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nn During Q3 2014, individual-
market enrollment declined by 
357,000 individuals; employer-
group enrollment dropped by 1.2 
million individuals; and Medicaid 
enrollment grew by 1.39 mil-
lion individuals.

nn Because more people lost private 
coverage (1.55 million) than 
gained Medicaid (1.39 million), 
total enrollment decreased 
by 160,000 individuals during 
the quarter.

nn For the first nine months of 2014, 
individual-market enrollment 
grew by 5.83 million individuals, 
employer-sponsored coverage 
declined by 4.93 million indi-
viduals, and Medicaid enroll-
ment increased by 7.49 mil-
lion individuals.

nn The decline in employment-
based coverage offset 85 percent 
of the gain in individual-market 
coverage, for a net increase in 
private coverage of only 893,000 
individuals during the period.

nn For the nine-month period the 
number of Americans with health 
insurance increased by 8.38 mil-
lion, but Medicaid accounted for 
89 percent of that net gain.

Abstract
Third quarter 2014 health insurance enrollment data show continu-
ation of two trends during the first and second quarters—increasing 
Medicaid enrollment and declining enrollment in employer plans. 
However, while individual-market enrollment increased substantially 
in both the first and second quarters, it declined by 357,000 during 
the third quarter. The net result was 160,000 fewer Americans with 
health insurance. For the first nine months of 2014, individual-market 
enrollment grew by 5.83 million, but 4.93 million individuals lost em-
ployer coverage—offsetting 85 percent of the individual-market gain. 
Thus, the net increase in private health insurance for 2014 is so far 
893,000 individuals. During the same period, Medicaid enrollment 
grew by almost 7.49 million. Taken together, the number of Americans 
with health insurance increased by 8.38 million during the first nine 
months of 2014, but growth in Medicaid accounted for 89 percent of 
that gain.

During the third quarter (Q3) of 2014, enrollment in employ-
er-sponsored coverage continued to decline, while Medicaid 

enrollment continued to grow. However, enrollment in individual-
market plans—which substantially increased in both of the first two 
quarters—also declined by 357,000 during the third quarter. The net 
result was that total enrollment decreased by 160,000 individuals 
during the third quarter. That was because the declines in private 
coverage (individual and employer plans) during the quarter were 
not fully offset by the continued growth in Medicaid enrollments.

Health insurance coverage changes in 2014 have been driven 
by implementation of the Affordable Care Act (ACA), common-
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ly known as Obamacare. As of the end of the third 
quarter, the net effects for 2014 are: 5.83 million 
more people with individual-market coverage, 4.93 
million fewer individuals with employment-based 
coverage, and 7.49 million more individuals covered 
by Medicaid. Therefore, for the first nine months of 
2014 the decline in employer-based coverage offset 
85 percent of the increase in individual-market cov-
erage, producing a net gain in private market cover-
age of only 893,000 individuals. Adding that figure 
to the 7.49 million Medicaid enrollment increase 
means that 8.38 million Americans gained coverage 
during the first three quarters of 2014, but 89 per-
cent of that gain came from expanding Medicaid.

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

regulators, and data from those reports for Q3 2014 
are now available.1 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.2 Table 
1 reports the changes in private health insurance 
enrollment during the first, second, and third quar-
ters of 2014, along with the net changes for the com-
bined nine-month period.

The data show that enrollment in individual-
market coverage increased by almost 2.7 million 
individuals in Q1 2014 and by nearly 3.5 million 
more in Q2, but declined by 357,000 in Q3. Thus, the 
net increase in individual-market coverage during 
the first nine months of 2014 was a bit less than 5.83 
million individuals.

Another big coverage change during 2014 was 
the significant decline in the number of individuals 
with coverage through fully insured employer group 
plans. Enrollment in such plans dropped by 3.75 
million individuals in Q1 2014, by 990,000 more in 
Q2, and by a further 1.62 million in Q3. Thus, during 
the first nine months of 2014, the number of individ-
uals with coverage through a fully insured employer 
group plan decreased by 6.36 million.

In contrast, enrollment in self-insured employ-
er plans modestly increased in each quarter—by 
471,000 in Q1, by 528,000 in Q2, and by 423,000 
in Q3—for an enrollment gain during the first nine 
months of 1.42 million individuals.

When the data for the two segments of the employ-
er-group market are combined, the net results were 
decreased employer-sponsored coverage of almost 
1.2 million individuals during Q3, and of 4.93 million 
for the first three quarters of 2014.

1.	 Unless otherwise noted in the appendix, figures for private coverage in this report are derived from data compiled by Mark Farrah Associates, 
which is available by subscription (http://www.markfarrah.com). 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.

2.	 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.

 Q1 2014 Q2 2014 Q3 2014 Nine–Month Period

Individual Market 2,691,828 3,492,576 –356,681 5,827,723

   Fully Insured Employer Market –3,745,793 –990,352 –1,620,948 –6,357,093
   Self-Insured Employer Market 470,978 527,806 423,319 1,422,103
Subtotal Employer Market –3,274,815 –462,546 –1,197,629 –4,934,990

Total Private Market –582,987 3,030,030 –1,554,310 892,733

TaBLE 1

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

Source: Authors’ calculations based on data compiled by Mark Farrah Associates. See appendix for details. BG 2988 heritage.org
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The net reductions in employer-group cover-
age are 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 from the data the subsequent coverage 
status of individuals who lost group coverage, there 
are only four possibilities: (1) some obtained replace-
ment individual-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); and 
(4) some became uninsured.

If individuals lost group coverage, but obtained 
new coverage under either another employer group 
plan or one in the individual market, they would 
then be counted in the enrollment figures for those 
submarkets. Similarly, if individuals transitioned 
to Medicaid, they would be counted in the Medic-
aid enrollment figures reported by the Centers for 
Medicare and Medicaid Services (CMS).

As Table 1 shows, during the first nine months 
of 2014, net total enrollment for all three segments 
of the private coverage market increased by only 
893,000 individuals. That was because reduced 
enrollment in employer-sponsored coverage offset 

85 percent of the enrollment gain in individual-mar-
ket coverage during the first nine months of 2014.

Changes in Medicaid and  
Children’s Health Insurance Program 
(CHIP) Enrollment

The ACA required states to expand Medicaid eli-
gibility to all individuals with incomes below 138 
percent of the federal poverty level who are not oth-
erwise eligible for Medicaid under prior rules. Those 
individuals are able-bodied, working-age adults, the 
vast majority of whom do not have dependent chil-
dren. However, in June 2012, the U.S. Supreme Court 
ruled that Congress could not force states to adopt 
that expansion. Since then, 27 states and the District 
of Columbia have chosen to adopt the expansion.

Table 2 shows the changes in Medicaid enroll-
ment during the first, second, and third quarters of 
2014, along with the net changes for the combined 
nine-month period.

Total Medicaid enrollment for states in which the 
expansion was in effect increased by 3.67 million-
individuals in Q1 2014, by 2.05 million individuals in 
Q2, and by 1.32 million individuals in Q3, for a total 
of 7.04 million during the first nine months of 2014.3

The law also changed the standards for determin-
ing eligibility for individuals who qualify for Medic-

3.	 Centers for Medicare and Medicaid Services, “Monthly Medicaid and CHIP Application, Eligibility Determination, and Enrollment Reports,” 
http://www.medicaid.gov/medicaid-chip-program-information/program-information/medicaid-and-chip-enrollment-data/medicaid-and-
chip-application-eligibility-determination-and-enrollment-data.html (accessed January 9, 2014). Michigan’s expansion took effect in Q2 2014 
and New Hampshire’s expansion took effect in Q3 2014, so data for those states are assigned based on expansion status during each quarter. 
Pennsylvania’s data are included with the non-expansion states, as its expansion is scheduled to take effect in 2015.

 Q1 2014 Q2 2014 Q3 2014 Nine–Month Period

States Expanding Medicaid 3,667,037 2,047,168 1,323,913 7,038,118
States Not Expanding Medicaid 373,430 5,247 70,385 449,062

All States 4,040,467 2,052,415 1,394,298 7,487,180

TaBLE 2

Changes in Medicaid and CHIP Enrollment Relative to Prior Period

Notes: Michigan’s expansion took eff ect in Q2 2014 and New Hampshire’s expansion took eff ect in Q3 2014, so data for those states are assigned 
based on expansion status during each quarter. Pennsylvania data included with non-expansion states as its expansion does not take eff ect until 2015.
Source: Authors’ calculations based on Centers for Medicare and Medicaid Services monthly enrollment reports and December 2013 enrollment data 
from Kaiser Commission on Medicaid and the Uninsured. See appendix for details. 
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aid coverage under prior law. Consequently, most 
of the states that have not adopted the Medicaid 
expansion also experienced some increase in enroll-
ment. For the states in which the expansion was not 
in effect, Medicaid enrollment increased by 449,000 
individuals during the first nine months of 2014.

Thus, for the first three quarters of 2014, net total 
Medicaid enrollment growth for both expansion and 
non-expansion states combined was 7.49 million 
individuals—with the states that implemented the 
Obamacare Medicaid expansion accounting for 94 
percent (7.04 million) of that total.

Net Private and Public Coverage Changes
Table 3 summarizes the net changes in private 

and public health insurance enrollment detailed 
in Tables 1 and 2. It shows that the second quarter 
was the only one for which there was a net increase 
in private coverage—reflecting a jump in individu-
al-market enrollment at the end of the open season 
period, accompanied by a moderation in the decline 
of employer-group coverage. It also shows that 
aggregate enrollment (private and public combined) 
decreased slightly in the third quarter from its sec-
ond quarter peak, with 160,000 fewer individuals 
covered during the third quarter.

During the first three quarters of 2014, the 
net increase in private market coverage was only 
893,000 individuals, while Medicaid enrollment 
grew by 7.49 million. Thus, while almost 8.38 mil-
lion Americans gained coverage during the first nine 
months of 2014, 89 percent of that gain came from 
expanding Medicaid.

Trends and Implications
For the individual market, the substantial enroll-

ment growth in Q1 and Q2 was driven by people 

taking advantage of the new subsidies for coverage 
offered through the exchanges. The Q3 enrollment 
drop likely reflects loss of coverage by a portion of 
those individuals because they either failed to con-
tinue paying their premiums or were subsequently 
determined to be ineligible for subsidies.

At the same time, the declines in employer-group 
coverage during each of the three quarters effective-
ly offset 85 percent of the net increase in individu-
al-market enrollment for the nine-month period. 
That strongly indicates that exchange enrollments 
were overwhelmingly the result of a substitution 
effect—meaning that the vast majority of those who 
enrolled in new coverage through the exchanges 
likely already had coverage through an individual-
market or employer-group plan.

During the first three quarters of 2014, the 
employer-group market registered consistent and 
significant declines in the number of individuals 
covered by fully insured plans—offset somewhat 
by equally consistent, though modest, enrollment 
growth for self-insured plans. Those divergent 
enrollment trends may partly reflect other, secular 
economic factors—such as variations in rates of job 
creation by industry and firm size—though there 
have also been reports of some employers shifting 
from fully insured to self-insured plans during 2014.

Because the ACA’s “essential benefit” require-
ments apply to fully insured small group plans, but 
not to large group plans, nor to self-insured plans of 
any size, the law effectively creates a marginal incen-
tive for more employers to shift to self-insured plans. 
Yet, the data do not indicate that such a shift has yet 
occurred to any significant degree. With more than 
100 million Americans already covered through self-
insured employer plans, the quarterly growth rate 
in self-insured enrollment in 2014 has averaged less 

 Q1 2014 Q2 2014 Q3 2014 Nine–Month Period

Private (Individual and Employer) –582,987 3,030,030 –1,554,310 892,733
Public (Medicaid and CHIP) 4,040,467 2,052,415 1,394,298 7,487,180

Total 3,457,480 5,082,445 –160,012 8,379,913

TaBLE 3

Changes in Private and Public Health Insurance 
Enrollment Relative to Prior Period

Source: Summary of data from Tables 1 and 2. BG 2988 heritage.org
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than 0.5 percent (or less than 2 percent on an annu-
alized basis), which is not out of line with past expe-
rience. That said, the ACA definition of “small group” 
to which the essential benefit requirements apply is 
scheduled to increase in 2017 from 50 workers to 100 
workers. That change, particularly were it to occur 
in the context of rising premiums for fully insured 
group plans, might still become a catalyst for more 
mid-sized employers to shift to self-insurance in 
2015 and 2016.

As noted, the growth in Medicaid enrollment 
over the course of the year has disproportionately 
occurred in states with the ACA Medicaid expansion 
in effect. Indeed, the expansion states accounted for 
more than 90 percent of total Medicaid enrollment 
increases in each of the three quarters. However, 
while the Medicaid rolls continue to grow in those 
states, the rate of growth is decelerating. For states 
where the expansion was in effect, Medicaid enroll-
ment growth during Q2 and Q3 was 56 percent and 
36 percent, respectively, of the enrollment increase 
that occurred during Q1. Neither trend is surprising, 
and both are likely to continue for at least the next 
several quarters.

Conclusion
With respect to Obamacare’s effects on health 

insurance coverage, Q3 2014 enrollment data fur-
ther confirm conclusions previously drawn from the 
first and second quarter data. To the extent that the 

introduction of subsidized exchange coverage drove 
an expansion of the individual market, that expan-
sion has been at the expense of the employer-group 
market—in particular, the fully insured employer-
group submarket. While considerable attention has 
been paid to the exchanges, they have so far contrib-
uted only modestly to the aggregate increase in cov-
erage—accounting for 11 percent of the 8.38 million-
person net increase in health insurance enrollment 
during the first three quarters of 2014. The other 89 
percent of net enrollment growth during that period 
came from the expansion of Medicaid.

In sum, when it comes to increasing the num-
ber of individuals with health insurance coverage, 
Obamacare has proved to be almost entirely a sim-
ple expansion of Medicaid. Meanwhile, Obamacare’s 
offering of subsidized coverage through government-
run exchanges has proved to be mainly an overly 
complicated and unnecessarily expensive—for tax-
payers, and for some enrollees as well—mechanism 
for shifting a portion of the population from employ-
ment-based coverage to individual-market plans.

—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.
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Appendix: Data Sources and Adjustments

We used the Mark Farrah Associates dataset, 
derived from insurer regulatory filings, for private-
market enrollment by market segment.4 We exclud-
ed, as not relevant to our analysis, enrollments in: 
Federal Employees Health Benefits plans, Medicare 
Advantage plans, and supplemental coverage prod-
ucts (such as dental, vision, prescription drug, Medi-
care supplemental, and single disease).

For enrollment in self-insured employer plans 
we used the data reported by Mark Farrah Associ-
ates for plans administered by an insurance car-
rier. Mark Farrah compiles that data from insurer 
regulatory filings, supplemented by other public and 
private sources, such as Securities and Exchange 
Commission (SEC) filings. While the firm’s data on 
the self-insured market is the most comprehensive 
available, there are no reliable figures for enrollment 
in self-insured plans that are administered by inde-
pendent third-party administrators (TPAs)—that 
is, TPAs that are not a subsidiary of an insurance 
carrier. However, based on its research, Mark Far-
rah Associates believes that truly independent TPAs 
likely account for no more than 5 percent of the total 
self-insured market.5

For Medicaid and enrollment in the CHIP, we 
used the figures reported by CMS as they are the 
most current and include enrollment under both 
Medicaid fee-for-service and Medicaid managed-
care plans. Because the CMS reports do not include 
enrollment data for December 2013, we used the 
enrollment figures for that month published in a 
report by the Kaiser Commission on Medicaid and 
the Uninsured as the basis for calculating enroll-
ment growth during 2014.6

We made several adjustments to the Mark Farrah 
Associates private-market data to make it as com-
plete and accurate as possible. Specifically:

1.	 Arkansas has implemented the Medicaid expan-
sion through a so-called 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 enroll-
ment, select (or are assigned) coverage through 
a Silver-level plan offered in the exchange, with 
Medicaid paying almost all of the premiums. 
However, this arrangement could result in double 
counting those individuals in our analysis. The 
CMS Medicaid enrollment reports note that the 
Arkansas Medicaid enrollment figures include 
private-option enrollees, and those individuals 
do not appear to be included in the Department 
of Health and Human Services’ (HHS) reported 
figures for individuals picking an exchange plan. 
However, the regulatory filings by carriers offer-
ing exchange coverage in Arkansas appear to 
include private-option enrollees in their enroll-
ment counts for individual-market coverage—
which, from the carrier perspective, would be 
appropriate. That these data sources report pri-
vate-option enrollees differently also explains 
why the collective increase in individual-mar-
ket enrollment among the Arkansas exchange 
carriers during the first half of 2014 was nearly 
four 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 that the 

4.	 The private-market enrollment data reported in this paper for Q1 and Q2 2014 differ slightly from the data reported for those periods in our 
previous paper (Edmund F. Haislmaier and Drew Gonshorowski, “Obamacare’s Enrollment Increase: Mainly Due to Medicaid Expansion,” 
Heritage Foundation Backgrounder No. 2967, October 22, 2014), due to Mark Farrah Associates subsequently correcting errors in their dataset 
for those quarters, and our correcting the double count of Iowa Marketplace Choice enrollees and other missing data.

5.	 Author conversation with LuAnne Farrah, president of Mark Farrah Associates.

6.	 Laura Snyder, Robin Rudowitz, Eileen Ellis, and Dennis Roberts, “Medicaid Enrollment: December 2013 Data Snapshot,” The Kaiser 
Commission on Medicaid and the Uninsured, June 2014, Table A-1,  
http://kaiserfamilyfoundation.files.wordpress.com/2014/06/8050-08-medicaid-enrollment-december-2013-data-snapshot.pdf  
(accessed October 7, 2014).
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number of individuals who had completed pri-
vate-option enrollment was 80,049 at the end of 
March, 176,691 at the end of June, and 204,811 at 
the end of September.7

Consequently, to avoid counting private-option 
enrollees twice, we subtracted the Arkansas DHS 
figures from the figures for total individual-mar-
ket enrollment for Arkansas derived from the 
Mark Farrah Associates dataset. Thus, our analy-
sis counts Arkansas private-option enrollees as 
Medicaid enrollees. We believe that this is the 
correct approach, and the one most comparable 
to other states, because the Arkansas private-
option design is essentially a new variant of Med-
icaid managed care, and in all other cases individ-
uals covered through private Medicaid managed 
plans are counted as Medicaid enrollees.

2.	 Similar to Arkansas, Iowa has implemented part 
of its Medicaid expansion through a “premium 
support” program, called “Iowa Marketplace 
Choice.” Under that arrangement, the state’s 
Medicaid program pays the premiums for Silver-
level plans offered through the exchange—but 
only for individuals who qualify for the expan-
sion and have incomes between 100 percent and 
138 percent of the federal poverty level. Because 
Iowa carriers include those enrollees in their 
enrollment counts for individual-market cover-
age, while CMS includes them in the state’s Med-
icaid enrollment figures, they are double-count-
ed in the data. Separately, the Iowa Department 
of Human Services (DHS) reported that the num-
ber of individuals enrolled in Iowa Marketplace 
Choice was 16,643 at the end of March; 23,301 at 
the end of June; and 25,511 at the end of Septem-
ber.8 To avoid counting Iowa Marketplace Choice 
enrollees twice, we subtracted the Iowa DHS fig-

ures from the figures for total individual-market 
enrollment for Iowa derived from the Mark Far-
rah Associates dataset. Thus, our analysis counts 
Iowa Marketplace Choice enrollees as Medic-
aid enrollees.

3.	 While the Centene Corporation’s principal busi-
ness is 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-lev-
el enrollment data reported in Centene’s Q1, Q2, 
and Q3 2014 SEC filings, we derived figures for 
the company’s non-Medicaid enrollment growth 
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-mar-
ket segments as of the end of March, June, and 
September, and corrected the figures in the Mark 
Farrah Associates dataset accordingly.

5.	 Horizon Blue Cross Blue Shield of New Jer-
sey also only files annual reports. Because it is 
that state’s dominant carrier and offers cover-
age on the exchange, we presume that Horizon 
experienced changes in individual-market and 
fully insured group-market enrollments. Con-
sequently, we imputed enrollment changes in 
those two market subsets for Horizon as follows: 
We first identified 42 other carriers that all have 
the same characteristics, namely that they (1) are 
Blue Cross carriers; (2) offer coverage on their 
state’s exchange; and (3) offer coverage on a state-
wide basis both on and off the exchanges. Using 
the Mark Farrah Associates data, we calculated 

7.	 Arkansas Department of Human Services, “Arkansas Health Care Independence Program: State Legislative Quarterly Report April 1, 2014 
to June 30, 2014,” http://www.arkleg.state.ar.us/assembly/2013/Meeting%20Attachments/000/I12671/Exhibit%20H.16c%20-%20
DHS-DMS%20-%20Quarterly%20Healthcare%20Independence%20Report.pdf (accessed October 7, 2014), and Arkansas Department 
of Human Services, “Private Option as of September 30, 2014,” http://www.arkansasmatters.com/media/lib/183/6/7/3/6738cd68-70ed-
4755-aa1e-52122425c480/Private_Option_Enrollment_October_2014.pdf (accessed January 9, 2015).

8.	 Iowa Department of Human Services, “Overall Iowa Marketplace Choice Plan Enrollment: As of March 28, 2014,”  
http://dhs.iowa.gov/sites/default/files/IHAWPEnrollment%20Maps_March2014.pdf (accessed January 9, 2015);  “Overall Iowa Marketplace 
Choice Plan Enrollment: As of June 27, 2014,” https://dhs.iowa.gov/sites/default/files/IHAWPEnrollment%20Maps_June2014.pdf (accessed 
January 9, 2015); and “Overall Iowa Marketplace Choice Plan Enrollment: As of September 26, 2014,”  
https://dhs.iowa.gov/sites/default/files/IHAWPEnrollment%20Maps_September2014.pdf (accessed January 9, 2015).
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the average enrollment change, relative to Q4 
2013, reported by those 42 comparable carriers 
for each quarter of 2014 for the individual mar-
ket and the fully insured group market. We then 
imputed the same percentage changes to Hori-
zon’s enrollments for each quarter, and adjusted 
the figures for the company reported in the Mark 
Farrah Associates dataset accordingly.

6.	 Eight carriers offered coverage through the 
exchanges that had not offered coverage in the 
individual or group markets prior to 2014, and 
for whom data is missing from the Mark Farrah 
Associates dataset. Seven are carriers that, prior 
to 2014, only provided Medicaid managed-care 
coverage. Three of those carriers are in Califor-
nia and four are in New York. Both states released 
reports that include figures for exchange enroll-
ment by carrier. Thus, for those seven carriers we 
used the enrollment figures taken from the state 
exchange reports.9

For the eighth carrier, a new consumer-operat-
ed and -oriented plan (CO-OP) insurer (Health 
Republic Insurance of New Jersey), we used 
the enrollment figure found in a table of CO-OP 
enrollment and funding compiled and released 
by the U.S. House of Representatives Commit-
tee on Oversight and Government Affairs. The 
date for this carrier’s enrollment figure is given 
as April 11, 2014.10

7.	 One carrier (Health Alliance) offered coverage 
in Illinois and Iowa prior to 2014 and also offered 
coverage in Nebraska through the exchange in 
2014, but data for the company’s Nebraska enroll-
ment is missing from the Mark Farrah Associ-
ates dataset. However, the company recently 
announced that, “based on 2014 performance,” 
it will not be offering coverage in Nebraska in 
2015.11 Thus, the missing figure for this carrier’s 
Nebraska enrollment is likely quite small.

8.	 Finally, we identified five instances of carri-
ers with data missing for one of the three quarters. 
In the case of one carrier we were able to obtain 
the missing data from the California Depart-
ment of Managed Health Care. For the remaining 
four carriers we corrected for the missing data 
by carrying forward the figures from the previ-
ous quarter.

The net effects of all the foregoing adjustments to 
the enrollment figures derived from the Mark Far-
rah Associates dataset were, for Q1, an increase of 
152,190 for the individual market, 63,664 for the fully 
insured group market, and 7,180 for the self-insured 
group market; for Q2, an increase of 71,931 for the 
individual market, 71,325 for the fully insured group 
market, and a decrease of 17,850 for the self-insured 
group market; and for Q3, an increase of 44,292 for 
the individual market, 52,299 for the fully insured 
group market, and a decrease of 6,703 for the self-
insured group market.

9.	 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 October 7, 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 October 7, 2014).

10.	 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 October 7, 2014).

11.	 Steve Jordon, “Changes in Companies, Rates,” Omaha World-Herald, August 10, 2014,  
http://www.omaha.com/money/changes-in-companies-rates/article_2b91e1d4-9c63-5a34-bd61-78f47213dbb1.html (accessed October 7, 2014).


