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INTRODUCTION

The Patient Protection and Affordable Care Act of 2010 (ACA) created healthinsurance marketplaces to
make available a choice of easily comparable and affordable health insurance plans forindividuals and
families without public, employer-sponsored, or other coverage. Now approaching the fourth year of
enrollment, health insurance marketplaces together with Medicaid expansion and other health
insurance reforms have reduced the national uninsured rate to a historiclow of 9.1% or 28.6 million
personsof all ages.! And while virtually all population groups have benefited from coverage expansion,
those fromracially and ethnically diverse, limited English proficient, and other hard-to-reach

communities represent the largest numbers of remaining uninsured.

In Connecticut, the uninsured rate declined to an estimated 4.9% by the end of 2015—making itamong
states with the lowest rate.2 However, the proportion of non-Whites that comprise the uninsured
population more recently was much largerthan previous enroliment years. Whereas non-Whites made
up nearly half (47%) of the uninsured in late 2015, they made up roughly one-third (34%) of the
uninsuredin 2012.® Recognizing this demographicshiftin the composition of the uninsured, working to
reach and enroll those without coverage while also retaining new and existing members will be far more
challengingthan previousyears. As such, concerted efforts to reach and enroll racially, ethnically, and
linguistically diverse, and other hard-to-reach communities will be critical to the overall success of the
marketplace, and ultimately the health of the state.

With support from the Connecticut Health Foundation and W.K. Kellogg Foundation, Texas
Health Institute developed and administered the Marketplace Health Equity Assessment Tool
(M-HEAT) to measure Connecticut’s progress toward advancing health equity in its
marketplace. Health equity is defined as the attainment of the highest level of health for all
people. Central to this goal is the assurance of health insurance coverage and access to care
for all.

In this report, we feature findings from the pilot administration of the M-HEAT in Connecticut
between October 2015 and April 2016. Findings combine public and self-reported data from
Connecticut’s health insurance marketplace—Access Health CT (AHCT)—with dataon
perceptions of progress from community stakeholders and advocates. Results shed light on
areas where AHCT is leading as well as opportunities to build on significant initial progress
and promise to reach, enroll, and retain all in coverage, regardless of race, ethnicity, spoken
language, and gender identity.

The M-HEAT was designed to help marketplaces and their stakeholders take stock of the extent to which
the healthinsurance marketplace together with its stakeholders and community partners are working to
advance enrollment, retention, and access to care for all populations, and especially those historically
disenfranchised. Findings from the M-HEAT are intended to inform the marketplace, its stakeholders,
and policymakers on areas of strength, improvement, and priority to inform future programs and
policies fostering coverage and access for all populations. The M-HEAT also serves as a monitoring tool
to track programs and progress over time.

Advancing Health Equity in the Health Insurance Marketplace 6



BACKGROUND

The M-HEAT's definition of diverse populations
includesindividuals from differentracial, ethnic,
and linguistic heritage as well as lesbian, gay,
bisexual, transgender, and queer/questioning
(LGBTQ) populations. The vision of the M-HEAT is
based on the National Partnership for Action to End
Health Disparities’ definition of health equity:

Health equity is attainment of the highest level
of health forall people. Achieving health equity
requires valuing everyone equally with focused
and ongoing societal efforts to address
avoidable inequalities, historicaland
contemporary injustices, and the elimination
of health and healthcare disparities.*

To this end, the M-HEAT serves as a health
equity inventory and assessment tool. It
orders, organizes, and solicits self-reported
data from the health insurance marketplace
and survey data from community stakeholders
to document and gauge how and how well the
marketplace is working to assure equal
opportunities for enrollment and access to
care for all populations.

The marketplace component of the M-HEAT
compilesself-reported and publicdataon health
equity programs, progress, and performance. A
parallel version, administered to community
advocates and representatives within a state,

The Marketplace Health Equity
Assessment Tool (M-HEAT)

What is the M-HEAT?

The M-HEAT is a tool to help measure health
insurance marketplace progressand
performance toward health equity. It compiles
and orders data from two perspectives: the
health insurance marketplace and community
stakeholders. As such, the tool contains two
components:

e An 87-item healthinsurance
marketplace assessment administered
electronically; and

o A 46-itemcommunity stakeholder
survey administered online.

What are the M-HEAT’s Objectives?

o To take stock of the marketplace’s
actual health equity initiatives;

e To understandthe marketplace’s
perceived progress and performance
toward equity; and

e To provide external, community-based
validation of the marketplace’s progress
and performance toward health equity.

intends to offeran external reference point forthe marketplace to measure how wellthey have worked
to reach communities and advance equity. As such, acommon set of M-HEAT questions on both
components are designed to determine areas of agreementand disagreement between the marketplace
and its community stakeholders about progress and pe rformance toward health equity.

The M-HEAT's content draws from the expertise of representatives from communities of concernand
extensive information in the literature on state-based health insurance marketplaces in Connecticut,

California, and around the country. Through these resources, six marketplace functions were identified
as concrete areas of opportunity foradvancing health equity. The M-HEAT and this report are organized
around these six functions:
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1. Organizational commitment;

Plan management;

3. Community engagementand
collaboration;

4. Navigatorand assister programs;

5. Marketingand communication; and

6. Enrollmentoutcomes.

What Does the M-HEAT Tell Us?

N

o Level of commitmentto health equity
across marketplace functions;

e Point-in-time and over-time progress
toward health equity;

Each of the six sectionsin the M-HEAT includes

a set of structure, process, and outcome * Program strengths and gaps toward
questionsto measure progress toward health health equity;and

equity, both point-in-timeas well asovertime

to chart successes as well asidentify near-term  ®  Marketplace and community-based
and long-term opportunities forimprovement. opportunities forimproving efforts to
The M-HEAT seeks not only to inform efforts to advance health equity.

improve enrollmentand retention, but with

guestionson accessto care, also seeks totake

stock of “coverage to care” progress for

diverse and other hard-to-reach communities.

M-HEAT’s Six Content Areas

Part 1: Organizational Commitmentto Advancing Health Equity. This section includes three sub-
parts that intend to measure the extent to which the marketplace has made acommitmentto
health equityin (1) organizational policies, (2) leadership and staff, and (3) allocation of financial
resources.

Part 2: Plan Managementand Health Equity. This section focuses onthree key aspects of plan
managementthat offeranimportant opportunity foradvancing health equity—(1) active
purchasing, (2) racial, ethnic, and language data collection, and (3) health plan access and
network adequacy.

Part 3: Community Engagement and Collaboration. This section focuses on the process and
progress of diverse community engagementand is divided into three sub-parts: (1) community
stakeholderengagement, (2) tribal consultation, and (3) cross-sector collaboration.

Part 4: Navigator and In-Person Assistance Programs. Questionsin this section address
navigatorand assister programs that are intended to educate and enroll communitiesin
marketplace plans. The section covers sub-topicsincluding (1) scope and reach of programs, (2)
navigatorand assistertraining, (3) language and interpreterservices, and (4) the enrollment
application.

Part 5: Marketing and Communication. This section captures the range of waysin which
marketing and outreach explicitly targets diverse populations, overall and by specific media
channels. Inaddition, the section addresses availability of interpreterand language services.

Part 6: Marketplace Outcomes. This sectionincludes questions on enrollment outcomes, such as
numberenrolled, renewed, and churned, as well as health care access measures.
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DESIGN & METHODS

The M-HEAT was developed and administered through a multi-stage processinvolving the ongoing
engagement of representatives fromthe health insurance marketplace and diverse communitiesin
Connecticutto helpinformand ground the initiativein local priorities. In this section, we describe the
formation and engagement of our stakeholder advisory group, the development of the M-HEAT and its
content, the administration of the tool, and data analysis.

STAKEHOLDER ADVISORY GROUP

In early 2015, THI worked with the Connecticut Health Foundation to assemblea Community
Stakeholder Advisory Group to helpinform and guide the development, administration, and evaluation
of Connecticut’s M-HEAT. The first stakeholder meeting was convened for a half-day in Hartford on April
7, 2015, with three primary objectives:

1. To share THI’s national M-HEAT framework;

2. To explore and discuss ways to tailor the national M-HEAT framework for Connecticut, including
specificquestions, measures, and processes for collecting data from AHCT and community
stakeholders; and

3. Todiscussthe value of results and opportunities fordrivinga meaningful marketplace and
health equity agendain the state.

The April 7 meeting was attended by representatives from 19 community stakeholder organizations—
including advocates, service providers, brokers, foundations, researchers, and others who have worked
closely with AHCTto inform and guide itsimplementation and rollout. Attendees candidly shared their
opinions and experiences on marketplace effectivenessin meeting health equity objectives, identified
priority questions and measures forthe assessment, and discussed the potential value of the M-HEAT.

Following the initialmeeting, members of the Stakeholder Advisory Group were engaged viae-mailon
an ongoing basis, especially to offer feedback on various drafts of the marketplace and community
versions of the M-HEAT. Both tools were finalized with very specificfeedback on priority questions from
community stakeholders.

MARKETPLACE ENGAGEMENT

In additionto engaging community stakeholders, equally important was the ongoinginvolvement of
members of the healthinsurance marketplace to assure that the initiative would offer datato
meaningfullyinform and advance theirequity actions. Theirfeedback was also central to assuring that
the M-HEAT included measurable and practical questions on health equity (as opposed to aspirational
questionsthat cannot be measured at this stage). Our firstin-person meeting with leadership and staff
of AHCT took place on the afternoon of April 7, 2015, at the AHCT offices in Hartford. Following this
initial meeting, we continued to stay in touch with staff at AHCT viatelephone and e-mail to give them
an opportunity toreview and comment onthe M-HEAT, particularly toinform dataavailability. These
conversations helped to streamline the M-HEAT to include a practical set of measurable questions.

Advancing Health Equity in the Health Insurance Marketplace 9



M-HEAT ADMINISTRATION

As previously mentioned, THI developed two versions of the M-HEAT: a marketplace self-assessment
and a community stakeholder survey. Whilethe national framework for both versions was developed
based on an extensive review of the literature on state-based marketplaces and existing health equity
evaluations,>® Connecticut's version was tailored and developed with considerable feedback from state -
based stakeholders and staff at AHCT. In this section we describe our methods foradministering each of
these tools.

Marketplace self-assessment. The 87-item marketplace version of the M-HEAT was sent to AHCT for
data collectionin early October 2015. Through a series of phone and e-mail conversations with staff
representing various departments at AHCT, the marketplace version of the M-HEAT was completedin
May 2016. Responsesto questions on perceived health equity progress and performance were provided
by designated AHCT staff. Objective dataand information (e.g., enrollment and retention estimates)
were provided by AHCT as well as compiled through publicly available reports and documents such as
the PERT Group reports and AHCT Board of Directors meetings and updates. Data compiled from these
sources were intended to reflect on progress and performance over the last three enrollment periods.

Community stakeholder survey. The 46-item, abridged community version of the M-HEAT was
administered online via Survey Monkey between October and December 2015 to capture stakeholder
perceptions of marketplace health equity progress since AHCT's establishment. Recognizing that
community stakeholder organizations represent many voices and constituents, the survey was sentto
individuals at 143 such organizationsin the state. The target sample was compiled with feedback from
the Connecticut Health Foundation as well as select advisory members to assure representation of
stakeholders that have had a history of working with oradvising AHCT. In particular, individuals
receivingthe surveyincluded organizations on ouradvisory group, members and participants of AHCT’s
Consumer Experience and Outreach Advisory Committee, members of Connecticut’s State Innovation
Model (SIM) Community Advisory Board, navigator and in-person assister organizations as listed on
AHCT’s website, and organizations that have presented at or beeninvolved with AHCT’s Board of
Directors meetings.

DATA ANALYSIS

Data on both versions of the M-HEAT were analyzed descriptively. In addition, common questions on
both tools were reviewed and analyzed together to identify points of agreement and disagreement
between the marketplace and community stakeholders about progress and performance toward health
equity. Withrespecttothe community stakeholdersurvey, questions pertaining to knowledge of AHCT
policy, procedures, or actions were reported toinclude ‘don’t know’ responses. However, for questions
of opinion or perception, ‘don’t know’ responses were excluded from analysis. We excluded dataon
questionswhere greaterthan 75% of respondents reported ‘don’t know’. Rates of ‘don’t know’ were
particularly high for questions pertaining to LGBTQ populations.

IN-PERSON BRIEFINGS

We presentedinitial findings from ouranalysis to AHCT's Board of Directors and to our Stakeholder
Advisory Committee on May 19, 2016. Feedback from these discussions helped to add depth and
dimensiontoaswell as ground findings in Connecticut’s marketplace reality. We have incorporated
substantive feedback from these meetings into our discussion and recommendations.
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M-HEAT COMMUNITY SURVEY RESPONDENTS

Of the 143 organizationsinvited to participate in the stakeholder survey, 64 (45%) responded. To
maintain the confidentiality of respondents, we did not collect any personal identifying information.
However, we did ask respondents to share information about their organization anditsinvolvement
with AHCT. Over onein four (27%) of respondentsindicated an affiliation with community-based or non-
profitorganizations, 23% with health centers or clinics, 22% with advocacy groups, 9% with hospitals,
8% with state or local agencies, and the remaining 11% comprised of respondents from research,
academia, healthinsurance, foundation, and other groups (Figure 1).

Figure 1. Organizations Responding to M-HEAT, by Type
= CBO or nonprofit

m Health centers ar dinics

Adwvocacy groups

79 o4

Did Mot Respond Responded = Hospitals

= St=te or local sgency

11% = Cther

Nearly 70% of organizations reported working in some capacity with AHCT on outreach, education, or
enrollmentand one inthree organizations said they were anavigatororin-person assister grantee of
AHCT’s at some pointoverthe lastthree years (Figure 2). In terms of otherinvolvement with AHCT, 31%
reported providing stakeholderinput, 24% were engaged in marketing, 16% provided some level of
language interpretation ortranslation assistance, and 13% reported involvementin strategicplanning
discussions.

Figure 2. In which of the following ways has your organization worked with
Access Health CT?

Outreach and education 69%

Enroliment 68%
Navigator or in-person assister grantee
Stakeholder input

Marketing

Language assistance and interpretation
Strategic planning

Evaluation

Other

0% 25% 50% 75%
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Surveyed organizations were asked to specifically identify which population groups they serve or target.
Over75% said they work with or target non-White populations. An overwhelming majority reported
targeting Blacks (94%), followed by Hispanics (89%), Whites (79%), and Asians (76%). Far fewer (66%)
reported that they worked to reach LGBTQ communities (Figure 3).

Figure 3. Which of the following populations does your organization work with or
represent?

Hispanic/Latino

White

Black or African American

Asian

Native Hawaiian/Pacific Islander
American Indian/Alaska Native
LGBTQ

Limited English Proficient

Other

0% 25% 50% 75% 100%
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RESULTS

In this section, we present datacompiled from AHCT and community stakeholders on marketplace
progress and performance toward health equity. Results are organized into six sections corresponding to
the six contentareas of the M-HEAT. Within each section, we first present objective dataand
information compiled from AHCT or through publicly available resources on programs and progress
toward equity. We then share AHCT’s perception of how well they are working to advance health equity
across the functions, followed by a discussion of community stakeholder perceptions. Where dataon
common questions exist, we compare how AHCT’s perception of performance compares to stakeholder
perceptions.

PART 1: ORGANIZATIONAL COMMITMENT TO HEALTH EQUITY

STRATEGICCOMMITMENT TO .
Figure 4. To your knowledge, has
HEALTH EQUITY AHCT adopted a formal

. . . commitment to health equity?
Since establishmentin 2011, Access Health CT was

among a handful of leading states that reflected
health equity tenets through its mission: “toincrease
the numberofinsuredresidentsin ourstate,
promote health, lower costs and eliminate health
disparities.”” Theirguiding principles also
underscored this priority: “the Exchange should work
to address longstanding, unjust disparities in health

. . 0,
access and outcomesin Connecticut.”® 54.4%

Despite this explicit commitment, many
community-based organizations (CBOs)—
including those on the ground charged with
educating individuals on the marketplace —
reported not knowing that AHCT has a
mission to address disparities or advance
health equity.

HYes M No HDon't Know

Amongstakeholderrespondents, only 54% were aware of this strategic commitment (Figure 4). And
when asked toreport how well they felt AHCT had communicated its commitment to health equity, just
under half (49%) of the respondents said this was communicated wellorvery well (Figure 5). While
AHCT reported thatits commitmentto health equityincreased since its creation, only 42% were aware
of this growingfocus as comparedto 58% who feltthe focus remained stagnantordeclined (Figure 6).

Advancing Health Equity in the Health Insurance Marketplace 13



Figure 5. How well would you say Figure 6. Since its establishment,

AHCT has publicly communicated its would you say AHCT's formal
commitmentto health equity? commitmentto health equity has...
15.6% 5.3%

41.9%
48.9%

35.6%

B Notatall ™ Somewhat M Well/Very well B Decreased ™ Not changed M Increased

In efforts tointentionally raise awareness around this priority, AHCT released a new three-year strategic
plan, whichincluded amongitsfive pillars the goal of reducing health disparities in the state. Amongthe
efforts highlighted in the plan were to:

e Buildstrategicalliances with organizations to address consumer concerns;

e Utilize the All-Payer Claims Database (APCD)and demographicrisk factors to understand
customerdisparities;

e Facilitate healthcare disparityresearch through the use of APCDin Connecticut;

e Partnerwith state agenciestoaddress disparitiesin health care; and

e Target marketing effortsto assure access to quality, culturally competent care forunderserved

and hard to reach populations.

GOVERNANCE, LEADERSHIP, AND WORKFORCE

AHCT has beenamongleading marketplaces working to assure diversity inits workforce, as its 2012
Annual Report documents:

The Exchange will attempt through recruitment efforts to increase the number of highly qualified
female and minority applicants who apply for each vacancy with the ultimate goal that the
Exchange’s workforce will mirror the diversity of the labor pool. Additionally the Exchange will
attempt to reach a greater number of Hispanic, African American, Asian/Pacific Islander and
Native American potential applicants by contacting organizations and educational institutions
that promote the interests of such individuals and attending job fairs and other events where
potential exposure to qualified female and minority applicants is high.®

Board, Leadership, and Staff Diversity. When asked to reflect on the diversity of its workforce, AHCT
reported thatits board of directors and executive leadership were only somewhat representative of the
individuals covered by qualified health plans. However, the diversity of its staffingand call center
personnel was closely aligned with peopleserved (see Figure 7 for AHCT-reported data on staff and
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service population diversity by race/ethnicity). AHCT reported not collecting data by other measures of
diversity, such as genderidentity or sexual orientation.

Figure 7. Racial and Ethnic Composition of AHCT Board, Leadership, Staff and

People Served, 2016
100%
80%
60%
40%
20%
0%
Board Leadership Staff People Served*
(N=13) (N=12) (N=102) (N=72,060)
H White M Black or African American M Hispanic or Latino
M Asian or Pacific Islander ® American Indian/Alaska Native Other

*Note: Race/ethnicity of “people served” is measured by race/ethnicity of primaryapplicantinthe household.
Source: Data provided by AHCT in May 2016.

When community stakeholders were asked the same question on marketplace workforce diversity, their
responseswere somewhatinlinewith AHCT s in thattheytoo felt that staff and call center personnel
were more reflective of target populations than the board or leadership. Whereas 51% and 38% of
respondentsfeltthatservice centerand other staff, respectively, were very or mostly reflective of
racial/ethniccomposition of target populations, only 20% felt this was the case forboard and leadership
(Figure 8). Importantly, there was at least some acknowledgement among stakeholders that
AHCT was a racially and ethnically diverse organization with very small percentages feeling
diversity did not exist at all in staffing or call centers. When asked to report theirperceptions
about LGBTQ workforce diversity at AHCT, the majority reported not knowing.

Figure 8. How representative do you feel Access Health CT’s leadership and staff
(including subcontractors) are of the racial and ethnicdiversity of individuals
eligible for qualified health plans?

100% -
75% -
50% -
25% -
0% -
Board of directors Executive and Service or call centers Other staff
management

B Very/Mostly M Somewhat/A little ™ Not at all
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AHCT and stakeholders were also also asked to
reporton whetherworkforce diversity changed
since establishment. AHCT indicated that
racial/ethnicand linguisticdiversity had increased
(reporting noinformation on LGBTQ
representation). About one-third of stakeholder
respondents agreed whilethe majority felt that
leadership and staff diversityhad generally stayed
the same (Figure 9). Fewerthan one quarter of
respondents provided ananswerto the question
about change in LGBTQ diversityinleadership and
staff (notreported here).

Workforce Diversity Policies. Beyond its strategic
commitmentto workforce diversity, AHCT
reported having policies and proceduresin place
to recruitand retain a diverse and culturally
competentworkforce. In particular,in 2012, AHCT
implemented an Equal Employment Opportunity
and Affirmative Action policy and also putinto
place various recruitment strategies to assure
diversity—e.g., working with recruitment agencies
that routinely search fordiverse candidates.°
AHCT also publicly reports metrics on staff
diversity onaquarterly basisincluding
male/female ratio of staff along with percentage
by ethnicity.*

When asked how effectivethese policies have
beeninachievingtheirgoals, AHCTfeltthey were
very effective. By comparison, nearly 86% of
community stakeholders were unaware of these
policies (Figure 10).

Dedicated Staff for Health Equity. AHCT reports
that itdoes not have an explicit position
dedicated to equity objectives. Instead they
suggest that “resolving health care disparity takes
a multi-pronged approach requiring coordination
of marketing, operations, human resources, and
otherfunctional areas within AHCT. The senior
leadershipisallinvolved in coordinating this
effort.” Thisislikely the reason why the majority
of respondents said they did not know whether
AHCT had a dedicated point person on health
equityissues.

Figure 9. To what degree would you say
AHCT's leadership and staff diversity
has changed since establishment by:
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Figure 10. Are you aware of any current
policies and proceduresin place at
AHCT to recruit and retain a diverse and
culturally competent staff?

14.3%

44.9%

40.8%

B Yes M No M Don't Know
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FINANCIAL COMMITMENT TO HEALTH EQUITY

We asked AHCT to report whether it forecasts,
allocates, orrecords spending by populations of
need—specifically, racial/ethnic, limited English
proficient, and LGBTQ. AHCT reported that
accounting procedures made it difficult to assess how
much of its annual spending was dedicated to these
populations specifically and forthe health equity
priority generally. Inaddition, AHCT shared that their
efforts generally work to reach the population at-
large, andin so doing are inclusive of working to
reach specificcommunities of concern.

We asked stakeholderstoreportthe extenttowhich
they feel that AHCT has made a financial
commitmentto health equity. Nearly one-third of
respondents perceived this commitment to be
notable as compared to 68% feelingthe commitment
was small ornonexistent (Figure 11).

When asked to share their perceptions on the
importance of allocation of financial resources
by diverse population groups, an overwhelming
majority (over 90%) said this was important by
race/ethnicity, language, and for LGBTQ
populations (Figure 12).

AHCT’s budgetin fiscal year (FY) 2016 was $32.6
million.’? While the initial establishment of the
marketplace was supported by federal funding, the
requirementto be self-sustaining by January 1,
2015,*3 modified AHCT’s sources of support from
being primarily federally funded to relying heavily on
Marketplace Assessment Revenue, asis expected for
state-based marketplaces across the country. AHCT
was the first marketplace in the nation to become
financially self-sustaining.'* By 2017, grants will
comprise only 6% of AHCT’s funding sources
(including afinal federal grant that culminateson
December 15, 2016). As current financial accounting
includes line-items related to marketing, outreach,
training, and otherfunctions there may be
opportunity for AHCTto buildinthe ability to
measure dollars within these functions devoted
specifically to educate, enroll, and retain different
diverse population groups.

Advancing Health Equity in the Health Insurance Marketplace

Figure 11. To what extent has Access
Health CT shown a financial
commitment to health equity?
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H Not at all

Figure 12. How importantdo you feel it
is for Access Health CT to allocate

resources by the following populations...
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PART 2: PLAN MANAGEMENT AND HEALTH EQUITY

ACTIVEPURCHASING

We soughtto understand whether AHCT was an active purchaserand what plan management-related
initiativesithasin place to address disparities. Active purchasers are often defined as marketplaces that
engage in “selectively contract[ing] with carriers, set[ting] tougher participation criteriathan the federal
standards and/or negotiat[ing] price discountsin orderto effectively serve consumers.”*> AHCT
documents that “Connecticut's [qualified health plan] certification requirements reflect a strong ‘active
purchasing’ approach on the part of the Exchange, meaning requirements and participation guidelines
have been structured to make sure carriers offer products and services that align with the needsand
interests of the State's residents and small business owners.”*® However, because AHCT does not
negotiate rates, itdoes not consideritselfas an active purchaser. For thisreason, specificquestions
around active purchasing were not asked of community stake holder groups.

DATA REQUIREMENTS AND INCENTIVES

We asked AHCT to describe its programs and progress to collectand monitor health disparities data.
AHCT reported thatit asks applicants toself-report theirrace, ethnicity, and primary language spoken
on the AHCT enrollment application. However, over the past three years, this question hasyielded a
very high non-responserate (estimated at 35% in the third enroliment period). When asked whether
members are asked to report theirgenderidentity or sexual orientation, AHCT shared that this question
isnot on the enrollment application.

In efforts toimprove demographicdata collection, many states are establishing All-Payer Claims
Databases (APCD)—databases orrepositories that collect healthinsurance eligibility and claims
information from all health care payers statewide, including private health insurers, Medicaid, Medicare,
and children’s health insurance, among others. Connecticutisamong 18 states that have established an
APCD as of early 2016.17-*® Connecticut’s APCDis estimated toinclude 3.02 million covered lives (of the
3.58 million total population).® However, AHCT acknowledges that race and ethnicity datain eligibility
and claims files will likely be limited and availablefor only an estimated 1.6 million individuals.2? AHCT is
working with foundations, academicinstitutions, and other partners to explore ways to better collect
and, in some cases, impute race/ethniceligibility and claims data. !

HEALTH PLAN ACCESS AND NETWORK ADEQUACY

In effortstolearn the extentto which AHCT sought to ensure “network adequacy,” the M-HEAT asked a
series of questions of both AHCT and community stakeholders on this topic, including availability of
affordable health plansin each region; adequate number, types, and distribution of providers; assuring
timely access to care; and assuring health plans provide access to culturally and linguistically appropriate
services. AHCTresponded thatitwholly works to advance affordability and accessibility largely as
Connecticutis among states with specificstatutes that set standards or definitions related to network
adequacy.?? As such, the following standards are in place at AHCT regarding network adequacy:

e Essential community providers: By January 1, 2015, planssold on AHCT were requiredto
include 90% of federally qualified health centers (FQHCs)and 75% of essential community
providers as part of theirnetworks. 2* Forany carrier not meeting these standards, AHCT
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requires awrittenjustification and a plan moving forward for the carrier to meet these
standards.

e Adequate geographicdistribution of providers: In late 2014, AHCT reported subscriberaccess
to providers—thatis the percent of subscribers with at least one provider within 5and 10 miles
of subscriber’s address. Its assessment suggests that while over 90% of subscribers across all
carriersin AHCT have access to primary, pediatric, and behavioral health within 5miles of a
subscriber’s address, thisis not the case for many carriers offering specialty care —with greatest
5-mile access gaps seen foroncology services.?

¢ Availability of affordable health plan options: In 2013, AHCT’s board undertook revisions to
standard plan designs that would secure the affordability of care in the marketplace.?> The
marketplace generated affordability impact projections for various plan designs for families at
incomes between 133-400% of the federal poverty level (FPL),and the board approved plan
designs that maximized affordability for these subsidy-eligible families. In particular, staff and
board soughtto minimize potential exposure to exorbitant out-of-pocket costs for families
enrolledinlow-premium/high-deductible plans, recognizing the impact of high out-of-pocket
spendingis substantially more severeatlower income levels.

When stakeholders wereasked to offertheir knowledge of network adequacy and access-related
concerns, nearly one-third reported not knowing (Figure 13). However, among those who had
knowledge of these concerns, about half felt that AHCT assured that plans were affordable and included
arange of care settings, including FQHCs and other essential community providers. Between 45-47% of
respondents felt that qualified health plans assured timely access to care and provided an adequate
numberand geographicdistribution of providers. Less certainty was voiced about plans providing
adequate culturally and linguistically appropriate services—only 39% felt this was mostly or to a great
extentassured.

Over 17% of respondents felt that AHCT has not assured the availability of affordable plans
and another 31% said that they feel AHCT has only somewhat or a little assured affordability.

Figure 13. Based on your knowledge and experience,
to what extent does Access Health CT assure...
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Providers are geographically distributed

QHPs providing CLAS 8. L0 48.4% 9%
Adequate care settings available 4.82 3.7% 6 59
Adequate number of providers 409 0 40.6% 6
Affordability of plans 4 Z
0% 20% 40% 60% 80% 100%

B To a great extent/Mostly B Somewhat/A little B Not at all
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PART 3: COMMUNITY ENGAGEMENT AND COLLABORATION

COMMUNITY STAKEHOLDER ENGAGEMENT

The ACA requires that marketplaces consult with
certain groups of stakeholders as they establish and
implementtheirprograms. One such group of
stakeholders are “advocates forenrolling hard-to-
reach populations,” including individuals who need
culturally and linguistically appropriate services.
When asked about these efforts, AHCT reported that
it had formed several committees comprising diverse
representatives fromvarious racial/ethnic
backgrounds and organizational affiliations. Recently,
it reported building relationships with over 305
community organizations, leaders, and influencers
representing and/orservingdiverse population
groups. ® Figure 14 provides aracial and ethnic
breakout of populations served by partnering
organizations.?” Inaddition to engagement with
community stakeholders, AHCT made efforts during
the second enrollment period to engage with the
publicthrough a variety of promotional avenues,
including community events, social media
platforms, and a series of radio advertisements
promoting family activities across the state.

Beginningin 2012, AHCT conducted a series of

Figure 14. AHCT Stakeholders by
Group Represented

African
American
2%

Asian
Arnerican
0%

Data source: AHCT Board of Directors Meeting, March 17, 2016.
Note: ‘Other’ includes YMCA/YWCA, Boys & Girls Club, Big
Brothers Big Sisters, Jewish Family Services, women’s centers,
community centers, etc.

statewide events called Healthy Chats, which were renamed Community Chats by the end of the third
open enrollment period. The Healthy Chats/Community Chats Series has been geared toward
“educat[ing] community leaders and organizations about the exchange so they can promote AHCT’s
mission to the constituents and communities they serve and to establish long term relationships with
the community.”?® Community Chats are delivered throughout the state in one-hoursessions, starting
with a 20- to 30-minute PowerPoint presentation on AHCT and its enrollment process, followed by
questions and a publiccomment period. As many as 15 Healthy Chats/Community Chats have been
convened each yearsince the initiative was launched.?°2° Following the transition to Community Chats
inearly 2016, AHCT had engaged 129 community leaders and influencers at 11 Community Chats, with
six more Community Chats scheduled through January 2017. In June 2016, the marketplace announced
plansto hosta Community Conference featuring networking opportunities, workshops, and strategy
development sessions to engage community groups in planning to help residents obtain coverage and

remain enrolled.3132

Recognizing the many community engagement programsin place, we asked AHCT and community
stakeholderstoreflect ontheirexperiences and perceptions of the nature and frequency of engagement
across a range of marketplace functions. We were particularly interested in understanding perceptions
of engagement for different racial/ethnicgroups as well as for limited English proficientand LGBTQ

populations.
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Overall engagement to inform marketplace policies and decisions. We asked AHCT to reportthe
extenttowhichitengages specificdiverse population groups toinform marketplace plans, policies, and
decisions. Staff reported that it mostly orto a great extent engages representatives from the following
communities: White, Hispanicor Latino, Black or African American, Asian, multi-racial, and LGBTQ. AHCT
acknowledged opportunities forimprovementin further engaging representatives from Native
Hawaiian/Pacificlslanderand American Indian/Alaska Native communities by indicating that itonly
somewhat engagesthese populations.

We also asked community stakeholders toreport the extent to which they feltthat AHCT engaged
representatives from diverse communities toinform plans, policies, and decisions of the marketplace.
A majority of surveyed stakeholders felt that Whites were more often engaged to inform
AHCT’s policies and decisions than other non-White groups (Figure 15). Forexample, whereas
87% reported that Whites were engaged, just below two-thirds reported that Hispanics and Blacks were
engaged and 39% reported that Asians were engaged. Moreover, fewer than half who responded felt
that limited English proficient populations were mostlyorto a great extentengaged, and even fewer
(justone inthree) reported that LGBTQ populations were engaged toinform AHCT’s policies and
decisions.

Figure 15. To what extent do you feel AHCT has engaged representatives of the
following diverse communities to inform plans, policies, and decisions of the
marketplace?
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We asked AHCT to report the avenues by which it

engages diverse community representatives and how Fig“re 16. Whef‘ "eede‘_" how often are
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reported thatinterpreterservices were provided at stakeholder meetings, with more than half saying
they were unsure of whetherinterpreter services were available (Figure 16).

Community engagement on needs assessments. AHCT reported engaging all groups of diverseracial,
ethnic, limited English proficient, and LGBTQ stakeholders very often to assess and identify relevant
community needs. However, when community stakeholder groups were asked how often
AHCT engaged them to identify community needs and information, only between 32% to 42%
across the various groups agreed with AHCT’s perception (Figure 17). Further, there was
variationinresponses by race and ethnicity. Whereas 42% of stakeholders felt that Whites had been
engagedtoidentify community needs, 37% felt this was the case for Asians, 35% for Hispanics or
Latinos, and 32% for Blacks or African Americans (Figure 14). However, across the board, surveyed
community stakeholders were more likely to report that diverse stakeholders were sometimes/rarely
engagedthan very often/always.

Figure 17. How often has Access Health CT engaged community stakeholders
representing the following populations to obtain feedback on community
needs, preferences, and barriers related to coverage and access?
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Community engagementto inform marketing. When it came to AHCT’s perception of community
stakeholder engagement on marketing, the marketplace again reported that they engaged diverse
community representatives very often across all racial, ethnic, limited English proficient,and LGBTQ
groups. The proportion of respondents agreeing with AHCT’s perception was even smaller for
this question, with only between 24% and 29% feeling that AHCT very often engaged diverse
community representatives to inform marketing (Figure 18). Stakeholders felt that Hispanics or
Latinos and Blacks or African Americans were least engaged in marketing conversations as 15% and 14%,
respectively, noted no engagement of these groups in marketing (as compared to 5% and 6% saying
Whites and Asians, respectively, were not at all engaged).

Community engagement on education and outreach. AHCT alsoreported that they very often engaged
community stakeholders to obtain feedback on education and outreach. However, only one infour
stakeholderrespondents agreed with this perception (Figure 19). Infact, by comparison, roughly three
times this numberreported engagement on education and outreach occurring never, rarely, or
sometimes. Perceptions of engaging Hispanics or Latinos and Blacks or African Americans toinform
outreach and education once again trailed behind all othergroups.
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Community engagementon evaluation. AHCT reported its engagement with stakeholders to evaluate
programs and policies also occurred very often. The majority of community stakeholder respondents
indicated thatthey did not know how often this occurred. Of those with knowledge or experience,
between 21% to 28% across all groups felt that diverse stakeholders were engaged toinform program
evaluation (Figure 20).

Figure 18. How often has Access Health CT engaged community stakeholders
representing the following populationsto obtain feedback on marketing?
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Figure 19. How often has Access Health CT engaged community stakeholders
representing the following populations to obtain feedback on education and

outreach?
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Figure 20. How often has Access Health CT engaged community stakeholders
representing the following populations to help evaluate its programs and policies?
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INCORPORATION OF STAKEHOLDER FEEDBACK

Following questions on scope of engagement, AHCT was asked how oftenitincorporated feedback from
diverse communities into future decision-making and programs. AHCT’s response was that feedback
was incorporated very often. Few community stakeholder respondents agreed with this
assessment. In addition, perceptions of feedback incorporation varied by race/ethnicity.
Whereas 38% of stakeholders felt that feedback from Whites was incorporated, just 29% felt this was
the case for Asians, and 26% for Hispanics or Latinos and Blacks or African Americans (Figure 21). Onein
fourreported thattheyfeltthat feedback from limited English proficient populations was incorporated
into AHCT decisionsand programs.

Figure 21. How often would you say that Access Health CT hasincorporated
feedbackinto its decisions and programs from the following diverse communities?
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TRIBAL CONSULTATION

The Affordable Care Actand federal regulations require states with federally-recognized American
Indian Tribes located within a marketplace’s geographicareato engage in regularand meaningful
consultation and collaboration with such tribes and tribal officials on all marketplace policies that have
tribal implications. AHCT confirms havingsuch a plan and stated that early on it met with Indian tribes
on a monthly basis. Howeversince 2015 and pursuant to its tribal consultation policy, AHCT has been
consultingtribes asissues arise foreitherthe marketplace orthe tribes. From AHCT’s perspective, the
tribal consultation policy has been effective at fostering tribal trust of AHCT, raising awareness about the
special marketplace provisions among tribal communities, informing tribe members of marketplace
policies affecting them, and facilitating the enroliment of American Indian tribes.

In additiontoits tribal consultation policy, AHCT also employs atribal liaison tasked with engaging with
tribal representatives at least quarterly, informing each tribe of relevant policies and recommendations,
and receivinginformation from each tribe to assure that AHCT’s policies reflect the requirements of the
ACAand eachtribe’s needs. AHCT described the liaison as being responsive to the needs of the tribe and
reported thatthe liaison had been effectiveininformingand advising AHCT on the unique health care
coverage needs of the tribes, strategies to engage the tribesin culturallyand linguistically appropriate
ways, strategies tofostertrust between the tribes and AHCT, outreach and education programs to raise
awareness on ACA’s special marketplace provisions amongtribal communities, and strategies to
facilitate enrollment of members of American Indian tribes.

Due to a small number of respondents answering these questions, we are unable to report consumer
stakeholder perceptions on AHCT's tribal consultation policies and initiatives.

CROSS-SECTORCOLLABORATION

Beyond community stakeholder engagement,
the ACA and related regulations emphasize the
importance of consultingand working with
stakeholders representingarange of sectorsto
inform planningand operation of the
marketplace. AHCT reported doing sovery idaith
often with most stakeholder categories, but Department
only sometimes with behavioral and mental Do tnet 7%
health organizations, universities and research of Labor
institutes, foundations and philanthropies, and <1%
large and small businesses. AHCT responded

that its most effective partnerships have

been with community-based

organizations, faith-based organizations, Community
ethnic media, universities and research ()1304n7i;~?ti0n
institutes, and foundations and

philanthropies. The marketplace further
indicated thatit could do a betterjob engaging Community
hospitals and mediain languages otherthan Cotlege Commesce
Spanish and English, among others. AHCT % o
reported thatit has cultivated adiverse mix of

Figure 23. Types of Organizations, Leaders,
and Influencers Engaged in Collaborations
with AHCT
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Data source: AHCT Board of Directors Meeting, March 17, 2016.
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partnersthroughits continuous efforts toward community engagement and outreach. Nearly three
quarters of its documented organizational collaborations are with community organizations (47%) and
faith organizations (23%). Clinics, pharmacies, and hospitals represent approximately 10% of AHCT’s
collaborative partnerships. Publicinstitutions such as health departments, schools, libraries, and the
Connecticut Department of Labor comprise the remaining share of partnergroups.

When community stakeholder organizations were asked to rate the effectiveness of AHCT’s
partnerships and collaboration with other sectors, there was some acknowledgement of the
need to do better (Figure 24). The most effective collaboration was cited with philanthropies and
foundations, where 54% reported these partnerships were effective or very effective. Further 43% felt
partnerships with community-based organizations were also effective as compared to 34% reporting
they were somewhat effective and 23% saying they were not at all effective. Overtwo-thirds of
respondents feltthat partnerships with other sectors were only somewhat or not effecti ve (Figure 25).
Surveyed stakeholders felt that cross-sector collaboration was very important to betterreach and serve
diverse populations, with linkages to community organizations being most important, followed by
collaboration with ethnicand LGTBQ media, advocacy groups, publichealth, health care providers,
mental and social services, and small businesses.

Figure 24. How effective are existing Figure 25. How importantiis it for Access
partnerships between Access Health CT and Health CT to work with each of the
the following sectors/stakeholders following sectors/stakeholders to better
to reaching and enrolling diverse reach and enroll diverse, especially hard-
populations? to-reach populations?
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PART 4. NAVIGATORS AND IN-PERSON ASSISTERS

EVOLUTION OF AHCT’S ENROLLMENT ASSISTANCE PROGRAMS

AHCT’s navigatorand in-person assister (NIPA) program has evolved with time, asis generally the case
with many other marketplaces faced with dwindling federal funding. In 2013, AHCT awarded more than
$3 millionin grants to six organizations to serve as navigators (performing coordination but not
enrollment) and nearly 300 in-person assisters forthe first open enroliment, including organizations
reaching diverse communities. The marketplace divided the state into six regions, with each navigator
entity managing aseparate region, and with the number of assisters hired in each region based on the
proportion of uninsuredin thatarea.33 The navigator organizations created micro-regions to better
target different populations and races/ethnicities in their regions, which helped encourage collaboration
between community groupsinthose areas. Overall, this program achieved approximately 636,727
engagements, 31,769 enrollments, and outreach in 33 languages during the first open enrollment
period.?*

In additionto IPAs, the marketplace supported call centerrepresentatives, insurance agents/brokers,
and certified application counselors (CACs, often at pharmacies and other healthcare settings) who were
trained and certified by the state and available for enrollment assistance. A Best Practices conference in
January 2014 offered assisters the opportunity to share lessonslearned, and the marketplace created
regularnewsletters and webinars.3> The Connecticut Office of the Healthcare Advocate helped the
marketplace design the assister programs, handledifficult cases and problems, and write federal
grants.3®

However, by the second enroliment period as federal grants expired, the NIPA program was downsized
by 90%, from $3 millionin financial support to $180,000, covering 20 to 30 IPAs.3” Two navigator
organizations were appointed that had offices and assisters in multiple cities around the state. Since
there were notas many assisters available to visit communities, the marketplace elected to create more
enrollment centersforpeopletovisitforassistance, foratotal of 15. These included two permanent
storefronts along with 13 enrollment sites at libraries, agencies, and other publicplaces (thesesites
were called Community Enrollment Partners, or CEPs). Three foundations, the Connecticut Health
Foundation, the Hartford Foundation for Public Giving, and the Foundation for Community Health,
provided supplementalfundingto support an additional 35 assisters at community organizations around
the state, choosingindividuals whose valuablerole in enroliment was firmly established during the first
openenrollment period.3®

By the third enrollment period, AHCT’s enrollment assistance program had evolved and
become primarily centered in brick-and-mortar enrollment centers as opposed to in-person
assisters embedded in communities. Essentially, the focus shifted to having consumers come
to AHCT instead of AHCT going to consumers across communities. At the same time, the
marketplace has seen a growing role for its thousands of certified brokers. After budget
reductionsto the NIPA program between the first and second open enrollment, AHCT and the
Office of the Healthcare Advocate identified a key role for brokers to sustain connectivity
between AHCT and communities of color.?>? More recently, as AHCT moves along a trajectory
toward financial self-sufficiency, it has remained interested in supporting brokers for their potential to

attract non-subsidized customers into the marketplace.*® Through a competitive request-for-proposals
processinadvance of the third open enroliment period, AHCT formalized certified broker participation
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at enrollment events and storefront enrollment centers, selecting a cohort of certified brokers to deliver
at least 20 hours per week of services asassigned in these locations.*! Ability to assist customersin
languages otherthan English and a previous history of successful AHCT enrollments were considered in
the selection process.

Reductionsto NIPA program capacity were borne outin reduced NIPA enrollment figures, but broker
enrollments remained a consistent resource forin-person help. Inthe firstand second open
enrollments, 15% of qualified health plan enrollees completed their enrollment through an insurance
broker, comparedto 9% completing enrollment through anavigatororin-person assisterinthe first
openenrollment, and just4% in the second open enrollment.*2

NAVIGATORAND ASSISTERDIVERSITY

We asked AHCT and community stakeholder groupsto reflect ontheirexperiences and perspectives
with AHCT’s enrollment assistance efforts —including the initial NIPAprogram as well as the more recent
shifttoenrollmentcenters. When asked to report how representative the outreach and
enrollment assister organizations have been of culturally and linguistically diverse
populations, AHCT reported they were very representative across all three years. A large
majority of community stakeholders generally agreed with this statement when asked about
racial/ethnic representation of navigator and other enroliment assistance organizations
(Figure 26). However, there was a feeling that representation was somewhat lower by
language, and particularly for LGTBQ communities.

Figure 26. To what extent do you feel that Figure 27. To what extent do you feel that
navigator and in-person assister navigators and in-person assisters are
organizations were representative of the proportionally represesntative of the
diversity of AHCT's eligible populations? diversity of AHCT's eligible populations?
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When asked to reflect on the diversity of in-person assisters and otherindividuals providing enrollment
assistance, there was a perception among community stakeholders that these individuals were less
representative of populations being served than the organizations themselves. Nearly two-thirds felt
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that in-person and other assisters were representative of populations being served, whereas farfewer
(just below half) felt this was the case for LGBTQ populations (Figure 27).

CULTURALLY AND LINGUISTICALLY APPROPRIATE SERVICES

Final ACAregulations state that marketplaces

and theiroutreach and consumer assistance Figure 28. To your knowledge, are
programs must be accessible, including to those culturally and linguistically
whoare limited English proficient, by providing appropriate services such as
free language services thatinclude “(o)ral language assistance and interpreter
interpretation; written translations; and taglines services available year round?

innon-English languages indicating the
availability of language services.” ** Additional
regulations further specify requirements around
culture and language in training and standards
for assistance personnel.** Inaddition,
Connecticut’s legislation (Conn. Gen. Stat. 38a-
1087) alsorequires culturally and linguistically
appropriate services.

50.0%

We asked AHCT and community
stakeholder groups to reflect on CLAS
services offered through the marketplace.
AHCT reported it has been doing so since
inception and across the last three
enrollment periods. However, only half of
community stakeholders reported being
aware of this (Figure 28).

H Yes B No B Don't Know

TRAINING FORNAVIGATORS AND ASSISTERS

In preparation forthe first open enroliment, AHCT offered 33 hours of training for navigatorsand in-
person assisters, with topics explicitly covering achieving health equity in Connecticut, health insurance
literacy, and culturally and linguistically appropriate access, among otherimportant themes (Figure
29).%> In the latest enrollment period, however, training for new or first-time navigators and in-person
assisters supporting AHCT was reduced to 22 hours with varying number of hours for other types of
assisters and enrollers—service center staff were required 20 hours of training, certified insurance
agentsor brokersrequired 14 hours, certified application counselors required 13 hours, and other staff
were required toreceive 14 hours of training. The reductionsin training hours coincided with AHCT’s
transition frominstructor-led trainings conducted in classroom settings to an online learning
management system with modules designed for self-paced, convenient, and more efficient delivery of
training content.*

Training covered contentincluding the following: ACA 101; AHCT 101; assuring cultural and linguistic
appropriate access; ethical guidelines forcommunity engagement; outreach, education, and enrollment;
and othertopics.*” In addition, AHCT reported that training continues to explicitly coverthe CLAS
standards including the following questions:
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e Ways to build trust withthe consumer;

e Culturallyandlinguistically appropriate
communication;

e Non-discrimination;

e Timelyaccesstolanguage servicesand
working with interpreters;

e Avoidingbiasandstereotype;

e Maintaininggeneral knowledge about diverse
populations; and

e Workingrespectfully with diverse consumers.

When asked to rate the effectiveness of trainingin
advancing knowledge and skillsto serve diverse,
underserved, and hard-to-reach populations, AHCT
reported these efforts were effective especially as
evidenced by results from proficiency testingand
certification completion. Just six weeks afterthe
launch of AHCT’s new online learning management
systemin September 2015, 96% of lead brokers, 44%
of individual brokers, and 25% of certified application
counselorswere able to completethe trainings.

LANGUAGE ACCESS

One of the promising features of Connecticut’s NIPA
program during the firstopen enrollmentwas thatin-
person assisters spoke atotal of 32 languages, with
the ability to search online assisters by language.*®
Call centerrepresentatives spoke atotal of about 15
languages, and had access to a language line service
with ability to assist callers in 30 different languages.*®

Figure 30. How often would you say AHCT
was able to provideinterpreter services in
a consumer's requested language?

39.1%

60.9%

B Not atall M Sometimes/Rarely M Always/Very Often
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Figure 29. AHCT Navigator and In-Person
Assister Training Content by Topic, 2013

Topic: Achieving Health Equity in CT

a. Define the term social determinants of health;
b. Determine the impactof the social
determinants of health on CT’s uninsured,
underinsured and vulnerable populations;

c. Clarify howthe Navigators and In-Person
Assistor Programcanimprove health access and
coverage goals;and

d. Outlinekey principles of community capacity
building.

Topic: Health Insurance Literacy

a. Recognize the essential benefits of having
health insurance;

b. Classify key terms used in health insurance
(copay, premium, deductible, etc.);

c. Summarize how consumers can use health
insurancetoaccess healthcareand find a medical
home;

d. Differentiate the costs versus benefits of
havingor not havinghealthinsurance;

e. Clarify the appropriate usage of the Summary
of Coverage and Benefits Tool; and

f. Select the appropriatetool to use based on
given consumer engagement scenarios.

Topic: Cultural & Linguistic Access

a. Summarize the definition of Culturally and
Linguistically Appropriate Services Standards
(CLAS);

b. Select relevant policies and/or procedures that
demonstrate an organization’s compliance with
CLAS;

c. Recognize various forms of literacy;

d. Predict the potential barriers to consumers
caused by various forms limited to or low literacy
ingiven scenarios;

e. Recall the process to assess potential literacy
barriers;

f. Use the appropriatetool to address literacy
barriers in given scenarios;

g. ldentify appropriate methods to improve
health literacy among consumers;

h. Deconstruct one’s own cultural biases that may
impactyour interaction with consumers.

Source: Access Health CT Navigator & In-Person
Assister Training, May 16, 2013. Available at:
https://www.staterefo rum.o rg/sites/default/files
/ct_nav_and_ipa_course_syllabus.pdf
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Many outreach materials were available in Spanish as well as English, and enrollment checklists that
specified documentsto bringforenrollment were provided in more than 10 languages.*° Online
enrollment was availablein Spanish aswell as English in each open enrollment period. When we asked
community stakeholders to share their experience with interpreter services, nearly 61% felt
that interpreter servicesin a consumer’s requested language were very often or always
available (Figure 30).
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PART 5. MARKETING AND OUTREACH

OVERALL MARKETING STRATEGY

AHCT has made explicit efforts to address diversity, culture,and language in their marketingand
outreachinitiatives. Before the first open enrollment began, the marketplace launched outreach and
marketing campaigns including direct mail, social media, events, television, print, and other media. Staff
also attended events such as fairs, concerts, and Healthy Chat forums.> In fall 2013, the marketplace
focused marketing on Spanish-speakers and young people, and launched a campaign called Mercado de
Salud CT that included bilingual electronicand print ads, Spanish advertising on major Hispanic
television networks, and question-and-answer sessions with Spanish-speaking employees from the
marketplace on TV and radio shows.>? Marketplace staff found messages were initially appealing mainly
to those already wantinginsurance, so they shifted to using more messaging from Enroll Americaand
HealthCare.gov onthe value of insurance, and transcreated selected materials to appeal to more diverse
communities that were targeted the last few months of open enrollment.

AHCT conducted surveys and focus groups after the first open enrollment period, including with
Spanish-speakers, and used the results torefine its outreach strategies forthe second enrollment
period. Most of the remaining uninsured werelocated in several large cities, were young Hispanicor
African-American males, and were less likely to use traditional medialike daily newspapers and
mainstream TV networks. As such, the mediabudget was adjusted to targetlocal resources like adsin
community newspapers and local TV and radio stations. The messages were also tailored according to
feedback, such asincluding more information on affordability.>3°*

The marketplace introduced a mobile app for Android and iOS smartphones that more than 18,000
people downloaded and used to create accounts and buy unsubsidized plans.>* Italsointroduced “Tina”
on the firstday of the second open enrollment period, avirtual assistant on the website to help guide
and answer questionsin English and Spanish. Analytics showed thatindividuals who engaged with Tina
were nine times more likely to enrollthan those who did not.>®

Marketing activities in the third enrollment period and plans forthe next open enroliment have focused
more and more on transitioning consumers from coverage to care. In contrast to the firstand second
open enrollment, when 100% of marketing messages were structured around acquisition of new
members, AHCT’s mix of messaging shifted in the third open enrollment to 50% acquisition of new
members and 50% retention. These messages featured an increased emphasis on membertestimonials
on the importance of care they have obtained through theircoverage, and encouraging customers to
engage with AHCT s library of resources to help consumers learn more about using their coverage. In
advance of the fourth open enroliment, the message mix is expected to comprise only 15% new
memberacquisition and 85% retention, forthe first time incorporating an explicit disparities focus and
emphasizing health insurance literacy and the affordability of covered services once enrolled. For
example, some AHCT advertisements contained the message “Did you take advantage of your FREE
annual check-up?” (emphasis original). AHCT specifically designated African-Americans, Asians, and
Hispanic/Latinos as target audiences for marketing around the 2016-2017 open enrollmentcycle.>”

AHCT invested its $4.1 million marketing budget for FY 2016 ina multitude of mediatypesto continue
reaching diverse communities effectively. Single-sheet advertisinginserts were purchased in Hispanic
newspapersincluding Tribuna CT, La Voz Hispana, and El Sol, and African American/Caribbean
newspapersincluding Inquiring News, Inner City News, and Northend Agents. A 19-station radio
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campaign was launched for African American and Hispanicaudiences, using familiarlocal DJs as
endorsers. Despitea $1 million television spending reduction from the second to the third open
enrollment, television advertising remained the largest share of AHCT's marketing budget. Hispanic
television stations airing 30-second Spanish-language AHCT commercials included Telemundo, Univision,
and UniMas.>®

STAKEHOLDER ENGAGEMENT TO INFORM MARKETING

We asked both AHCT and community stakeholders to share their experience and perceptions about the
vetting process. When asked to report how often marketing messages and materials were vetted by
community members orrepresentatives to ensure cultural and linguisticappropriateness, the
marketplace acknowledged variation by population group by responding as follows:

e AlwaysforWhites;

e VeryOftenforHispanics, Blacks, and limited English proficient populations;

e SometimesforAsiansand LGBTQpopulations;and

e Notat all for Native Hawaiians/PacificIslanders and American Indians/Alaska Natives.

When community stakeholders were asked the same question, theytoo agreed that vetting of
marketing messages and materials varied by diverse population group. In general, stakeholders
confirmed that Whites were more often engaged to inform marketing than non-Whites
(Figure 31). Of the 39 respondents who offered their perspectives on LGTBQ populations, only
18% felt this group was engaged to vet marketing materials and messages.

Figure 31. Community Stakeholder Perception of the Degree to Which Marketing
Messages and Materials Were Vetted by Diverse Representatives

Hispanic or Latino Y7y
White -7 e LA
Black or African American YTV
Asian IEEEEFET 7w
Limited English Proficient HET NG Erm-
LGBTQ 2% B4A% 20/
0% 20% 40% 60% 80% 100%

B Always/Very often M Sometimes/Rarely M Not at all

Askedtoreporthow often community stakeholderfeedback

on vetting marketing messages was incorporated, AHCT felt Figurie 32.Community Perception of
they did so very often. In contrast, lessthan1in5 D I R R D e
community stakeholder respondents agreed with this Representatives was Incorporated

. L. to Enhance Marketing
assessment (Figure 32). The majority of stakeholders 18% e

(68%) felt that marketing-related feedback to improve B Never
cultural and linguisticappropriateness was rarely or = Rarel
only sometimes incorporated. are y(
Sometimes
M Very often/
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68%
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PART 6. MARKETPLACE OUTCOMES

OVERALL ENROLLMENT

A total of 116,019 people enrolled in qualified health plans offered through AHCT by the end of the third
openenrollment. However, as of April 2016, enroliment had dropped by nearly 11,000 to 105,437,
including roughly 8,000 customers who failed to effectuate their coverage by making theirfirst
payment.>® An additional 17,000 enrollees were given a 90-day grace period to verify personal
information by submitting supplemental documentation, which some enrollees may not have completed
by the deadline.®® Data presented inthissection are based on AHCT s initial report of enrollment
numbers.

Connecticut’s enroliment totaled 80,081 after the firstopen enrollment, 77% of whom received Advance
Premium Tax Credit subsidies. The remaining 22% enrolled without financial assistance, most likely
earningincomestoo high to qualify for tax credits. Enrolimentincreased by over 30,000 from the first to
second open enrollment, and rose by an additional 6,000 after the third open e nroliment. Virtually no
change occurred in the proportion of subsidized versus unsubsidized enrollees throughout the first three
enrollment periods. See Table 1.

Table 1. Number Enrolled in Subsidized and Unsubsidized Health Plans

by Enrollment Period
OpenEnrollment 1 Open Enrollment 2 Open Enroliment 3
Total Enrolled 80,081 110,095 116,019
Subsidized 61,939 85,179 90,619
Unsubsidized 18,079 24,916 25,400

Source: Data for Open Enrollment 1 from Access Health CT Board of Directors Meeting, May 22, 2014;
Data for Open Enrollments 2 and 3 provided by AHCT.

Two of AHCT’s four carriers will nolonger be Figure 33. Distribution of Consumers
sellingplans through AHCTin the fourth open Enrolled in Subsidized and Unsubsidized
enrollment, achange which could further Qualified Health Plans, 2016
threaten enrollment totals. UnitedHealthcare,
which has 1,477 AHCT customers currently
enrolledinits plans, announced itsintention
to depart AHCT beginningin the 2017 plan 80.0%
year.tIn addition, 11,300 more AHCT

100.0%

17 2.79
6.4‘% 6.34;

customers covered by the HealthyCT co-op i Other
plan are now setto lose their coverage on 60.0% ® Asian
December 31, 2016, afterthe co-op was s
deemed financially unsustainable by the 40.0% ac
ConnecticutInsurance Department and B Hispanic
orderedto cease operations atyear’s end.®? B White

In both cases, enrollees will have to returnto 20.0%
the marketplace, shop, and activelyrenewin
orderto avoid becoming uninsured.

0.0%
Unsubsized Subsidized

Data source: AHCT, 2016 Note: Respondents with missing
race/ethnic data are not included in the denominator.
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Enrollment by Race and Ethnicity. Enrollmentin subsidized and unsubsidized plans varied largely by
race and ethnicity. As of the third open enroliment, a greater proportion of Whites were
enrolled in unsubsidized (79%) plans than subsidized (63%) when compared to their non-
White counterparts (Figure 33). Over twice as many Hispanics and Blacks were enrolled in
subsidized coverage than unsubsidized. For Asians as a whole, their rate of enroliment was
near equal between unsubsidized and subsidized.

However, when broken out further by Asian subgroups, differences in enrollmentin
subsidized and unsubsidized plans emerged (Figure 34). Forexample, the rate of enrolimentin
subsidized plans forVietnamese (87%) was considerably higherthan all other Asian subgroups and
comparable to rates of subsidized coverage among Hispanics (89%) and Blacks (88%). Such a findingis
often masked when only considering enrollment for the overall Asian population (77% of whom were
enrolledinsubsidized plans). Asians of Indian descent had the highest rate of enrollment in unsubsidized
plans (28%).

Figure 34. Percent Enrolledin Subsized and Unsubsidized Qualified Health
Plans by Asian Subgroup, 2016
M Subsidized M Unsubsidized

Asian Indian Chinese Filipino Korean Vietnamese Other Asian

Data source: AHCT, 2016
Note: Respondents with missing race/ethnic data are not included in the denominator.

Enrollment by language. Data from the third open enroliment were available for publicreporting by 12
languages including English, Spanish, Polish, Mandarin, Portuguese, Russian, Vietnamese, French Creole,
Albanian, Arabic, French, and Cantonese. Nearly 70% of enrollees reported dataontheirpreferred
language. Amongthose preferring alanguage otherthan English, the large majority spoke Spanish
(82%), followed by Polish (5%), Mandarin (2%), and Portuguese (2%) (Figure 35). Publiclyreported data
by language and subsidy status were only available for English and Spanish. Generally, Spanish-
speaking individuals (96%) were far more likely to be enrolled in a subsidized plan as
compared to English-speaking (Figure 36).
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Figure 35. Percent QHP Enrollees
Reporting Language Preference
other than English, 2016

2%
2%
5%

82%

M Polish

M Spanish Mandarin

M Portuguese M Other

Figure 36. Distribution of Subsidized
and Unsubsidized QHP Enrollees by
Language

M Subsidized ™ Unsubsidized

English Spanish

Data source: AHCT, 2016 Note: Respondents with missing language data are not included in the denominator.

MARKETPLACE RETENTION AND
CHURN

Central to the success of healthinsurance
marketplacesisassuringthat coverage is stable and
lasting overtime. Particularattention has been given
to retainingindividualsin coverage and preventing
churn, defined as the “tendency forpeople tocycle
on and off coverage as a result of changing work,
family, and otherlife circumstances.”® AHCT
monitors and reports retention and churn data,
including asking related questions on their consumer
satisfaction survey that ask respondentsto reflect on
theirsatisfaction, behaviors, and attitudes toward
enrollment and coverage.

In 2015, AHCT’s consumer survey was administered
by phone among 1,142 primary enrollees (including
new, renewed, and leavers).®* Of the total
respondents nearlyone infourreported leaving
AHCT, of which 37% remained uninsured. Whites
who left AHCT were more likely to have other
insurance rather than remaining uninsured
(68% vs. 44%, respectively).®® In contrast, a
larger proportion of Hispanics (24% vs. 16%),
Blacks (13% vs. 9%), and others (11% vs. 4%)
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Figure 37. Percent Leavers with
Other Insurace Vs. Leavers Who
Remain Uninsured by
Race/Ethnicity, 2015
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Data source: The PERT Group. Access Health CT:
Enrollee/Leaver Satisfaction and Understanding
Study. July2015.See page 78.
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were uninsured than covered by other health insurance once they left AHCT (Figure 37).56In
addition, leavers without any other health insurance were more likely to have less education. Whereas
25% of those with a high school diploma orless churnedinto some otherhealthinsurance, nearly 45%
remained without coverage.®’ Inaddition, in considering populations who were least likely to re-enroll
ina qualified health plan offered through AHCT, variation existed by race and ethnicity, where onein
five Black respondents said they were unlikely to re-enroll(arate considerably higherthan all other
groups).®

The report suggested that “those who indicate the strongest likelihood of re-enrolling have
more positive perceptions of AHCT than those who are not likely to re-enroll. Efforts to close
some of the larger gaps in perception may help secure stronger re-enroliment numbers.”%°

COMMUNITY STAKEHOLDER PERCEPTION OF ENROLLMENT

Recognizing the sizeableracially, ethnically, and linguistically diverse populationin the marketplace
service area, we asked community stakeholders to report how well they felt AHCT performedin
reachingand enrolling specificdiverse populations. Stakeholder responses varied by race and
ethnicity, with two-thirds feeling that performance was at least very good for Whites as
compared to only one-third feeling performance was very good for Hispanics, Blacks, and
limited English proficient (Figure 38). Rating of performance was lowest for LGBTQ.

Figure 38. Community Perception of AHCT’s Performance in Reachingand
Enrolling Diverse Population Groups

100%

75%

50%
67%
25%
0% . .
Hispanic or Latino White Black or African  Limited English LGBTQ
American Proficient

B Excellent/Very good Good M Fair ™ Poor

Note: Data on Asians not reported due to missing data during data collection.

MARKETPLACE “COVERAGE TO CARE” ACTIVITIES

While education and enrollment were among primary responsibilities of health insurance marketplaces,
more recently the focus has shifted to “coverage to care” —that is assuring that enrollees have the
knowledge, skills, and understanding on how to use their coverage and establish a usual source of care
to access services when needed. Through theirconsumersurveys, AHCT monitors the extent to which
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enrollees have accessed care, along with the knowledge and satisfaction with related education
received. Datafromthese surveys overthe lasttwo enrollment periods suggest some interesting
patterns. First, thatin 2015, while nearly two-thirds of surveyed consumers reported using their health
insurance, nearly one inthree reported not doing so. Secondly, healthinsurance usage from 2014 to

Figure 39. AHCT Customers who Figure 40. AHCT Customers who
Used Health Insurance Visited a Primary Care Physician
2% 1%
100% 100%
80% 36% 80% 3% 36%
60% 60%
40% 74% 64% 40% 76% 71%
20% 20%
0% 0%
2014 2015 2014 2015
HYes MNo mDon'tknow/refused HYes mNo = Don'tknow/refused

Data source: The PERT Group Enrollee/Leaver Satisfaction and Understanding Study, 2015

2015 declinedamongthose enrolled in qualified health plans. Whereas 75% of those surveyed used
theircoverage in 2014, that rate droppedto 64% in 2015. Trendin declining utilization is further
supported by the survey’s question on whether consumers have a usual source of care (or primary care
physician). Whereas 76% reported havinga primary care physicianin 2014, that proportion dropped to
71% in 2015.7°

While acomplex host of barriers may be playing outinimpacting access to care once covered, education
and assistance to help consumersunderstand and use their coverage may also have a role. AHCT’s
2015 consumer survey found that non-White individuals were less engaged customers than
their White counterparts. In fact, fewer (30%) of non-Whites (Blacks, Hispanics, and Others)
reported both having used health insurance and having a primary care provider as compared
to nearly double (54%) saying they have not used health insurance and do not have a primary
care provider.’!

Figure 41. AHCT Customer Engagement, by Race/Ethnicity
100%

11% [ 8% |
80% 17%
60% 48%
0,
40% 69%
20% 32%
0%
Used insurance Used insurance Have not used insurance Have not used insurance

Have primary care physician No primary care physician Have primary care physician No primary care physician

B White or Caucasian M Hispanic African American or Black M Other
Data source: The PERT Group Enrollee/Leaver Satisfaction and Understanding Study, 2015
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AHCT reported providing education and assistance to help consumers understand and use their health
insurance, including a growing shiftin marketing messages to push education and understanding of
healthinsurance. They shared specificexamples of education-related efforts including educational
webinars, communitychats, educational collateral and mass media, consumer decision tools, among
othersto advance knowledge and understanding of consumer coverage. In addition, they reported
assistance being offered in English, Spanish, and over 100 languages over the phone. When we asked
community stakeholders to respond to these questions, we received mixed responses. Whereas 41% of
stakeholders reported knowing about AHCT’s education and assistance to help consumers understand
theirhealthinsurance and how to use it, 59% are unaware of such efforts. Of those who know about
these programs, over two-thirds are aware that assistance is available in languages otherthan English.

Figure 42. To your knowledge, does Figure 43. Is this education and
Access Health CT provide education and assistance on how to use coverage
assistance to individuals who need help provided in languages other than

understanding how to use their Engilsh?
coverage?

25.0%

41.0%

6.3%

25.6%

HYes M No M Don'tknow HYes B No M Don't know
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DISCUSSION

The Marketplace Health Equity Assessment Tool was designed with the purpose of helping health
insurance marketplaces and their community stakeholders mutually identify strengths, gaps, and areas
of opportunity forassuring thatall eligibleindividuals and families, regardless of their race, ethnicity,
gender, orother personal and community circumstances, have access to coverage and care. The pilot
administration of the M-HEATin Connecticut between October 2015 and May 2016 revealed a plethora
of key findings that suggest that AHCT is well onits way—and amongleading state marketplaces—in
working explicitly to advance health equity. At the same time, there are many opportunities tofill gaps
and improve coverage and access, while assuring a healthier Connecticut.

In this section, we summarize and organize key findings into two broad areas: Mutually Identified
Strengths and Successes, reflecting on points on which both the marketplace and stakeholders agree
have seen positive progress advancing health equity; and Differing Perceptions and Realities, describing
where the marketplace and stakeholders differin their perceptions of health equity progress. The
section that follows discusses athird theme, Areas of Opportunity Moving Forward for AHCT and its
community stakeholders, building on our discussions from the May 19, 2016, in-person briefings with
various state players. Finally, we reiterate that ourfindings are notonlyintended toinform
Connecticut’s progress and next steps, but also to serve as a reference for other states around the
country workingto betterintegrate, monitor, and advance health equity priorities.

MUTUALLY IDENTIFIED STRENGTHS AND SUCCESSES

As M-HEAT results suggest, there are atleast three areas that AHCT and community stakeholders both
acknowledge are strengths and successes of the marketplace in advancing equity. Theseinclude a
strategiccommitmentto health equity; commitment to staff diversity; and AHCT’s cutting-edge
technology, education, and resources.

Strategic commitment to health equity. Central to working to advance health equity is astrategic
commitmentto this priority, including the establishment of goals, policies, and accountability measures
that are infused throughout an organization’s planning and operations.”> AHCT has been amongleading
healthinsurance marketplaces across the country to explicitly address and advance health equity. Our
previous reports have documented this commitment overthe years since 2013.737475> And more
recently, AHCT has strengthened this focus by infusing health equity and disparities reduction objectives
across its primary functions (plan management, dataand analytics, customer support, finance, human
resources, information technology, legal and policy, and marketing and sales) as presentedinits new
three-yearstrategicplan. Many of AHCT’s community stakeholders recognize this commitment
especially asour survey found that more than half agreed that this focus existed. However, nearly half
of the stakeholders also suggested that there was a need to better communicate this commitment
publicly. Indiscussing these findings in person with many of the stakeholders, there was afeeling that
while committing to health equity in written plans and procedures is afoundational first step, more
must be done to assure this priority is reflected in action.

Leadership and staff diversity. There was considerable agreement between AHCT and stakeholders
aboutthe importance of and progress toward achieving diversity within the workforce —including board
of directors, executive leadership, staff, call center personnel, and othersin the front lines working to
assistand enroll individualsin coverage. Both AHCT and stakeholders agreed that frontline staff—
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including call center personnel, those helping at enrollment centers, and individuals who once assisted
as part of the in-person assister program—were all very reflective of the demographic composition of
marketplace-eligible populations. There was also agreement, however, that the organization’s
leadership (including board and executive staff) was somewhat less reflective of the populations being
served—and both acknowledged opportunities to do better toincrease diversity. These findings, and
mutual acknowledgement, are important as research strongly suggests that providerand consumer
concordance especially in health care leads to better communication, satisfaction, and adherence.”®’?
As AHCT grapples with concerns overretentionandits “leavers,” especially among non-White
individuals who disproportionately leave and remain uninsured, there may be some value in further
strengtheningthe diversity of the organization to publicly reflectacommitment and sensitivity to the
needs of these hard to reach and retain groups.

Cutting-edge technology, education, and resources. AHCT has been on the cutting edge of offering
consumers a range of educational and technical resources toimprove understandingand enrollmentin
coverage. Innovative enrollmenttools like “Tina,” AHCT’s online virtual assistant, help minimize
roadblocks forthose completing enrollment on theirown through the website. AHCT’sindependent
innovations are complemented by arobust network of community partners, storefront facilities, call
centerstaff, and other personnel equipped to provide efficient, culturally competent, and linguistically
accessible servicesin personorviatelephone. AHCT has anticipated the growing need to transition
customers from coverage into care, especially those who had been chronically uninsured in the past and
have minimal experience navigating the health care system. AHCT’s web resources for those seeking to
learn how to use their coverage, some mailed to consumersand even more available onthe AHCT
website, provide a plain language orientation to basicinsurance terms, explain the process of locatinga
doctor, and remind consumers of the affordability of many essential preventive services. Many
stakeholders acknowledge the promise of these efforts, and have expressed eagerness to help AHCT
cultivate a culture of coverage among diverse consumers by seeking opportunities to advise in the
development of new efforts orenhancement of existing efforts (such as health fairs, community events,
and otheroutreach initiatives) in partnership with AHCT. They also reiterate the important role that
community stakeholders can play to bridge to underserved and hard-to-reach communities—aneed
that was most recently reflected as the marketplace sought to reach 14,000 individuals transitioning out
of Medicaid.”® With no attendees at theirfirst transition fairin Danbury, AHCT acknowledged the need
to “get word out” and do more.”

DIFFERING HEALTH EQUITY PERCEPTIONS AND REALITIES

While AHCT and community stakeholders acknowledged many strengths and assets for working to
advance health equity objectives, the two had differing perceptions about the importance and progress
inthree key areas: community stakeholder engagement and feedback loop, communication and
marketing, and financial commitment to equity. As many members of our Community Advisory Group
reiterated these concerns, we alsoincorporate theirfeedback in this section.

Community stakeholder engagement and feedbackloop. Perhaps the greatest difference in perception
and reality existed on the topicof community engagement. Whereas AHCT perceived its efforts to be
very effectivein engaging andincorporating feedback from stakeholders representing diverse
population groups, stakeholders had a much different perspective. Surveyed stakeholdersin this study
consistently reported that they felt that engagement by AHCT varied by population —with Whites being
engaged ata greaterlevel than all otherracial/ethnic groups; and LGBTQ representatives being least
engaged across all processes. And while AHCT reported that they very often integrated feedback from
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community stakeholdersintheir programs, policies, and decisions, stakeholders again felt differently.
Stakeholders feltthatwhen broughtto the table, theirfeedback was farlessincorporated and that level
of incorporation varied by race/ethnicity. In particular, alarge proportion felt that White voices were
more likely heard and incorporated than voices from other communities.

When we discussed thisissue in person with stakeholders, there was overwhelming acknowledgement
of the need to betterengage and improve communication with diverse community stakeholders. They
alsofeltthe need for AHCT to strengthen the feedback loop with stakeholders. Following are sentiments
that stakeholders shared:

There is no feedback loop. There are so many clients that never know resolution.So many who
have dropped out who never received responses back from AHCT... Feedback loop for brokers
and CACs must be created. And there’s another feedback loop needed for stakeholders.

Communication and feedback loopis a key one. And | also feel we need to have productive,
constructive,and transparentconversations. Need for accountability on both ends.

Advocacy groups have become unengaged due to AHCT’s lack ofinterest in providingtrue
outreach.

Communication and marketing. The overall disconnect in perception and reality between AHCT and
community stakeholders onanumber of questions suggests that there may be an underlying
communication gap between the two groups that may be straining what could otherwise be avery
strong, trusting, and productive relationship. As one stakeholder reiterated:

Perception is reality. If you have a group of community gatekeepers who have a negative
perception that is grounded by data, then that means that AHCT needs to do better or that there
isinformation-sharing thatneeds to be done.

Whereas half of the stakeholders feltacommitment to equity explicitly existed, the other half did not
have knowledge of this focus and less than half said that the equity commitment was communicated
effectively. On many other knowledge questions that were asked about AHCT programs, a large
proportion of surveyed stakeholders seemed to report a lack of knowledge or awareness suggesting that
while AHCT may have promising effortsin place, there may be greateropportunity toshine lighton
these efforts forgreater utility and impact.

In addition toimproving communication, many stakeholders felt that marketing to diverse audiences
could alsobe improved. Whereas AHCT feltits marketing strategy was working to reach target
audiences, stakeholders felt the need forgreater engagement and involvement of diverse populations
to vet messagesto assure their cultural and linguisticappropriateness and resonance with communities.

Financial commitmentto equity. Financial commitmentto health equityis central to advancing related
programs and policies, whilealso building financial accountability toward strategicand organizational
objectives thatwork to advance health equity. This was reiterated by stakeholders, one of whom stated:

This [financial alignment]is critical to measureand assureaccountability. Essentially, how will we
know that the marketplace is effectively utilizingresources toreach, enroll,and retain
particularly hard-to-reach populations?

Building financial commitment and accountability often involves the allocation, accounting, and
reporting of organizational, departmental, or program dollars by communities of need, whetherthey be
racial/ethnicorsome othertarget population group. While most at AHCT and among community
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stakeholders agreed about AHCT’s overall strategiccommitment to health equity, there seemed some
concernthat this focus did not wholly translate to a financial commitment which ultimately is necessary
to drive targeted programs and actions. Whereas over 90% of community stakeholders recognized the
importance of assuring thatfinancial resources are allocated and accounted according to population
need, AHCT acknowledged thatits current financing system did notallow for it to tease out resource
allocation or spending by specific population groups.

AREAS OF OPPORTUNITY

The M-HEAT is not only intended to establish abaseline forthe ongoing monitoring of progress on
health equity, butalsoto pairindependently collected data and perceptions from the marketplace and
its stakeholdersto drive ameaningful dialogue to identify assets and strengths as well as gaps and
opportunities toinform future policies and actions to make improvements. This initiative has uniquely
revealed anumber of opportunities forthe marketplaceand community stakeholders toaddressin
collaborationtoimprove outreach, enrollment, and retention —especially of hard-to-reach, diverse
populations who comprise alarger proportion of those remaining uninsured and churning out of
coverage in Connecticut. Inthis section, we identify five areas of opportunity that build on both the gaps
identified through the M-HEAT as well as our discussions with AHCT’s Board of Directors and community
stakeholders duringthe May 19, 2016, in-person briefings.

Embracing health equity as an organizational priority. AHCT has been amonga handful of leading
states with an explicit commitmentto health equity as written intoits charter since establishment. And
followingthe third open enrollment period, AHCT worked to further solidify thisfocusinits new, three-
yearstrategicplan that infused disparities reduction objectives across its primary functions. While a
formal, written commitmentis akey first step, assuring that health equity isembraced by the
organization—includingits people and inits resources—is critical to making progress and establishing
accountability. As experience from the health care field suggests, organizations successful inadvancing
health equity are not only those that understand and engage local communities, but those that build
organizational capacity by providing education and training on health equity to board members,
leadership, and staff, building health equity related measures into data collection and reporting, and
aligning funding and resources to health equity objectives.®° Alsoimportantis the understanding of
baseline readiness and progress of organizations to advance health equity —much like the M-HEAT
servedtodo to take stock of strengths, assets, and gaps, while also offeringa benchmark by which to
compare future progress. Community stakeholders also offered their thinking on ways that AHCT could
more fully embrace health equity:

Looking at its mission, AHCT has a mission to health equity. There should be accountability. There
should be a challengeto AHCT to measure progress toward their mission.

It's important to askand understand questions like: How are you aligningtheorganization to be
health equity focused? Is itincorporated into your trainings? That's really important.

Itis importantto have AHCT investigateand evaluatetheir levers. Thatis one way they can work
to better advance health equity.

Bridging the communication divide between AHCT and community stakeholders. The M-HEAT’s
resultsandin-person conversationsinthe state revealed adeep communication divide between AHCT
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and its community stakeholders. We particularly identified a need to strengthen trustand
understanding between AHCT and community stakeholders. Such efforts can be achieved inatleast two
ways, as our review of initiatives and discussions with stakeholdersin Connecticut revealed: (1) A
stakeholderand marketplace retreat, mediated and facilitated by a neutral party, and allowing for open,
candid dialogue thatreinforces the strengths and assets that each group brings to the jointeffortto
achieve health equity, and (2) anintentional and ongoing feedback loop established by the marketplace
to provide regular, in-person opportunities forstakeholders to interact with marketplace staff, leaders,
and board membersinaforum devoted toimproving health equity in Connecticut. In addition,
stakeholdersin Connecticut reiterated the need for AHCT to build relationships with community leaders
“by approachingthem, goingto community events, and having dedicated AHCT leadership staff who will
follow up with leaders’ suggestions and ideas forimprovements.” Cultivating such community
relationships, as many reinforced, will require time, energy, respect, and humility on the part of the
marketplace. The following suggestions from stakeholders reiterate options forimproving
communication and dialogue between the marketplace and its community stakeholders:

My suggestion would be to have a “retreat” with stakeholders, executive leadership,andboard
members. Do a presentation, have a discussion on what’s our role? Whatcan we do? We would
need to make sureitis facilitated, and not facilitated by someone who is biased fromeither side
but a neutral convener.

Bringing AHCT to the table with community members and havinga community dialogueabout
perceptions versus reality.

AHCT alsoneeds to invest significanttimeand resources into nurturing ongoing relationships
with leaders to help them feel likeinfluencers.

[A] way to advancehealth equity is the education piece, and we know that communities often
lookto certainleaders —whether they be religious, community, or political figures to help them.
AHCT needs to focus its resources on educating these community leaders sothat they caninturn
help their communities.

One way to meet the community where they areatis to encourage AHCT to cultivatetheir social
capital within communities, to spend quality time with community leaders —who are connecting
with consumers in meaningful ways and respond quickly to their feedback with SMART goals and
specificaction steps.

AHCT needs to set up a feedback loop sothey hear and understand why their perceptions do not
match reality,and also for AHCT to hear directly from consumers aboutissues,in order for
consumers to feel liketheir voiceand suggestions make a difference and will influence change.

Restoring a focus on in-person assistance and meeting people where theyare. The remaining
uninsured are in many cases lessinformed, may be more socially, culturally, and linguistically isolated,
and may need additional assistance to fill knowledge gaps. Already hesitant and reluctant consumers
may not be inclined to seek out help at storefronts, health fairs, and othergenerally targeted events. In
addition, the ACA hasintroduced a new risk of churning for individuals and families whose income
fluctuates between eligibility levels for Medicaid and subsidized marketplace coverage, with estimates
suggesting that nearly half of those withincomes below 200% FPL are expected tochurninanygiven
year.81 These individuals are more likely to be receptive to education from trusted, culturally and
linguistically representative messengers. While the state’s large scale in-person assistance program
(betterknown asthe NIPA program) may not return—especially in the face of dwindlingand almost
non-existent federal support—there may be an opportunity forthe marketplace to work with
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foundations and philanthropiesto reinstateavery targetedin-person outreach program. Sucha
program can work to target not only the many racially/ethnically and otherdiverse uninsured, but also
those who have left the marketplace and remain uninsured, alarge proportion of whom are non-White
and have lessthan a high school diploma. Lessons from other parts of the country, such as California,
shed light on the promise of meeting communities where they are through in-person assistance:®2

California, a statewith a large Latino population, has worked to meet its hard-to-reach
populations where they are. On Families USA’s teleconference call, Peter Lee, the executive
director of Covered California, said that85 percent of Californians know about the state-based
marketplace. He credits thatinlargepart to the significant outreach that enrollment experts
have done to raiseawareness in communities of color and other hard-to-reach populations. This
includes sendinginsuranceagents to Vietnamese communities, sending enrollment assisters to
clinics serving Latino communities, and reachingout to African Americans at their local
churches.”®3

The marketplace may consider enhancingitsinitiatives currently centered in enrollment centers by
addingtargeted efforts to meet hard-to-reach peoplewherethey are and provide in-person assistance.
Achievingthis will require the marketplace to work with community stakeholders, health plans, brokers,
and othergroups who can help identify how, where, and when in-person, one-on-one assistance would
be most beneficial to underserved communities. Through theirstrategicuse, such efforts would serveto
furtherengage diverse communities generallyas well asinsure and retain individuals for years to come.

Improving data collection by race and ethnicity. Anotherimportant avenueto advancing health equity
isthe collection and reporting of accurate, reliable, and granular demographicdata. The ACA furthered
this priority by authorizingin Section 4302 the standard collection of data by race, ethnicity, language,
sex, and disability status, in compliance with standards created by the Office of Managementand
Budget (OMB). While nota requirement for state-run health insurance marketplaces, many are looking
to these standards toimprove the collection and reporting of their enrollment and claims data especially
in effortsto monitorand evaluate cost, quality, and health disparities. Some marketplacesare also
beginningto explore ways toincentivize health plansto better collect race and ethnicity data. For
example, Covered Californiarequires health planstoincrease the percentage of self-reported
demographicdataannually, with agoal of 80% by the end of 2019.8* When we asked whether AHCT has
venturedinthis direction (or hasany plansto), they reported not doingso at thistime. We believe that
a well-rounded commitment to health equity requires the collection and analysis of data by an
assortment of demographicfactors. Data, afterall, isthe necessary cornerstone of identifyinginequity
and measuring progress towards equity. Health insurance marketplaces should be consistently
reviewingandimprovingtheir data collection capabilities at the most granular level possible. In concert
with the aforementioned health equity feedback loop, arobust system of data collection and analysis
will allow marketplaces to proactively identify and respond to inequity in coverage.

Monitoring health equity progress over time. The M-HEAT served animportantrole to help the
marketplace and its many community stakeholders understand their base line programs and progress
toward health equity, illuminating areas of strength and success as well as opportunities for
improvement. In particular, the tool has provided a unique platform for mutual discussion of common
concerns amongthe marketplace, community stakeholders, and others. This was especially reiterated
by community members who stated that the M-HEAT was a “good frame to start the conversation” and
a way forthe marketplace to understand their differing perception and reality. Assuch, AHCT and its
partners may considerutilizingthe tool in part or whole to continue to monitor progress toward health
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equity. There may be an opportunity to integrate components of the M-HEAT into existing AHCT
consumer or stakeholder surveys, quality initiatives, and other organizational assessments. In addition,
the M-HEAT might help AHCT establish metrics toward their disparities reduction objectivesincluded in
theirnew three-yearstrategicplan—an objective that many stakeholders also reiterated toward
building accountability. Finally, as the fourth open enrollment period looms ahead, AHCT and its
partners and stakeholders may also consider ways to re-administer and expand on the M-HEAT to
evaluate progress and improvements. As one stakeholder suggested, “Do it again and pull in Medicaid.
[Thereis] intractable turf between Medicaid and Marketplace thatimpedes progress on so many
fronts.” And as another stakeholder affirmed, the M-HEAT “can be an agent for change.”

CONCLUSION

AHCT has pursued extensive efforts to advance health equity, acommitmentfirst reflected inits original
mission and values and sustained through the continued pursuit of equity initiatives across numerous
marketplace functions. This report offers insights on how AHCT’s efforts have been receivedinthe
community, highlighting achievements to date as well as remaining opportunities for AHCT to build
uponits initial years’ work. Refining messages and methods of communication with diverse
populations, including arenewed emphasis onin-person connections, emerged as a potential priority
area forthe marketplace to explore. Adding dimensions to outreach and engagement that leverage the
existing capacity and social fabricof communities —such as neighborhoods, trusted local leaders,
associations, or advocacy groups — may alsorepresent animportant step toward cultivating the
marketplace’s positiveimage and opening channels forhonest and constructive communication. AHCT
now looks toward the future with an explicit disparities focusinits strategic plan, and these findings
suggestthat AHCT is well positioned to adapt and extend its current successesinserving diverse
populations. With sustained effort, AHCT can solidify an equity focus throughout marketplace
operationsand continue to provide aleading exampleto other states and the nation.
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