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nn New enrollment data show 
that the number of people who 
have private health insurance 
increased by just over 520,000 
in the six months between Octo-
ber 1, 2013, and March 31, 2014.

nn During that six-month period, net 
enrollment in the individual-cov-
erage market grew by 2,236,942 
individuals. Net enrollment 
in employer group coverage 
declined by 1,716,540 individuals 
during the same period, offset-
ting 77 percent of the gain in 
individual-market coverage.

nn Even accounting for delayed 
exchange enrollments, the maxi-
mum increase in private-market 
coverage that can be expected to 
show up in the second-quarter 
insurance-market reports would 
be around 4.5 million individuals.

nn During the same six months, 
enrollment in Medicaid and 
CHIP increased by about 5 mil-
lion individuals.

nn The data indicate that more 
than half of any total increase 
in coverage during 2014 will be 
due to Obamacare’s Medicaid 
expansion to able-bodied adults 
without dependent children.

Abstract
New data show that the number of people who have private health 
insurance increased by just over 520,000 in the six months between 
October 1, 2013, and March 31, 2014. That was because almost all the 
gains in individual coverage through the Obamacare exchanges were 
offset by reduced enrollment in employer-sponsored group coverage. 
During the same period, Medicaid enrollment increased by about 5 
million, principally as a result of Obamacare expanding eligibility to 
able-bodied adults without dependent children. Because of delays in 
the exchanges processing enrollments and a “surge” in exchange ap-
plications in March, it is possible that a further 3 million to 4 million 
individuals may have gained individual coverage since March 1. How-
ever, even if that proves to be the case, and even if there is no further ero-
sion in employer coverage, more than half of any increase in coverage 
during 2014 will still be due to Obamacare’s expansion of Medicaid.

The Department of Health and Human Services (HHS) issued a 
series of monthly reports on exchange performance during the 

initial open enrollment period (October 1, 2013, through March 31, 
2014) for the Patient Protection and Affordable Care Act (PPACA), 
commonly known as Obamacare. However, the data HHS provided 
are insufficient for determining either the number of uninsured 
individuals who gained coverage or the extent of other coverage 
changes that may have occurred in health insurance markets out-
side the exchanges.1

Since the open enrollment period ended, several organizations 
have conducted surveys designed to elicit more information about 
changes in health insurance coverage during Obamacare’s initial 
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implementation.2 Yet, even well-constructed sur-
veys have their limitations and, at best, can offer 
only approximate answers.

Now, newly available health insurance enroll-
ment data provide a clearer and more comprehen-
sive picture of the changes in coverage during the 
initial implementation of Obamacare. Unlike esti-
mates based on survey results, the newly available 
data provide actual enrollment counts for the pri-
vate market, Medicaid, and the Children’s Health 
Insurance Program (CHIP). While the new data can-
not answer all the questions, they do provide a more 
definitive picture of the net changes in coverage that 
occurred during the fourth quarter (Q4) of 2013 and 
first quarter (Q1) of 2014.

During the six-month period, the biggest change 
in the private market was not the expansion in indi-

vidual-market coverage, but the decline in fully 
insured employer group coverage. Moreover, the 
data also indicate that more than half of any increase 
in coverage during 2014 will be due to Obamacare’s 
Medicaid expansion to able-bodied adults without 
dependent children.

Changes in Private Coverage Enrollment
Health insurers file quarterly reports with state 

regulators, and data from those reports for Q1 2014 
are now available.3 The three relevant market sub-
sets for this analysis are: (1) the individual market; 
(2) the fully insured employer group market; and 
(3) the self-insured employer group market.4 Table 
1 shows the changes in private health insurance 
enrollment during Q4 2013 and Q1 2014, along with 
the net changes over the combined six-month period.

1.	 U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation, “The Affordable Care Act 
Research Briefs,” 2014, http://aspe.hhs.gov/health/reports/2012/ACA-Research/index.cfm (accessed July 16, 2014).

2.	 Katherine Grace Carman and Christine Eibner, “Changes in Health Insurance Enrollment Since 2013: Evidence from the RAND Health Reform 
Opinion Study,” Rand Corporation, 2014, http://www.rand.org/pubs/research_reports/RR656.html (accessed July 16, 2014); Jenna Levy, “In 
U.S., Uninsured Rate Lowest Since 2008,” Gallup, April 7, 2014, http://www.gallup.com/poll/168248/uninsured-rate-lowest-2008.aspx 
(accessed July 16, 2014); McKinsey Center for U.S. Health System Reform, “Individual Market: Insights into Consumer Behavior at the End of 
Open Enrollment,” McKinsey & Company, May 8, 2014,  
http://healthcare.mckinsey.com/sites/default/files/McKinsey%20Reform%20Center_Individual%20Market%20Post%20OEP%20Trends.pdf 
(accessed July 16, 2014); and Liz Hamel et al., “Survey of Non-Group Health Insurance Enrollees,” Kaiser Family Foundation, June 19, 2014, 
http://kff.org/private-insurance/report/survey-of-non-group-health-insurance-enrollees/ (accessed July 16, 2014).

3.	 Except as otherwise noted in the appendix, figures for private coverage in this report are derived from data compiled by Mark Farrah 
Associates, http://www.markfarrah.com (accessed July 16, 2014), which is available by subscription. The Mark Farrah Associates dataset 
consists primarily of data from annual and quarterly insurer regulatory filings, supplemented by data on self-insured plans compiled by the 
firm from those and other public and private sources.

4.	 In a “fully insured” plan, the employer purchases a group coverage policy from an insurer. In a “self-insured” plan, the employer retains the 
risk but contracts with an insurer, or other third party, to perform administrative tasks, such as enrollment, provider contracting, claims 
adjudication, and claims payment.

4th Quarter 2013 1st Quarter 2014 Net, 6–Month Period

Individual Market –478,148 2,715,090 2,236,942

Fully Insured Employer Market 175,141 –4,171,159 –3,996,018
Self-Insured Employer Market 1,808,500 470,978 2,279,478
      Subtotal Employer Market 1,983,641 –3,700,181 –1,716,540

Total Private Market 1,505,493 –985,091 520,402

TABlE 1

Changes in Private Health Insurance Enrollment 
From Prior Period, by Market Segment

Source: Authors’ calculations based on data compiled by Mark Farrah Associates, 
http://www.markfarrah.com. BG 2933 heritage.org
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The data show that during the last quarter of 2013, 
enrollment in individual-market coverage declined 
by nearly 500,000 individuals, but then increased 
in the first quarter of 2014 by just over 2.7 million 
individuals. For the combined six-month period, the 
result was a net enrollment increase of just over 2.2 
million for the individual market. Those figures are 
consistent with reports of insurers’ non-renewing 
individual-market policies that did not meet the 
new coverage requirements, and reported enroll-
ments in individual-market plans offered through 
the exchanges.

However, the biggest change in the private mar-
ket during the six-month period was not the expan-
sion in individual-market coverage, but the decline 
in fully insured employer group coverage. While 
enrollment in fully insured employer group cover-
age modestly increased—by just over 175,000 indi-
viduals—in Q4 2013, it dropped by nearly 4.2 million 
individuals in Q1 2014. The result was a net enroll-
ment decrease of 4 million individuals for the com-
bined six-month period.

Only in the employer self-insured group market 
did enrollment increase in both quarters—by just 
over 1.8 million in Q4 2013, and by almost 500,000 
in Q1 2014—producing a net enrollment increase of 
nearly 2.3 million for the combined six-month period.

It stands to reason that the increase in self-
insured group coverage during this period is almost 
entirely the result of employers shifting from pur-
chasing fully insured group plans to self-insuring 
their plans. Few firms offering their workers cover-
age for the first time will begin with a self-insured 
plan. It is also possible that some smaller employ-
ers shifted to self-insured coverage in order to avoid 
the added costs of the “essential benefits” require-
ment that the PPACA imposes on fully insured small 
group plans. However, employers shifting from fully 
insured to self-insured plans would explain, at most, 
57 percent of the enrollment decline in fully insured 
group coverage.

The remaining 43 percent of the reduction can 
only be explained by employers’ discontinuing cov-
erage for some or all of their workers or, in some 
cases, individuals losing access to such coverage due 
to employment changes. While it is not possible to 
determine the subsequent coverage status of indi-
viduals who lost group coverage, there are four pos-
sibilities: (1) some obtained replacement individu-
al-market coverage (either on or off the exchanges); 

(2) some enrolled in Medicaid; (3) some enrolled 
in other coverage for which they are eligible (such 
as a plan offered by their new employer, a spouse’s 
plan, a parent’s policy, or Medicare); or (4) some 
became uninsured.

In cases where individuals who lost group cover-
age transitioned to coverage under another employ-
er group plan or the individual market, those indi-
viduals would be included in the enrollment counts 
for those submarkets. Similarly, those that transi-
tioned to Medicaid would be included in the Medic-
aid enrollment figures reported by the Centers for 
Medicare and Medicaid Services (CMS).

As Chart 1 shows, over the six-month period, net 
total enrollment for all three segments of the pri-
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The individual 
market grew by 

2.2 million ...

... but the 
employer 

market 
declined by
1.7 million ...

... leaving a net 
increase in the 

total private 
market of just 
over 500,000.

CHART 1

Sources: Authors’ calculations based on data compiled by Mark 
Farrah Associates, http://www.markfarrah.com. See Table 1 for 
details.

During the six months from October 1, 2013, to 
March 31, 2014, the decline in employer- 
sponsored coverage o set 77 percent of the 
expansion in individual market coverage. 
Consequently, total private health insurance 
enrollment during the period increased by a net 
of only 520,000 individuals.

Decline in Employer Coverage O�set 
Gain in Individual Coverage
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vate coverage market increased by just over 520,000 
individuals. Thus, the reduction in employer-spon-
sored coverage offset 77 percent of the gain in indi-
vidual-market coverage during the period.

Comparison with  
HHS Exchange Enrollment Data

The HHS-reported figure for exchange enroll-
ment as of March 1 is the one that is most compa-
rable to the figures derived from the market data, 
since few, if any, individuals who selected coverage 
after March 1 would have active coverage before the 
end of the month, and thus have been counted in 
the insurance market enrollment data for Q1 2014. 
HHS reported that 4,242,325 individuals select-
ed an exchange plan between October 1, 2013, and 
March 1, 2014.5 Yet, the combined market data for 
Q4 2013 and Q1 2014 show that the net increase in 
total individual-market enrollment (both on and off 
the exchanges) was 2,236,942 individuals—which 
equates to 53 percent of the exchange plan selec-
tion figure reported by HHS through March 1. Even 
if a greater exchange enrollment lag is assumed—by 
using as the comparison base the figure of 3,299,492 
individuals who selected exchange plans before Feb-
ruary 1—the net increase in total individual-market 
enrollment is still only 68 percent of the plan selec-
tion figure reported by HHS.

These differences are likely attributable to the 
following factors, though it is impossible to deter-
mine the magnitude of each from the available data:

nn Software problems. The exchanges experi-
enced software problems that generated dupli-
cate enrollments, which may have inflated the 
HHS counts, as well as errors in transmitting 
enrollment information to carriers, which likely 
resulted in delayed enrollments.

nn HHS data detail individuals who selected 
plans, not purchased coverage. As HHS noted 
in its reports, its figures are for “pre-effectuat-
ed” enrollment—meaning that HHS counted the 
number of individuals who selected plans, not 
the number who paid the first month’s premium—

which would be necessary for their coverage to 
take effect. It is likely that some portion of the 
individuals that HHS reported as picking a plan 
do not show up in the market data because they 
either never completed the transaction, did not 
complete the transaction in time for their cover-
age to take effect before the end of the quarter, or 
had existing coverage that was scheduled to lapse 
after the end of the quarter and arranged for their 
new coverage to take effect once their prior cover-
age ended.

nn Enrollment in exchange coverage by individ-
uals who had non-compliant individual-mar-
ket coverage that was non-renewed by their 
carrier. Individuals who obtained such replace-
ment coverage would be included in the market 
data whether they purchased their new coverage 
on or off the exchanges, but would only be includ-
ed in the HHS reports if they obtained their new 
coverage through an exchange.

nn Enrollment in exchange coverage by individ-
uals who lost prior employer group coverage. 
Because of the substantial decline in employer 
group coverage, it is likely that such coverage 
transitions explain much of the difference.

nn Enrollment in exchange coverage by individ-
uals who were previously uninsured. While it 
can be presumed that previously uninsured indi-
viduals account for the net increase in private 
coverage of just over 520,000, it is also possible 
that more uninsured individuals gained coverage, 
but that any additional increase was offset by pre-
viously insured individuals becoming uninsured.

Change in Medicaid  
and CHIP Enrollment

The PPACA required states to expand Medicaid 
eligibility to all individuals with incomes below 138 
percent of the federal poverty level who were not 
otherwise previously eligible for Medicaid. The vast 
majority of those individuals are able-bodied adults 
without dependent children. However, in June 2012, 

5.	 U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation, “Health Insurance Marketplace: 
March Enrollment Report for the Period: October 1, 2013–March 1, 2014,” and “Addendum to the Health Insurance Marketplace: March 
Enrollment Report for the Period: October 1, 2013–March 1, 2014,” March 11, 2014,  
http://aspe.hhs.gov/health/reports/2012/ACA-Research/index.cfm (accessed July 16, 2014).
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the U.S. Supreme Court ruled that Congress could 
not force states to adopt that expansion. Since then, 
26 states and the District of Columbia have elected 
to adopt the expansion.

The most recent CMS monthly report on Medic-
aid and CHIP enrollment includes state enrollment 
figures for March 2014.6 For purposes of comparison, 
the report also included figures for average monthly 
enrollment during the third quarter (Q3) of 2013—
the quarter prior to the October 1, 2013, start of the 
open enrollment period for the new health insur-
ance exchanges. That is the relevant basis for com-
parison because applications for coverage through 
the exchanges are evaluated to determine if the 
applicant is eligible for Medicaid, though Medicaid 
coverage for individuals determined eligible under 
the expansion did not take effect prior to January 
2014 in most of the states that adopted the expansion.

According to the CMS report, among 25 of the 
states that adopted the expansion, total Medicaid 
enrollment in March was 4,316,998 people higher 
than it was for those same states in Q3 2013.7

Obamacare also changed the standards for deter-
mining eligibility for individuals who qualify for 
Medicaid coverage under prior law. Consequently, as 
a result of this and other PPACA interactions,states 

that have not adopted the Medicaid expansion also 
experienced increased enrollment.8 According to 
the CMS report, for 23 of the 24 states that have not 
adopted the expansion, total Medicaid enrollment 
in March was 629,284 enrollees higher than it was 
for those states in Q3 2013.9

Thus, for the 47 states, and the District of Colum-
bia, for which data are available, Medicaid and CHIP 
enrollment increased by a total of 4,946,282 individ-
uals in the six months between October 1, 2013, and 
March 31, 2014.

In addition to the CMS report lacking data 
for three smaller states, it also notes a number of 
inconsistencies in the data reported by the other 
states. In some cases the reported enrollment is 
likely overstated (such as California’s figure, which 
includes individuals “whose applications are still 
pending verification”), while in other cases it is 
likely understated (such as Florida’s figure, which 

“does not include SSI [Supplemental Security 
Income] recipients enrolled in Medicaid”). Even 
so, correcting the omissions and inconsistencies 
is unlikely to change the total very much. The final 
figure for the increase in Medicaid enrollment dur-
ing the six-month period will probably be around 5 
million individuals.

6.	 Centers for Medicare and Medicaid Services, “Medicaid & CHIP: April 2014 Monthly Applications, Eligibility Determinations, and Enrollment 
Report,” June 4, 2014, http://www.medicaid.gov/AffordableCareAct/Medicaid-Moving-Forward-2014/Downloads/April-2014-Enrollment-Report.pdf 
(accessed July 16, 2014).

7.	 Medicaid enrollment data for North Dakota were not available at the time of the report. Connecticut reported total Medicaid enrollment of 
704,387 in March, but comparable data for Q3 2013 are not available so it is uncertain which portion of the March figure are new enrollees.

8.	 Such “woodwork effects” may also include individuals seeking coverage to comply with the individual mandate, as well as the effect of 
exchange enrollment promotion during the open enrollment period.

9.	 Medicaid enrollment data for Maine were not available at the time of the report.

Monthly Average,
July–September, 2013 March 2014 Diff erence

States expanding Medicaid 34,221,642 38,538,640 4,316,998
States not expanding Medicaid 24,745,074 25,374,358 629,284

Total 58,966,716 63,912,998 4,946,282

TABlE 2

Changes in Medicaid and CHIP Enrollment, October 1, 2013–March 31, 2014

Source: Centers for Medicare and Medicaid Services, “Medicaid & CHIP: April 2014 Monthly 
Applications, Eligibility Determinations, and Enrollment Report,” June 4, 2014. Figures do 
not include Connecticut, Maine, and North Dakota, for which data are not yet available. BG 2933 heritage.org



6

BACKGROUNDER | NO. 2933
July 28, 2014 ﻿

What to Expect Next
Obamacare requires that individual-market cov-

erage (both on and off the exchanges) be provided to 
any applicant during open enrollment periods. Dur-
ing the rest of the year, that requirement applies only 
to individuals who experience a “qualifying event,” 
typically a change in circumstances that causes 
them to lose their current coverage.10 Examples of 
qualifying events include: moving to another state; 
changing employers; becoming unemployed; earn-
ing too much to stay on Medicaid; or losing eligibility 
under a family member’s policy due to death, divorce, 
or reaching age 27.

Consequently, any changes in individual-mar-
ket enrollment that insurers report for the second 
quarter of 2014 will reflect those enrollments plus 
any enrollments by individuals who signed up for 
coverage during the open enrollment period, but 
whose coverage did not take effect until after March 
31. According to the final HHS exchange report, an 
additional 3,777,438 individuals picked an exchange 
plan between March 2 and the close of open enroll-
ment.11 Allowing for the fact that there were indi-
viduals who picked a plan before March 1, but whose 
coverage did not take effect before the end of the first 
quarter, the maximum increase in individual-mar-
ket coverage that can be expected to show up in the 
second-quarter insurance-market reports would be 
in the neighborhood of 4.5 million individuals.

In contrast, Medicaid enrollment operates year-
round, so Medicaid and CHIP enrollment can be 
expected to further increase in the coming months, 
particularly in those states that adopted the Medic-
aid expansion. Indeed, the CMS report shows that 
in April Medicaid enrollment grew by an additional 

920,675 people in the expansion states and by anoth-
er 216,288 in the non-expansion states.12

The biggest uncertainty is whether enrollment 
in employer group coverage will experience further 
significant changes during the remainder of the year. 
Employer decisions to offer, or discontinue, coverage, 
or to provide coverage on a fully insured or a self-
insured basis, are specific to each employer and are 
not governed by a timetable.

Conclusion
For the six months encompassing the open 

enrollment period, net total enrollment in private 
coverage increased by just over 520,000 individuals. 
Assuming no further erosion in employer group cov-
erage, and further assuming that all individuals who 
picked an exchange plan during the last two months 
of open enrollment actually obtained coverage, the 
upper bound for any net increase in private cover-
age during the first year of Obamacare looks to be 
around 5 million individuals.

Given that Medicaid enrollment has already 
increased by about 5 million individuals, and is 
likely to continue growing over the remainder of 
the year, it is now clear that at least half of any net 
increase in total health insurance coverage during 
the first year of Obamacare will be as a result of its 
expansion of Medicaid.

—Edmund F. Haislmaier is Senior Research Fellow 
in the Center for Health Policy Studies, of the Institute 
for Family, Community, and Opportunity, at The 
Heritage Foundation. Drew Gonshorowski is Senior 
Policy Analyst in the Center for Data Analysis, of the 
Institute for Economic Freedom and Opportunity, at 
The Heritage Foundation.

10.	 The only other exception is that the PPACA requires the exchanges to permit monthly enrollment and plan selection on a year-round basis 
for individuals who are members of federally recognized Indian tribes or Alaska native communities. However, given the small size of this 
population (about 0.8 percent of the U.S. population in the 2010 Census), this provision is unlikely to have more than a very marginal impact 
on exchange enrollments in between open enrollment periods. Indeed, the final HHS exchange report found that in none of the 36 states 
in which the federal government operates the exchange did the share of individuals picking a plan who self-reported as “American Indian/
Alaska Native” exceed 3.5 percent; and in only seven states was the share 1 percent or more. Furthermore, in each state that operates its own 
exchanges, the American Indian/Alaska Native population is less than 1.5 percent of the state’s total population.

11.	 U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation, “Health Insurance Marketplace: 
Summary Enrollment Report for the Initial Annual Open Enrollment Period, for the Period: October 1, 2013–March 31, 2014 (Including 
Additional Special Enrollment Period Activity Reported through 4-19-14),” May 1, 2014,  
http://aspe.hhs.gov/health/reports/2012/ACA-Research/index.cfm (accessed July 16, 2014).

12.	 Centers for Medicare and Medicaid Services, “Medicaid & CHIP: April 2014 Monthly Applications, Eligibility Determinations, and Enrollment 
Report.”
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Appendix:

Data Sources and Adjustments
We limited our analysis to the 50 states and the 

District of Columbia; we excluded data for U.S. ter-
ritories, as the PPACA treats U.S. territories differ-
ently with respect to the establishment of exchang-
es, eligibility of their residents for the new coverage 
subsidies, and federal Medicaid funding.

We used the Mark Farrah Associates dataset, 
derived from insurer regulatory filings, for pri-
vate market enrollment, reported by market seg-
ment. We excluded, as not relevant to our analysis, 
enrollments in: Federal Employees Health Benefits 
(FEHBP) plans, Medicare Advantage plans, and sup-
plemental coverage products (such as dental, vision, 
prescription drug, Medicare supplemental, and sin-
gle disease).

For Medicaid and CHIP enrollment, we used 
the figures reported by the CMS, as they are the 
most current and include enrollment under both 
Medicaid fee-for-service and Medicaid managed-
care plans.

For enrollment in self-insured employer plans, 
we used the data reported by Mark Farrah Associ-
ates for plans administered by an insurance carri-
er. Mark Farrah Associates compiles the data from 
insurer regulatory filings, supplemented by other 
public and private sources (such as filings with the 
Securities and Exchange Commission (SEC)). While 
the firm’s data on the self-insured market are the 
most comprehensive available, there are no reliable 
figures for enrollment in self-insured plans that are 
administered by independent third-party adminis-
trators (TPAs)—that is, TPAs that are not a subsid-
iary of an insurance carrier. However, based on its 
research, Mark Farrah Associates believes that truly 
independent TPAs likely account for no more than 
five percent of the total self-insured market.13

We made several adjustments to the Mark Far-
rah enrollment data to correct for missing data and 
errors. Specifically:

1.	 Arkansas has implemented the Medicaid expan-
sion through a unique, “private option” design. 
Under that approach, qualified individuals are 
enrolled in the state’s Medicaid program and 
then, at the beginning of the month following 

enrollment, select (or are assigned) coverage 
under a Silver-level plan offered in the exchange, 
with Medicaid paying almost all of the premiums.

This unique arrangement could potentially cre-
ate a double count in our analysis. The CMS 
Medicaid enrollment report notes that its fig-
ures for Arkansas Medicaid enrollment include 
private option enrollees, who do not appear to 
be included in the HHS figures for individuals 
picking an exchange plan. However, the regula-
tory filings by carriers offering exchange cover-
age in Arkansas appear to include private option 
enrollees in their enrollment counts for individ-
ual-market coverage—which, from the carrier 
perspective, would be appropriate.

That these data sources report private option 
enrollees differently also explains why the col-
lective increase in individual-market enroll-
ment among the Arkansas exchange partici-
pating carriers was three times the number of 
individuals that HHS reported as having picked 
an exchange plan in Arkansas. Separately, the 
Arkansas Department of Human Services (DHS) 
reported private option enrollment of 80,049 
individuals through March. Consequently, to 
avoid counting private option enrollees twice, 
we subtracted the Arkansas DHS figure from the 
figure for total individual-market enrollment for 
Arkansas derived from the Mark Farrah dataset.

Thus, our analysis counts Arkansas private 
option enrollees as Medicaid enrollees. We 
believe that this is the correct approach, and 
the one most comparable to the data reported 
for other states, because the Arkansas private 
option design is essentially a new variant of Med-
icaid managed care, and in all other cases indi-
viduals covered through private Medicaid-man-
aged plans are counted as Medicaid enrollees.

2.	 The figure reported by Premera Blue Cross for 
Q1 2014 individual-market enrollment in Alaska 
appears to be erroneous. However, the figures 
the company reported for other market seg-

13.	 Author conversation with LuAnne Farrah, president of Mark Farrah Associates.
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ments in Alaska, as well as those it reported for 
Oregon and Washington where it also operates, 
appear to be correct. The discrepancy is most 
likely explained by an error that resulted in a fig-
ure for “member months” being reported where 
a figure for “covered lives” should have been 
reported instead. We adjusted the reported fig-
ure to approximate the likely number of covered 
lives, and our result was consistent with the size 
of Alaska’s individual market prior to 2014, Pre-
mera’s relative share of that market, and HHS’s 
figure for Alaska exchange sign-ups. Conse-
quently, we substituted the revised figure.

3.	 While Centene’s business is primarily Medicaid 
managed care, the company also offers exchange 
coverage in seven states. In two of those states, 
Arkansas and Massachusetts, that coverage 
is offered through a subsidiary that only files 
annual regulatory reports. Using state-level 
enrollment data reported in Centene’s Q1 2014 
SEC filing, we derived figures for the company’s 
non-Medicaid enrollment growth during Q1 
2014 in those two states and assigned the results 
to the individual market.

4.	 Blue Cross Blue Shield of Kansas only files 
annual reports. We contacted the company and 
obtained its enrollment figures for the three 
private-market segments as of the end of March 
(the end of Q1 2014).

5.	 Only annual reports for Horizon Blue Cross Blue 
Shield of New Jersey are made publicly available. 
Because it is that state’s dominant carrier and 
offered coverage on the exchange, we presume 
that Horizon experienced some increase in 
individual-market enrollment, and likely some 
change in fully insured group-market enroll-
ment as well. Consequently, we imputed enroll-
ment changes in those two market subsets for 
Horizon as follows: We first identified a peer 
group of 42 carriers that all have the same, rel-
evant characteristics, namely that they: (1) are 

Blue Cross carriers; (2) offer coverage on their 
state’s exchange; (3) offer coverage on a state-
wide basis both on and off the exchanges; and (4) 
had no data-reporting issues.

Using the Mark Farrah data, we found that the 
42 carriers in the peer group reported an aver-
age increase in individual-market enrollment 
of 23 percent and an average increase in fully 
insured group-market enrollment of 1.8 percent 
in Q1 2014. We thus increased Horizon’s enroll-
ment figures for Q4 2013 by those percentages to 
impute the likely enrollment changes in Q1 2014.

6.	 There were 12 carriers that offered coverage 
through the exchanges that had not offered cov-
erage in the individual or group markets prior 
to 2014, and for which data are missing from the 
Mark Farrah Associates dataset. Two are new 

“consumer-operated and -oriented plan” (CO-
OP) carriers. The other 10 are carriers that, prior 
to 2014, only provided Medicaid managed-care 
coverage. Q1 2014 is the first time that those 12 
carriers would have filed quarterly reports with 
their states’ insurance departments. We pre-
sume that data for those carriers are missing 
because of delays in submitting filings.

Three of those carriers are in California and four 
are in New York, and both states have released 
reports that include figures for exchange enroll-
ment by carrier as of the end of March. Thus, for 
those seven carriers we used the enrollment fig-
ures from the state exchange reports.14

One exchange carrier in Arizona that previously 
provided only Medicaid managed-care coverage 
is a subsidiary of a publicly traded company. We 
obtained enrollment data from the parent com-
pany’s SEC quarterly report and imputed the 
carrier’s Q1 2014 enrollment increase in Arizona 
to individual-market coverage offered through 
the exchange.

14.	 Covered California, “Individuals Enrolled from Oct. 1, 2013, Through March 31, 2014, with Subsidy Status, Across Region,” May 7, 2014,  
http://www.coveredca.com/news/PDFs/regional-stats-march/March_RegionalEnrollmentTables_forWeb_ss.pdf (accessed July 21, 2014), 
and NY State of Health, “2014 Open Enrollment Report,” June 2014,  
http://info.nystateofhealth.ny.gov/sites/default/files/NYSOH%202014%20Open%20Enrollment%20Report_0.pdf (accessed July 21, 2014).
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We were unable to obtain enrollment figures for 
another Arizona carrier that previously provid-
ed only Medicaid managed-care coverage.

In Colorado, another carrier’s filing was delayed, 
but it provided us with its enrollment figures by 
private market segment for Q1 2014.

Common Ground CO-OP in Wisconsin provided 
us with a figure for total member months for the 
quarter. We used the figures for total plan selec-
tions in the Wisconsin exchange taken from the 
HHS reports to calculate a figure for total Q1 
2014 member months (that is, three months for 
those who picked a plan before January 1, two 
months for those who picked a plan during Jan-
uary, and one month for those who picked a plan 
during February) for all Wisconsin exchange 
carriers, and derived an average of 2.36 months 
of coverage per enrollee. We then estimated 
Common Ground’s individual-market enroll-
ment by dividing the figure the carrier gave us 
for member months by 2.36.

For the other CO-OP, Health Republic Insurance 
of New Jersey, we used the enrollment figure 
found in a table of CO-OP enrollment and fund-
ing compiled and released by the U.S. House of 
Representatives Committee on Oversight and 
Government Reform.15 The table lists the date 
for this carrier’s enrollment figure as April 11, 
2014.

7.	 Finally, one carrier, Health Alliance, which 
has previously offered coverage in Illinois and 
Iowa, also began offering coverage in Nebraska 
through the exchange in 2014, but data for its 
Nebraska enrollment are missing from the Mark 
Farrah Associates dataset and we were unable to 
obtain the missing data from the carrier.

The net effects of all the foregoing adjustments 
were to increase the enrollment figures for Q1 2014 
derived from the Mark Farrah Associates dataset 
by: 148,192 for the individual market; 34,647 for the 
fully insured group market; and 7,180 for the self-
insured group market.

15.	 U.S. House of Representatives, Committee on Oversight and Government Reform, “Estimated vs. Actual Enrollment Figures for ObamaCare’s 
CO-OP Program,” June 2014, http://oversight.house.gov/wp-content/uploads/2014/06/ObamaCare-CO-OP-Enrollment-Figures-2014.pdf 
(accessed July 21, 2014).


