that beneficiaries receive 
care in appropriate settings.24 

Automated enrollment is a longstanding practice in Medicare. States are moving toward 
deeming individuals eligible for Medicaid by using information from other means-tested 
programs, such as the supplemental nutrition assistance program and the National School 
Lunch Program, or state tax records, though this approach is still emerging.25 States more 
frequently use databases and data sharing technology to verify eligibility elements, mini-
mizing burdens on people applying for coverage. The CHIP reauthorization law recog-
nizes the success of simplification efforts and the potential of using new processes such as 
automated enrollment by providing new flexibility to states that adopt them, coupled with 
performance incentives for states that use them to increase children’s enrollment. 

The entity or entities that enroll people in health coverage under a reformed health care 
system must make enrolling all eligible people in health coverage a primary goal, and 
ensure that its organizational culture thoroughly supports enrollment. Louisiana provided 
extensive orientation to its eligibility caseworkers to emphasize the importance of provid-
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ing health coverage and made caseworkers accountable for promoting enrollment and 
renewal of coverage.26 Some states are moving away from organizational cultures that focus 
on keeping ineligible people out of coverage and toward cultures that promote helping all 
eligible people get the coverage they need. 

Implications for health care reform

The health care reform enrollment process should employ simple, clear applications that 
minimize burdens on people applying for coverage and subsidies. Requirements to docu-
ment income, assets, and citizenship should be kept to the minimum needed to ensure eli-
gibility, and technology should be used to modernize and simplify verification. Employing 
online applications and automatic enrollment processes can make applying for Medicaid 
coverage easier and could help people apply for subsidized coverage. 

The agency that is charged with enrolling people in health care coverage also needs to 
establish clear coverage goals and ensure that its organizational culture and processes 
support them. That means adopting personnel practices—from staff orientation and 
education to pay and promotion criteria—that reward staff for successfully enrolling and 
retaining the population that the program aims to serve. Finally, the organizations respon-
sible for enrollment will need sufficient resources to handle what may be a very high 
volume of applications as health care reform is implemented. 

4. The renewal process must be simplified

Once people are enrolled in health coverage, it is essential that they maintain that coverage 
for as long as they are eligible. Having people “churn” on and off of health coverage will 
frustrate broad health care reform goals of improving quality, managing chronic disease, 
promoting prevention, and controlling costs. It is difficult for insurers and providers to 
manage care and measure quality when people lose coverage, even if they regain it within 
a short time period.27 The government and providers also incur additional costs when 
people churn off and on coverage.28

Renewal processes should support a broad goal of making coverage stable. Failing to design 
renewal processes to promote continuous coverage can leave insurance programs vulner-
able to backdoor coverage losses. Some states have found, for example, that most children 
who lose Medicaid and CHIP coverage over the course of a year subsequently re-enroll.29 
When Washington state restricted renewal policies for its Children’s Medical Program in 
2003, enrollment fell by more than 30,000 children. But children’s enrollment rebounded 
to previous levels when the state reinstated simplified renewal policies.30 More than four in 
ten children nationwide who are eligible for, but unenrolled in, Medicaid and CHIP were 
enrolled in one of these two programs during the previous year.31 Most children who lose 
coverage do so for procedural reasons, not because their eligibility has changed.
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Recognizing the risk of significant falloff in coverage during the renewal process, one third 
of all states guarantee children one year of continuous eligibility regardless of changes in 
family income in Medicaid and more than half do so in CHIP. Continuous eligibility and 
annual coverage renewals have helped increase enrollment of eligible children.32 Some 
states have also made the Medicaid and CHIP renewal process easier for families by pro-
viding for “administrative” renewal, which minimizes the need for beneficiaries to supply 
new information at renewal. Pennsylvania ensures that information transfers automati-
cally between Medicaid, CHIP, and a health program for low-income adults at application 
and when an individual loses eligibility for one of the three programs, which promotes 
continuous coverage between programs.33 

Implications for health care reform

Minimizing the burdens that the renewal process places on individuals—including reduc-
ing the frequency of renewals, limiting documentation requirements, and automating the 
renewal process—will promote continuous coverage. Coordinating renewals between dif-
ferent coverage components in the health care reform system can prevent loss of coverage, 
as some people are likely to move back and forth between employer coverage, subsidies 
for purchasing coverage through the Exchange, and public programs. Establishing a single 
annual enrollment or renewal period across programs, automating and sharing renewal 
information across programs, and using a single renewal application that could be, like the 
initial application, submitted at one of many locations, would help promote coordination.

5. Marketing should be used to help build public awareness of new 
programs, but is not enough to sustain participation gains 

Marketing can promote awareness of programs among the public, stakeholders, and 
policymakers. This should include advertising, promotional materials, and public educa-
tion campaigns. Building public awareness of programs is key: A 2003 survey of Medicare 
beneficiaries showed that nearly 80 percent of low-income seniors who were eligible 
for—but not enrolled in—targeted programs that provide Medicaid coverage to pay for 
required Medicare premiums and cost-sharing were not aware that the programs existed.34 
People who have recently lost their jobs as a result of the recession, making them or their 
family members newly eligible for Medicaid or CHIP, have also reported that they were 
not aware that they might qualify for these programs.35

States, the federal government, and outside organizations employed marketing as CHIP 
was implemented in the late 1990s to build public awareness and understanding of the 
new program. Evidence is mixed regarding the effect of marketing on increasing participa-
tion in Medicaid and CHIP. Some states reported that marketing helped increase enroll-
ment, but some evaluations found that there is limited evidence that marketing increased 
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program participation.36 States marketed the program to build public awareness during the 
early years of implementation, but moved away from marketing as the program matured 
and toward more intensive, community-based outreach and application assistance.37 This 
suggests that marketing may be most effective at the outset of a new program, but that 
its effectiveness may diminish over time relative to community-based assistance. There 
is clear evidence, however, that establishing broad, easily understood eligibility criteria 
helps market programs and enroll eligible people. It is difficult to market narrow, confusing 
eligibility categories.

Implications for health care reform

Despite mixed evidence, marketing a new national health care program may help increase 
public awareness of it, especially at the program’s inception. Massachusetts launched a 
significant effort to publicize its reform plan as it was implemented, driven in part by a 
firm, shared commitment to promote coverage by the state, providers, and consumer 
groups. Enrollment in Massachusetts’ health care reform plans was dramatic in the months 
following health care reform implementation, though the degree to which this enroll-
ment surge can be attributed to marketing and public education is not clear. Establishing 
easily understood eligibility rules is vital to helping market public programs. Although any 
returns from marketing programs may diminish over time as programs mature. Sustaining 
participation over time requires additional interventions, including outreach.

6. Hands-on outreach and assistance is critical, especially for low-
income populations

Hands-on, community-based assistance to help people understand public programs and 
apply for coverage is an established means of increasing participation in Medicaid and 
CHIP. Community groups, schools, and providers have helped people navigate the enroll-
ment process in Medicaid and CHIP.38 States like California and Illinois have employed 
paid application assistors to help families understand and complete application and 
renewal forms; this assistance has helped families successfully complete applications and 
enroll in coverage.39 In Boston, a broader case management approach for uninsured Latino 
children that began in 2002 increased the probability that participating families enrolled in 
the Medicaid and CHIP programs from 57 percent to 96 percent by 2004.40 

Application assistance has also helped low-income seniors enroll in “Medicare Savings 
Programs,” through which Medicaid pays Medicare premiums and cost sharing for some 
low-income Medicare beneficiaries.41 Community-based application assistance helps some 
beneficiaries navigate the application process, surmount language or cultural barriers, and 
overcome any sense of distrust on the part of potential beneficiaries. It can be especially 
important in helping to enroll minority populations, people with limited English profi-
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ciency, and immigrant groups. Community-based organizations with experience working 
with target populations were central to Illinois’ success enrolling children in its universal 
children’s insurance program.42 Seniors enrolled in Medicaid and organizations that pro-
mote enrollment in the Medicare Discount Drug Card both emphasized the importance 
of having personal assistance with the enrollment process for these two programs.43

Implications for health care reform

Hands-on outreach and application assistance performed by trusted community organi-
zations, including sufficient funding dedicated to these activities, will be needed to help 
people apply for and enroll in health coverage and to navigate the process of applying for 
subsidies. Assistance will be especially important for promoting enrollment of people with 
very low incomes and members of minority populations.44 Community-based outreach 
played a key role in implementing health care reform in Massachusetts as part of a strategy 
that made sure on-the-ground community assistance translated broader marketing efforts 
into actual enrollment.45 Hands-on assistance should supplement other methods of 
increasing participation, such as marketing campaigns, and should be ongoing rather than 
time-limited. If under health care reform individuals are asked to select plans when they 
enroll in coverage, as is the case in Massachusetts, community-based assistance could be 
designed to support people with both enrollment and plan selection.
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Conclusion

Very high enrollment in a range of insurance options will be crucial to the federal govern-
ment meeting the coverage, quality, and cost goals set out by any health reform legislation. 
Medicaid’s experience promoting enrollment for more than a decade demonstrates that 
no single approach can work alone. Instead, a range of strategies that work together to 
minimize burdens on families—simplified application processes, renewal requirements 
that promote continuous coverage, providing intensive outreach and assistance by trained 
and trusted community organizations, and program marketing—can effectively promote 
participation in health coverage. 

Two policies must underpin these strategies. First, the agency that enrolls people in cover-
age must commit to successfully enrolling people in coverage through staff education 
and performance incentives. Second, the different programs that provide health coverage 
must work closely and deliberately in concert so that they appear as one seamless, unified 
program to people applying for coverage.
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