1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
Health Aff (Millwood). Author manuscript; available in PMC 2022 February 15.

Published in final edited form as:
Health Aff (Millwood). 2022 January ; 41(1): 129-137. doi:10.1377/hlthaff.2021.01000.

-, HHS Public Access
«

Personalized Telephone Outreach Increased Health Insurance
Take-Up For Hard-To-Reach Populations, But Challenges Remain

Rebecca Myerson,
University of Wisconsin—Madison, Madison, Wisconsin.

Nicholas Tilipman,
University of lllinois at Chicago, Chicago, lllinois.

Andrew Feher,
Covered California, Sacramento, California.

Honglin Li,
University of Wisconsin—Madison.

Wesley Yin,
University of California Los Angeles, Los Angeles, California.

Isaac Menashe
Covered California.

Abstract

We tested the impact of personalized telephone calls from service center representatives on health
plan enrollment in California’s Affordable Care Act Marketplace, Covered California, using a
randomized controlled trial. The study sample included 79,522 consumers who had applied but
not selected a plan. Receiving a call increased enrollment by 2.7 percentage points (22.5 percent)
overall. Among subgroups, receiving a call significantly increased enrollment among consumers
with income below 200 percent of the federal poverty level (4.0 percentage points or 47.6 percent
for consumers with incomes below 150 percent of poverty and 4.0 percentage points or 36.4
percent for consumers with incomes of 150-199 of poverty), as well as those who were referred
from Medicaid (2.9 percentage points or 53.7 percent), those ages 30-50 (2.4 percentage points
or 23.3 percent) or older than age 50 (5.1 percentage points or 34.2 percent), those who were
Hispanic (2.3 percentage points or 31.1 percent), and those whose preferred spoken language was
Spanish (3.2 percentage points or 74.4 percent) or English (2.6 percentage points or 18.6 percent).
The intervention provided a two-to-one return on investment. Yet absolute enrollment in the
target population remained low; persistent enrollment barriers may have limited the intervention’s
impact. These findings inform implementation of the American Rescue Plan Act of 2021, which
expands eligibility for subsidized coverage.
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The Affordable Care Act (ACA) has helped raise health insurance coverage rates in the US
to record highs, in part by establishing regulated health insurance Marketplaces that provide
new coverage options.1=3 Yet important gaps in coverage remain; nationally, more than
fourteen million people remained uninsured as of 2019 despite eligibility for Marketplace
coverage.* Reducing barriers to Marketplace enrollment is a priority for policy makers, as
evidenced by new efforts from state-based Marketplaces during the COVID-19 pandemic
and new funding to expand Marketplace coverage subsidies under the American Rescue Plan
Act of 2021.57

One potential barrier to enrollment in Marketplace coverage is the complexity of the plan
selection process.8-14 Selecting a plan can be made more difficult by limited awareness
of the availability of subsidies, the complexity of income-based subsidies and contribution
caps, a lack of understanding about insurance terminology (for example, deductible and
copayment), the variability of plan architecture and provider networks, and administrative
or time-related burdens.15-18 These barriers can result in people remaining uninsured or
choosing a suboptimal plan.11:19.20

Several prior interventions sought to improve health insurance decisions via “low-touch”
outreach methods, such as presenting information in an automated online choice
environment, in an advertisement, or by mail.21-28 Although these approaches are

effective for many consumers, they might not be sufficient to overcome certain barriers

to obtaining coverage, such as gaps in health insurance literacy, computer literacy, or
internet access.8:11:12:26,.29-33 Fyrther, consumers in non-English-speaking communities may
face language and informational barriers that limit the effectiveness of traditional passive
outreach.34 These concerns have led to increasing interest among policy makers, navigators,
and consumer organizations in developing novel outreach methods to address diverse
barriers to enrollment.>6

This study evaluates the impacts of one such intervention—personalized, live outbound
telephone calls from service center representatives—on enrollment in California’s ACA
Marketplace, Covered California, which accounts for 13.5 percent of national ACA
Marketplace enrollment.35 The intervention targeted consumers who had initiated the
enrollment process by submitting an application but had yet to select a plan.

Consumers apply for, shop for, and purchase Marketplace insurance plans during an open
enrollment period at the end of the year for coverage that begins in the subsequent

calendar year. Typically, consumers in California apply directly through CoveredCA.com
or through insurance brokers, navigators, or others who are certified by the exchange. For
the 2019 coverage year, 38 percent of enrollees were unassisted, and the remainder received
assistance.36

Enrollees in the Medicaid program who become ineligible for Medicaid (for example,
because of an increase in income) make up a substantial portion of potential enrollees in
Covered California. In some cases, a social services office will apply to Covered California
directly for these consumers. All households that are referred to Covered California in

this way are sent a formal notice (letter) informing them that they are no longer eligible
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for Medicaid but are newly eligible to enroll in a health insurance plan through Covered
California. All applicants, including those referred from Medicaid, are given the contact
information of the service center in case of any questions.

At the time of the study, households earning less than 400 percent of the federal poverty
level (that is, less than $100,400 for a family of four)3” were eligible to receive premium
subsidies to defray the cost of purchasing coverage. To simplify plan comparisons,
California has taken the step of standardizing all benefit designs, effectively resulting in

a single benefit design for each level of coverage (or actuarial value).38 On the nationwide
Marketplace website, HealthCare.gov, which does not have standardized benefit designs,
consumers had, on average, from thirty to forty-seven plan choices during 2016-17.3°

Toward the end of the Covered California open enrollment period, tens of thousands of
people begin but do not complete the enroliment process. Although many factors affect take-
up of Marketplace coverage, information-related barriers and hassle costs may be important
barriers to enrollment.

The intervention in this study provided personalized assistance to consumers with the goal
of addressing these barriers. When a consumer was reached for a one-on-one telephone
conversation, the service center representative had detailed information on the consumer’s
available options. Representatives were able to describe to consumers the subsidies and cost-
sharing reduction options for which they were eligible, clarify the parameters of specific
plans available to them (including the costs and benefits of each plan, provider networks,
and quality ratings), and walk them through the enrollment process if desired. Assistance
was available in Spanish and other languages. This intervention could address enrollment
barriers such as lack of awareness of health insurance options, low health insurance literacy
or computer literacy, preference for in-language assistance, and the time and cognitive costs
of sifting through options.

Our study exploited random assignment to receive a personalized call from a service center
representative during open enrollment. The number of consumers eligible to receive a call
exceeded the capacity of the outbound call service center, and random assignment provided
a fair way to select call recipients. The goal of the study was to assess the extent to which
outbound calls increased enrollment, both overall and among subgroups by application
source, income, language preference, race and ethnicity, and age.® We hypothesized that
receiving a personalized telephone call would address enrollment barriers, thereby helping a
diverse set of consumers complete the enroliment process.

Study Data And Methods
STUDY POPULATION AND INTERVENTION

During the 2019 open enrollment period, Covered California identified 79,522 people who
had applied to obtain Covered California health insurance coverage for the 2019 coverage
year but had neither selected and enrolled in a plan nor delegated their case to an insurance
agent or navigator.
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Households in the study population were randomly assigned to one of two groups at the
outset of the intervention period: a treatment group that was assigned to receive a phone
call (hereafter referred to as an “outbound call”) from a service center representative and

a control group that was assigned to not receive an outbound call. Those in the control
group, similar to any other consumers, could contact the Covered California service center
by calling the publicly available number that had been provided to them.

Approximately 70 percent of households in the study sample were assigned to the treatment
group (n=55,519) and about 30 percent to the control group (7= 24,003). Randomization
was conducted using the last digit of a system-generated case ID (1, 2, or 3 versus all other
digits). This randomization scheme was chosen because Covered California wanted to reach
as many consumers as possible before the open enroliment period ended, while also learning
about the effects of telephone-based outreach at scale.

The intervention was conducted over the course of several weeks during the open enroliment
period. Nine hundred four service center representatives reviewed prospective Covered
California enrollees’ files to ensure that they were still eligible for the intervention—that

is, that they were not Medicaid eligible and not already enrolled in Marketplace coverage.
Because of constraints in service center capacity, this step was completed for only 39,309

of the 55,519 households. After review, service center representatives called the eligible
households. If the representative and consumer were able to connect by telephone, the
representative provided personalized information about Covered California plan options and
provided live assistance in choosing a plan, as described above. If the call went to voicemail,
the representative left a message instructing the recipient to call the service center hotline

if they would like further assistance. In total, 27,123 households received an outbound call
before the end of open enrollment, with about one-quarter (6,732) answering or returning
the call. All 79,522 households randomly assigned to a study group were included in the
analysis, following recommended practices for reporting randomized controlled trials.*!

The preanalysis plan for this study was registered in the AEA RCT Registry (Trial No.
AEARCTR-0006391). The data analysis project was approved by the State of California
Health and Human Services Agency Institutional Review Board.

DATA SOURCE

OUTCOME

We used administrative data from Covered California. These data provide information about
each household’s take-up of insurance from the Covered California Marketplace, service
center tracking information, and each household’s demographic composition and income
information (before randomization).

The outcome of interest was enrollment in Covered California health insurance, defined as
selecting a plan before the end of the 2019 open enrollment period and paying at least one
month’s premium.
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STRATIFICATION VARIABLES

We stratified the data to test the impact of an outbound phone call on enroliment by
application source (referral from the Medicaid eligibility system versus CoveredCA.com),
by income group (less than 150 percent, 150—-199 percent, 200-249 percent, 250-400
percent, or more than 400 percent of the federal poverty level), by English or Spanish
spoken language preference, by race and ethnicity (non-Hispanic white, Hispanic, non-
Hispanic Black, Asian, or other race or ethnicity), and by age (younger than 30, 30-50, or
older than 50).

COVARIATES USED IN MULTIVARIABLE MODELING

Although not required to obtain unbiased treatment effects in models using randomized
controlled trial data, we adjusted for prespecified covariates including county fixed effects,
age of the household head, household income, preferred language, and race and ethnicity.

STATISTICAL ANALYSIS

We measured the effects of assignment to the treatment group (the “intent-to-treat” effect)
using a regression model in which enrollment was modeled as a function of treatment
assignment. Although the main specification included the prespecified covariates noted
above, we also present estimates from unadjusted models.*2 Next, we employed a two-stage
least squares strategy, using random assignment to the treatment group as an instrument

for receiving an outbound call. The two-stage least squares model estimates the causal
effect of receiving an outbound call from the service center among people who received an
outbound call because of random assignment. Because treatment effects may differ for other
groups of people, we interpreted the two-stage least squares estimates as a local average
treatment effect for “compliers” to treatment—that is, people who received treatment only
because of assignment to the treatment group.#3 We used robust standard errors to account
for heteroscedasticity. We accounted for multiple hypothesis tests in the subgroups analysis,
using Bonferroni-adjusted cutoffs for statistical significance. Additional details are in online
appendix 1.44

SENSITIVITY ANALYSES

We conducted supplemental analyses to assess the validity of the findings. First, we sought
to verify random assignment by comparing the treatment and control groups on observable
variables and using a simulation analysis. See appendix 1 for details.** Next, we assessed
the sensitivity of estimates to alternative model specifications, including the use of logit or
probit models, dropping covariates, and including people with missing data on covariates.

RETURN ON INVESTMENT

We calculated the intervention’s return on investment from the Marketplace perspective by
comparing the costs (financial outlays to support service center representatives’ time) and
revenues (issuer user fees received by the Marketplace resulting from additional members
recruited) attributable to the intervention. See appendix 2 for additional details.*4
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Limitations

The study had several limitations. First, because service center representatives did not reach
every person in the treatment group, we could not estimate the causal effect on enroliment of
having had a conversation with a representative (as opposed to having been called). Second,
if the effect of an outbound call varied across individuals, the local average treatment effect
we measured would not reflect the effect of an outbound call across the full population.

In stead, it would reflect the treatment effect only in the population that met our inclusion
criteria—that is, those who had applied for Marketplace coverage but not picked a plan—
and that received an outbound call because of random assignment to the treatment group.
Third, we could not observe coverage outcomes other than enrollment in Covered California
insurance. Finally, the estimates were specific to the set of consumers we studied and might
not generalize to the broader uninsured population or to consumers seeking other types of
health insurance.

Study Results

BALANCE TESTS

Balance checks indicated that the randomization procedure successfully created comparable
treatment and control groups. Exhibit 1 reports the mean baseline characteristics of
consumers in the treatment and control groups. Characteristics were balanced overall across
households in the treatment and control groups, according to an ~test (p = 0:383). 7-test
comparisons for each variable were also nonsignificant except for age; the age difference
between the groups was small (mean age was 38.3 years in the treatment group versus 38.6
years in the control group). Findings from a simulation test supported the validity of the
randomization; see exhibit S1 in appendix 3.44

ENROLLMENT IMPACTS

The intervention significantly increased take-up of Covered California insurance. By the end
of the open enrollment period, 12 percent of the control group had enrolled in Covered
California insurance. Assignment to the treatment group increased take-up by 1.3 percentage
points (p<0:001)—a 10.8 percent increase over the control-group rate.

Outbound calls were placed to 27,123 households in the treatment group (49 percent).
Receiving an outbound call increased Marketplace health insurance take-up by 2.7
percentage points (p<0:001) for consumers who received a call because of random
assignment—a 22.5 percent increase over the control-group rate.

HETEROGENEITY ANALYSES

Exhibit 2 shows the unadjusted data from people in each subgroup who had been randomly
assigned to the treatment and control groups. Data from the control group show that in the
absence of intervention, take-up was highest among non-Hispanic White consumers and
consumers who were not referred from the Medicaid system (19.2 percent and 22.8 percent,
respectively) and was lowest among consumers who preferred Spanish and consumers
referred by the Medicaid system (4.3 percent and 5.4 percent, respectively). These data also
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show that despite higher enrollment rates in the treatment group for many subgroups, overall
enrollment in the study population remained low.

Exhibit 3 depicts adjusted data for each subgroup for our main outcome of interest: the
impact of receiving an outbound call from the service center on enrollment. Outbound
calls had the largest absolute impact on enrollment for consumers older than age 50 (a
5.1-percentage-point increase, or a 34.2 percent increase, over the control group mean).
Outbound calls increased enrollment by 2.9 percentage points (or 53.7 percent) among
consumers whose applications were initiated by the Medicaid system, 4.0 percentage points
(47.6 percent) among consumers with income less than 150 percent of the federal poverty
level, 4.0 percentage points (36.4 percent) among consumers with incomes of 150-199
percent of the federal poverty level, 2.3 percentage points (31.1 percent) among Hispanic
consumers, 2.6 percentage points (18.6 percent) among consumers who preferred spoken
English, 3.2 percentage points (74.4 percent) among consumers who preferred spoken
Spanish, and 2.4 percentage points (23.3 percent) among consumers ages 30-50. Because
of the small sample sizes for non-Hispanic Black and Asian consumers, the study was not
powered to detect effects of the size found in other subgroups.

The data above indicate which groups experienced any positive enroliment effects; when
comparing the size of enrollment effects across groups, we did not detect differences by
referral source, income, Spanish spoken language preference, race and ethnicity, or age.

SENSITIVITY ANALYSES

Findings were similar when we used alternative modeling approaches (that is, logit and
probit models); when we dropped covariates in a prespecified order, first location fixed
effects and then all covariates; and when we included people with missing data on
covariates. See exhibit S2 in appendix 3.44

Return On Investment

The total intervention cost to Covered California was approximately $243,000, or
approximately $224 per new member acquired. Our calculations suggested that the return on
investment was 102 percent. See appendix 2 for details.*4

Discussion

Personalized telephone calls from service center representatives increased take-up of
Covered California health insurance. Receiving an outbound call from the service

center because of random assignment increased enrollment by 2.7 percentage points—a
22.5 percent increase over the control-group rate. Enroliment impacts were statistically
significant for lower-income households (below 200 percent of the federal poverty level) but
not for higher-income households.

The intervention increased enrollment in Marketplace insurance among adults older than age
fifty by 5.1 percentage points. This finding has important policy implications because older
adults are more likely than younger adults to have chronic conditions that require ongoing
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medical attention.#>46 This finding also contrasts with findings from studies of computer-
or mail-based information interventions, which showed impacts to be concentrated among
younger and healthier populations,21:22:29

In the absence of intervention, enrollment in Marketplace insurance was particularly low
(below 6 percent) among consumers who preferred spoken Spanish and among consumers
disenrolled from Medicaid. This finding is consistent with prior data suggesting that people
with low English proficiency disproportionately experience gaps in insurance and access

to care3*47 and that consumers disenrolled from Medicaid are at high risk of remaining
uninsured and losing access to care.4849 Receipt of an outbound call increased Marketplace
enrollment by 3.2 percentage points (74.4 percent) for consumers who preferred spoken
Spanish and by 2.9 percentage points (53.7 percent) for consumers disenrolled from
Medicaid.

Despite these increases, enrollment in Covered California insurance remained low for our
study population. There are many reasons why the intervention might not have resulted in
Marketplace enrollment for certain consumers. First, for the three-quarters of the treated
group that likely only received a voicemail message, the intervention represented a modest
nudge. Second, some consumers may perceive that their Marketplace coverage options are
not a good value.% Also, some consumers may have taken up insurance elsewhere. A prior
administrative survey of the population from which our study sample was drawn found that
19 percent of this group ultimately obtained Medicaid coverage and that 26 percent obtained
employer-sponsored coverage.>! The low postintervention enroliment rate may also indicate
the persistence of enrollment frictions. Nonetheless, the reported treatment effects are larger
than those generated by comparatively passive nudges for similar study samples.22:24.26

A longer service center representative intervention or one paired with passive nudges and
reminders might generate further modest effects, given that some consumers may have
lacked the time to talk with the representative. More far-reaching strategies that reduce
frictions, such as automatic enrollment, may achieve much higher enroliment levels.>2

In the absence of structural enrollment reforms such as auto-enrollment, our study indicates
that personalized outbound call interventions may still induce modest but meaningful
enrollment gains in certain populations while yielding a positive return on investment. We
estimated that the intervention has yielded a positive expected return on investment for the
state-based Marketplace of 102 percent, or roughly two to one. Our estimated cost per new
member acquired, $224, is similar to Covered California’s average lifetime commission per
member for broker-assisted consumers; other reported acquisition costs in the individual
market range from less than $100 to $1,000.53:54

Our findings inform current policy debates about how to invest in outreach to

boost Marketplace enrollment. The Government Accountability Office has recommended
enhancing the management of the consumer experience to improve the performance

of the Marketplaces.®> Furthermore, the American Rescue Plan Act of 2021 expanded
eligibility for subsidized Marketplace coverage for households with incomes below 150
percent of poverty; our findings suggest that personalized outreach increases enrollment
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in this income group. Similar to prior studies, we found that information interventions do
not fully overcome barriers to enrollment for many consumers.22:24:26.28,34 Nonetheless,
informational interventions may induce modest gains in enrollment among certain segments
of the population while yielding a positive return on investment.
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Acknowledgments

NOTES

A previous version of this article was presented at the Association for Public Policy Analysis and Management Fall
Research Conference in Washington, ., November 11-13, 2020. Rebecca Myerson reports receiving support from
the Eunice Kennedy Shriver National Institute of Child Health and Human Development, National Institutes of
Health; the Office of the Director, National Institutes of Health; and the National Cancer Institute under Award No.
K12HD101368. The content is solely the responsibility of the authors and does not necessarily represent the official
views of the National Institutes of Health. Andrew Feher and Isaac Menashe are employees of Covered California.
Nicholas Tilipman and Wesley Yin provided technical assistance and consulting (paid) for Covered California in
2019 in response to a state legislative mandate (AB 1810) that is unrelated to the intervention in this study. The
authors thank Jiren Sun and Mikala Hall for excellent research assistance and Jesse Gubb and Alice Chen for
suggestions and discussion that improved the manuscript. The views expressed are those of the authors and not
those of Covered California. Most important, the authors thank our collaborators at Covered California, including
Peter V. Lee, Doug McKeever, Katie Ravel, and Mavilla Safi, without whose support this intervention would never
have happened. The authors are also grateful to Covered California staff and vendors for their assistance with data
and implementation activities for the outbound call effort, including John Scott Acosta, Shellaine Cart, Chenell
Cummings, Anjonette Dillard, Traci Fabrie, Robert Kingston, Michael Migliore, Kunal Patel, Crystel Patterson,
Randy Prudhel, Ron Sliger, Tamara Spears, Kirsten Thurston, and Matthew Valeta. Finally, the intervention in this
study would not have been possible but for the dedication and professionalism of the hundreds of devoted Covered
California service center representatives, who work tirelessly to provide live customer service during Marketplace
open enrollment periods. Any merit in the outcomes identified in this study is due to their effort; any shortcomings
in the analysis are the authors’ alone.

1. Frean M, Gruber J, Sommers BD. Premium subsidies, the mandate, and Medicaid expansion:
coverage effects of the Affordable Care Act. J Health Econ. 2017;53:72-86. [PubMed: 28319791]

2. Galewitz P Uninsured rate falls to record low of 8.8%. Kaiser Health News [serial on the Internet].
2017 Sep 12 [cited 2021 Nov 16]. Available from: https://khn.org/news/uninsured-rate-falls-to-a-
record-low-of-8-8-percent/

3. Tolbert J, Orgera K, Damico A. Key facts about the uninsured population [Internet]. San Francisco
(CA): Henry J. Kaiser Family Foundation; 2020 Nov 6 [cited 2021 Nov 16]. Available from: https://
www.kff.org/uninsured/issue-brief/key-facts-about-the-uninsured-population/

4. McDermott D, Cox C, Claxton G. Marketplace eligibility among the uninsured: implications
for a broadened enrollment period and ACA outreach [Internet]. San Francisco (CA):
Henry J. Kaiser Family Foundation; 2021 Jan 27 [cited 2021 Nov 16]. Available
from: https://www.kff.org/report-section/marketplace-eligibility-among-the-uninsured-implications-
for-a-broadened-enrollment-period-and-aca-outreach-appendix-figures/

5. Government Accountability Office. Health insurance exchanges: HHS should enhance its
management of open enrollment performance [Internet]. Washington (DC): GAO; 2018 Jul
[cited 2021 Nov 16]. (Report No. GAO-18-565). Available from: https://www.gao.gov/assets/
gao-18-565.pdf

6. Schwab R, Giovannelli J, Lucia K. During the COVID-19 crisis, state health insurance Marketplaces
are working to enroll the uninsured. To the Point [blog on the Internet]. 2020 May 19 [cited
2021 Nov 16]. Available from: https://www.commonwealthfund.org/blog/2020/during-covid-19-
crisis-state-health-insurance-marketplaces-are-working-enroll-uninsured

7. Pollitz K How the American Rescue Plan will improve affordability of private health coverage
[Internet]. San Francisco (CA): Henry J. Kaiser Family Foundation; 2021 Mar 17 [cited 2021

Health Aff (Millwood). Author manuscript; available in PMC 2022 February 15.


https://khn.org/news/uninsured-rate-falls-to-a-record-low-of-8-8-percent/
https://khn.org/news/uninsured-rate-falls-to-a-record-low-of-8-8-percent/
https://www.kff.org/uninsured/issue-brief/key-facts-about-the-uninsured-population/
https://www.kff.org/uninsured/issue-brief/key-facts-about-the-uninsured-population/
https://www.kff.org/report-section/marketplace-eligibility-among-the-uninsured-implications-for-a-broadened-enrollment-period-and-aca-outreach-appendix-figures/
https://www.kff.org/report-section/marketplace-eligibility-among-the-uninsured-implications-for-a-broadened-enrollment-period-and-aca-outreach-appendix-figures/
https://www.gao.gov/assets/gao-18-565.pdf
https://www.gao.gov/assets/gao-18-565.pdf
https://www.commonwealthfund.org/blog/2020/during-covid-19-crisis-state-health-insurance-marketplaces-are-working-enroll-uninsured
https://www.commonwealthfund.org/blog/2020/during-covid-19-crisis-state-health-insurance-marketplaces-are-working-enroll-uninsured

1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Myerson et al. Page 10

Nov 16]. Available from: https://www.kff.org/health-reform/issue-brief/now-the-american-rescue-
plan-will-improve-affordability-of-private-health-coverage/

8. Wang AZ, Scherr KA, Wong CA, Ubel PA. Poor consumer comprehension and plan
selection inconsistencies under the 2016 HealthCare.gov choice architecture. MDM Policy Pract.
2017;2(1):2381468317716441.

9. Handel BR, Kolstad JT. Health insurance for “humans”: information frictions, plan choice, and
consumer welfare. Am Econ Rev. 2015;105(8): 2449-500. [PubMed: 29546969]

10. Hanoch Y, Rice T, Cummings J, Wood S. How much choice is too much? The case of the Medicare
prescription drug benefit. Health Serv Res. 2009;44(4):1157-68. [PubMed: 19486180]

11. Hoerl M, Wuppermann A, Barcellos SH, Bauhoff S, Winter JK, Carman KG. Knowledge as a
predictor of insurance coverage under the Affordable Care Act. Med Care. 2017; 55(4):428-35.
[PubMed: 27820594]

12. Long SK, Kenney GM, Zuckerman S, Goin DE, Wissoker D, Blavin F, et al. The Health Reform
Monitoring Survey: addressing data gaps to provide timely insights into the Affordable Care Act.
Health Aff (Millwood). 2014;33(1):161-7. [PubMed: 24352654]

13. Bhargava S, Loewenstein G, Benartzi S. The costs of poor health (plan choices) and prescriptions
for reform. Behav Sci Policy. 2017;3(1):1-12.

14. Bhargava S, Loewenstein G, Sydnor J. Choose to lose: health plan choices from a menu with
dominated options. Q J Econ. 2017;132(3):1319-72.

15. Baicker K, Congdon WJ, Mullainathan S. Health insurance coverage and take-up: lessons from
behavioral economics. Milbank Q. 2012;90(1):107-34. [PubMed: 22428694]

16. Ericson KMM, Starc A. How product standardization affects choice: evidence from the
Massachusetts health insurance exchange. J Health Econ. 2016;50:71-85. [PubMed: 27693893]

17. Heiss F, Leive A, McFadden D, Winter J. Plan selection in Medicare Part D: evidence from
administrative data. J Health Econ. 2013;32(6): 1325-44. [PubMed: 24308882]

18. Loewenstein G, Hagmann D, Schwartz J, Ericson K, Kessler J, Bhargava S, et al. A behavioral
blueprint for improving health care policy. Behav Sci Policy. 2017;3(1):53-66.

19. Abaluck J, Gruber J. Evolving choice inconsistencies in choice of prescription drug insurance. Am
Econ Rev. 2016;106(8):2145-84. [PubMed: 29104294]

20. Sinaiko AD, Hirth RA. Consumers, health insurance, and dominated choices. J Health Econ.
2011;30(2): 450-7. [PubMed: 21300414]

21. Bundorf K, Polyakova M, Tai-Seale M. How do humans interact with algorithms? Experimental
evidence from health insurance [Internet]. Cambridge (MA): National Bureau of Economic
Research; 2019 Jun [last updated 2020 Jun; cited 2021 Nov 16]. (NBER Working Paper No.
25976). Available from: https://www.nber.org/papers/w25976

22. Domurat R, Menashe I, Yin W. The role of behavioral frictions in health insurance Marketplace
enrollment and risk: evidence from a field experiment. Am Econ Rev. 2021; 111(5):1549-74.

23. Ericson KM. On the interaction of memory and procrastination: implications for reminders,
deadlines, and empirical estimation. J Eur Econ Assoc. 2017;15(3):692-719.

24. Goldin J, Lurie I, McCubbin J. Health insurance and mortality: experimental evidence from
taxpayer outreach. Q J Econ. 2020;136(1):1-49.

25. Hom JK, Stillson C, Rosin R, Cahill R, Kruger E, Grande D. Effect of outreach messages on
Medicaid enrollment. Am J Public Health. 2017; 107(S1):S71-3. [PubMed: 28661816]

26. Karaca-Mandic P, Wilcock A, Baum L, Barry CL, Fowler EF, Niederdeppe J, et al. , The volume
of TV advertisements during the ACA’s first enrollment period was associated with increased
insurance coverage. Health Aff (Millwood). 2017;36(4): 747-54. [PubMed: 28298432]

27. Lee PV, Pegany V, Scullary J, Stevens C. Marketing matters: lessons from California to
promote stability and lower costs in national and state individual insurance markets [Internet].
Sacramento (CA): Covered California; 2017 Sep [cited 2021 Nov 16]. Available from: https://
hbex.coveredca.com/data-research/library/CoveredCA_Marketing_Matters_9-17.pdf

28. Wright BJ, Garcia-Alexander G, Weller MA, Baicker K. Low-cost behavioral nudges increase
Medicaid take-up among eligible residents of Oregon. Health Aff (Millwood). 2017;36(5):838-45.
[PubMed: 28461350]

Health Aff (Millwood). Author manuscript; available in PMC 2022 February 15.


https://www.kff.org/health-reform/issue-brief/how-the-american-rescue-plan-will-improve-affordability-of-private-health-coverage/
https://www.kff.org/health-reform/issue-brief/how-the-american-rescue-plan-will-improve-affordability-of-private-health-coverage/
https://www.nber.org/papers/w25976
https://hbex.coveredca.com/data-research/library/CoveredCA_Marketing_Matters_9-17.pdf
https://hbex.coveredca.com/data-research/library/CoveredCA_Marketing_Matters_9-17.pdf

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Myerson et al.

29.

30.

31.

32.

33.

34.

35.

36.
37.

38.

39.

40.

41.

42.

43.

44,
45.

46.

47.

48.

Page 11

Chen S, Karaca-Mandic P, Levin R. Who values information from a health plan Internet-based
decision tool and why: a demographic and utilization analysis. Health Serv Res. 2012;47(1 Pt
1):151-73. [PubMed: 22091487]

Giovannelli J, Curran E (Georgetown University, Washington, DC). Factors affecting health
insurance enrollment through the state Marketplaces: observations on the ACA’s third open
enrollment period [Internet]. New York (NY): Commonwealth Fund; 2016 Jul 22 [cited 2021
Nov 16]. Available from: https://www.commonwealthfund.org/publications/issue-briefs/2016/jul/
factors-affecting-health-insurance-enrollment-through-state

Levy H, Janke A. Health literacy and access to care. J Health Commun. 2016;21 Suppl
1(Suppl):43-50. [PubMed: 27043757]

Norton M, Hamel L, Brodie M. Assessing Americans’ familiarity with health insurance terms

and concepts [Internet]. San Francisco (CA): Henry J. Kaiser Family Foundation; 2014 Nov

11 [cited 2021 Nov 16]. Available from: https://www.kff.org/health-reform/poll-finding/assessing-
americans-familiarity-with-health-insurance-terms-and-concepts/

Edward J, Wiggins A, Young MH, Rayens MK. Significant disparities exist in consumer health
insurance literacy: implications for health care reform. Health Lit Res Pract. 2019;3(4):e250-8.
[PubMed: 31768496]

Aizer A Low take-up in Medicaid: does outreach matter and for whom? Am Econ Rev.
2003;93(2):238-41.

Henry J Kaiser Family Foundation. Marketplace enrollment, 2014-2021 [Internet]. San Francisco
(CA): KFF; 2021 [cited 2021 Dec 2]. Available from: https://www.kff.org/53b4840/

Authors’ analysis of 2019 Covered California administrative data.

Department of Health and Human Services. Annual update of the HHS poverty

guidelines. Federal Register [serial on the Internet]. 2018 Jan 18 [cited 2021 Dec

8]. Available from: https://www.federalregister.gov/documents/2018/01/18/2018-00814/annual-
update-of-the-hhs-poverty-guidelines

Covered California. 2019 Patient-centered benefit designs and medical cost shares [Internet].
Sacramento (CA): Covered California; 2019 [cited 2021 Nov 16]. Available from: https://
www.coveredca.com/pdfs/2019-Health-Benefits-table.pdf

Department of Health and Human Services, Office of the Assistant Secretary for Planning and
Evaluation. Health plan choice and premiums in the 2017 health insurance Marketplace [Internet].
Washington (DC): ASPE; 2016 Oct 24 [cited 2021 Dec 2]. Available from: https://aspe.hhs.gov/
sites/default/files/private/pdf/212721/2017MarketplaceLandscapeBrief.pdf

Myerson R, Menashe |, Feher A, Yin W, Tilipman N. The impact of personalized

telephone outreach on health insurance choices [Internet]. Cambridge (MA): AEA Randomized
Controlled Trial Registry; 2020 Oct [cited 2021 Nov 16]. Available from: https://
www.socialscienceregistry.org/trials/6391/history/78046

Moher D, Hopewell S, Schulz KF, Montori V, Ggtzsche PC, Devereaux PJ, et al. CONSORT 2010
explanation and elaboration: updated guidelines for reporting parallel group randomised trials. Int
J Surg. 2012;10(1):28-55. [PubMed: 22036893]

Lin W Agnostic notes on regression adjustments to experimental data: reexamining Freedman’s
critique. Ann Appl Stat. 2013;7(1):295-318.

Angrist JD, Imbens GW, Rubin DB. Identification of causal effects using instrumental variables. J
Am Stat Assoc. 1996;91(434):444-55.

To access the appendix, click on the Details tab of the article online.

Atella V, Piano Mortari A, Kopinska J, Belotti F, Lapi F, Cricelli C, et al. Trends in age-related
disease burden and healthcare utilization. Aging Cell. 2019;18(1):e12861. [PubMed: 30488641]
Ward BW, Schiller JS, Goodman RA. Multiple chronic conditions among US adults: a 2012
update. Prev Chronic Dis. 2014;11:E62. [PubMed: 24742395]

Lu T, Myerson R. Disparities in health insurance coverage and access to care by English language
proficiency in the USA, 2006-2016. J Gen Intern Med. 2020;35(5): 1490-7. [PubMed: 31898137]
Sommers BD, Gourevitch R, Maylone B, Blendon RJ, Epstein AM. Insurance churning rates for
low-income adults under health reform: lower than expected but still harmful for many. Health Aff
(Millwood). 2016;35(10):1816—24. [PubMed: 27702954]

Health Aff (Millwood). Author manuscript; available in PMC 2022 February 15.


https://www.commonwealthfund.org/publications/issue-briefs/2016/jul/factors-affecting-health-insurance-enrollment-through-state
https://www.commonwealthfund.org/publications/issue-briefs/2016/jul/factors-affecting-health-insurance-enrollment-through-state
https://www.kff.org/health-reform/poll-finding/assessing-americans-familiarity-with-health-insurance-terms-and-concepts/
https://www.kff.org/health-reform/poll-finding/assessing-americans-familiarity-with-health-insurance-terms-and-concepts/
https://www.kff.org/53b4840/
https://www.federalregister.gov/documents/2018/01/18/2018-00814/annual-update-of-the-hhs-poverty-guidelines
https://www.federalregister.gov/documents/2018/01/18/2018-00814/annual-update-of-the-hhs-poverty-guidelines
https://www.coveredca.com/pdfs/2019-Health-Benefits-table.pdf
https://www.coveredca.com/pdfs/2019-Health-Benefits-table.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/212721/2017MarketplaceLandscapeBrief.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/212721/2017MarketplaceLandscapeBrief.pdf
https://www.socialscienceregistry.org/trials/6391/history/78046
https://www.socialscienceregistry.org/trials/6391/history/78046

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Myerson et al.

49.

50.

5L

52.

53.

54.

Page 12

Roberts ET, Pollack CE. Does churning in Medicaid affect health care use? Med Care. 2016;54(5):

483-9. [PubMed: 26908088]

Finkelstein A, Hendren N, Shepard M. Subsidizing health insurance for low-income adults:
evidence from Massachusetts. Am Econ Rev. 2019;109(4):1530-67. [PubMed: 30990593]

NORC at the University of Chicago. California health coverage survey: a survey of Covered
California consumers after open enrollment. Chicago (IL): NORC at the University of Chicago;
2019 Oct. Unpublished report.

Shepard M, Wagner M. Reducing ordeals through automatic enrollment: evidence from

a health insurance exchange [Internet]. Cambridge (MA): Harvard University; 2021

Oct 20 [cited 2021 Nov 16]. Available from: https://scholar.harvard.edu/files/mshepard/files/
shepard_wagner_autoenrollment.pdf

Covered California. Covered California policy and action items: March 14, 2019

board meeting [Internet]. Sacramento (CA): Covered California; 2019 Mar 14 [cited

2021 Nov 16]. Available from: https://board.coveredca.com/meetings/2019/03-14%20Meeting/
PPT.Policy%20and%20Action.March%202019.3-14%20at%201150.pdf

US House of Representatives, Committee on Appropriations. Oversight hearing: impact of

the administration’s policies affecting the Affordable Care Act. Washington (DC): House
Appropriations Subcommittee on Labor, Health and Human Services; 2019 Feb 6.

Health Aff (Millwood). Author manuscript; available in PMC 2022 February 15.


https://scholar.harvard.edu/files/mshepard/files/shepard_wagner_autoenrollment.pdf
https://scholar.harvard.edu/files/mshepard/files/shepard_wagner_autoenrollment.pdf
https://board.coveredca.com/meetings/2019/03-14%20Meeting/PPT.Policy%20and%20Action.March%202019.3-14%20at%201150.pdf
https://board.coveredca.com/meetings/2019/03-14%20Meeting/PPT.Policy%20and%20Action.March%202019.3-14%20at%201150.pdf

1duosnuepy Joyiny 1duosnuepy Joyiny

1duosnuep Joyiny

1duosnuey Joyiny

Myerson et al. Page 13

Referred from Medicaid
I - - - eeee e eenees
Ves Treatment group
D - - - - oo oo eeoeeooeoosooass Control group
I
]

Household income (percent of FPL)

<150%

150%-199%

200%-249%

250%-400%

>400%

Language preference (spoken)

Prefer English

Prefer Spanish

Race and ethnicity

Non-Hispanic White

Hispanic

Non-Hispanic Black

Asian

Other

Age (years)

A
w
o

30-50

V.
w1
o

[
0% 5% 10% 15% 20% 25%

Consumers enrolled in Covered California

Exhibit 2. Enrollment in Covered California among consumers who were randomly assigned to
treatment and control groups, by consumer characteristics (unadjusted data), 2018-19

SOURCE Authors’ analysis of Covered California administrative data, 2018-19. NOTES
The exhibit shows unadjusted data from people in each subgroup. Randomization into the
treatment group significantly increased enrollment in Covered California among consumers
whose applications were initiated by the Medicaid system, whose incomes were either less
than 150 percent or 150-199 percent of the federal poverty level (FPL), who preferred
spoken English or who preferred spoken Spanish, who identified as Hispanic, or who were
ages 30-50 or older than age 50, based on p values lower than the Bonferroni threshold of
0.003.
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EXHIBIT 1

Characteristics of consumers in the sample of prospective Covered California enrollees, 2018-19

Characteristics Treatment group (n =55,519)  Control group (n = 24,003)

Referred from Medicaida(%)
Yes 61.7 62.0

Household income as percent of FPL (%)

<150% 13.2 13.2
150%-199% 30.6 30.8
200%-249% 19.4 19.1
250%-400% 17.7 17.6
>400% 18.5 18.7

Characteristics of head of household

Sex (%)
Female 36.9 37.0
Male 63.1 63.0
Age (mean years) 38.3 38.6
Language preference, spoken (%)
Prefer English 76.4 76.2
Prefer Spanish 19.1 19.3
Race and ethnicity (%)
Non-Hispanic white 23.4 23.6
Hispanic 48.2 48.1
Non-Hispanic Black 4.8 5.0
Asian 9.5 9.3
Any other group 135 135

SOURCE Authors’ analysis of Covered California administrative data, 2018-19. NOTES There were no statistically significant differences between
the treatment and control groups, with the exception of age (p = 0.007). The difference in age across the groups is small (mean age, 38.3 in the
treatment group versus 38.6 in the control group). The pooled A~test p value was 0.383, indicating that groups were balanced overall.

laConsumers who had recently disenrolled from Medicaid and were referred to Covered California from the Medicaid eligibility system.
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