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Health Centers’ Role in 
Affordable Care Act Outreach 
and Enrollment: Experience from 
Kentucky and Montana

Key Findings
• Kentucky and Montana Medicaid and 
exchange/insurance agencies cultivated 
important partnerships with PCAs and 
health centers to support outreach and 
enrollment assistance activities under the 
Affordable Care Act.
• PCAs and health centers play a cen-
tral enrollment assistance role that has 
supported success in two states with top 
enrollment performance in the first two 
years of enrollment.
• PCAs and health centers are reaching be-
yond traditional health center populations 
and adopting innovative strategies and 
new partnerships to increase enrollment.
• Health centers in Kentucky, a Medicaid 
expansion state, shifted more of their pa-
tient population into coverage programs 
than health centers in Montana, possibly 
indicating an advantage for health centers 
in expansion states. 
• Health center collaboration with state 
and federal agencies is central to effective 
outreach and enrollment activities and 
continued collaboration and funding can 
support future efforts.
• Low health literacy among the health 
center population poses a continuing chal-
lenge to supporting and retaining enroll-
ment into new coverage programs.

The Affordable Care Act created new opportunities for health centers 
and primary care associations (PCA) to play a leading role in sup-
porting outreach and enrollment into new and expanded health 
coverage programs.  Health centers and PCAs received new 
funding, sometimes from multiple state and federal entities, new 
training and tools, and a new mandate to find and enroll eligible 
individuals, both within their patient caseload and in the broader 
community. In undertaking this charge, many health centers and 
PCAs found themselves engaging new partners, building stronger 
relationships with state Medicaid and insurance or exchange agen-
cies, and often playing a central role in coordinating outreach and 
enrollment activities in their state or community.  

To better understand the new roles of these entities and identify 
promising strategies in their coordination with state Medicaid and 
insurance/exchange agencies, NASHP undertook a case study 
review of Kentucky and Montana, two states with strong enrollment 
performance where the state PCA and health centers played an im-
portant role.  With support from the Health Resources and Services 
Administration’s National Organizations of State and Local Officials 
Cooperative Agreement, NASHP interviewed representatives from 
the PCA, a health center, and a Medicaid agency in each state about 
their respective roles in and coordination of outreach and enrollment 
assistance during the first two years of Affordable Care Act imple-
mentation.1  Findings from these interviews are summarized here, 
with case studies highlighting each state’s circumstances and ex-
periences, followed by a discussion of common themes relating to 
collaboration with state and federal agencies, lessons learned, and 
future priorities for outreach and enrollment work with states. 

Background
The Affordable Care Act  and related federal regulations created new 
national standards for enrollment assistance entities to support en-
rollment into new health insurance options.  For Health Insurance 
Marketplace enrollment, new federal grants provided by the Cen-
ter for Consumer Information and Insurance Oversight (CCIIO) at 
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the Centers for Medicare and Medicaid Services 
(CMS) funded assistance entities, called either 
in-person assisters (IPAs) in State-based Market-
place (SBM) states or navigators in federally facil-
itated marketplace (FFM) states.2  (See Affordable 
Care Act Glossary in the Appendix for definitions 
of related terms.) Federal guidance also created 
other assistance entities to support enrollment into 
Health Insurance Marketplaces, Medicaid, and 
the Children’s Health Insurance Program (CHIP), 
called certified application counselors (CACs).  
The general charge for these entities was the 
same: provide needed education about coverage 
options, answer questions, establish eligibility, fa-
cilitate completion and submission of applications, 
and support enrollment into coverage for eligible 
individuals.3 

Recognizing that health centers could play an im-
portant role in identifying and enrolling newly el-
igible individuals, the Health Resource Services 
Administration (HRSA) awarded $150 million in 
grants under the Affordable Care Act annually to 
fund outreach and enrollment activities by feder-
ally-funded health centers, as stand-alone grants 

in the first year of open enrollment and as a com-
ponent of annual funding for the second and fu-
ture years.4  These funds support a range of health 
center activities related to outreach and enrollment 
into new insurance coverage options.5  HRSA has 
also provided $6.5 million annually to 52 state and 
regional PCAs to provide outreach and enrollment 
related engagement, technical assistance, and 
coordination support to health centers within their 
state or region. 

Enrollment into new health coverage options cre-
ated under the Affordable Care Act has been ro-
bust in the first two years. Estimates suggest that 
more than 16 million individuals have gained new 
coverage through Medicaid, CHIP, and the market-
places, with coverage gains the strongest among 
low-and middle-income individuals and among 
subgroups of young adults, non-white, and Latino 
populations.6 During the period since the Afford-
able Care Act was implemented, national unin-
surance rates have dropped, from 17.1 percent in 
the first quarter of 2013 to 10.1 percent in the first 
quarter of 2015.7 

 
Fig. 1. 
Overview of Case Study States

Kentucky Montana

Medicaid Expansion Type Expansion Non-expansion*

Exchange Type State-based Marketplace (SBM) Federally facilitated Marketplace 
(FFM)

Total Enrolled: Medicaid/CHIP 548,102 (90.3% increase) 24,918 (16.7% increase)

Total Enrolled: Marketplace FY 15: 106,330 (72% renewals)
FY 14: 82, 747

FY 15: 54,266 (59% renewals)
FY 14: 36,584

Primary Assistance Entities In-person Assisters (kynectors)
CACs8

Agents/Brokers

Navigators
CACs
Agents/Brokers

Number of HRSA-Funded HCs 23 17

HRSA Grants Supporting HC Out-
reach/Assistance (Total/#)9 

FY 14: $500,000/20 health centers
Total (FY 13-14): $2,883,522

FY 14: $740,559/15 health centers
Total (FY 13 -14): $2,217,598

 HRSA Grants to PCAs10 $750,000 $148,730

* Expansion was legislatively approved in 2015 is pending implementation for FY 2016.
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As the Affordable Care Act offers new health cov-
erage options and incentives for enrollment, it is 
profoundly impacting health centers’ business op-
erations and patients’ access to new coverage op-
tions.11   Given the new federal and state funding 
opportunities and health centers’ unique connec-
tions to local communities, many health centers 
are finding their roles shifting to focus more on ed-
ucating and enrolling the communities they serve 
on coverage options and seeing an increase in 
patient caseload.12   In addition, an increasing per-
centage of patients are now either eligible for or en-
rolled into a coverage program that pays for health 
services.13  While this increase in coverage rates is 
providing new revenues for health centers, it also 
poses new challenges for patients that may be 
unfamiliar with traditional coverage and insurance 
rules, including eligibility and renewal requirements 
and rules about premiums, copayments, coinsur-
ance, deductibles, and penalties. The Affordable 
Care Act is also presenting new opportunities for 
health centers to proactively collaborate with state 
Medicaid and insurance agencies in outreach and 
enrollment efforts.  In some cases, state PCAs and 
health centers are taking on new leadership roles 
in their state or community to support other assis-
tance organizations or stakeholders in coverage 
expansion initiatives.14 This brief offers case stud-
ies to shed light on health center experience with 
enrollment efforts in two states during the first two 
years: Kentucky, a Medicaid-expansion state that 
hosted its own SBM, and Montana, a non-expan-
sion state15 that relied on the FFM.  

Kentucky
Background
Kentucky opted to expand Medicaid coverage to 
133 percent of federal poverty guidelines and to 
host its own state-based health insurance market-
place, called kynect.  To support implementation of 
the Affordable Care Act’s new coverage options, 
Kentucky built an integrated, automated enroll-
ment system that provides an online platform for a 
consumer’s enrollment experience and can man-
age determinations for all coverage programs, in-
cluding Medicaid, CHIP, and qualified health plans 
(QHPs) offered through the exchange.  Kentucky’s 
enrollment efforts are led by the Kentucky Health 

Benefit Exchange, the state agency that oversees 
kynect. The exchange agency has worked col-
laboratively on all aspects of Affordable Care Act 
implementation, including enrollment efforts, with 
the Department of Medicaid Services (the state’s 
Medicaid agency), the Department of Communi-
ty-Based Services (the state’s eligibility agency), 
and the Office for Administration and Technology 
Services.  

The exchange and Medicaid agencies are leading 
initiatives to help the state identify and enroll hard-
to-reach populations, including immigrants, jus-
tice-involved populations, and homeless individu-
als.  Medicaid is also providing important funding 
support to sustain exchange operations in future 
years. Since kynect processes eligibility and en-
rollment for a large number of Medicaid applicants, 
approximately 75 percent of kynect’s outreach and 
education costs are allocated to Medicaid. This al-
lows the state to claim federal Medicaid matching 
funds.  State officials also noted that Medicaid ex-
pansion has been a primary driver in Kentucky’s 
enrollment success, with a majority of those gain-
ing coverage enrolling in Medicaid.

Kentucky has seen a dramatic growth in cover-
age under the Affordable Care Act, signaled by a 
drop in their uninsurance rate from 20.4 percent in 
2013 to 9.8 percent in 2014, making them the state 
with the second greatest coverage gain among all 
states.16 Kentucky’s Medicaid and CHIP enroll-
ment has grown by 548,102 individuals since late 
2013,17 and exchange enrollment has grown to 
106,330 in 2015 (see Figure 1 for more details).18  

There are 22 health centers serving 340,614 in-
dividuals in Kentucky, located in urban and rural 
areas throughout the state. Kentucky’s health cen-
ter population is disproportionately low-income 
as well as racially and ethnically diverse, serving 
communities that are majority African-American 
and those with significant immigrant and refugee 
populations.  Across the state, 62 percent of pa-
tients have incomes below the federal poverty lev-
el (FPL) and 84 percent are below 200 percent of 
the FPL. In terms of demographic makeup, health 
center patients are 84.5 percent white, 13 percent 
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African American, seven percent Hispanic/Lati-
no, and roughly one percent Asian or mixed race 
identified.  In 2013, about a third (34 percent) of 
Kentucky health center patients were uninsured, 
with another third (32.5 percent) enrolled in Med-
icaid or CHIP, about a quarter (23 percent) paid 
by a third party, and just over one in 10 enrolled in 
Medicare.19   

Kentucky Health Center’s Role in 
Outreach and Enrollment Assistance
Kentucky oversees three types of assistance enti-
ties that provide outreach and enrollment services 
for Affordable Care Act coverage programs: (1) 
in-person assisters, called “kynectors”; (2) certified 
application counselors (CACs); and (3) insurance 
agents and brokers.  

The Kentucky exchange contracts with three orga-
nizations to represent the state and run regional 
kynector programs for state-certified and trained 
kynectors. Two of these organizations make 
grants to certified kynectors and provide oversight, 
assistance, and technical support.  The Kentucky 
PCA is a leading kynector organization that makes 
grants to health centers, as discussed later.  The 
exchange also certifies and trains certified applica-
tion counselors, individuals who work with local or-
ganizations that provide assistance with Medicaid 
and CHIP enrollment. Health centers work as both 
kynectors and CACs throughout the state.

The Kentucky PCA received $1.17 million in fis-
cal year 2014-2015 under a contract with the ex-
change to serve as the lead kynector entity for Re-
gion 8, which covers a rural and mountainous area 
in southeastern Appalachia. The PCA subcontract-
ed with six local organizations to serve as kynec-
tors: five health providers (including four commu-
nity health centers and one non-health center) and 
one legal aid organization.  kynector funds are 
paid in fixed monthly payments with a 10 percent 
withhold to incentivize the PCA to reach monthly 
outreach and enrollment targets, including holding 
outreach events.  In 2013-2014 the PCA also re-
ceived $750,000 from HRSA to provide technical 
assistance and support to all health centers in the 
state, including federally qualified health centers 

(FQHCs) and rural health centers, in the first year 
of open enrollment and has received comparable 
increased funding in its base grant. In that role, the 
PCA’s functions have included dissemination of in-
formation to all health centers, representing health 
centers’ views in communication with state agen-
cies on implementation and participation on rele-
vant subcommittees and in coordination meetings.  
In Region 8, the PCA relied on 17.2 full-time equiv-
alent staff to support its outreach and enrollment 
assistance work for fiscal year 2014-2015. Ken-
tucky health centers provided a total of 195,550 
enrollment assistance contacts with consumers 
between July 1, 2013 and March 31, 2015.20 

The health center interviewed for this case study 
operates in multiple locations in an urban area in 
Kentucky, serving over 25,000 patients annually 
representing at least 17 languages and cultures.  
Staff at the health center are certified by the state 
to provide kynector and CAC functions and have 
played a significant role in enrollment efforts so far, 
with 12,500 enrollments and 38,000 points of con-
tact in the first two years of implementation.  The 
health center also oversees some of the enroll-
ment activities in the area, providing outreach and 
“inreach,” which is outreach to existing patients, 
with just under half (45 percent) of those served 
outside of the patient caseload in the first two 
years.21 Some of its major functions in this work 
include: assisting with enrollment, renewal, and re-
porting changes in individuals’ income or eligibility 
status, participating in a locally-organized Board 
of Health committee that includes kynect, Medic-
aid, and other stakeholders, providing a feedback 
loop to state officials about implementation chal-
lenges, and allowing the state agency to use the 
health center space for kynector training events. 
HRSA funding has provided significant support for 
its work, providing $300,000 during the first year 
of open enrollment, and comparable funds in the 
second year built into its base grant.  The health 
center has also supplemented this funding with 
its own funds to primarily cover staffing, translator 
services, and materials. To support this work, the 
health center has employed between six and nine 
full-time equivalent staff, mostly relying on staff 
with a social work background.  
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The PCA and health center representatives inter-
viewed cited a number of structures that support 
their outreach and enrollment assistance work.  
The PCA shares the latest policy and operational 
developments with health centers, using periodic 
calls and updates, webinar series, virtual meet-
ings, and trainings to transmit new information and 
hosting an annual peer-learning meeting.  The ex-
change also supports PCA enrollment work by pro-
viding incentives and targets for PCA and health 
centers to meet, that includes: targeting certain 
sub-populations for outreach, setting a quota for 
the number of applications or assistance contacts, 
and sharing new strategies.  The exchange offers 
a dedicated kynector call-in line and also offers a 
back-end portal to the eligibility system that make 
it easier for health center kynectors to resolve is-
sues.  The state-sponsored media campaign for 
kynect also supported outreach efforts by creating 
a buzz about coverage that brought newly eligi-
ble individuals into health centers for enrollment.     

Key Outreach and Enrollment 
Assistance Strategies  
Both the PCA and the health center interviewed 
engaged in a series of diverse strategies to find, 
educate and enroll eligible individuals.  Examples 
include:

• “Inreach” to Existing Patients: The health 
center staff described a series of strategies to 
engage current patients directly to apply for 
coverage.  Examples included calling patients 
directly, announcing staff availability for assis-
tance in the waiting room, and asking patients 
at every point of contact (including at phar-
macy pickup) whether they wanted to apply 
for coverage.  The health center also created 
and placed colored interest forms that patients 
could fill out in the waiting room for a follow-up 
call and typed messages on bills to reach pa-
tients who might not know about coverage op-
tions. The health center reported these inreach 
efforts were an important factor in shifting their 
eligible population into coverage.  

• Pioneering New Strategies for Hard-to-
Reach Populations:  During the second open 

enrollment period, the health center and PCA 
developed innovative strategies to increase 
enrollment among QHP-eligible and other 
hard to reach low-income individuals.  Some 
of these included having workers engage indi-
viduals at gas stations, apartment complexes, 
parks, little league tournaments, and fairs.  The 
PCA also provided outreach and education to 
farmers in rural communities to educate them 
about changes in Medicaid eligibility due to the 
elimination of tests that would have previously 
made them ineligible for Medicaid because of 
their assets (land, buildings, equipment, etc.).  
The health center also forged new partnerships 
with Family Resource Youth Service Centers 
and high school athletics programs to coordi-
nate outreach to children, and with libraries to 
educate the general public. The exchange is 
also providing 120 additional enrollment kiosks 
to be placed in health centers throughout the 
state to increase access to electronic applica-
tions.

• Justice-Involved Outreach and Enrollment 
Work:  Working with Medicaid, kynect and oth-
er kynector organizations, the PCA helped to 
create and lead the Healthy Re-Entry Coalition, 
a coalition promoting enrollment and retention 
among incarcerated and recently released 
prisoners. Through this coalition, the state and 
partners are working closely with all correc-
tions facilities in Kentucky, including state and 
federal prisons, county jails and metropolitan 
correctional facilities.  As a result of this work, 
the coalition has been able to place an assister 
in Louisville’s Metro Corrections facility about 
five days per week and was able to generate 
approximately 400 applications from inmates 
per month in April and May of 2015.  Going for-
ward, the coalition will be pursuing four strat-
egies to promote awareness and enrollment 
among eligible prisoners: (1) showing a newly 
produced video featuring personal testimoni-
als from prisoners who enrolled in coverage; 
(2) creating a printed brochure targeted to jus-
tice-involved populations that is written at the 
fourth grade level to be more accessible; (3) 
implementing a policy change in August, 2015 
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to suspend Medicaid eligibility for prisoners 
upon incarceration instead of terminating ben-
efits, thereby making it easier for the state to 
renew eligibility upon release; and (4) institut-
ing a new electronic file-sharing site to support 
faster and more reliable electronic submission 
of applications from jails.

• Outreach to Target Populations: The PCA 
and health centers partnered with the state 
on targeted approaches to identify, educate 
and engage disproportionately uninsured and 
hard-to reach populations.  In 2015, targeted 
subgroups included limited-English proficient 
immigrants and refugees, Veterans, and lesbi-
an, gay, bisexual and transgender (LGBT) indi-
viduals.  To support outreach to immigrants and 
refugees, the state is translating topical fact 
sheets outlining new coverage options in 16 
languages that will be shared with health cen-
ters and other kynectors.22 The health center 
also noted special strategies one of their sites 
is using to promote enrollment and retention 
among homeless patients, including putting 
flyers in places where these patients gather 
and having kynectors come to those locations 
at set times and through street outreach.  Due 
to these efforts and others, this site was able 
to achieve a higher enrollment rate than other 
sites – approximately 88 percent compared to 
80 percent.

• Health Literacy and Education:  The PCA 
noted that in the second year of open enroll-
ment there was a stronger emphasis on edu-
cating applicants and patients to improve their 
health insurance literacy.  The PCA incorporat-
ed education into outreach events and appli-
cant contact as much as possible to improve 
enrollees’ ability to understand and use cover-
age once enrolled.

Challenges and Successes
State and health center officials reported a num-
ber of challenges experienced during the first two 
years of enrollment. The health center reported that 
health insurance literacy was low among many of 
their patients despite efforts to improve patient un-

derstanding. For instance, QHP-enrolled patients 
were unprepared for high deductibles, and as a 
consequence many went to the emergency room 
instead of seeking non-emergent treatment.  Per-
sistent confusion about Medicaid eligibility rules 
and pockets of resistance to “Obamacare,” espe-
cially among rural farmers who were now Med-
icaid-eligible, was also a challenge cited by both 
the PCA and the health center.  As noted above, 
health centers and the PCA spent more time edu-
cating consumers to understand health coverage 
requirements and the enrollment process during 
the second year.  The sheer volume of applica-
tions, especially in the first year, presented staffing 
and resource challenges for all informant entities 
engaged in outreach and enrollment.  The health 
center also mentioned challenges with the appli-
cation process for immigrant populations, saying 
they frequently saw errors in these applications 
and encountered difficulties with enrollment.  The 
health center experienced challenges in identifying 
individuals eligible for renewals in the second year 
and in responding to their patients’ needs during 
the renewal process because they were often un-
aware of the individuals’ status in the eligibility pro-
cess.  This challenge underscores the importance 
of improving assisters’ information about enroll-
ment status during the renewal process to improve 
their ability to help patients.

PCA, health center, and state officials also attribut-
ed a number of positive impacts to their proactive, 
targeted and collaborative approach to outreach 
and enrollment.  The PCA noted that most health 
centers have seen a decrease in uninsurance rates 
among their patients.  The health center reported a 
greater than average decrease in their uninsured 
rate at the end of year two, which they said was 
due to intensive inreach efforts, although health 
centers serving homeless populations reported 
greater challenges in enrollment and retention. In-
creased targeted outreach to QHP-eligible popu-
lations in the second open enrollment period had 
increased QHP enrollment rates for health centers 
by seven percent, according to the PCA.  The state 
Medicaid agency also reported a spike in the num-
ber of preventive services delivered to Medicaid 
enrollees, including substantial increases in annu-
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al physicals, dental visits, breast cancer screen-
ings, colon and cervical cancer screenings, saying 
it was one of the most tangible positive effects of 
enrollment.23 In addition, state agency and health 
center officials reported that their mutual collabora-
tion and engagement to support enrollment efforts 
increased significantly compared to pre-Affordable 
Care Act engagement. The PCA and health center 
both cited the state’s kynect marketing campaign 
as providing an important boost for their efforts 
because it created “word of mouth” that brought 
applicants to them.  The state’s campaign was rec-
ognized in 2015 with a gold Effie award, a national 
advertising industry award for an effective media 
campaign.24 The health center said being a “bricks 
and mortar” site, where individuals living in rural 
areas or those with low computer literacy or ac-
cess could enroll in person, was one of their great-
est values to the community.

Montana
Background 
Montana relies on the FFM to administer health 
insurance exchange coverage, but the Montana 
Commissioner of Securities and Insurance (the 
state’s Department of Insurance and State Auditor) 
retains direct plan management authority, giving 
the state authority comparable to a state partner-
ship marketplace state.25 Montana also opted to 
delegate the authority to determine Medicaid and 
CHIP eligibility to the FFM.26  Although Montana 
initially opted not to expand Medicaid eligibility 
under the Affordable Care Act, the state recently 
enacted a law that will expand Medicaid eligibility 
to 133 percent of the FPL for the 2016 plan year. 
The expansion is expected to cover 45,000 ad-
ditional uninsured Montanans under Medicaid.27  
During the first two years of open enrollment, unin-
sured low-income individuals with family incomes 
between 100 and 400 percent of federal poverty 
guidelines that were ineligible for Medicaid could 
apply for subsidized QHPs offered through the 
FFM, but many low-income adults under the fed-
eral poverty guidelines were ineligible for Medicaid 
and remained uninsured.  

Montana’s Commissioner of Securities and Insur-
ance has led the state’s implementation of the Af-

fordable Care Act’s new requirements for health 
insurance issuers and has been the primary point 
of contact for consumer assistance issues related 
to enrollment in QHPs, including managing train-
ing for navigators, CACs, agents, and brokers.  
The Department of Public Health and Human 
Services, which is home to the state’s Medicaid 
agency, has led the work relating to Medicaid en-
rollment, including collaboration with the FFM and 
assistance entities relating to Medicaid eligibility.  
These agencies coordinated messaging and out-
reach initiatives and included other parts of state 
government, including the governor’s tribal liaison 
for an outreach and education initiative for Native 
American tribes.

Montana’s percentage of uninsured individuals 
has declined dramatically since the implementa-
tion of the Affordable Care Act, from 20.7 percent 
in 2013 to 15.8 percent in 2014, representing a 
nearly 24 percent decrease in the uninsured rate.28  
In 2015, 54,266 people enrolled in QHPs through 
the FFM. Also, although the state initially opted not 
to expand Medicaid, it still experienced significant 
Medicaid and CHIP enrollment growth, likely due 
to the “welcome mat” effect of increased outreach 
encouraging more Medicaid-eligible individuals to 
apply for coverage. Between the third quarter of 
2013 and April of 2015, Medicaid and CHIP enroll-
ment grew by 16.7 percent. 

Montana Health Center’s Role in 
Outreach and Enrollment Assistance
Safety net providers such as health centers and 
the PCA coordinated with state agencies, includ-
ing Medicaid and the Commissioner of Securities 
and Insurance, in their enrollment work. Health 
coverage enrollment assistance in Montana is 
coordinated by various assister entities within the 
state, including: (1) federally-funded navigators; 
(2) CACs and (3) insurance agents and brokers.  

CMS awarded federal Navigator grants to three 
Montana grantees in the first and second year of 
open enrollment.  Each of these grantees worked 
with health centers to train staff as navigators to 
provide enrollment assistance at the local level.  
The Montana PCA was a Navigator grantee in the 
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first year, receiving $299,382, some of which was 
re-granted to 17 partner FQHCs operating in 21 
counties statewide.29 The PCA was unsuccess-
ful in its bid for Navigator grant funds in the sec-
ond year and instead opted to take on a central 
organizing role for Montana stakeholder and as-
sistance organizations to support information dis-
semination and branding for outreach, enrollment, 
and coverage expansion efforts under Cover Mon-
tana—a network of enrollment stakeholders led by 
the Montana PCA. Some health centers opted to 
work with the PCA during the first year to train their 
staff as navigators and coordinate with the PCA on 
enrollment.  Health centers have also been trained 
and certified as CACs in both years.  The PCA and 
health centers collaborated with other assistance 
entities, including tribal assistance entities, during 
both years of implementation. 

The Montana PCA is made up of 17 health cen-
ters, together serving 100,439 individuals at about 
69 sites across the state.30  Among all of the pa-
tients served at the health centers, 57.5 percent 
are at or below 100 percent of the federal pover-
ty level; 87.3 percent of patients are at or below 
200 percent of the federal poverty level; and 43.3 
percent are uninsured.  According to 2014 Uniform 
Data System (UDS) data, Montana’s health center 
patients are 86.8 percent white, seven percent Na-
tive American/Alaska Native, and 5.1 percent His-
panic/Latino.31  Health centers disproportionately 
serve rural areas, with 88 percent of the population 
served residing in rural areas.32 The health center 
served about 16,742 patients at 4 sites in south-
western Montana and provides outreach and en-
rollment assistance as a state-certified CAC. The 
health center reported that 62.6 percent of its pop-
ulation is at or below 100 percent of federal poverty 
guidelines and that patients are disproportionately 
uninsured, with just under half (48.2 percent) of 
patients uninsured, 18.7 percent enrolled in Med-
icaid, and 10.2 percent enrolled in Medicare.

The Montana PCA’s role in state enrollment efforts 
has evolved over time.  In the first year, the PCA 
served as one of three statewide federal Naviga-
tor grantees, with responsibility for granting funds 
to health centers statewide, coordinating outreach 

efforts, interfacing with federal and state agencies 
to manage application and enrollment challenges, 
and organizing health center outreach and enroll-
ment staff for peer-learning.  Like other PCAs, the 
Montana PCA also received federal funding from 
HRSA, including $148,730 for the first year of open 
enrollment and comparable funds built into their 
base grant in the second year, to support ongoing 
technical assistance and support to health centers 
in Affordable Care Act-related outreach and enroll-
ment related work.33  

After serving as a Navigator grantee the first year, 
the PCA decided to instead take on a statewide 
organizing role for assistance entities during the 
second year.  This entailed building a central Cov-
er Montana website (www.covermontana.org), 
providing outreach and enrollment training, webi-
nars, convening assistance organizations into the 
new statewide coalition, and engaging with state 
agencies and federal partners to collaborate and 
resolve issues. As part of its organizing, the PCA 
was able to connect with and include tribal leaders 
and representatives from the Indian Health Service 
(IHS), independent hospital enrollment staff, and 
some CACs, agents, and brokers in rural areas. 
The PCA has one to two staff members in addition 
to 55 health center CACs they work with as part of 
the coalition.

The health center interviewed mostly provided di-
rect outreach and enrollment assistance support 
for patients or interested applicants within the 
county area, providing application and enrollment 
assistance through healthcare.gov or assisting 
consumers with paper applications. The PCA re-
ceived Navigator grant funding during the first year 
of open enrollment, and received HRSA funding 
as well as federal and state CAC certification both 
years.  The health center hired an outreach coor-
dinator and three other full-time equivalent staff 
who have outreach and enrollment as primary job 
responsibilities but will take on additional responsi-
bilities with the expansion of Medicaid.

A number of structures support the outreach and 
enrollment work of the PCA and health centers 
in collaboration with state agencies in Montana. 

http://www.covermontana.org
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The PCA organizes calls, webinars, and state-
wide peer-learning summits including up to 90 
enrollment and outreach representatives, and 20 
leaders from Indian Country. The Cover Montana 
website hosted by the PCA is also an important 
structural support for this work, providing consum-
er-centered information to support enrollment, 
organizing, and branding for outreach and enroll-
ment which will soon include Medicaid expansion.  
The state agencies, Medicaid, and the Commis-
sioner of Securities and Insurance, also play key 
roles and support collaboration through a number 
of engagements.  The Commissioner of Securities 
and Insurance holds periodic meetings with safety 
net providers, Medicaid puts out a twice-monthly 
newsletter with updates, and both organize brief-
ings to share information, answer questions and 
sponsor Medicaid-specific trainings. Medicaid also 
provides a central contact person to elevate cases 
and engage officials, as needed.

Key Outreach and Assistance 
Strategies 
Given limited financial and human resources in 
Montana, those involved with outreach and enroll-
ment assistance have had to employ strategies 
to maximize efficiencies to support their goals.  
Some of the strategies mentioned that have been 
most impactful in the first two years of enrollment 
include:

• Convening Coalitions of Assister and 
Stakeholder Organizations:  The PCA said 
their highest impact strategy was convening 
assistance organizations to emphasize a cul-
ture of “working smarter not harder.”  While 
having a centralized, statewide communication 
venue through the coalition was valuable; the 
PCA said that the local coalitions that emerged 
were just as important.  Comprised of CACs, 
Urban Indian Organization health clinics, hos-
pitals, or other stakeholders, they worked effec-
tively together to maximize enrollment by pick-
ing the best messenger for target audiences.   

• Tribal Outreach Effort:  In preparing for the 
first open enrollment period, state agency lead-
ers, including the Commissioner of Securities 
and Insurance, Medicaid, and the governor’s 

tribal liaison, joined with the PCA and other 
navigators along with a regional IHS official to 
educate those living in tribal areas about Af-
fordable Care Act coverage options and sup-
port enrollment into coverage including: on-site 
briefings of every tribal reservation in Montana; 
calls between Native American leaders and 
other stakeholders; and providing scholarships 
to the learning summit.

• Inreach to Patients and Enrolled Members:  
Both the health center and the state reported 
successful inreach campaigns to educate pa-
tients about Affordable Care Act coverage op-
tions.  The health center used a postcard mail-
ing to existing patients and also put messages 
and flyers into billing statements that resulted 
in an uptick in calls after the flyers were sent.  
With all the news about new Affordable Care 
Act coverage options, the Medicaid agency 
was concerned in the first year that current 
enrollees might think they needed to enroll 
in new coverage, so they created a “do noth-
ing” campaign, sending informational letters to 
70,000 households to let them know that if they 
were enrolled in Medicaid they could keep their 
coverage.  The Medicaid agency believed this 
campaign lessened confusion and minimized 
new applications from existing members.

• Collaborative Promotions with Medicaid:  
The PCA and the state mentioned two collabo-
rative promotions.  First, health centers helped 
to disseminate new business cards creat-
ed by the state to promote the FFM website, 
healthcare.gov, to uninsured members and 
applicants.  Second, the PCA paid for an infor-
mational mailer that Medicaid sent to existing 
program enrollees to let them know about their 
potential eligibility for QHP enrollment. The 
mailer was sent to 10-12,000 individuals and 
was considered an effective collaboration with 
Medicaid.

Challenges and Successes
While these enrollment strategies by safety net 
providers proved to be effective, challenges also 
surfaced. The health centers reported providing 
over 32,000 assists with actual or potential enroll-
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ment or reenrollment in health insurance available 
through Marketplace qualified health plans and/
or through Medicaid or CHIP in the first year, and 
over 14,000 assists during the second open en-
rollment period. They believed that the decreased 
enrollment was due to QHP-enrolled individuals 
losing coverage for non-payment of premiums and 
that the loss in coverage may have been due to a 
lack of knowledge about health coverage rules, in-
dicating gaps in health literacy among consumers.  
For example the health center reported that some 
consumers delayed paying the first month’s premi-
um for QHP coverage, then were surprised when 
they weren’t allowed to pay it later, as they would 
with a cell phone or cable bill.  Health center and 
PCA staff reported working to improve understand-
ing of coverage program rules among staff and at 
outreach events, including income tax events at 
libraries, but the health center reported the tax 
events needed to be better timed with tax season 
to be effective.  Health center assisters also report-
ed it was difficult for them to manage the volume 
of information and individuals needing assistance 
given limited staff.  For example, they said describ-
ing differences in plans, what insurance will cover 
and difference in terms within an hour-long assis-
tance appointment presented a challenge.  

Montana’s decision not to expand Medicaid in the 
first two years also posed a major challenge to en-
rollment efforts, because many who apply for cov-
erage fell into the coverage gap between Medicaid 
and QHP eligibility.  Health centers reported that 
they felt they were the best messengers to com-
municate with ineligible applicants because they 
could offer a low or no cost treatment alternative. 

Despite these challenges, Montana has experi-
enced great success with enrollment. The PCA, 
health center, and state agencies reported the im-
portant role collaboration across agencies played 
in improving enrollment in the state. Cover Mon-
tana, joint trainings, and statewide convenings 
allowed outreach and enrollment stakeholders to 
share best practices, trouble shoot questions and 
concerns, and brainstorm strategies to reach their 
target population. Safety net provider and state 
agencies noted that the joint informational mailers 

to DPPHS clients resulted in an uptick in enroll-
ment. Additionally, interviewees noted success in 
engaging consumers by conducting outreach at lo-
cations with a wide reach such as libraries, mental 
health centers, and parole agencies.

Collaboration Experience 
with State  and Federal 
Agencies
The success of outreach and enrollment efforts 
in both case study states was heavily dependent 
on the strength of collaboration and support be-
tween the health centers, their leaders, and state 
and federal agencies. In both states, informants 
credited their enrollment success to a tightly coor-
dinated effort and consistent communication with 
state agencies.  Strong and trusted relationships 
with agency leaders were also important, with both 
health centers and PCAs reporting that trust and 
openness had fostered a relationship of mutual re-
liance and respect.  In Montana, the PCA flagged 
early challenges in working with local offices of 
public assistance which had varied knowledge and 
available resources.  This may signal an opportu-
nity for other states with local eligibility offices to 
work more closely in partnership with local officials 
to ensure consistent messaging and oversight.

Collaboration with federal agencies received 
mixed reviews from health center and state agen-
cy staff.  While health centers and PCAs universal-
ly expressed appreciation for HRSA funding and 
coordination efforts, including forums and monthly 
best-practices calls, they also voiced some con-
cerns about how well federal efforts were coordi-
nated.  Enrollment stakeholders noted the discon-
nect between enrollment reporting and metrics for 
health centers used by HRSA and the navigator 
metrics used by CCIIO, which they said made re-
porting more difficult and time-consuming.  Some 
consumer assistance entities in Montana said they 
were unclear on CCIIO’s planned role and respon-
sibility given the state’s FFM status and said that 
a more consultative approach to outreach and 
marketing would work well going forward.  Some 
officials mentioned they were unaware of HR-
SA’s funding and outreach strategy and suggest-
ed more direct communication with state officials 
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could maximize impact and improve collaboration. 
Both states reported that the combination of CCI-
IO-sponsored trainings with state-specific train-
ings and materials had worked well to complement 
education for assistance organizations.    

Lessons Learned
Informants from these case study states shared 
some lessons from their first two years of success-
ful enrollment and collaboration.  

• State and PCA Leadership: Informants said 
success was supported by state agencies and 
the PCA, setting a proactive and enthusiastic 
approach to enrollment and sharing the goal of 
enrolling as many people as possible.  

• Consistent, Constant, Communications: 
Informants noted the importance of commu-
nication both with the state and stakeholders 
through networking and through what one 
health center called “cooper-tition,” a meth-
od of having competing organizations come 
together to share their needs, goals and lim-
itations so they can amicably discuss how to 
coordinate enrollment efforts.  

• Trust: State agencies and health centers 
shared that having stakeholders know and 
trust you will improve the states’ or the health 
centers’ ability to be successful in promoting 
collaboration or enrollment.  

• Branding and Identity: State officials said 
they had learned the importance of branding 
an enrollment program or campaign from pre-
vious experience with CHIP enrollment.  The 
PCA mentioned the importance of helping 
enrollment workers foster a community tie to 
help them understand the bigger mission they 
are a part of, which might sustain their work 
when things are inevitably hard along the way.   

• Flexibility in Approach: State and health cen-
ter officials stressed the importance of being 
creative and adaptive in pursuing strategies 
that will work to find and enroll new populations, 

since most are invariably paving new pathways 
to coverage. One health center said that tech-
nology is important, but sometimes a simple 
piece of paper, like a business card or “need 
assistance” form can do the trick just as well. 
 

Looking Ahead
In considering future enrollment efforts, informants 
raised a number of common themes relating to 
challenges and opportunities, including:

• Increased Communication Among 
Federal, State, and Safety Net Agencies: In 
both states, key informants noted that more 
could be done to improve communication on 
enrollment efforts and assister funding among 
CMS, HRSA, state agencies, and health 
centers. The multiple funding sources and 
reporting requirements could be better aligned 
to improve access to health coverage for the 
populations all these entities serve. 

• Sustainability: While HRSA funding to sup-
port outreach and enrollment efforts has been 
rolled into base funding allocations and was 
considered “solid,” both state and health cen-
ter entities mentioned questions about future 
funding from other sources.  kynect is relying 
on Medicaid support for the first time in 2016 
with its federal exchange grant ending, but will 
continue to fund Medicaid outreach work with 
operational funds.  The PCA’s current contract 
with the exchange agency ends after 2016, so 
there is some uncertainty as to whether state 
funding will continue.  Montana Medicaid also 
expressed concerns about how they will fund 
outreach efforts needed to find and enroll in-
dividuals newly eligible for Medicaid in 2016.  
The Montana PCA has suggested partnering 
with the state on outreach, so that may offer 
an option.

• Health Insurance Literacy: Both state’s health 
center informants mentioned similar concerns 
about health and health insurance literacy for 
eligible and enrolled populations.  This may indi-
cate an opportunity for greater educational out-
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reach and engagement, both by health centers 
at the local level and by national organizations, 
to support continued learning about how health 
insurance works and how to use it to access 
care in a coverage program.  National resourc-
es, like the CMS Coverage to Care Campaign, 
which provides information, videos, and train-
ing materials designed to “help people with new 
health care coverage understand their benefits 
and connect to primary care and the preven-
tive services that are right for them,” may offer 
important technical assistance to PCAs, health 
centers and other stakeholders in this effort.  

• Hard-to-Reach Populations: Both states 
identified the importance of working to make 
progress in educating and enrolling remaining 
uninsured populations that are hard-to-reach, 
with informants in both states voicing con-
cerns about how bias against “Obamacare” 
and misconceptions about eligibility may 
make this effort more challenging.  Informants 
suggested they may need to become more 
creative in engaging the remaining uninsured, 
including through advertising campaigns. 
 
 
 
 

• Improving Connectedness of  
Assisters: Health center leaders in both 
states mentioned that navigators, in-person 
assisters and CACs are being viewed as 
caseworkers by new enrollees and will need 
direct access to more information, about 
system changes and case status updates, so 
they can more effectively assist both enrollees 
and state agencies.

• Major Policy Changes on the Horizon: Both 
states are implementing significant policy 
changes in the coming year.  Montana expects 
to expand Medicaid for FY 2016, which poses 
opportunities for a more seamless eligibility in-
terface between the FFM and Medicaid.  Health 
centers will likely play a central role in support-
ing implementation – they are already invited 
to serve on an expansion oversight committee, 
hosting the covermontana.org website to pro-
mote coverage, and offering other supports to 
the state.  Kentucky is implementing passive, 
automated renewals for all enrollees and sus-
pension of benefits instead of termination of 
benefits for incarcerated individuals in August 
2015, both of which are expected to improve 
the seamlessness of coverage for enrollees. 

Conclusion
Health center experience in Kentucky and Montana highlights how PCAs and health centers can 
be critical partners for high-performing states’ efforts to promote outreach and enrollment into new 
coverage opportunities.  Even with limited experience in the first two years of enrollment, these PCAs 
and health centers are modeling opportunities for leadership, community engagement, and developing 
innovative inreach and outreach strategies to find and enroll uninsured individuals, including hard-to 
reach subgroups.  Even with early successes, these entities have faced numerous challenges that 
may threaten future enrollment and retention of coverage, including low health literacy, resistance 
and misunderstanding of Affordable Care Act coverage options, and logistical challenges impeding 
renewals. As PCAs and health centers look ahead to future collaboration with state leaders, they can 
draw on key lessons shared from these states’ experiences regarding the value of leadership by state 
and health center leaders, the importance of communication and trust, the impact of branding and 
forging community ties for assisters, and, most importantly, the powerful impact of strong collaboration 
between state and federal agencies with health centers to support the mutual goal of promoting 
enrollment.
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https://marketplace.cms.gov/technical-assistance-resources/c2c.html
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Appendix 
Affordable Care Act Enrollment Glossary:

• Health Insurance Marketplace (or exchange)— A resource where individuals, families, and 
small businesses can: learn about their health coverage options; compare health insurance plans 
based on costs, benefits, and other important features; choose a plan; and enroll in coverage. The 
Marketplace also provides information on programs that help people with low to moderate income 
and resources pay for coverage. In some states, the Marketplace is run by the state. In others it is 
run by the federal government.
• State-based Marketplace (SBM)—States that operate their own marketplace 
• Federally facilitated Marketplace (FFM)— States that opt to use the federal healthcare.gov 

platform maintained by the Centers for Medicare and Medicaid Services (CMS)
• Federal Partnership Marketplace (FPM)— States that opt to administer some marketplace 

functions, but partner with healthcare.gov for certain eligibility functions

• Qualified Health Plan (QHP)—A health insurance plan that is certified by the Health Insurance 
Marketplace to meet the standards outlined by the Affordable Care Act such as providing essential 
health benefits and following limits on cost-sharing 

• Enrollment assistance entities—trained and certified organizations that help consumers 
understand, apply for, and obtain health coverage.  These can include:
• Navigators- Individuals or organizations that are funded by CMS to provide free outreach 

and enrollment assistance services in a culturally and linguistically appropriate manner to 
consumers in FFM and in FPM states; provide education about the Marketplace; facilitate 
enrollment into QHPs; and provide consumers with referrals to agencies for grievances, 
questions, or complaints. Navigators are required to participate in federal training to become 
certified and report on their activities and performance

• In-person assisters (IPAs) or non-navigator assistance personnel— Individuals or 
organizations that contract directly with SBMs or FPMs to provide free outreach and 
enrollment assistance; these entities can receive grant funding to perform their enrollment and 
outreach activities but must be distinct from Navigator programs

• Certified application counselor (CAC)- assister entities or individuals that are trained to 
provide free enrollment assistance; these organizations educate consumers and help them 
complete an application for health coverage. CACs must meet training requirements, security 
standards, and conflict of interest rules as do Navigators and IPAs although their training 
differs.

• Health centers—public and private non-profit organizations that provide high quality preventive 
and primary health care to medically underserved communities and populations. In this brief, 
“health centers” refers to organizations that receive grants under the Health Center Program as 
authorized under section 330 of the Public Health Service Act. 


