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Executive summary 
 

“No wrong door” eligibility is a key feature of the Affordable Care Act’s (ACA) statutory design. 
Whether people seek health coverage from a marketplace, a Medicaid program, or the Children’s 
Health Insurance Program (CHIP), they are supposed to be enrolled immediately into the coverage 
for which they qualify, even if that coverage is sponsored by a different agency than the one to 
which they applied. 

This statutory requirement has been fulfilled in the District of Columbia and 11 states,† all of 
which operate their own marketplaces and use integrated eligibility systems that serve all health 
programs. The remaining 39 states use eligibility systems that, despite the ACA’s command, 
are fragmented, at least to some degree. Thirty-two of them operate especially fragmented 
“assessment and file transfer” systems.‡ In such states, when someone who qualifies for one 
program applies to a different program, the latter is forbidden from determining eligibility. The 
agency receiving the application can only assess eligibility, then transfer the applicant’s file to the 
other program. The applicant must remain uninsured until the second agency finishes processing 
the application and makes a formal decision. Prior research found that the ACA’s coverage 
gains for parents were more than a third lower and for children were nearly 50% lower in 
states that operated assessment and file transfer systems, compared with people in other 
states. 

To learn more about what happens when families apply at the “wrong” agency and have 
their applications moved to a second agency before they can get health coverage, Families 
USA interviewed consumer assistance programs in 16 states with assessment and file 
transfer systems. We found serious and widespread problems with eligibility and enrollment 
systems, which appeared to violate applicable regulations and to prevent many eligible families 
from obtaining coverage.

These problems stem ultimately from the Obama administration’s decision to permit fragmented 
eligibility systems as an accommodation to states that were wrestling with the challenges of 
making the many eligibility changes required for ACA implementation before 2014. Federal 

 † These states are California, Colorado, Connecticut, Idaho, Maryland, Massachusetts, Minnesota, New York, Rhode 
Island, Vermont and Washington.

‡ These states are Arizona, Arkansas, Delaware, Florida, Georgia, Hawaii, Illinois, Indiana, Iowa, Kansas, Kentucky, Maine, 
Michigan, Mississippi, Missouri, Nebraska, Nevada, New Hampshire, New Jersey, New Mexico, North Carolina, North 
Dakota, Ohio, Oklahoma, Oregon, Pennsylvania, South Carolina, South Dakota, Tennessee, Texas, Utah and Wisconsin. 
In the remaining seven states (Alabama, Alaska, Louisiana, Montana, Virginia, West Virginia and Wyoming), the federally 
facilitated marketplace determines Medicaid and CHIP eligibility when people seek coverage at the marketplace.
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officials recognized the risks that would be posed by fragmented eligibility, so the administration 
included specific guardrails in 2012 regulations to limit these risks. When a family applies at one 
agency and is assessed as likely to qualify for coverage administered by a different agency, those 
guardrails require the family’s file to be transferred to the second agency, which is required to 
determine eligibility promptly, without requesting a second application or any other information 
the family already provided the first agency. 

Nearly a decade after these regulations were finalized, they have proven ineffective in protecting 
families from onerous paperwork requirements, delays, and confusion that obstruct enrollment. 
Based on our interviews with assistance programs that work directly with consumers, we found 
the following: 

 » In 15 of the 16 states, consumer assistance programs reported that the paperwork 
burdens, confusion, and delays resulting from fragmented eligibility systems 
prevented eligible applicants from obtaining coverage. The greatest harm was 
observed in families with limited English proficiency. 

 » In nine of the 16 states, consumer assistance groups saw no evidence of uninsured families 
having their files transferred to the marketplace after they applied to Medicaid or CHIP and 
were found potentially eligible for marketplace coverage. 

 » In 12 of the 16 states, consumers who applied to Medicaid or CHIP and were found potentially 
eligible for marketplace coverage were required to re-file the same application with the 
marketplace. In five states, families who applied at the marketplace and had their files 
transferred to Medicaid were required to complete and file the same application with the latter 
program, imposing needless paperwork requirements and delays that impeded enrollment. 

 » In 10 of the 16 states, consumers who applied at the marketplace, answered detailed 
questions and provided documentary proof of eligibility were required to answer those 
same questions and provide the same documents to Medicaid after their application was 
forwarded there. In eight states, families who sought coverage from Medicaid or CHIP and 
had their applications sent to the marketplace had to meet similar demands for redundant 
information provision. 

Nearly a decade after these regulations were 
finalized, they have proven ineffective in protecting 

families from onerous paperwork requirements, 
delays, and confusion that obstruct enrollment. 
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A troubling example of the problems that can result when eligibility determination is bifurcated 
between government agencies comes from Texas, where the Medicaid program’s computer 
system mistakenly classified children as adults in files transferred from the marketplace. In Texas, 
eligibility for children extends above 200% of the federal poverty level but ends for parents at 19% 
of the federal poverty level. Almost certainly, the vast majority of eligible children listed in these 
files were wrongly denied Medicaid or CHIP. This problem began in 2014 but was not discovered 
until 2019, and the consumer assistance program we interviewed was not confident the problem 
had been corrected by Spring 2021. It is impossible to know how many Medicaid-eligible Texas 
children have been denied health coverage as a result of this interagency disconnect. 

To understand the demographic characteristics of people most at risk from fragmented eligibility 
systems, we analyzed U.S. Census Bureau data for states with assessment and file transfer 
systems. We found that African American children, Latino children and other children of color 
are in particularly great danger. While children of color are only 14% of these states’ nonelderly 
residents, they comprise fully 32% of all Medicaid-eligible residents without health coverage 
— the group that is at risk of failing to receive coverage when their families seek help at the 
marketplace. 

To fix the fragmentation that is preventing numerous eligible families from obtaining 
affordable health coverage, we urge the Biden administration to update agency rules 
and procedures to fully implement the ACA’s “no wrong door” requirements. Such 
implementation has two major components:

1. In each state, establish a clear pathway toward using a single eligibility system or 
service to determine eligibility for all health programs. Achieving this goal will take 
time and considerable effort. Focused federal technical assistance will be key, and states 
will need to take advantage of enhanced federal funding for information technology 
development. 

• As an essential first step, federal officials should require the three state marketplaces 
that began operations in 2021§ to integrate their eligibility systems with Medicaid and 
CHIP.

2. Ensure that the agencies with which applications are filed determine eligibility for 
all health programs, including those sponsored by other agencies. 

• As an essential first step, the federal healthcare.gov platform should determine 
eligibility for Medicaid and CHIP whenever applicants, regardless of their state of 
residence, have incomes too low for marketplace financial assistance.

 § These states are Nevada, New Jersey and Pennsylvania.
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Introduction

Most uninsured families in America qualify for health coverage but are not enrolled.1 One important 
contributing factor involves administrative barriers that make it harder for people to join health programs 
for which they qualify. In this report, we examine the role played by federal and state policy decisions 
about “no wrong door” eligibility under the Affordable Care Act (ACA). Relevant ACA provisions, analyzed 
in detail below, promise that, wherever uninsured people apply for coverage — whether at the Medicaid 
agency, the CHIP agency or the marketplace — they will quickly be enrolled in the program for which 
they qualify, even if that program is run by a different agency from the one that received the application. 
The “no wrong door” policy’s core premise was that families seeking health coverage should not be 
forced to go from agency to agency until they find the program that fits their circumstances. 

Eleven states and the District of Columbia run their own marketplaces and have realized the ACA’s full 
specifications for a single system that determines eligibility for all programs, regardless of where an 
uninsured person applies.2 In the other states, someone who qualifies for one program and applies to 
another is frequently unable to receive an immediate eligibility determination, followed by enrollment. 
Instead, the application can get transferred from one agency to the next. In such cases, the applicant 
remains uninsured until the second agency determines eligibility after completing its processing of the 
application, which sometimes includes requests for the applicant to provide additional paperwork. 

This report examines the impact of such fragmentation on struggling families. Through interviews 
with consumer assistance programs in 16 states where highly fragmented systems determined 
eligibility for health coverage, we found that families were shuttled between programs, experienced 
lengthy delays and confusion, and were required to file redundant paperwork that prevented many 
eligible people from obtaining health coverage. We also analyzed U.S. Census Bureau data, finding 
that children of color were the single group whose coverage was placed most at risk by eligibility 
fragmentation. We conclude by calling on the Biden administration to take specific steps to fully 
implement the ACA’s “no wrong door” requirements. 

Most uninsured families in America qualify 
for health coverage but are not enrolled. 
One important contributing factor involves 
administrative barriers that make it harder 
for people to join health programs for which 
they qualify.
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Background

Federal legal framework
ACA sections 1413 and 2201 set out clear specifications for “no wrong door” enrollment into 
insurance affordability programs (IAPs) like Medicaid, CHIP, and advance premium tax credits 
(APTCs) and cost-sharing reductions that help people buy coverage in health insurance 
marketplaces. Regardless of where an uninsured person applies, filing of a single, streamlined 
form is supposed to result in a determination of eligibility for the applicable IAP, after which the 
consumer is enrolled in the program for which the consumer qualifies. 

The ACA’s “no wrong door” statutes articulate three requirements:

1. In each state, all IAPs must use a single, common system for determining eligibility. This 
includes both a common application form and a shared electronic system or service for 
verifying and determining eligibility, based on, whenever possible, data matches with 
reliable information sources rather than applicant completion of paperwork.3 

2. If an agency administering one IAP receives an application from someone who qualifies for 
a different IAP, the agency receiving the application must ensure that the applicant is found 
eligible for the other program and enrolled without delay.4 

3. After someone files an application form, that person may not be asked for additional 
information or paperwork unless it is essential to determining eligibility.5

During the Obama administration, the federal Centers for Medicare & Medicaid Services 
addressed the ACA’s “no wrong door” provisions by issuing proposed6 and final7 rules in 2011 and 
2012, respectively. 

The proposed rule met several of the above statutory requirements, including the requirement 
that marketplaces must determine eligibility for Medicaid and CHIP when they receive an 
application from someone who qualifies for those programs.8 However, the proposed rule 
eliminated the requirement for all IAPs serving residents of an individual state to use a single 
electronic system or service to determine eligibility. Instead, multiple IAPs serving a single state’s 
residents were allowed to use different electronic systems and services to determine eligibility. In 
a further departure from statute, Medicaid and CHIP programs were barred from determining APTC 
eligibility when an APTC-eligible individual applied through Medicaid or CHIP. Instead, Medicaid 
and CHIP agencies were directed to transfer the applicant’s file electronically to the marketplace, 
which was forbidden from requiring a new application or seeking information that the individual 
had already given Medicaid or CHIP. 
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The final rule further weakened the proposed rule’s implementation of “no wrong door.” States 
were allowed to decide between two options. Each state could either be:

 » A “determination and enrollment” state,9 where the marketplace would determine Medicaid 
and CHIP eligibility, as in the proposed rule, after which applicants would promptly receive 
coverage; or

 » An “assessment and file transfer” state, where the marketplace would merely “assess” 
potential Medicaid and CHIP eligibility for people with incomes too low for APTCs and 
transfer applicants’ case files to the Medicaid agency electronically for further processing. 

In explaining the final rule, administration officials acknowledged that “it would be ideal to have 
a single eligibility system because that will negate the need to transfer electronic accounts.” 
Nevertheless, they stated that, if a state elected the assessment and transfer option, it would be 
“subject to the same goals and parameters around ensuring a streamlined consumer experience,” 
so “there should not be duplicative applications, there should not be duplicative requests … for 
information from the same beneficiary … and there should not be delays in applications.”10 As will 
become evident below, these hopes remain largely unfulfilled, nearly a decade after the final rule’s 
promulgation. As a result, many families have been prevented from obtaining health coverage for 
which they qualify. 

State policy choices
Fourteen states and the District of Columbia operate their own marketplaces this year.11 Except 
for the most recent state-based marketplaces to come online in Nevada, New Jersey and 
Pennsylvania, each state-based marketplace has an integrated eligibility system that serves all 
IAPs.12 The three newest state-based marketplaces assess rather than determine Medicaid and 
CHIP eligibility, transferring files to Medicaid or CHIP for further processing. 

The remaining 36 states use the federal healthcare.gov enrollment platform. Out of those 36 
states, 29 have assessment and file transfer systems.13 Only seven use determination and 
enrollment systems (Figure 1, page 7).14 

The hopes of past administration officials remain 
largely unfulfilled, nearly a decade after the final 
rule’s promulgation. As a result, many families 

have been prevented from obtaining health 
coverage for which they qualify.
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Assessment and file transfer states that 
use healthcare.gov 

Assessment and file transfer states that 
operate their own marketplaces 

Figure 1. Eligibility determination in states and the District Columbia,  
by degree of fragmentation: January 2021

Determination and enrollment states 
that use healthcare.gov

State-based marketplaces with largely 
integrated eligibility determination
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Prior research
Published evidence shows that fragmented eligibility systems prevent many eligible people from 
receiving health coverage. One study15 examined parents who newly qualified for Medicaid under 
the ACA. From 2013 (the year before the ACA’s Medicaid expansion became effective) to 2015 (the 
year after it took effect), Medicaid enrollment among newly eligible parents was more than a third 
lower in states where the federal marketplace operated assessment and file transfer systems than 
in states where the marketplace (whether state or federal) determined Medicaid and CHIP eligibility. 
For example, in states served by the federal marketplace, 23.9% of newly eligible parents gained 
coverage in states with determination and enrollment systems, compared with 14.7% in states with 
assessment and file transfer systems (Figure 2). 

Source: Julie L. Hudson and Asako S. Moriya, “Association Between Marketplace Policy and Public Coverage Among 
Medicaid or Children’s Health Insurance Program-Eligible Children and Parents,” JAMA Pediatrics 172, no. 9 (2018): 
881–882, https://jamanetwork.com/journals/jamapediatrics/fullarticle/2687008. 

Note: Researchers reported a statistically significant difference between states with assessment and file transfer 
systems and states in the other two categories. Researchers did not find a statistically significant difference between 
states served by the federal marketplace with determination and enrollment systems and states that operate their own 
marketplaces with integrated eligibility systems. Newly eligible parents are those who qualified for Medicaid due to 
expanded eligibility under the ACA. The percentage of newly eligible parents who gained health coverage refers to the 
percentage-point change in Medicaid coverage among newly eligible parents from 2013 to 2015. 

Figure 2. Increased Medicaid coverage for newly eligible parents, by 
marketplace category: Changes from 2013 to 2015

https://jamanetwork.com/journals/jamapediatrics/fullarticle/2687008
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A second study16 examined changes in children’s health coverage from 2013 to 2018. In Medicaid 
expansion states that either operated integrated systems or let the federal marketplace determine 
Medicaid and CHIP eligibility, 13% of eligible children gained coverage. By contrast, in expansion 
states that used assessment and file transfer policies, just 7% of eligible children gained coverage 
(Figure 3). Put differently, children’s coverage gains were cut nearly in half  under assessment and file 
transfer policies.

For families who were particularly dependent on the marketplace because parents did not 
receive employer-sponsored insurance, children’s health coverage gains were lower by an 
order of magnitude when states did not fully implement “no wrong door” eligibility. Only 4% of 
eligible children gained health coverage in expansion states with assessment and file transfer 
systems, compared with 13% of children who gained health coverage in expansion states with 
determination and enrollment systems (Figure 3).

Figure 3. Increased Medicaid and CHIP coverage for eligible children, by 
marketplace role in determining Medicaid and CHIP eligibility, Medicaid 
expansion status, and parental coverage: Changes from 2013 to 2018

Source: Julie L. Hudson and Asako S. Moriya, “The Role of Marketplace Policy on Welcome Mat Effects for Children 
Eligible for Medicaid or the Children’s Health Insurance Program,” INQUIRY 57 (2020), https://pubmed.ncbi.nlm.nih.
gov/33161820/. 

*Indicates a statistically significant difference between states with marketplace assessment and file transfer systems 
and states with marketplace determination and enrollment systems. 

Marketplace assessment and file transfer            Marketplace determination and enrollment

https://pubmed.ncbi.nlm.nih.gov/33161820/
https://pubmed.ncbi.nlm.nih.gov/33161820/
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New research findings: Consumers experience serious problems in 
fragmented eligibility systems
To understand how the current limited approach to “no wrong door” was affecting consumers, we 
interviewed consumer assistance programs in 16 states that used assessment and file transfer 
systems and were served by the federally facilitated marketplace: Arizona, Delaware, Florida, 
Georgia, Illinois, Indiana, Kansas, Missouri, Nebraska, North Carolina, North Dakota, Oklahoma, 
South Dakota, Texas, Utah and Wisconsin.17 Each organization we interviewed either helped 
residents enroll in health coverage or was a statewide consumer advocacy group that regularly 
partnered with local consumer assistance programs.¶ In all but one state, these programs reported 
widespread and serious problems. 

In most assessment and file transfer states, required file transfers did not appear to 
be taking place. Consumer assistance programs reported that, in nine of the 16 states, state 
agencies did not appear to be making any file transfers to the federally facilitated marketplace for 
use in determining APTC eligibility. In three states, Medicaid and CHIP agencies did not appear to 
be collecting and using file transfers from the marketplace to determine eligibility. In such cases, 
the interviewed organizations that work directly with consumers had never seen a client whose 
case file had been transferred between federal and state agencies, who obtained any notice 
of such transfers, or who received other follow-up communications from the agency that was 
supposed to get the file (Figure 4, page 12).

In most assessment and file transfer states, families were required to complete and file 
the same application form with two separate agencies. In 12 of the 16 states, consumers who 
applied to Medicaid or CHIP and were found ineligible had to submit redundant applications to 
the marketplace to be considered for APTC eligibility. In five states, consumers who applied at the 
marketplace and were assessed as qualifying for Medicaid or CHIP could not get health coverage 
until they filled out and provided the Medicaid or CHIP program with the same application they 
already completed for the marketplace (Figure 4, page 12).

¶ We held one interview per state, asking questions over Zoom using semi-structured protocols, with follow-up questions 
asked via email. We conducted all hour-long interviews between March and May of 2021.

Note: Estimates were for children with family income between 139% and 250% of the federal poverty level. Marketplace 
assessment and file transfer states have healthcare.gov assess rather than determine eligibility for Medicaid and 
CHIP and, in cases where such eligibility appears likely, transfer the applicant’s file to the state Medicaid or CHIP 
program for further processing. Marketplace determination and enrollment states include (a) states that operate their 
own marketplaces with integrated eligibility systems that serve all programs and (b) states where the healthcare.gov 
enrollment platform determines Medicaid and CHIP eligibility, after which eligible people are enrolled in Medicaid and 
CHIP. The percentage of eligible children who gained health coverage refers to the percentage-point increase in Medicaid 
and CHIP coverage among eligible children from 2013 to 2018. Medicaid expansion states expanded adult eligibility to 
at least 138% of the federal poverty level, as provided in the ACA. 
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In most assessment and file transfer states, consumers had to provide the second agency 
with information or documents they already gave the first agency. In 10 states, consumers 
who began their applications at the marketplace and were referred to Medicaid or CHIP had 
to give the latter programs answers to the same questions or eligibility documentation the 
consumers already provided to the marketplace. In eight states, consumers whose files were 
transferred from Medicaid or CHIP to the marketplace were required to give the latter agency some 
of the same answers or documents they already provided to Medicaid or CHIP (Figure 4).

In the majority of assessment and file transfer states, families encountered obstacles 
whether they began their application at the marketplace or at a Medicaid or CHIP program. In 
nine states, regardless of the direction in which families’ files had to be transferred — marketplace to 
Medicaid or CHIP, or Medicaid or CHIP to marketplace — consumer assistance programs reported that 
health programs had one or more of the following problems: failing to make a file transfer, requiring 
redundant applications, or asking for information already provided to the program that received the 
initial application (Table 1, page 14). In six states, consumer assistance programs reported problems in 
a single direction. In only one state did an interviewee find no problems in either direction. 

Figure 4. Enrollment problems in 16 assessment and file transfer states, 
by nature of problem and direction of required file transfer: 2021

Note: For more details about the distribution of these problems by state, see Appendix Table 1. 

No apparent 
file transfers         

Redundant 
information requests

Redundant 
application forms  
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In several assessment and file transfer states, applications could be subject to prolonged 
delays while moving back and forth between state and federal agencies. In six states, 
consumer assistance organizations reported that it was common for applications to be repeatedly 
transferred between the marketplace and the state Medicaid or CHIP program, resulting in 
prolonged delays (data not shown in figure or table). Interviewees described income and 
immigration status as the issues that most frequently led to repeated referrals. 

Families whose files were transferred from the marketplace to state Medicaid or CHIP 
programs often could not find out what happened to their applications. Consumer 
assistance programs in multiple states described the frustrations that resulted when people 
who applied at the marketplace were not told what happened to their applications after they 
were assessed as potentially eligible for Medicaid or CHIP and their files were supposed to be 
transferred to the state. At best, prolonged delays resulted as applicants struggled to learn their 
status. At worst, families did not know their files were transferred and never heard from either the 
federal exchange or the state. In such cases, even experienced and trained consumer assisters 
often found it impossible to learn the status of those applications. 

Number of 
States

Direction of 
required file 

transfer

Problems only when file transfers are required from Medicaid/
CHIP to healthcare.gov

4

Problems only when files file transfers are required from 
healthcare.gov to Medicaid/CHIP

2

Problems in both directions 9

Problems in neither direction 1

Total states where consumer assistance programs were interviewed 16

Note: A No Wrong Door problem listed in this table is either (1) the apparent absence of file transfers that come from 
one agency and are used by the other in determining eligibility; (2) the need for families to complete and file a new 
application form with the second agency, even though they already completed the same form and filed it with the first 
agency; or (3) a requirement to provide the second agency with answers to questions or with documents the applicant 
already provided the first agency.

Table 1. Number of states with “no wrong door” problems reported by 
consumer assistance programs in 16 assessment and file transfer states, by 
direction of required file transfer: 2021
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In 15 of the 16 assessment and file transfer states that we surveyed, consumer groups 
reported one or more of the problems described above: an apparent failure to make file 
transfers, requirements to file duplicative applications, requests for duplicative information, or 
applications that could not be tracked after file transfer was required. In each of those 15 states, 
interviewees agreed that the additional paperwork requirements, confusion, and delays that 
resulted from fragmented eligibility prevented numerous eligible families from obtaining 
coverage, particularly in disadvantaged communities. The consumers who most frequently 
remained uninsured as a result of fragmented eligibility systems were people with limited English 
proficiency (disproportionate impact noted in 11 states), residents of rural areas (noted in five states) 
and immigrants eligible for IAPs (noted in three states) (data not shown in figure and table). 

These consistent and troubling interviews suggest that, nearly a decade after their enactment, 
the regulatory guardrails for assessment and file transfer systems have not come close to 
achieving their goals, and eligible families’ enrollment in coverage is being obstructed as a 
result. Substantial behavioral science research shows that, as a general rule, small procedural 
requirements can substantially cut participation in public and private benefit programs.18 But 
enrollment is damaged especially deeply when economic or social stresses impose 
cognitive and emotional burdens that make it hard to process information about complex 
benefit programs and then complete required paperwork.19 Those stresses are particularly 
widespread in low-income, disadvantaged communities that rely on insurance affordability 
programs for health coverage. Broader research findings are thus consistent with consumer 
assistance programs’ reports that procedural requirements imposed due to fragmented eligibility 
have prevented numerous eligible people from receiving coverage. 

In 15 of the 16 assessment and file 
transfer states that we surveyed, 

consumer groups reported that the 
additional paperwork requirements, 
confusion, and delays that resulted 

from fragmented eligibility prevented 
numerous eligible families from 

obtaining coverage, particularly in 
disadvantaged communities.
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New research findings: Fragmented eligibility systems pose particularly 
serious risks to children of color
To understand the demographic characteristics of people whose coverage is affected by states’ 
failure to implement “no wrong door” policy, we analyzed U.S. Census Bureau data, and we found 
that two groups are disproportionately likely to be uninsured but eligible for Medicaid or CHIP: 
(1) children; and (2) people of color.21 When those groups intersect in African American children, 
Latino children and other children of color, the net impact is quite troubling. Only 14% of people 
who live in assessment and file transfer states are children of color, but they comprise fully 32% of 
all uninsured residents who qualify for Medicaid or CHIP (Figure 5). They are thus the single group 
most at risk of remaining uninsured, despite eligibility for assistance, if their families seek coverage 
through the healthcare.gov enrollment platform.

Figure 5. Percentage of nonelderly population in assessment and file 
transfer states versus percentage of state residents who are uninsured 
and eligible for Medicaid or CHIP, by age, race and ethnicity: 2019

Source: Families USA analysis of 2019 American Community Survey data, available through IPUMS USA, University of 
Minnesota, www.ipums.org. 

Note: Children are ages 0-18, the age range for Medicaid and CHIP eligibility. White people are not described in U.S. 
Census Bureau data as Hispanic. People of color include people of all races and ethnicities except white non-Hispanics. 

Share of total non-
elderly population

Share of uninsured residents 
eligible for Medicaid or CHIP

http://www.ipums.org
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Texas Children Harmed by Fragmented Eligibility Systems

Starting in 2014, the Texas Medicaid 
program’s computers misread files sent 
by the federal marketplace, mistakenly 
classifying children as adults. Instead of 
evaluating children’s eligibility based on 
the state’s income standard for children 
(206% of the federal poverty level), the 
state used the income standard for parents 
(19% of the federal poverty level).20 This 
error was not discovered until 2019. At 
the time of our 2021 interview, consumer-

serving organizations in Texas had not 
received any confirmation that the problem 
had been fixed. It is impossible to know 
how many eligible children have been 
wrongly denied health coverage in Texas as 
a result. It is also impossible to know what 
other communication failures between 
incompatible federal and state computer 
systems remain undiscovered and are 
denying coverage to eligible people today, 
either in Texas or in other states. 

Florida Children Harmed by Fragmented Eligibility Systems

In Florida, the state’s Medicaid program 
and separate CHIP program do not share 
a common eligibility system or service, 
nor do they use the same methodology 
to calculate financial eligibility. As a 
result, when families apply at one of 
these programs seeking health coverage 
for their children, their applications 
are often transferred back and forth 
between programs, leading to delays 
and sometimes causing applications to 
seemingly disappear. These problems 
worsened when the CHIP program’s 
system was hacked and went offline in 
December 2020, a problem that had not 
been fixed by the time of our spring 2021 
interview. According to the consumer 
assistance program we interviewed, many 

families with CHIP-eligible children must 
file Medicaid applications and complete 
the Medicaid eligibility determination 
process, which has deterred enrollment for 
many families who clearly have incomes 
too high for Medicaid but low enough for 
CHIP. This state-level disjunction between 
child health programs has been amplified 
by the additional disjunction between 
federal and state agencies resulting 
from incomplete implementation of “no 
wrong door” requirements. According to 
consumer assistance groups, fragmented 
eligibility systems prevent children 
from receiving coverage for which they 
qualify due to excessive and unnecessary 
paperwork requirements, delays, mistaken 
eligibility denials, and lost applications. 
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A Call to Action: The Biden Administration Should Fully 
Implement the ACA’s “No Wrong Door” Requirements

Full implementation of “no wrong door” requires administrative action in two areas.

1. Establish a clear pathway for each state to develop a single eligibility 
system or service that serves all IAPs

The administration should move toward having a single eligibility system or service in each 
state determine all IAP eligibility, regardless of the agency where residents first seek help. 
As noted earlier, ACA statutory language explicitly states this requirement, and research 
suggests that fully integrated systems may yield the greatest coverage gains. Living up to 
this requirement will require time and significant effort in many states, but federal funding 
is available. Regulations enacted more than a decade ago authorize 90% federal funding 
for all information technology (IT) development and 75% federal funding for IT operations 
needed for Medicaid to determine eligibility.22 Marketplaces could also apply user fee 
revenues or other administrative funding to cover their share of IT development costs, under 
standard federal cost allocation principles.23 

To address the challenges of creating integrated eligibility systems in states where 
the healthcare.gov platform determines APTC eligibility, the U.S. Department of Health 
and Human Services could begin by working with select “early adopter” states, gaining 
experience to inform the development of templates and tools that other states could 
use. The administration could also consider a learning collaborative approach to 
implementation, using methods like those deployed soon after ACA enactment to help state 
Medicaid programs implement ACA eligibility reforms.24 

As an immediate and actionable step in this direction, the administration should 
require each state-based marketplace to work with Medicaid and CHIP programs to 
operate an integrated eligibility system or service that determines eligibility for all 
IAPs. Most states that operate their own marketplaces already do this, but newly created 
marketplaces in Nevada, New Jersey and Pennsylvania do not. Without such action by the 
federal Centers for Medicare & Medicaid Services, new state-based marketplaces coming 
online in other states may needlessly obstruct families’ enrollment in coverage by operating 
eligibility systems that are bifurcated between the marketplace and state Medicaid and CHIP 
programs.
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2. Require each agency to determine eligibility and initiate coverage when a 
person who applies to that agency qualifies for a health program sponsored 
by a different agency

During the transition to fully integrated eligibility systems in each state, the administration 
should take immediate action to require agencies with which applications are initially 
filed to determine eligibility when applicants qualify for insurance affordability programs 
sponsored by a different agency, as required by the ACA. This approach has two elements.

First, the administration should immediately require the healthcare.gov marketplace 
to determine Medicaid and CHIP eligibility based on modified adjusted gross 
income for people who apply at the marketplace and have incomes too low for 
APTCs. After finding a family eligible for Medicaid or CHIP, the marketplace should convey 
applicant files to the state agency, but only for enrollment purposes. This policy would 
make all states determination and enrollment states, reinstating a key feature of the Obama 
administration’s original proposed rule.

Second, the administration should require state Medicaid and CHIP programs to determine 
eligibility for APTCs and cost-sharing reductions, whenever possible, when applicants 
appear to qualify for the latter assistance. This may require Medicaid and CHIP programs to 
access federal income tax records, either directly or through an intermediary, to determine 
financial eligibility for APTCs.25 States will also need to obtain information about access 
to employer-sponsored insurance to verify whether applicants qualify for APTCs because 
they are not offered employer-sponsored insurance that meets the ACA’s standards 
for affordability and comprehensiveness. However, compared with marketplaces, state 
Medicaid programs are already better equipped to verify such eligibility since Medicaid 
programs are legally required to obtain information about all state residents with employer-
sponsored insurance for purposes of third-party-liability enforcement.26 Implementing this 
measure sooner rather than later could minimize the number of Medicaid beneficiaries 
who lose coverage when “maintenance of effort” requirements related to the public health 
emergency end, since Medicaid programs could automatically transition people to the 
marketplace when eligibility shifts from one program to the other.27 



19 National Center for Coverage Innovation at Families USA  |  Health Care’s Fragmented Eligibility Systems

Conclusion
Dividing eligibility determination between marketplaces and state Medicaid and CHIP programs 
imposes needless procedural burdens that prevent eligible people from obtaining health 
coverage. Those obstructions and the associated delays and confusion mean that eligible families 
are denied the health coverage they need to thrive. Such procedural barriers have the greatest 
adverse impact on those who need help the most.

During his first few weeks in office, President Joe Biden signed executive orders that are 
directly relevant to this issue. One such order directed federal agencies to reverse “policies or 
practices that may present unnecessary barriers to individuals and families attempting to access 
Medicaid or ACA coverage.”28 Another prioritized removing obstacles that disproportionately 
affect “underserved communities and individuals.”29 A third executive order called for “actions 
that facilitate better use of data and other means to improve access to, reduce unnecessary 
barriers to, and improve coordination among programs funded in whole or in part by the Federal 
Government.”30

To keep those promises, the Biden administration should take immediate steps to fully implement 
the ACA’s “no wrong door” requirements. The Obama administration’s attempt at partial 
implementation — with the hope that regulatory guardrails could prevent fragmented eligibility 
systems from denying health care to eligible families — failed to provide necessary protection. It is 
time to finally ensure that families’ eligibility for all health programs is determined swiftly, without 
their applications being bounced from program to program, and regardless of which “door” 
families enter to enroll in coverage. Such steps are essential for millions of uninsured people in 
America to finally obtain the high-quality, affordable health coverage they are promised under 
federal law. 

It is time to finally ensure that families’ eligibility for all health 
programs is determined swiftly, without their applications 

being bounced from program to program, and regardless of 
which “door” families enter to enroll in coverage. Such steps 
are essential for millions of uninsured people in America to 
finally obtain the high-quality, affordable health coverage 

they are promised under federal law. 
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Appendix
Supplementing the findings displayed in Figure 4, Appendix Table 1 provides more detailed 
information about the distribution of problems reported by the consumer assistance programs we 
interviewed.

A. Consumers 
must fill 
out, for 

the second 
agency, the 
application 
form they 

already 
completed 
for the first 

agency

B. 
Consumers 

must 
provide 

the second 
agency 

with other 
information 
they already 

gave the 
first agency

Must consumers do 
both A&B, one of them, 

or none?
Total 

number 
of 

states 
in rowBoth One None

Consumer 
applies to 

healthcare.gov, 
file transfer to 
Medicaid/CHIP 

is required

File transfers 
completed 2 7 1 7 5 13

File transfers 
apparently not 
completed

3 3 3 0 0 3

Total number 
of States 5 10 4 7 5 16

Consumer 
applies to 

Medicaid/CHIP, 
file transfer to 
healthcare.gov 

is required

File transfers 
completed 4 2 2 2 3 7

File transfers 
apparently not 
completed

8 6 6 2 1 9

Total number 
of States 12 8 8 4 4 16

How to read this table. For example, the first row provides information about states where file transfers are typically completed after a 
consumer applies at healthcare.gov and their application must be transferred to the state Medicaid program. In 2 of these states, consumers 
must submit new applications to Medicaid or CHIP, and in 7 states they must provide the Medicaid or CHIP program with other information 
they already furnished to healthcare.gov. In 1 of these states, consumers must do both things; in 7 states, they must do one or the other; and 
in 5 states, they are not required to take either step.  Altogether, consumer assistance groups in 13 of the 16 states reported that file transfers 
take place when a consumer first applies at healthcare.gov and is assessed as likely eligible for Medicaid or CHIP. 

Appendix Table 1. Number of assessment and file transfer states with various problems 
reported by consumer assistance programs: 2021 
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