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INTRODUCTION 
 
Enrollment in health insurance for millions of people under the Patient Protection and Affordable Care Act 
(ACA) has begun. Although ACA is designed to help reduce health care costs, change the healthcare delivery 
system and improve population health, the effort to extend coverage to most of the uninsured is considered 
by many to be the cornerstone of the law. Accordingly, there is great concern that things may not go 
smoothly at first, undermining the enrollment effort and possibly the ACA itself. 
 
Several observers have called attention to the similarities between the current launch of ACA enrollment and 
the launch of the Medicare prescription drug benefit program (Part D) in 2006.1 Although Part D is now 
considered a success, in a recent Washington Post piece, Michael Leavitt, Secretary of Health and Human 
Services at the time of its launch, observed that, “for several weeks the rollout of Part D felt like a runaway 
train – bumpy, uncomfortable, unnerving.”2 Leavitt went on to describe how he deployed substantial 
resources to respond rapidly and effectively to the glitches in the launch. The current administration also is 
attempting to respond quickly to glitches in the ACA enrollment rollout as they emerge. 
 
The ACA is a much more complicated piece of legislation than Part D, and its success and ultimate impact 
will depend in part on how it is implemented in states over the next several years. In many ways, 
implementation of the ACA is more like the implementation of the Children’s Health Insurance Program 
(CHIP) (formerly the State Children’s Health Insurance Program). Enacted as part of the Balanced Budget 
Act of 1997, CHIP was the largest single coverage expansion between the launch of Medicare and Medicaid 
in 1965 and the Affordable Care Act. CHIP, like the ACA, was built on an existing system of coverage 
(Medicaid and employer-sponsored coverage) to provide creditable insurance coverage to a large population 
who were not being adequately served by the existing system. Today, CHIP is considered a great success, not 
only because it has provided coverage to millions of children over the 16 years since its launch, but also 
because spillover effects from CHIP innovations have helped modernize and improve the much larger 
Medicaid program.3 As a result, the uninsured rate for children has declined steadily since 1997, despite 
recessions, rising health care costs, and erosion in private insurance, reaching record lows in recent years.4 
 
This brief is the first in a series that will explore how lessons learned from the first three to five years of 
CHIP implementation can inform ACA implementation. During the early years of CHIP the operational 
kinks in the program were identified, worked out (or around), and spillover effects from the lessons learned 
under CHIP began to permeate Medicaid and other health care coverage programs. Because of the current 
focus on enrolling many people quickly under the ACA, this brief reviews the CHIP experience with 
enrollment. First, baseline similarities and differences between CHIP as originally enacted and the ACA are 
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explored. Subsequent briefs will look at outreach and enrollment strategies, state and federal relations, 
changes in state policy, and benefits, cost sharing, and quality. 
 
COMPARISON OF KEY ELEMENTS OF CHIP AND ACA 
 
CHIP 
 
CHIP was created by the Balanced Budget Act of 1997 as Title XXI of the Social Security Act. Unlike 
Medicaid, which is an entitlement, CHIP is a block grant program that initially provided funds to states to 
offer insurance coverage to “targeted low income children” – children in families with incomes below 200% 
of the federal poverty level (FPL), who were not eligible for Medicaid and did not have health insurance. 
States that had already raised their Medicaid family income eligibility levels above the federal minimum could 
use CHIP funds to help pay for additional eligibility expansions up to 50 percentage points above their pre-
CHIP levels. 
 
CHIP was designed as a federal-state partnership. CHIP is administered by the states, but jointly funded by 
the federal and state governments.5 In order to encourage state participation, the federal government 
provided states with “enhanced” matching funds at a rate about 15 percentage points above the Medicaid 
match rate and, in addition, established a broad range of parameters which states had to meet to qualify for 
the federal match. States can design their programs as Medicaid expansions, as separate CHIP programs, or as 
a combination of the two approaches. 
 
Medicaid expansions under CHIP are entitlements and subject to all the federal Medicaid regulations, 
including strict limitations on cost sharing and comprehensive benefits as required by Early and Periodic 
Screening, Diagnosis and Treatment (EPSDT) criteria. In contrast, states have much more flexibility in 
designing separate CHIP programs. They can put limits on enrollment and use one of several benchmarks (a 
state employees benefit plan, coverage offered by the largest commercial HMO in the state, or the Federal 
Employees Health Benefits Plan) when designing CHIP benefits. Separate CHIP plans can also require 
premiums and co-payments, though out-of-pocket expenses are capped at 5% of family income.  
 
A cornerstone of the CHIP program, when launched, was its focus on enrollment. The new program 
reflected Congress’ objective of reducing the number of targeted uninsured children. CHIP legislation 
provided resources and program options to publicize the availability of coverage, simplify enrollment 
procedures, and provide enrollment assistance to families. CHIP also required coordination with Medicaid, so 
that states were required to screen for and enroll in Medicaid any child applying for CHIP who was found 
eligible for Medicaid (CHIP’s “screen and enroll” requirement). The focus on enrollment in CHIP soon 
spilled over to include Medicaid, and the Clinton Administration announced an intensive effort to enroll 
eligible children in Medicaid, employing many of the strategies and policies used in the CHIP rollout.6 The 
administration announced an enrollment target of 5 million children. This target was apparently invoked both 
for CHIP enrollment and as a reduction in the number of uninsured children.7,8 
 
CHIP legislation also required that state CHIP programs contain features to prevent the substitution of 
public coverage for private coverage (“crowd out”). These provisions typically included waiting periods 
following the loss of private coverage before enrolling in CHIP, as well as premiums. They probably created a 
small drag on CHIP enrollment. “Crowd-out” control measures applied only to separate state CHIP 
programs. CHIP Medicaid expansions had no enrollment restrictions. 
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ACA 
 
The ACA is a much more complex and comprehensive law than CHIP. However, as noted above, the 
expansion of coverage to include many of the uninsured has attracted the lion’s share of public attention and 
discussion. As shown in Exhibit 1, there are many similarities between the coverage expansions in the ACA 
and CHIP.  
 
The ACA contains four primary mechanisms to increase coverage and reduce the number of uninsured 
Americans:  
 

• expansion of Medicaid eligibility for adults to 138% FPL;9 
• new Health Insurance Marketplaces (“exchanges,” in the ACA) in all states to allow individuals and 

families with incomes above 100% FPL to purchase private coverage, making premium credits and 
cost sharing subsidies available on a sliding scale for those with income up to 400% FPL; 

• an employer mandate requiring employers of a certain size to offer coverage to their employees or 
pay a penalty; 

• an “individual mandate” requiring uninsured individuals to pay a penalty. 
 
As part of the focus on sustaining employer sponsored coverage, the law also has provisions for small 
employers to purchase subsidized coverage either in Health Insurance Marketplaces or the commercial 
market.  
 
Following the June 28, 2012, United States Supreme Court decision, which de facto allowed states to choose 
whether or not to expand Medicaid eligibility for adults to 138% FPL, the Congressional Budget Office 
revised its ACA coverage estimate. The new estimate indicates that in calendar year 2014, nine million 
previously uninsured individuals will receive coverage in Medicaid and CHIP, and eight million via the Health 
Insurance Marketplaces. These numbers increase to 12 and 25 million respectively in 2018, but are 
considerably below original estimates, which assumed the Medicaid expansion was implemented in all states 
in 2014.10 
 
As with CHIP, the ACA provides for the federal government and state governments to share implementation 
and administration of the programs. Also as with CHIP the federal government will pay most of the cost of 
ACA coverage expansions (100% of the cost of the Medicaid expansion in the first three years and the entire 
cost of subsidies for exchange coverage). Following the Supreme Court ruling, the Medicaid expansion for 
low-income adults became a state option, and to date 25 states have indicated that they plan to take up that 
option next year.11 States also have the option of operating their own Health Insurance Marketplaces or 
letting the federal government operate the marketplace in their state. To date, 17 states are operating their 
own Health Insurance Marketplaces, seven are partnering with the federal government on their marketplaces, 
and 27 have defaulted to the federal marketplace.12 Some of those states have signaled that they may want to 
operate their own Health Insurance Marketplaces in the future. 
 
As was the case with CHIP, the primary focus of the ACA is to substantially reduce the number of uninsured 
by enrolling them in the expanded Medicaid and new Marketplace programs. Based on the CHIP experience, 
there is also the expectation that, under the ACA, the strong focus on enrollment in the new programs will 
boost enrollment in existing programs (principally Medicaid) of those who were eligible prior to the ACA but 
not enrolled.13,14 Building on lessons learned from CHIP, the ACA contains many provisions to simplify and 
streamline enrollment, and provides for community-based personnel (application assisters and navigators) to 
educate prospective applicants about the new programs and help them enroll. A major education and 
outreach campaign funded with public and private resources is underway to inform the public about the new 
coverage options and encourage them to apply. 
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Exhibit 1: Comparing CHIP and ACA Coverage Expansions – Key Elements 
 
 CHIP ACA 

Program benefits 
Insurance coverage for pediatric health 
benefits 

Insurance coverage for comprehensive 
health benefits 

Target populations Uninsured children in low income families 
not eligible for Medicaid 

• Uninsured individuals under 65 years of 
age 

• Small businesses 

Sources of coverage 
• Medicaid 
• Benchmark-qualified health plans  

• Private Insurance 
• Medicaid 
• CHIP 

Government operation Federal-state program  
• Federal-state program 
• Federally facilitated marketplace where 

states do not act. 

Responsible entities 

• Centers for Medicare & Medicaid 
Services (CMS)  

• State Medicaid agencies and state CHIP 
entities 

• CMS* 
• State Health Care Marketplaces 
• State Medicaid agencies and state CHIP 

entities 

Timeline 
• Law enacted: August 1997 
• Federal funding available October 

1997(program launch varied by state) 

• Law enacted: March 2010 
• Open enrollment launches October 1, 

2013 (coverage effective January 1, 
2014) 

Financial assistance   
for lower income 
individuals 

• Caps on premiums and co-pays 
• Annual out–of-pocket cost cap of 5% of 

family income 

• Premium tax credits and cost-sharing 
subsidies 

• Medicaid expansion in some states 
 
*Formerly, the Health Care Finance Administration (HCFA) 
 
Key elements of the ACA enrollment infrastructure include a highly automated enrollment system with 
extensive data matching, intended to accommodate consumer preferences for ease and convenience. The 
system is intended to efficiently process a large influx of applications and promptly notify consumers of their 
eligibility and health plan status. In addition, the system is designed to incorporate the “no wrong door” and 
Medicaid “screen and enroll” functions developed in CHIP, so that applicants will be enrolled in the right 
program regardless of how they apply for coverage.  

Unlike CHIP, the ACA also has penalties to encourage timely enrollment. Uninsured individuals will face a 
penalty with the filing of their 2014 income tax, and except in special circumstances, will not be able to apply 
for coverage in the Marketplaces after the Open Enrollment Period (October 1, 2013 - March 31, 2014 
initially and, for later years, October 15 to December 7 of the previous year). Individuals may, however, apply 
for coverage outside of the Marketplaces or in Medicaid or CHIP at any time.  

EARLY TRENDS IN CHIP ENROLLMENT 
 
CHIP was enacted in August 1997. Because federal funding for CHIP was included in the 1998 federal fiscal 
year budget, which began October 1997, states were able to launch their CHIP programs with federal funding 
a scant two months after the law was passed. In reality, the two-month time frame was insufficient because 
states had to design their programs, submit the programs for federal approval, and get systems in place to 
enroll children and provide them with services once enrolled. Most state legislatures were not in session in the 
fall and would not be back in session until early 1998, obviating action on programs which required legislative 
approval.15 Some states were able, however, to use the enhanced CHIP federal match to accelerate the phase-
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in of previously mandated Medicaid coverage for older children in families with incomes at or below 100% 
FPL without legislative action. These states then built out the rest of their CHIP programs over time.16,17 

Unlike the ACA, federal CHIP legislation contained features that facilitated the rapid implementation of state 
programs. Rather than engaging in a protracted process of writing regulations as a prelude to program 
implementation, the Health Care Financing Administration (HCFA, now the federal Centers for Medicare 
and Medicaid Services (CMS)) allowed states to submit their CHIP plans for consideration within the broad 
parameters of the CHIP legislation while regulations were being promulgated.18 States could also rollout their 
programs in stages using a simple amendment process to modify or add features to their plans over time. An 
additional incentive for states to act quickly was that under CHIP’s annual block grant funding model, states 
needed federal approval of their plans before September 30, 1998, to claim their federal allotment for federal 
fiscal year 1998.19,20 States were not required to spend their federal allotments right away but could carry 
unspent funds forward for two additional years. 

CHIP was implemented in waves. Eight states began covering children under CHIP during 1997 (Exhibit 2). 
Thirty-three states began enrollment in 1998 and eight states began in 1999. Two states began enrolling 
children in 2000, by which time all 50 states and the District of Columbia had implemented CHIP 
programs.21 

The programs were diverse, as states took advantage of the flexibility offered under Title XXI to design 
programs reflecting each state’s need, context, and capacity. As of March 31, 2000, 19 states operated 
Medicaid expansions, 15 states operated separate CHIP programs, and 17 states used both approaches to 
expand coverage. Many states also took advantage of the amendment process to modify and expand eligibility 
in their programs during the first years of implementation.22 

Exhibit 2: Status of CHIP Implementation in 50 States  
and the District of Columbia, 1998 and 1999 
 
Implementation  
Status as of 

September 30, 1998 
(13 months after enactment) 

September 30, 1999 
(25 months after enactment) 

 Number of States Number of States 
No Plan Filed 2 0 
Plan Filed but not Implemented 17 3 
Implemented for 1 to 4 months 14 0 
Implemented for 5 to 8 months 9 0 
Implemented 9 months or more 10 45 
 
Source: Pulos, V., & Denker, P. (1999). “One Step Forward, One Step Back: Children's Health Coverage 
after CHIP and Welfare Reform.” Families USA. Retrieved 
from: http://familiesusa2.org/assets/pdfs/One_Step90e4.pdf. 
 
Not surprisingly, given CHIP’s staged rollout, enrollment was gradual but increased rapidly over time 
(Exhibit 3). During CHIP’s first year, about one-third of enrollees were transfers from existing state child 
health programs “grandfathered” under the law.23 Subsequently, many states raised eligibility thresholds, 
sometimes by adding separate CHIP programs to their Medicaid expansions.24 In December 1998, 15 months 
after states were able to start enrolling children, approximately 900,000 children were enrolled in CHIP.25 
Enrollment grew at the rate of 70,000-80,000 children per month, reaching almost 3.1 million in June 2001, 
almost four years after CHIP was enacted.26 Due to a combination of a reduced pool of eligible children and 

http://familiesusa2.org/assets/pdfs/One_Step90e4.pdf
http://familiesusa2.org/assets/pdfs/One_Step90e4.pdf
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Having an enrollment target provides purpose 
and focus and creates a sense of urgency. It 
encourages hard work, problem solving, and 
innovation and helps reframe mindsets and 
motivate change. It helped us focus on the right 
questions, "How do we eliminate barriers to 
enrollment and leverage what is working now 
to spread and sustain change." It is well worth 
the downside risk of public scrutiny if things 
don't go well but it does require being 
intentional and preparing for those downsides.  
 

Debbie I. Chang, former Federal Official 
charged with implementing CHIP 

state efforts to curtail enrollment in face of challenging fiscal environments, enrollment growth slowed 
markedly by 2003-4, but still grew to over 5.3 million in 2011.27 
 
Exhibit 3: Annual CHIP Enrollment in 50 States and DC, 1998 to 2011 
 

 
Sources: Kenney, Genevieve, Debbie I. Chang. “The State Children's Health Insurance Program: 
Successes, Shortcomings, and Challenges” Health Affairs, 23, no.5 (2004):51-62 (1998-1999) Kaiser 
Commission on Medicaid and the Uninsured.  “CHIP Enrollment: June 2011 Data Snapshot.” Kaiser Family 
Foundation. (01 June 2012). Retrieved from: http://kff.org/medicaid/issue-brief/chip-enrollment-june-
2011-data-snapshot/ (2000-2011). 
 
Note: Data are point-in time estimates of annual enrollment centered on June of each year (except 1998). 
CMS provides annual counts of children “ever-enrolled” in CHIP. The ever-enrolled count always exceeds 
the point-in-time count. Typically, the point-in-time count is 60-70% of the ever-enrolled count. 
 
Because the purpose of CHIP was to expand health insurance 
coverage to and reduce the number of uninsured low-income 
children, enrollment was used as a metric of performance. In 
order to spur efforts to boost enrollment, the Clinton 
administration set a goal of enrolling five million children in 
CHIP, or (in some statements) in CHIP and Medicaid.28 That 
goal was consistent with several estimates at the time of the 
number of low-income children potentially eligible for 
Medicaid or CHIP (4.6 – 7.6 million, with 2.9 to four million 
eligible for CHIP),29,30 and greater than the Congressional 
Budget Office CHIP enrollment projection (2.3 million served 
by the third year of the program — notably close to the June 
2000 enrollment shown in Exhibit 3).31 The goal served to 
frame public & media expectations, focusing policymakers’ 
attention on enrollment and motivating state and federal 
officials to be innovative in their outreach and enrollment efforts. We will explore this further in an upcoming 
brief in this series. 
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In addition, each state was required to include enrollment targets in the plans submitted for federal approval. 
States used different assumptions in setting the targets and, at the time, data on the number of uninsured 
children was of variable quality. The state targets did not represent the total number of “targeted” low income 
uninsured children in the state but rather reflected policymakers program goals against which their 
performance could be judged. Although enrollment grew steadily and substantially during the first three years 
of CHIP, growth and progress towards individual state goals varied. A study of six states found that, by late 
2001 (four years after CHIP was enacted), target attainment varied from a high of 101% in Texas to a low of 
53% in Colorado. In the same period, four other states (California, Louisiana, Missouri, and New York) each 
enrolled at least 68% of their target population of children.32 
 
The CHIP data suggest that, if ACA enrollment follows a similar pattern, enrollment will initially be gradual 
but may continue at a robust rate for three to four years, reaching about half of long term enrollment levels 
before decelerating as the program reaches many of those it is intended to serve. The rate of growth in 
enrollment will also likely vary among the states because of differences in states’ underlying populations, 
extent of coverage pre-ACA, support for and capacity to implement the ACA and solve problems quickly, 
implementation (or not) of the Medicaid expansion for poor adults, and ability to integrate existing eligibility 
systems with the new Health Insurance Marketplaces. 
 
THE CALIFORNIA EXPERIENCE 
 
While a review of the national CHIP enrollment pattern is informative, the data is confounded by variations 
in CHIP implementation across the states. Different states implemented different programs, opened them for 
enrollment at different times, and some states then later amended their programs to increase eligibility. A 
closer look at the experience with California’s Healthy Families Program (HFP), the state’s stand-alone CHIP 
program, can be helpful in cutting through some of the noise in the national data, with the caveat that caution 
must be exercised in drawing broadly applicable conclusions from the experience of one state. By far the 
largest state CHIP program with almost one million enrollees in 2011, HFP accounted for approximately 
20% of all CHIP enrollees from 2005 to 2012. 33 In addition, when launched in 1998, HFP was a totally new 
program with many similarities to the coverage options available through the ACA’s Health Insurance 
Marketplaces, including premiums and capped cost sharing, a choice of managed care health plans with 
different premiums and networks, application assisters to educate potential applicants about their plan 
choices and help with enrollment, and a simplified “single point” of entry for applications. 
 
At the time that federal CHIP legislation was passed, California had a history of incremental healthcare 
reforms and had established in 1989 the Managed Risk Medical Insurance Board (MRMIB) to develop and 
manage these efforts, including a small employer health insurance purchasing co-op. With this capacity in the 
state and a legislature that was in session for about six weeks after the federal CHIP legislation was passed, 
California was able to pass legislation creating a combination CHIP program before the end of 1997. The 
California program included, as did many other states, an accelerated phase-in of mandated Medicaid 
coverage for children in families with incomes at or below 100% FPL, and the stand alone Healthy Families 
(HFP) program for uninsured children ages 1-19 in families with incomes between 100% and 200% FPL. The 
legislation also eliminated the “asset test”34 for poverty-level coverage under Medicaid and included an 
aggressive outreach effort including a mass media campaign, outreach contracts with community based 
organizations and schools, and an innovative Certified Application Assistant program.35,36 

 

The MRMIB board and staff had only eight months to work out and implement all the details of HFP, from 
the time when the enabling legislation was passed until the program opened for enrollment in July 1998. That 
the small MRMIB staff had started three programs previously under very tight time frames facilitated the 
work on Healthy Families. The more easily implemented Medicaid expansion was administered by the 
Department of Health Services (DHS) and opened to new enrollees in March 1998.  
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You need a process focused on identifying 
problems as they happen, fixing problems for 
the individuals involved, but also looking for 
patterns that suggest systematic issues and 
jumping on those. Almost as important, the 
community needs to hear about the fixes to 
specific problems as those resolutions are being 
pursued and completed. That is critical to 
maintaining community support.  
 

Jason Cooke, Former Texas CHIP and 
Medicaid Director 

Shortly after the launch of HFP, it became clear that the biggest challenge to enrollment was a comprehensive 
28-page application booklet considered an absolute failure by the advocacy and policy community. Developed 
by a workgroup that included advocates, attorneys and eligibility workers, this joint Healthy Families and 
MediCal application was attractive, translated into 13 languages, and tried to explain all the nuances of the 
eligibility process to applicants. But rather than being empowering, families found it intimidating. Paying close 
attention to feedback from the field and advocates, MRMIB and DHS regrouped and had a new streamlined 
four-page application in place before the end of the year.37 
 
As was the case for CHIP overall, enrollment in HFP grew 
rapidly during the first five years (Exhibit 4). After a slow start, 
enrollment reached 128,000 by June 1999, the first anniversary 
of the program launch. Enrollment continued to grow rapidly 
in subsequent years, reaching 666,000 by June 2003, the fifth 
anniversary of the program.38 Enrollment levels were driven 
by increases in the number of monthly new enrollees (not 
shown) from about 7,000 in August 1998 to approximately 
15,000 in August 1999 and 25,000 in August 2000.39 During 
that period, the state raised the income eligibility level for 
Healthy Families to 250% FPL. However, in July 2002, the 
first in a series of budget shortfalls lead the state to eliminate 
mass media campaigns and outreach contracts with 
community organizations and schools, leading to a fall-off in the monthly rate of new of enrollees and a 
plateauing of enrollment in 2004.40 
 
Exhibit 4: California Healthy Families Program  
Annual Enrollment 1998 to 2011 
 

 
Source: Personal correspondence from H. Larry Lucero, Statewide Operations Branch Manager, Managed 
Risk Medical Insurance Board. October 2013. 
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I have been involved in the start-up of four health coverage 
programs.  Enrollment begins in fits and starts.  Those 
who have been previously excluded from coverage due to 
cost or health status enroll right away as do early adopters.  
Enrollment then hits a plateau while word of mouth 
regarding people's experience with the coverage spreads. 
This cycle repeats as people see that the program has value 
and staying power.  
 

Sandra Shewry, Former California State CHIP Director 

The pattern of enrollment in the Healthy Families 
Program is similar to the pattern for CHIP enrollment 
in all 50 states (Exhibit 3). Rapid growth in the first 
years reaching a bit over 50% of peak enrollment in 
three to four years and then much more gradual growth 
overtime. The California budget crisis created a drag on 
enrollment beginning in 2004. Over time, however, 
enrollment continued to grow, exceeding 900,000 
children by 2009 and plateauing above 850,000 until the 
program was merged into the state’s Medicaid program, 
Medi-Cal, in 2013. 
 
HOW DID CHIP ENROLLMENT COMPARE WITH PREVIOUS EXPERIENCE 
 
Evidence from several pre-CHIP Medicaid demonstration expansions suggested that it could take several 
years to enroll only a fraction of newly eligible populations. Mollica reviewed nine of these Medicaid 
expansions implemented between 1993 and 1997.41 Six expanded eligibility to or above the 200% of FPL 
initially allowed under CHIP. Only three of the nine states experienced higher than expected enrollment 
during the initial start-up phase of their demonstrations. For example, in Hawaii, substantial growth in 
enrollment was driven by a severe economic downturn. Evidence from the other six states suggested that, in 
states with Medicaid expansions, “enrollment projections of 50% of eligible uninsured children would be 
realistic and could take 2-3 years to achieve.” Before CHIP, there was little experience with non-Medicaid 
programs that charged premiums. It was reasonable, nonetheless, to expect no better outcomes for stand-
alone CHIP programs, given the need to educate families about the new programs and the disincentive 
associated with cost sharing. Accordingly, it appears that the actual experience with CHIP enrollment through 
2001-2, about 50 percent of long run enrollment in 3-5 years, was better than what might have been expected. 
This better-than-expected result might have been due to the strong focus placed on enrollment during the 
early years of CHIP. 
 
WHAT DOES THE EXPERIENCE WITH  
CHIP SUGGEST FOR ACA ENROLLMENT?  
 
The experience with CHIP suggests caution when predicting enrollment trends during the early years of the 
ACA. The ACA coverage expansions are much more ambitious and complicated than under CHIP, Medicare 
Part D or anything that’s been tried before, so “glitches” are to be expected. As was the case during the early 
years of CHIP implementation, different states are in different stages of readiness and may build out their 
programs differently over several years. In many, the federal exchanges will be the gateway to coverage with 
minimal state participation, so coordination with the state-run Medicaid and CHIP programs may prove 
challenging. Gaps in coverage for poor adults in states without an expanded Medicaid program will not only 
deny coverage to many but may also discourage others who might eligible for subsided coverage from even 
applying. And unlike CHIP and Medicaid, the use of a time-limited open enrollment period will limit access 
to the Marketplaces during most of the year and may be a drag on enrollment, particularly during the early 
years of the implementation. Moreover, the controversy, negative publicity and open hostility in some states 
to the ACA presents a strong headwind to enrollment that CHIP did not experience.42 Given these 
considerations, it seems reasonable to expect no better enrollment outcomes during the early years of ACA 
implementation than was experienced under CHIP. 
 
Nonetheless, with its strong focus on reducing the number of uninsured, the ACA has many features 
intended to boost enrollment and create a user-friendly enrollment system. Much has been learned from the 
success of children’s coverage under CHIP and Medicaid (use of community-based application assisters, 
“screen and enroll” and “no wrong door” policies, elimination of asset tests, etc.), and many of those lessons 
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have been incorporated into the ACA. Unexpected startup problems may slow enrollment at first. Once these 
problems are addressed, however, new technologies (self-service online applications, automated data 
matching, etc.), many of which were developed and tried out in CHIP and Medicaid in recent years, should 
also make it much easier to accommodate consumer needs and preferences for ease and convenience, while 
managing enrollment efficiently. The ACA’s individual and employer mandates also offer new incentives for 
individuals and businesses to enroll in and offer coverage. 
 
Regardless of how these various pluses and minuses play out initially, important lessons have emerged from 
the research for this series of briefs. First, enrollment will be gradual, maybe uneven, vary by state and over 
time. If history is a reliable guide, it may take 3-5 years to reach 50% of long-run enrollment. Second, having 
an ambitious, publically announced enrollment target can help focus attention, be motivational, and 
encourage innovative problem solving. Third, being alert to spot problems that will inevitably develop and 
moving to fix them in real time, as in the case of California’s 24-page application, is a key to success. Fourth, 
the process of issue spotting and continuous improvement requires openness by state and federal officials 
and active engagement of advocates, the populations served, and the public. As the history of success of 
CHIP demonstrates, it takes time, effort and engagement to make things right, but that process helps build 
support for the program and momentum for further progress. 
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