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With the passage of the Affordable Care Act (ACA), more than two-thirds of California’s uninsured—an 

estimated 4.7 million nonelderly adults, children, and individuals with disabilities—will be eligible for coverage 

through the expansion of Medicaid eligibility or health insurance products sold in the California Health 

Benefits Exchange.1  The ACA includes many provisions to improve care delivery, contain costs, and expand 

access to quality care, particularly through the Exchange. The achievement of these goals through the 

state’s Exchange will largely depend on whether or not individuals, families, and small businesses owners are 

able to: (1) find a plan that is both affordable and meets their medical needs; and (2) navigate the system 

and successfully enroll in a healthcare plan.

Enrolling millions of individuals and small businesses into coverage in 2014 will be an unprecedented task 

for the state to undertake. Faced with the federal mandate for coverage, individuals and small business 

owners will grapple with the fiscal implications of purchasing health insurance coverage and an other-

wise complicated system of eligibility requirements, tax credits, and cost-sharing subsidies. In order to 

ensure that information about newly available coverage options reaches all consumers, it is critical to 

understand who has coverage today and who will be eligible for coverage come 2014. Supporting 

enrollment in 2014 also requires an understanding of the current pathways individuals and small 

businesses utilize to access and enroll into coverage in both the individual and small group markets.

Finally, the ACA requires each state to establish a third party assistor system to help both individuals and 

small businesses enroll in public and private coverage options. The ACA calls these third party assistors 

“Navigators.” The Navigator program has the potential to revolutionize the way individuals and small 

businesses search for and enroll into coverage. Unlike today’s enrollment pathways, Navigators will 

provide individuals and small business owners with information about all coverage options available to 

them. Silos between information about public coverage and private coverage programs should cease to 

exist, and consumers will be able to enroll in whatever program they are eligible for.

The task of establishing the Navigator Program rests with the California Health Benefits Exchange, an 

independent public entity within state government composed of a five-member Board appointed by 

the Governor and Legislature to create California’s health insurance exchange. The Exchange is one of 

the most important “public utilities” to be established in decades. Its success will not only ensure access 

to healthcare coverage for millions of uninsured, but transform the cost and quality of the healthcare 

insurance system for all Californians. In 2011, the California Health Benefits Exchange Board delineated 

several questions on the scope, design, and financial policies for the Navigator program.2  This report 

responds to Exchange Board questions by describing the newly eligible populations and current 

enrollment pathways.

Bridging the Health Divide: Designing the Navigator System in California, provides recommendations for 

building a successful Navigator program. The recommendations detailed in the second half of the report 

were developed in consultation with coalition partners. 

Executive Summary

1 - Lavarreda SA and Cabezas L. Two-Thirds of California’s Seven Million Uninsured May Obtain Coverage Under Health Care Reform. Los Angeles, 
CA: UCLA Center for Health Policy Research, 2011.
2 - California Health Benefits Exchange. Stakeholder Questions: Assuring Maximum Enrollment - California Marketing, Eligibility, Enrollment, and 
Retention.  http://www.hbex.ca.gov/stakeholders.
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Community Health Councils (CHC) has convened the statewide Covering Kids & Families coalition 

since 1998 and the Los Angeles Access to Healthcare Coverage coalition since 2002. Both coalitions 

are committed to the expansion and quality of healthcare coverage for uninsured and underinsured 

populations. They bring together a diverse cross section of stakeholders from community-based 

organizations engaged in outreach and enrollment, school districts, healthcare providers, and local 

county agencies. 

Designing the Navigator System in California focuses on California’s Medicaid program (Medi-Cal), Children’s 

Health Insurance Program (Healthy Families) and private individual and small group coverage. The 

recommendations presented here are offered as a blueprint for the structure and design of the Navigator 

program in California and the role of brokers and agents. A summary of the recommendations is given 

below.

Recommendations                                    Program and Financial Structure 

(1)  The Navigator program should build upon and leverage the current public and private third 

party assistor system. Existing enrollment assistance systems (specifically California’s CAA network 

and the broker/agent community) have proven success and experience in educating and assisting 

individuals, families and small businesses with health coverage enrollment. This experience can help 

ensure that California meets the wave of screening and enrollment demands to come in October 

2013 and beyond.

(2)  The Navigator program must receive ongoing and adequate grant funding that will help 

organizations provide comprehensive services, follow a set of standards and guidelines, and retain and 

build their workforce. A substantial investment in the Navigator program would increase health 

coverage enrollment and retention, reduce the healthcare coverage divide and the likelihood of 

steering.

(3)  The Exchange should capitalize on the ability to draw down additional federal dollars through 

Medi-Cal Administrative Activities (MAA). MAA funding will allow the state to support non-Exchange 

enrollment assistance activities and, as many counties and local schools have already discovered, 

adequately finance program administration that may be difficult to fund under the Navigator grants. 

(4)  Payment for enrollment assistance under the grant program should be performance based. 

Performance-based contracting gives organizations the freedom to determine how they can best 

meet the terms of the contract while allowing the Exchange to couple funding with quality. Additionally, 

performance-based grants have been used in the past for outreach and enrollment services and 

have been an effective form of contracting for state agencies. 

(5)  The Exchange should provide a complimentary fee-for-service compensation program for 

enrolling small businesses or individuals in the Exchange. Given the many pathways consumers will 

turn to for help, a fee-for-service program like the CAA reimbursements would support entities that 

do not receive Navigator grants in conducting enrollment assistance. 
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Qualifications for Navigators

(1)  Navigator contracting agencies should have previous experience and expertise in enrolling 

individuals or small businesses in coverage. While Federal guidelines specify that contracting agencies 

should be able to demonstrate ties to individuals and businesses eligible for coverage in 2014, it is 

crucial that the Exchange fund organizations with a proven track record of providing quality, comprehensive 

enrollment support to these populations.  

(2) Navigators must meet a minimum set of training/certification requirements. Minimum train-

ing and certification standards will help ensure that Navigator contractors are properly equipped to 

provide assistance to a variety of consumers. Standardized training and certification requirements 

further clarify the role and expectations of Navigator contractors and their staff.

(3) Navigators should be exempt from any licensing requirements. While Federal regulations bar 

states from requiring that Navigators or their contracting agencies hold  “agent or broker” licenses, 

California shouldn’t require any type of licensing in order to prevent a cost disincentive that could limit 

the development of a broad and diverse network of organizations trained and committed to meeting 

the needs of consumers statewide. 

Navigator Responsibilities

(1)  Navigators must provide a full range of services including outreach, enrollment, retention, 

and utilization assistance to all consumers. Recognizing that many consumers encounter barriers 

to care after successfully enrolling in coverage, California’s Navigator program can be a safety net 

to help consumers maintain and use health coverage.

(2)  The Navigator network should provide broad geographic access and be fully integrated in 

other enrollment pathways under the Exchange.  With close to 5 million California residents eligible 

for coverage in 2014 spanning 58 counties, equitable access to assistance will prevent individuals 

from falling through the cracks.  While it may not be financially feasible to establish a navigator 

program in every community, the Exchange can allocate funding based on objective criteria including the 

prioritization of areas of greatest need and number of eligible population and the ability to connect 

with Navigators via the call center or online enrollment system.  

(3)  Navigators and their organizational entities should abide by clear and strict conflict of interest 

standards that ban steering practices and compensation outside the Exchange. Strong and enforceable 

conflict of interest standards will help the Exchange ensure that Navigators work for the benefit of 

consumers and small businesses eligible for coverage, protect consumers from steering practices and 

prevent adverse selection against the Exchange.

(4)  Navigators should help individuals obtain information about the non-health social services 

programs they may be eligible for. While access to healthcare coverage is important in promoting 

healthy communities, access to healthy foods, income supports, and affordable housing are equally 

necessary for vulnerable and underserved populations. Navigators will be in a key position to link 

families to these necessities at every point of contact. 
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Diversity and Cultural & Linguistic Standards in Service 

(1)  Navigators should be required to provide services in compliance 

with existing state and federal cultural and linguistic standards. 

California already has some of the most robust language-access 

standards in the nation. With an estimated 40% of the exchange-eligible 

population expected to be limited English proficient, the state should 

require Navigators to adhere to existing state managed-care language 

access standards.

(2)  Navigator contracting agencies should reflect the diversity of the 

populations they serve and/or demonstrate links with local organizations 

in the community to ensure appropriate access to care for all populations. 
It is estimated that 67% of the Exchange-eligible population are people 

of color, reinforcing the need for the state to ensure the network of Navigators reflects the diverse needs 

and composition of the state’s population. 

Role of Brokers and Agents

(1)  Licensed brokers and agents should exhibit a strong knowledge of both public and private 

health programs in the state to help individuals enroll in the appropriate coverage. Given that 

brokers and agents will continue to assist a substantial portion of the eligible population, they must be 

required to have an in-depth understanding of all coverage options available to consumers in order to 

promote the “culture of coverage” envisioned by the ACA. 

(2)  Brokers and agents enrolling qualified individuals and small businesses into non-qualified 

health coverage should be required to obtain written verification from the consumer acknowledging that 

he/ she was informed of and willfully declined public coverage, qualified coverage, tax credits, 

and cost-sharing assistance (presuming one is eligible). Written communication, or lack thereof, 

documenting a consumer’s choice (as well as random verifications with the consumer) will provide 

the Exchange with an additional tool to prevent brokers and agents from steering consumers to 

non-qualified coverage. 

(3)  The Exchange should institute a quality review and oversight process for all non-exchange 

websites used by brokers and agents to ensure they are following federal and state guidelines. 

Regular monitoring of non-exchange websites will guarantee that such sites do not provide misinformation 

and truly provide consumers with a “no wrong door” by presenting all available coverage options 

(Exchange and public).  

(4)  Compensation to brokers and agents for enrolling individuals and businesses into qualified 

and non-qualified health plans should adhere to a standardized policy. By instituting standardized 

payment policies, the state and the Exchange can ensure that brokers and agents continue to get 

paid for their services while guarding the Exchange against adverse selection and steering.
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Navigator’s Role in Health Reform
Over twenty percent of California’s population is uninsured.3  Of these 7 million uninsured, 4.7 million 

nonelderly adults, children, and individuals with disabilities will become eligible for coverage under 

the ACA through a number of avenues based on income and employment status.4  Many will access 

care for the first time through employment-based coverage, and small businesses will have to decide 

whether to maintain their current healthcare benefits for their employees or enter into the Exchange. 

Both individual consumers and employers will require assistance in 2014 in understanding the various 

options and enrollment processes available to them and their employees.  Federal law requires Exchanges 

to establish a Navigator program and provide grants to organizational entities (referred to as the 

contracting agency) to facilitate enrollment. According to proposed federal rules:5 

•  The Exchange must establish a set of standards to be met by all contracting agencies and individuals 

serving as Navigators to prevent, minimize, and mitigate any conflict of interest and to ensure that individuals 

and entities carrying out Navigator functions have appropriate integrity.

•  Exchanges must develop a set of training standards to be met by all contracting agencies and individuals 

carrying out Navigator duties to ensure that Navigators can demonstrate expertise in (a) serving the 

needs of underserved populations; (b) eligibility and enrollment rules and procedures; (c) the range of 

health coverage options available through the Exchange and public programs; and (d) privacy and 

security standards.

•  Navigators and contracting agencies should be able to demonstrate existing relationships or the potential 

to establish relationships with “employers and employees, consumers (including uninsured and under-

insured consumers), or self-employed individuals likely to be eligible for enrollment in a qualified health 

plan.” 

•  Contracting agencies are required to meet any licensing or certification requirements established by 

the state or Exchange and must not have a conflict of interest during the course of being a Navigator 

entity. States are barred from requiring Navigators to hold an agent or broker license. 

•  Exchanges must provide Navigator grants to at least two of the following entities: community and 

consumer-focused nonprofit groups; unions; other licensed insurance agents and brokers; trade, industry, 

and professional associations; commercial fishing industry organizations; ranching and farming organizations; 

chambers of commerce; resource partners of the Small Business Administration; and other public or 

private entities that meet Navigator requirements. One of the contractors must be a community and 

consumer-focused nonprofit group.

•  Neither Navigators nor the contracting agency can be health insurance issuers, subsidiaries of health 

insurance issuers, an association that includes members of the insurance industry, or receive any 

consideration directly or indirectly from a health issuer for enrolling qualified individuals and employees 

into qualified or non-qualified health coverage. 

3 - California HealthCare Foundation. California Health Care Almanac: California’s Uninsured. December 2011.
4 - Lavarreda SA and Cabezas L. Two-Thirds of California’s Seven Million Uninsured May Obtain Coverage Under Health Care Reform. Los Angeles, 
CA: UCLA Center for Health Policy Research, 2011.
5 - Federal Proposed Rules. 45 CFR Parts 155 and 156 [CMS-9989-P] Patient Protection and Affordable Care Act: Establishment of Exchanges and 
Qualified Health Plans. Federal Register Vol. 76. No. 136. 



•  Navigators must: (a) maintain expertise in eligibility, enrollment, and program specifications and 

conduct public education activities to actively raise awareness about the Exchange; (b) fairly and impartially 

provide information and services to consumers about health coverage programs; (c) facilitate selection 

of a qualified health plans; (d) refer enrollees with a grievance, complaint, or question about their health 

plan, coverage, or a determination under that plan or coverage, to appropriate state agencies; and (e) 

present information in a culturally and linguistically considerate manner to individuals and businesses 

using the Exchange.

California law as outlined in AB 1602 & SB 900, which created the California Benefits Exchange, simply 

reaffirms the federal standards and notes that the Exchange Board will determine performance standards 

and compensation for Navigators.6 In developing the Navigator program, the Exchange Board must take 

into consideration that the needs of individuals eligible for public coverage or Exchange coverage will 

vary greatly from the needs of small employers.

CALIFORNIA’S UNINSURED

California’s uninsured cross the full spectrum of the state’s population and are not solely unemployed or 

low-income. Fifteen percent of the uninsured have incomes in excess of 400% of the FPL ($43,560 for 

an individual and $89,400 for a family of four) and an additional 30% have incomes between $30,843 

and $89,400 for a family of four (between 200% and 399% FPL).  Eighty-six percent of the uninsured 

are between the ages of 18 and 64.7 Single childless adults account for 50% of the uninsured and 50% 

are families.8 

Employment status adds a level of complexity to the Exchange with both an employer and individual 

mandate for coverage under the ACA. 
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•  In 2010, almost one in four workers in California was uninsured.9  

•  Of the uninsured, approximately four out of five were employed.10

•  Thirty-one percent of uninsured individuals worked for a small 

firm (between 2 and 50 employees) and another 30% worked for 

a large firm (more than 50 employees).11  

•  Self-employed individuals were over-represented among the 

uninsured with 12% lacking coverage.12  

In 2010, public sector organizations and firms with more than 500 employees had the lowest rates of 

uninsured workers at 8.6% and 14.5%, respectively.13  While the percentage varies depending on the sector 

and size of the company, the “working uninsured” are found across all types of employers.  Many will 

be eligible for a variety of programs under health reform, including through the Small Business Health 

Options Program under the ACA. 

Community Health Councils 
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Employment status adds a level of complexity to the Exchange with both an employer and 
individual mandate for coverage under the ACA.  

• In 2010, almost one in four workers in California 
was uninsured.9  

• Of the uninsured, approximately three out of five 
were employed.10  

• Thirty-one percent of uninsured individuals worked 
for a small firm (between 2 and 50 employees) and 
another 30% worked for a large firm (more than 50 
employees).11  

• Self-employed individuals were over-represented 
among the uninsured with 30% lacking coverage.12  

 
In 2010, public sector organizations and firms with more 
than 500 employees had the lowest rates of uninsured 
workers at 8.6% and 14.5%, respectively.13  While the percentage varies depending on the 
sector and size of the company, the “working uninsured” are found across all types of 
employers.  Many will be eligible for a variety of programs under health reform, including 
through the Small Business Health Options Program under the ACA.  
 
From Uninsured to Insured 
 
The Exchange is designed to provide access to healthcare coverage for different groups of 
individuals. These include:  

1. Individuals eligible for coverage under the expansion of Medi-Cal and other public 
programs 

2. Individuals who are employed and do not qualify (based on hours of employment) or 
who cannot afford coverage through their employer and exceed the income limits for 
Medi-Cal eligibility 

3. Small employer groups 
4. Beginning in 2017, states can opt to allow employers with 100 or more employees to 

purchase coverage through the small business Exchange.14  
 

 
 
 
 
 
 
 
 
 
 
                                                
9 California HealthCare Foundation. California Health Care Almanac: California’s Uninsured. December 2011. 
10 California HealthCare Foundation. California’s Individual and Small Group Markets on the Eve of Reform. 2011. 
11 Ibid. 
12 Ibid. 
13 California HealthCare Foundation. California Health Care Almanac: California’s Uninsured. December 2011. 
14 Kaiser Family Foundation. Summary of New Health Reform Law. April 2011. 

CA’s Uninsured by 
Employment Status 200911 

6 - AB 1602. California State Assembly. September 30, 2010.
7 - California HealthCare Foundation. California Health Care Almanac: California’s Uninsured. December 2011.
8 - California Health Interview Survey. Insurance Coverage in 2009 by Family Type. www.chis.ucla.edu.
9 - California HealthCare Foundation. California Health Care Almanac: California’s Uninsured. December 2011.
10 - California HealthCare Foundation. California’s Individual and Small Group Markets on the Eve of Reform. 2011.
11 - Ibid.
12 - Ibid.
13 - California HealthCare Foundation. California Health Care Almanac: California’s Uninsured. December 2011.



Public Coverage
Medi-Cal up to 133% FPL, Healthy Families, or other 

public safety net programs

Exchange Products
Private Individual Coverage with tax credits and cost 

sharing subsidies (if eligible) up to 400% FPL

SHOP coverage options, public coverage 
and Exchange products

For small business employees and employers includes 
access to Individual Exchange and public coverage*

FROM UNINSURED TO INSURED

The Exchange is designed to provide access to healthcare coverage for 

different groups of individuals. These include: 

(1)  Individuals eligible for coverage under the expansion of Medi-Cal and 

other public programs

(2)  Individuals who are employed and do not qualify (based on hours of 

employment) or who cannot afford coverage through their employer and 

exceed the income limits for Medi-Cal eligibility

(3)  Small employer groups

(4)  Beginning in 2017, states can opt to allow employers with 100 or more 

employees to purchase coverage through the small business Exchange.14    
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*Eligibility for public or exchange coverage only applies if the individual is not offered employer-based coverage or if that coverage is unaffordable.

To design an effective enrollment system under the Exchange, it is critical to understand what the demand 

for services will be based upon program eligibility in 2014:

•  Public Coverage: 39% of the uninsured are expected to be eligible for coverage under the expansion 

of Medicaid. Approximately 36% of current public program beneficiaries with incomes between 138% and 

400% of the federal poverty level may qualify for coverage, tax credits, and cost sharing subsidies in the 

Exchange.15    

•  Individual Coverage: 47% of the current uninsured may be eligible for individual coverage through the 

Exchange.16  40% of enrollees in the individual market today may be eligible for tax credits and cost-sharing 

subsidies and 18% may be newly eligible for Medi-Cal.17

14 - Kaiser Family Foundation. Summary of New Health Reform Law. April 2011.
15 - Public coverage includes Medi-Cal (no-cost and share-of-cost), Healthy Families, and the Access for Infants and Mothers Program.
16 - California HealthCare Foundation. California’s Individual and Small Group Markets on the Eve of Reform. 2011.
17 - Ibid.



Tax credits available to firms with less 

than twenty-six employees will help small 

business owners pay for coverage for 

their employees.  Medi-Cal and the Ex-

change may provide quality, affordable 

options for care to employees for whom 

employer-sponsored coverage is not an 

affordable option (meaning employee 

costs for coverage are more than 8-9.5% 

of adjusted gross income) or if the employer 

decides not to provide coverage.  For in-

dividuals who currently obtain coverage 

through their employer, it is estimated as 

many as 39% could be eligible for coverage in the Exchange 5% may be eligible for coverage under 

Medi-Cal.19  Employees are only eligible for coverage under Medi-Cal or the Exchange if the individual 

is not offered affordable coverage under their employer or if their employer stops providing coverage. 

With the availability of new coverage options and opportunities, the enrollment landscape available 

to consumers in 2014 will look radically different from what individuals have experienced to date.
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15 California HealthCare Foundation. California’s Individual and Small Group Markets on the Eve of Reform. 2011.  
16 California HealthCare Foundation. California’s Individual and Small Group Markets on the Eve of Reform. 2011. 
17 Eligibility for Medi-Cal and the Exchange only applies if the individual is not offered coverage through their 
employer and she/he meets eligibility requirements. 
18 California HealthCare Foundation. California’s Individual and Small Group Markets on the Eve of Reform. 2011. 
19 California HealthCare Foundation. Insurance Markets on the Eve of Reform. 2011. 
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California’s Uninsured by Income in 200918

CURRENT ENROLLMENT PATHWAYS

There are currently, even today, a wide range of resources available to individual consumers and employers 

to help with screening and enrollment into coverage. Online systems and existing third party assistors 

provide insights for building an effective Navigator program.

Current Enrollment Pathways for Public and Private Insurance Products

Do-It-Yourself 3rd Party Assistor

Public Coverage

•  Mail
•  Phone 
•  Online (Health-e-App, county Statewide 	
   Automated Welfare Systems, etc.)

•  County eligibility workers*
•  Certified Application Assistors (CAA)
•  Community-based Organizations

Private Individual 
Insurance

•  Mail
•  Phone 
• Online (Individual health plan website,    	
   BenefitsCafe, eHealthInsurance, etc.)

• Agent or Broker

•  Mail
•  Phone 
•  Online (Individual health plan website, 		
   BenefitsCafe, eHealthInsurance, etc.)

• Agent or Broker
Private Group 

Insurance

*County eligibility workers, while listed under the third party assistor category, are different from certified application assistors and community-
based organizations in that county staff not only assist with enrollment but they ultimately determine eligibility for coverage programs.

19 - California HealthCare Foundation. Insurance Markets on the Eve of Reform. 2011.



Public Coverage Program Assistors:

People eligible for public coverage can get help completing an application by visiting a county agency 

or community organization to obtain information and receive assistance throughout the enrollment process. 

Generally speaking, eligible individuals and children can enroll in Medi-Cal at a county office with the 

help of an eligibility worker, who will ultimately make a final determination regarding a person’s eligibility 

for a public coverage program.  Enrollment is often facilitated through referrals to the county when a 

child or individual is applying for other social service programs such as the Temporary Assistance to 

Needy Families program, the Supplemental Nutritional Assistance Program, the National School Lunch 

Program or the Women, Infants, and Children program.  A study of Stanislaus County showed that more 

than 34% of all Medi-Cal enrollments are completed with the assistance of county eligibility workers.20  

With the implementation of the federal State Children’s Health Insurance Program (SCHIP) in 1998, California 

began utilizing a strong network of Certified Application Assistors (CAAs) to provide enrollment support for 

families and children in the Healthy Families and Medi-Cal for Families programs.21  CAAs are trained and 

certified by the state to provide enrollment assistance for individuals and families. CAAs are employed 

through local Enrollment Entities (EEs) in each of the state’s fifty-eight counties including community-

based organizations, clinics, school districts, and local brokers. In March 2011, California had close to 

4,000 enrollment entities and 23,000 Certified Application Assistants.22  Historically, CAAs have been 

an effective pathway to enrollment for thousands of families and children. In 2011, of the 212,102 joint 

applications processed for Medi-Cal and the Healthy Families Program, 75,684 (36%) were processed 

with the assistance of a CAA; of the 102,855 applications submitted using the online Health-e-App 

system, almost half (45,283) were submitted by a CAA.23 

Enrollment entities and CAAs offer families a full complement of services from outreach to annual renewal to 

help families successfully navigate the enrollment process and effectively utilize the healthcare system.  CAAs 

provide a preliminary assessment of program eligibility and comprehensive case management services including 

referral to social service programs available in the community. CAAs help families file an application for coverage 

and follow up with families throughout their first year to confirm enrollment, ensure utilization of services, and 

assist with retention of health coverage services. 

Other public coverage options such as the Child Health and Disability Prevention Program and the Access 

for Infants and Mothers Program require different enrollment processes that may include enrollment by a 

paper application only or enrollment through a visit to a provider or a county healthcare facility.

While online applications for public coverage have increased in recent years, a strong demand for personal 

assistance continues. A 2011 survey of 588 public program consumers in Stanislaus found that in the month 

of June: 24 

	 •  34% of Medi-Cal applications were received in-person

	 •   17% of applications were submitted online via the C-4 Yourself website and through electronic inter-county transfers

	 •  5% of applications were received through the phone-in option

	 •  29% of applications were received through direct mail and an additional 15% were mail-in via the Single Point of Entry.
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20 - County Welfare Directors Association Data. 
21 - Managed Risk Medical insurance Board. http://www.mrmib.ca.gov/mrmib/HFP/CAAFactBk.pdf.
22 - Managed Risk Medical Insurance Board Data. 
23 - Healthy Families Program Enrollment Summaries January 2011 through December 2011. http://www.mrmib.ca.gov.
24 - Data from the County Welfare Directors Association. http://www.cwda.org. 



Although CAAs and county eligibility workers provide much needed support for children and families 

eligible for public coverage, neither currently provide enrollment assistance to individuals seeking private 

individual coverage or to small business owners seeking coverage for their employees. 

Commercial Coverage Assistors:

Similar to the role played by Certified Application Assistors and county eligibility workers in public programs, 

accident and health agents and brokers primarily help business owners and individuals seeking coverage 

in the private insurance market to navigate, understand, and enroll into coverage. Beyond enrollment, 

brokers help individuals and employers troubleshoot issues with their health plans. Brokers and agents 

“provide guidance and assistance with claims issues, service questions, and other quality enhancement 

and compliance matters.”25

Many small business owners rely on health insurance brokers and agents to provide coverage to their 

employees. Focus groups and survey results from interviews with over 800 small business owners (2 to 

9 or 10 to 19 employees) in California highlight the essential role insurance brokers and agents play in the 

small group market.26 According to research conducted by Pacific Community Ventures, 75% of small 

businesses rely on an insurance broker when purchasing health insurance and 88% use a certified public 

accountant.  Twenty-seven percent of small business owners indicate that they would rely on their 

broker/ accountant to obtain information about the coverage options available under health reform in 

2014. Of the 25% of small businesses that did not use a broker, owners relied on business organizations, 

accountants, and chambers of commerce for information. 

California law requires that individuals selling accident and health insurance be licensed by the state. 

Current licensure requirements vary based on where the agent or broker lives, how long the agent or 

broker has been in business, and whether the entity seeking to be licensed is an individual or a business.
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LESSONS FROM MASSACHUSETTS

Together California’s current patchwork of pathways provides an important foundation for the design and 

development of the Navigator program. However, California can learn a great deal from early implementers 

such as the State of Massachusetts. 

In April 2006 Massachusetts provided the model for national health reform including the use of subsidies 

and the individual mandate.  Several enrollment strategies employed by Massachusetts were instrumental 

in the state’s success in reducing the uninsured population.  Massachusetts’ enrollment gains under state 

health reform have been attributed to four key features of their implementation plan.27

(1) Massachusetts utilized data-driven eligibility and enrollment. Massachusetts’ Medicaid agency had 

the records of individuals who were receiving care through the state’s Uncompensated Care Pool (UCP). 

The pool provides reimbursement to hospitals and community health centers for care to individuals ineligible 

for public coverage programs. With the enactment of health reform, individuals who were covered by 

UCP were auto-enrolled into coverage without having to fill out an application. Information about no-

cost and low-cost coverage was provided to consumers along with information about plan selection.

25 - Insurance Brokers & Agents of the West. Letter to the CA Health Benefits Exchange Board: Exchange Comments on Proposed Federal Rules for 
Establishment of Exchanges and Qualified Health Plans. October 2011.
26 - Pacific Community Ventures. Health Care and Small Business: Understanding Health Care Decision Making in California. October 2011.
27 - Dorn, S., Hill, I. and Hogan, S. The Secrets of Massachusetts’ Success: Why 97 Percent of State Residents Have Health Coverage. November 2009.



(2) The state created a single, integrated eligibility system that offered information about various 

health coverage programs. Prior to health reform in 2006, Massachusetts created a single integrated 

eligibility system for some of the state’s largest public coverage programs including Medicaid and CHIP. 

New coverage provisions available under health reform (CommCare) were integrated into the single eligibility 

system to provide simple and easy enrollment into coverage. The streamlined eligibility system also allows 

providers and application assistors to access information about an enrollee’s application and other notices.

(3) The state provided grants to community-based organizations for public education and enrollment 

support. During the first four years of health reform implementation, Massachusetts gave community 

groups $11.5 million in grants to support outreach and enrollment assistance for consumers.28  Under the 

Massachusetts model:

	 •  CBOs were presented with grants ranging from $5,000 to $20,000 per organization to support outreach 	

     	      and enrollment.

	 •  Grants were given to organizations with a history of trusted relationships working with underserved communities.

	 •  CBOs were expected to be knowledgeable about state health coverage programs and training was provided 	     	

	      to develop expertise & to support CBOs in utilizing the state’s enrollment Virtual Gateway.

	 •  Organizations were selected based on their ability to provide culturally and linguistically competent care 	    	

	     and who had effective strategies for engaging diverse, low-income families. 

After the enactment of health reform in 2006, grants continued to be awarded to CBOs to provide consumers 

with accurate information about the new reforms. Massachusetts offers ongoing training and support 

to local organizations and providers to keep them informed about the state’s evolving health coverage 

programs. Today the MassHealth Enrollment Outreach Grant Program funds about 51 organizations 

across the state. These grants were approved in 2008 for a five-year term and were awarded to community 

health centers, hospitals and other community agencies.29 

(4) Massachusetts coordinated a strong public education campaign to inform consumers about coverage 

options and the individual mandate. To reach out and educate as many consumers as possible about 

new coverage options and the individual mandate requirements, Massachusetts invested in a massive 

public education campaign leading up to the implementation of health reform. The state executed a 

multi-pronged strategy that included outreach through radio, TV ads, print materials, community-based 

organizations, major sports teams, public transit and various other avenues. Central to the education 

campaign was an explanation of the individual mandate to obtain health coverage and the penalties that 

would be incurred if consumers failed to enroll.

The steps Massachusetts took to facilitate enrollment provide California with an assortment of best 

practices to inform its implementation plan. Policymakers and agency staff should work to include all 

key elements of Massachusetts’ outreach, education, and enrollment plan. In particular, the Navigator 

program should model key features of Massachusetts grant program for community-based organizations 

to successfully enroll consumers.
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28 - Lessons from the Implementation of Massachusetts Health Reform. Blue Cross Blue Shield Foundation. March 2011.
29 - Evaluation of the MassHealth Enrollment and Outreach Grant Program Executive Summary.  Center for Health Policy and Research. February 2010.
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RECOMMENDATIONS FOR DESIGNING A 
SUCCESSFUL NAVIGATOR PROGRAM 

Individuals and families go without coverage because of barriers that 

include cost, income, eligibility requirements, and lack of employer coverage, 

and these barriers contain implications for the pathways, design, and 

structure of future enrollment systems under the Exchange. Each path-

way to coverage comes with its own set of complexities: public coverage 

programs include stringent eligibility requirements; individuals seeking 

coverage through the Exchange will need to understand the regulations 

pertaining to available premium tax credits; and small businesses will need to understand and comply 

with regulations regarding their responsibility, options and costs for covering employees. The success of 

a Navigator program should be defined by its ability to provide meaningful access to and utilization 

of coverage for individuals, small business owners, and the most underserved and under-resourced 

communities in our state.  Therefore, a successful Navigator program should:

	 •  Provide assistance to consumers that helps them maintain continuous coverage independent of 		

	     any life changes to promote better health outcomes

	 •  Provide customized yet equitable services to meet the needs of both individuals and employer-		

	      based groups in the public and commercial coverage options

	 •  Meet the needs of all consumers regardless of language, culture, disability, or literacy level 

	 •  Eliminate the racial and ethnic disparities in coverage

	 •  Ensure enrollment of individuals and small businesses into coverage does not result in barriers to 	

	     enrollment into public programs, adverse selection against the Exchange, or steering of  individuals 	

	     and employers into certain health plans

	 •  Include strong conflict of interest provisions that protect the Exchange against steering and 		

	     adverse selection.

To achieve these objectives, we offer the following recommendations for building a successful Navigator program.

Program and Financial Structure

(1)  The Navigator program should build upon and leverage the current public and private third party 

assistor system. It is clear that the Navigator system needs to be bifurcated given the projected number 

and program eligibility of the 4.7 million uninsured who will be covered under the ACA in 2014.  The 

Navigator system should expand the current role of the broker/agent as Navigator and the CAA as Navigator 

and require both to serve the individuals seeking coverage through the Exchange and through their 

respective areas of expertise.  While providing needed capacity, this draws a logical and practical 

distinction between the roles that brokers and agents currently serve for small businesses and the 

roles that CAAs serve as potential assistors or Navigators.
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California’s Potential Navigator Contractors
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Individuals and families go without coverage because of barriers that include cost, income, 
eligibility requirements, and lack of employer coverage, and these barriers contain implications 
for the pathways, design, and structure of future enrollment systems under the Exchange. Each 
pathway to coverage comes with its own set of complexities: public coverage programs include 
stringent eligibility requirements; individuals seeking coverage through the Exchange will need 
to understand the regulations pertaining to available premium tax credits; and small businesses 
will need to understand and comply with regulations regarding their responsibility, options and 
costs for covering employees. The success of a Navigator program should be defined by its 
ability to provide meaningful access to and utilization of coverage for individuals, small business 
owners, and the most underserved and under-resourced communities in our state.  Therefore, a 
successful Navigator program should: 

• Provide assistance to consumers that helps them maintain continuous coverage 
independent of any life changes to promote better health outcomes 

• Provide customized yet equitable services to meet the needs of both individuals and 
employer-based groups in the public and commercial coverage options 

• Meet the needs of all consumers regardless of language, culture, disability, or literacy 
level  

• Eliminate the racial and ethnic disparities in coverage 
• Ensure enrollment of individuals and small businesses into coverage does not result in 

barriers to enrollment into public programs, adverse selection against the Exchange, or 
steering of individuals and employers into certain health plans 

• Include strong conflict of interest provisions that protect the Exchange against steering 
and adverse selection. 

 
To achieve these objectives, we offer the following recommendations for building a successful 
Navigator program. 
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1. The Navigator program should build upon and leverage the current public and private 

third party assistor system. It is clear that the Navigator system needs to be bifurcated 
given the projected number and program eligibility of the 4.7 million uninsured who will be 
covered under the ACA in 2014.  The Navigator system should expand the current role of 
the broker/agent as Navigator and the CAA as Navigator and require both to serve the 
individuals seeking coverage through the Exchange and through their respective areas of 
expertise.  While providing needed capacity, this draws a logical and practical distinction 
between the roles that brokers and agents currently serve for small businesses and the 
roles that CAAs serve as potential assistors or Navigators. 

 
 
 
 
 
 
 
 
 
 
 
 

Enrollment Entities/ CAAs Brokers/Agents 

California’s Potential Navigator Contractors 

California’s network of certified application assistors (CAAs) and enrollment entities (EEs) provide an 

extremely successful model for getting children and families enrolled in coverage. With anywhere between 

1.7 million and 3 million individuals eligible for coverage through the expansion of Medi-Cal in 2014,30  it 

will behoove the state to invest in programs and systems with a proven track record of enrolling individuals 

into public coverage.  Building upon the existing CAA and EE model is a logical first step in making sure 

California can meet the wave of screening and enrollment demands to come in October 2013.

The CAA network of more than 23,000 trained individuals has an established 

and trusted relationship in the community.  CAAs have been successful in 

educating members of the community about coverage and helping families 

overcome enrollment challenges in California’s public healthcare systems.  

The CAAs’ experience and understanding of the systematic and common 

barriers facing enrollment will be beneficial to help educate, enroll, and 

assist families and individuals with the new healthcare options available under 

ACA.  The CAA structure also affords the “arm’s length” transaction distance 

to prevent steering and ensure unbiased communication and information are provided to the public.  This 

makes the inclusion of EEs and CAAs as qualifying categories essential to the integrity, scope and impact 

of the Navigator program.

Much like CAAs, accident and health insurance brokers and agents will be a needed resource to help insure 

individuals and small business owners. Agents’ and brokers’ expertise in assisting small and large employers 

obtain and manage coverage products for their employees will be a major asset to the Exchange. Of-

tentimes, small businesses rely on agents and brokers to help them deal with claims and other insurance 

related problems after purchasing coverage.  Agents and brokers may also provide assistance directly to 

employees facing problems with their insurance coverage.31 Taking into consideration the value brokers 

and agents bring to the group market, it makes sense to explore opportunities to utilize their network in 

California to assist with individual and SHOP Exchange enrollments, provided stringent conflict of interest 

requirements are met and additional training is provided regarding public coverage options.  

30 - Public Policy Institute of California. Expanding Medi-Cal: Profiles of Potential New Users. August 2011.
31 - Vimo Research Group. How Agents Empower Health Insurance Shoppers. August 2007.
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The ACA requires Exchanges to fund Navigator programs to help individuals enroll into coverage. Proposed 

federal regulations note that if Navigators provide direct assistance with Medicaid & Children’s Health 

Insurance Program enrollment, states could seek a federal match for approved activities. The 

recommendations below relate to Navigator funding to prevent steering and adverse selection 

against the Exchange. 

(2)  The Navigator program must receive ongoing and adequate grant funding that will help organizations 

provide comprehensive services, follow a set of standards and guidelines, and retain and build their 

workforce.  A substantial investment of funding for the Navigator program increases health coverage 

enrollment and retention.  With funding from First 5 LA, the Los Angeles Department of Health (LADPH) 

contracts with enrollment entities to conduct a comprehensive set of services. Because of this funding, 

249,194 Los Angeles County uninsured children and pregnant women completed applications for state 

and local public programs from 2003-2010.32  From July 2008 through June 2010, 75% of all applications 

were confirmed enrolled33 and a June 2008 retention study showed that 72% (higher than the required 

65%) of clients were still enrolled 14 months after enrollment assistance had been received.34 Adequate 

funding is also critical to eliminating the use of health plan funds for enrollment services, which could 

lead to steering and other unethical practices.

To determine the amount and distribution of funding for Navigator grants, the state and Exchange 

should analyze what it would take to provide comprehensive services to the various populations eligible 

for coverage in 2014.  Grants should be based on factors such as uninsured but Exchange-eligible populations, 

projected enrollment numbers, and other geographic concerns (e.g., “hard to reach” populations).  Potential 

payments to contracting agencies should vary only in the degree to which organizations and agencies 

require additional support to meet the needs of the populations being served (e.g., interpretation, 

translation, transportation support, rural vs. urban settings). 

Given the number of potentially eligible in California and their geographic concentration, it may be best 

for the state to take a county approach similar to the 2006 Children’s Outreach, Enrollment, Retention 

and Utilization (COEUR) grants. In 2006-2007, the state allocated $19.68 million for counties to support 

outreach, enrollment, retention, and utilization (OERU) support for the Healthy Families and Medi-Cal 

program.35  Contracts included collaboration requirements, a focus on the full spectrum of OERU services, 

and reporting requirements. Funding was allocated on two levels:36 

Level 1 allocations, which accounted for about 87% of the funds, were divided 

among the 20 counties who had the highest number of eligible but not enrolled 

children and the highest Healthy Families and Medi-Cal caseloads.  Funds were 

distributed based on these figures.

Level 2 allocations were given to counties that did not meet the level one criterion 

but could prove they had a coalition devoted to children’s outreach and enrollment 

in existence for more than 12 months. Twelve counties received funding at varying 

amounts up to $288,000.

32 - LA County Department of Public Health CHOI.
33 - Ibid.
34 - Higgans, C, Bostwick, S. Bemis, C & Harding, C. Children’s Health Outreach Initiatives: Retention of Health Insurance Coverage Fourteen Months 
After Enrollment Assistance. March 2010.
35 - State of California Department of Health Services, Healthy Families Program and Medi-Cal for Families Outreach Plan April 2006. 
36 - State of California Department of Health Services, Healthy Families Program and Medi-Cal for Families Outreach Plan April 2007.
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The COEUR model provides a tried method for distributing funds for OERU activities. The state should 

implement this model or a similar one to distribute funds across all 58 counties. Additionally, California 

should allocate funding for broad training of organizations at varying levels of preparedness to become 

a Navigator contracting agency. Funds should also be set aside to support marketing and evaluation of 

the Navigator program.

(3)  The Exchange should capitalize on the ability to draw down additional federal dollars through 

Medi-Cal Administrative Activities (MAA). Federal proposed regulations note that if Navigators provide 

direct assistance with Medicaid & Children’s Health Insurance Program enrollment, states can seek a 

federal match for any approved activities. Currently, many counties and local schools are drawing down 

MAA funds to enroll children and families into coverage. MAA funds can be captured for Medi-Cal 

outreach, facilitating applications for Medi-Cal referral, coordinating and monitoring Medi-Cal services, 

and program planning and integrity coordination related to Medi-Cal services. MAA funding provides 

support for program planning that is not always available in other grant sources.  The Exchange should 

maximize the amount of funds available for Navigator grants in order to make the program more robust.

(4)  Payment for enrollment assistance under the grant program should be performance based. All 

enrollment work performed by entities, whether community/consumer groups, counties, health insurance 

agents/general agents, or providers/community clinics, should be funded through performance-based 

grants. Grants should be distributed to entities according to the enrollment demands (pool of uninsured 

individuals) in an area and the number of potential Exchange, Medi-Cal, Healthy Families and Basic 

Health Plan enrollees. Entities must show evidence of successfully engaging a certain percentage of 

the population in enrollment activities and provide the scope of work required of Navigator contractors 

outlined in this report.

(5)  The Exchange should provide a complimentary fee-for-service compensation program for 

enrolling small businesses or individuals into the Exchange. The Exchange should establish a fee-

for-service compensation model to incentivize eligible non-grant funded organizations (e.g., CAAs, 

brokers/ agents, CBOs) to assist consumers with enrollment ONLY if the Exchange has a surplus of 

funds after fully funding the state’s Navigator program. The Exchange may establish a model similar 

to CAA reimbursements provided by the state under the Medi-Cal and Healthy Families managed 

care program prior to 2010. The fee would not be payable for enrolling small businesses or individuals 

in plans outside the Exchange. Should a fee-for service policy be implemented, the Exchange should 

regularly monitor and evaluate enrollment completed by brokers and agents taking compensation 

by plans into account to guard against steering. Health plans should not be allowed to receive fee-for-

service funding for enrolling qualified individuals and small business owners into qualified health plans.

Qualifications of Navigators

While we recommend building upon the current third party assistor networks in California, the regulations 

provide the opportunity for numerous organizations to qualify for Navigator grants. Whether California 

decides to distribute Navigator grants to entities in each of the categorical groups listed in the federal
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rules or concentrate resources with a few select types of entities based on their work enrolling specific 

populations (e.g., groups working with small businesses, groups working with Medi-Cal beneficiaries, 

groups working with underrepresented communities), there must be an overarching requirement 

that all enrollment organizations undergo comprehensive training and demonstrate competency in 

the full range of public and individual coverage program eligibility and requirements.

(1)  Navigator contracting agencies should have previous experience and expertise in enrolling 

individuals or small businesses in coverage. Potential contracting agencies must be able to document 

their expertise and experience in enrolling and providing enrollment assistance to individuals, including 

vulnerable and underserved populations, and/or small businesses. All enrollment organizations should 

demonstrate strong knowledge of the public and private coverage options available to consumers.

(2)  Navigators must meet a minimum set of training/certification requirements.  Federal regulations 

require that Exchanges must develop a set of training standards to ensure Navigator competency and 

that the US Department of Health and Human Services will provide model language for training and 

certification of Navigator contractors at a later date.  We support this requirement and recommend that 

the state require navigators to complete the following training:	

	 •  Program eligibility and application requirements 

	 •  Eligibility and process for receiving tax credits

	 •  Tax credit reconciliation process as well as penalties for lack of coverage

	 •  Scope and limits of basic program benefit

	 •  Program premium, deductibles and cost-sharing requirements 

	 •  Selecting plans and providers

	 •  Consumer rights

	 •  Cultural and linguistic standards

	 •  Access standards for individuals with disabilities

	 •  Grievance and appeals procedures 

	 •  Application process, structure, and tracking systems

	 •  HIPPA security and confidentiality requirements

	 •  Renewal and open enrollment procedures

	 •  Consumer assistance services (local and state)

	 •  Data management system training (statewide, county)

	 •  Non-health data systems basic overview training 

	 •  Reporting standards 

	 •  Referral and troubleshooting protocols

	 •  Conflict of interest standards

	 •  Ethics training.

The state should also provide ongoing training in areas such as utilization of coverage (i.e., prevention 

and wellness), medical home education, interpretation assistance, and so forth. Furthermore it should 

be clear that the Exchange should only exempt training requirements if an entity can show that it has 

already met the requirements. Standardized training and certification requirements will help clarify the 

role and expectations of Navigator contractors and their staff.
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(3)  Navigators should be exempt from any licensing requirements. Federal guidelines give states 

the option of certifying or licensing entities selected to be Navigators.  Whereas states are barred from 

requiring licensure as a Broker/Agent, states are permitted to create a licensing program for Navigators.  

However, we recommend that Navigators be exempt from licensure. Licensure would create a cost dis-

incentive and reduce the pool of individuals or entities eligible to serve as Navigators.  Instead, California 

should build upon local trainings and requirements for CAAs and establish a certification program that 

all enrollers must successfully complete.

Navigator Responsibilities

(1)  Navigators must provide a full range of services to all consumers including outreach, enrollment, 

retention, and utilization assistance. A significant portion of populations eligible for coverage under 

health reform may never have had access to coverage or had limited access to health insurance.  Navigators 

must provide comprehensive outreach, enrollment, retention, and utilization to educate these populations 

on how to use and retain coverage.  The grant portion of the Navigator program should be allocated 

based on performance standards that are consistent across product lines, such as those outlined in the 

following chart. Metrics would be modified for small group enrollment.

Enrollment and Retention Assistance: Navigators should screen and help individuals and small group 

employers apply for and successfully enroll in the appropriate healthcare program. Navigators should 

establish relationships with county eligibility staff to determine eligibility for public programs. Navigators 

should act as ombudsmen or advocates for applicants experiencing difficulty with the timely completion 

of the enrollment process due to outstanding eligibility questions and administrative processing problems. 

Navigators should help applicants with any post enrollment and renewal activities to ensure they are 

able to maintain ongoing coverage. 

Example of Performance Standard: Navigators should assist an average of 

40 individuals per FTE/month with a 75% successful enrollment rate within 

3 months of an application’s submission. Navigators must attempt to assist 

enrollees during redetermination at 11-12 months and achieve at least a 65% 

successful renewal rate.

Case Management & Client Support: Upon completion of initial application assistance, Navigators 

should follow up with clients at prescribed intervals to ensure successful enrollment, determine utilization 

status, identify barriers, and work with them to resolve issues.  Navigators should therefore establish 

relationships with the Exchange, county eligibility workers, and other health agencies and departments 

to ensure continuous coverage. 

Example of Performance Standard: Navigators should conduct follow up for:

•  A verified enrollment within 60 days of application

•  Utilization at 6 months following enrollment to determine if the enrollee has 

experienced any difficulty accessing services 

•  Redetermination or renewal at 11 months 

•  Retention at 14 months to verify continued coverage.



Information and Outreach:  Navigators should provide information on all available health programs 

including enrollment procedures, required documentation, benefits, any applicable cost sharing, and 

appeals processes. Navigators should provide information to communities about coverage options in a 

variety of settings (e.g., fairs, schools, farmers markets). 

Example of Performance Standard: Navigators should communicate with 

individuals or families interested in applying for healthcare coverage within 5 

days of the initial contact and make at least 3 attempts to connect with the 

family for follow up.

Support Clients in Accessing Other Non-Health Social Service Programs:  Considering the multiple factors 

that impact health, such as access to healthy food, a safe living environment, and income security, navigators 

should provide families with as much support as they need to have a healthy quality of life. At a minimum, 

Navigators should provide consumers with basic information about eligibility for other non-health social 

services programs and refer patients to local or state resources. The Exchange website should help 

Navigators assess an individual’s eligibility for other social services.

Example of Performance Standard: Navigators should be knowledgeable 

about and refer individuals to social service resources in the community. 
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(2)  The Navigator network should provide broad geographic access and be fully integrated in other 

enrollment pathways under the Exchange. With close to 5 million residents enrolling into coverage in 

2014, some for the first time in a very long time, California must utilize the grant program to maximize 

access to Navigators based on population and demand throughout the state.  While it may not 

be financially feasible to establish a navigator program in every community, the allocation of funding 

should provide for equitable access. The allocations should be based on a set of objective criteria including 

the prioritization of areas of greatest need, number of eligible population, and the existence of a 

collaborative partnership.  Additionally, the network of grant-funded Navigators must be fully integrated 

within other enrollment resources and pathways available through the Exchange, including the call center, 

web portal, health plans and program administrative structures and procedures. These resources should 

make lists of Navigators available by location, language, any special areas of expertise (e.g., tax credits, 

residency requirements) and hours of service. The state must also provide supplementary materials to 

answer the more technical questions consumers have about their coverage (e.g., application status, tax 

credit information, plan information) through the online website or by phone through voice-automated 

information.  When more complex questions about coverage arise, consumers should be able to reach 

a Navigator who can provide the necessary information and address their needs whether by phone, in-

person, or online through email or chat functions on the Exchange website.

(3)  Navigators and their organizational entities should abide by clear and strict conflict of interest 

standards that ban steering practices and compensation outside the Exchange.  Federal regulations 

require that states create a set of conflict of interest standards that include barring Navigators from receiving 

compensation for enrolling individuals into qualified and non-qualified health plans outside the Exchange.  

Additionally, explicit rules against steering practices should be clearly outlined in Navigator contracts. 

The Exchange or another designated entity should monitor enrollment practices by Navigators and take 

the necessary action (e.g., decertifying Navigators, eliminating contracts, instituting penalties) against 

contractors found to be steering enrollment into a certain health plan.
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(4)  Navigators should help individuals obtain information about non-health social services programs 

they may be eligible for.  Considering the multiple factors that impact health, such as access to healthy 

food, a safe living environment, and income security, Navigators should provide families with as much 

support as they need to have a healthy quality of life. At a minimum, Navigators should provide consumers 

with basic information about eligibility for other non-health social services programs and refer patients 

to local or state resources. The Exchange website should help Navigators assess an individual’s eligibility 

for other social services.

Diversity and Cultural & Linguistic Standards in Service

(1)  Navigators should be required to provide services consistent with existing state and federal cultural 

and linguistic standards. With roughly 67% of the Exchange eligible population being people of color 

and an estimated 40% identifying as limited English proficient, the Exchange and state agencies must 

ensure that potential consumers are provided with culturally and linguistically appropriate enrollment 

assistance.37  California already has some of the most robust language access standards in the nation. 

Therefore, California’s Navigator program should adhere to existing state managed-care language access 

standards. This will require the Navigator program to provide information in threshold languages based 

on the Exchange, Medi-Cal, Healthy Families, and small business populations. Navigators must collect 

information from enrollees regarding spoken language and written language preferences and should 

capture information regarding an enrollee’s literacy level (e.g., level of education). All documents should 

be written in plain and simple-to-understand language.38  Additionally, California Navigators should adhere 

to the 14 cultural and linguistic access standards (CLAS) outlined by the Office of Minority Health, which 

set standards for delivering culturally competent care, language access services, and organizational 

supports for cultural competence.39  Organizations applying for Navigator grants should be required to 

provide research that identifies the unique needs and barriers of the populations they intend to serve 

and to provide a plan for eliminating barriers in enrollment (e.g., language, literacy, geographic location, 

disability).

In addition, California should monitor aggregated demographic data and performance under the overall 

grant-funded Navigator system to ensure equitable representation across racial and ethnic groups.  

Funding should be allocated to increase enrollment of under-represented populations. 

(2)  Navigator contractors should reflect the diversity of the populations they serve and/or demonstrate 

links with local community organizations to ensure appropriate access to care for all populations.  

Navigator contractors must have cultural and linguistic competency. Grant-funded organizations must 

have experience assisting consumers or small businesses in different ethnic, cultural, and business sectors.  

They should have the capacity or ready access to resources for interpretation and translation, assist 

applicants with low or limited literacy, and help vision and hearing impaired individuals and those with 

disabilities. It would be impossible for any single organization to meet the needs of all consumers. That 

being said, the state should work to ensure that collectively the network of Navigator contractors

37 - Gans, D. et al. Achieving Equity by Building a Bridge from Eligible to Enrolled. February 2012.
38 - Centers for Disease Control and Prevention. Health Literacy Guidance and Standards. http://www.cdc.gov/healthliteracy/DevelopMaterials/
GuidanceStandards.html.
39 - Office of Minority Health. National Standards on Culturally and Linguistically Appropriate Services (CLAS), http://minorityhealth.hhs.gov/tem-
plates/browse.aspx?lvl=2&lvlID=15.
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does reflect the diverse needs and composition of the state’s population. Therefore, Navigator contractors 

should be encouraged to collaborate with other local groups or other navigator contractors serving 

different populations. Navigator contractors should link with local community-based organizations that 

do not provide enrollment services but have a connection to community members and hard-to-reach 

populations to provide information and support to consumers.

RECOMMENDATIONS FOR THE ROLES OF BROKERS & AGENTS 

An important difference exists between health insurance brokers and agents. Agents are individuals or 

companies that have a contract with a health plan or insurer and act on behalf of and have a fiduciary 

responsibility to the plan or insurer. Brokers, on the other hand, may also have contracts with health 

plans or insurers but they officially act on behalf of and have a fiduciary responsibility to the client.40  

Federal regulations clarify the role brokers and agents can play in health insurance exchanges.41 Specifically 

states maintain the option of allowing agents and brokers to assist individuals, employers and employees 

in enrolling in qualified health plans. States are granted flexibility in determining how non-Navigator 

agents and brokers may assist with enrollment in the Exchange:

o  The agent or broker must ensure the applicant’s completion of an eligibility verification 

and enrollment application through the Exchange website.

o  The Exchange must transmit enrollment information to the health plan issuer to enroll 

the individual into coverage.

o  If the broker or agent uses a website other than the Exchange website to enroll an 

individual into coverage, the website must:

•  States may allow brokers and agents to enroll individuals, employers or employees in any qualified 

health plan in the individual or small group market as soon as the QHP is offered through the 

state’s Exchange.

•  States may allow brokers and agents to enroll individuals into coverage, provided brokers and 

agents adhere to the following:

+  Meet all standards for disclosure and display of qualified health plan information

+  Provide consumers the ability to view all health plans offered through the Exchange

+  Not provide financial incentives, such as rebates or giveaways

+  Display all health plan data provided by the Exchange

+  Maintain audit trails and records in an electronic format for a minimum of ten years

+  Provide consumers with the ability to withdraw from the process and use the 

Exchange website at any time.

40 - Legislative Information Center. Senate Bill 615 Bill Summary and Analysis. www.leginfo.ca.gov.
41 -  Federal Proposed Rules. 45 CFR Parts 155 and 156 [CMS-9989-P] Patient Protection and Affordable Care Act: Establishment of Exchanges and 
Qualified Health Plans. Federal Register Vol. 76. No. 136.
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•  States may allow brokers and agents to assist individuals in applying for advance payments of 

the premium tax credit and cost-sharing reductions in the Exchange.

•  States may provide consumers information about licensed insurance brokers and agents on 

the Exchange website.

•  Agents and brokers who enroll individuals into qualified health plans or assist individuals in applying 

for advance payments of the premium tax credit and cost-sharing reductions must:

o  Register with the Exchange in advance of assisting qualified individuals with enrollment 

into Exchange coverage

o  Receive training in the range of Exchange coverage and public coverage options

o  Comply with the Exchange’s privacy and security standards.

•  Agents and brokers must comply with existing state law related to agents and brokers, including 

state confidentiality and conflicts of interest requirements.

In 2011, the California Department of Insurance reported a total of 203,000 currently licensed accident 

and health agents. With millions of individuals turning to multiple sources to gain information about 

Medicaid, the Exchange, and local safety net services, the Exchange should actively seek to engage 

licensed brokers and agents in outreach, education, and training activities for the new consumer plans 

available in 2014.  As another enrollment pathway for small business primarily but individuals as well, 

the state should include the following recommendations to strengthen federal guidelines and protect 

consumers:

(1)  Licensed brokers and agents should exhibit a strong knowledge of both public and private 

health programs in the state to help individuals enroll in the appropriate coverage. Given that 

not all brokers and agents will apply for or receive Navigator grant funding for enrollment activities 

in 2014, it is critical that brokers and agents be required to have an understanding of the coverage 

options available to consumers to promote the “culture of coverage” envisioned by the ACA. 

Echoing federal regulations, agent and broker licensing requirements should be updated to include 

comprehensive training on Medi-Cal screening and enrollment, particularly for complex cases. 

The Exchange should provide continuing education credits to brokers and agents who complete 

this training. While the duties of Navigator grant funded and non-Navigator grant funded brokers 

and agents may vary, both should be required to give consumers information about all coverage 

options and at the very least refer individuals to the appropriate agency for enrollment support 

follow up.

(2)  Brokers and agents enrolling qualified individuals and small businesses into non-qualified health 

coverage should be required to obtain written verification from the consumer acknowledging that 

he/ she was informed of and willfully declined public coverage, qualified coverage, tax credits, 

and cost-sharing assistance (presuming one is eligible). Recognizing that not all brokers and 

agents will be Navigator contractors, it is critical to ensure that individuals and businesses who 

qualify for but decline coverage do so willingly after receiving information about all available



options.  Furthermore the Exchange should periodically confirm the validity of such documentation 

by randomly contacting consumers.  This will help protect consumers and prevent adverse selection 

against the Exchange.

(3)  The Exchange should institute a quality review and oversight process for all non-Exchange 

websites used by brokers and agents to ensure they are following federal and state guidelines. 

To ensure consumers receive information about all available coverage options, broker and agent 

websites that provide for the selection and purchase of health insurance coverage (qualified and 

non-qualified) must meet federal regulation § 155.220(c)(3).42 Additionally, information about 

public coverage programs such as Medicaid and CHIP should be provided to consumers if they 

are deemed eligible for such coverage and any application information collected through the 

website should be transferred to the appropriate state or county agency for processing. The 

website should be required to meet Department of Managed Health Care marketing requirements 

and the Exchange, MRMIB, the Department of Insurance and the Department of Health Care 

Services should review and approve any requests for changes or updates to a broker or agent’s 

website.

(4)  Compensation to brokers and agents for enrolling individuals and businesses into qualified 

and non-qualified health plans should adhere to a standardized policy. As is the practice now, 

health insurer payments to brokers and agents should be allowed under the condition that the 

agent is not a Navigator contractor. The Exchange should require qualified health plans to standardize 

compensation for enrolling qualified individuals (i.e. eligible for tax credits and cost sharing subsidies) 

into qualified and non-qualified plans. Additionally, the Exchange should require health plans to 

provide the same compensation per benefit plan (see following chart). This will deter steering 

individuals into products outside the Exchange and will prevent steering individuals into certain 

health plans inside the Exchange. Health insurers, brokers, and agents found in violation of this 

requirement would be fined or prohibited from selling insurance products in California. 
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Example of Broker and Agent Compensation Inside and Outside the Exchange
(Amounts listed are examples of compensation, not recommended or actual compensation levels.)

Qualified Health Plan
(Inside the Exchange)

Non-Qualified Health Plan 
(Outside the Exchange)

Bronze Plan A      Bronze Plan B Bronze Plan A       Bronze Plan B

$20 $20 $20* $20*

UP TO HEALTH PLAN UP TO HEALTH PLAN

* Broker/ agent would be required to obtain consent from the individual/ small employer acknowledging he/she willingly and 
knowingly chose to forgo tax credits and cost-sharing subsidies offered by the Exchange for coverage outside the Exchange in 
non-qualified health plans.

42 -  Federal Proposed Rules. 45 CFR Parts 155 and 156 [CMS-9989-P] Patient Protection and Affordable Care Act: Establishment of Exchanges and 
Qualified Health Plans. Federal Register Vol. 76. No. 136.

Individual/ Small 
Business Owner 
and Employees

Eligible for tax 
credits and cost-
sharing subsidies

Not eligible for tax 
credits and cost-
sharing subsidies
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CONCLUSION
The historic passage of the Affordable Care Act in 2010 gave millions of Californians the peace of 

mind that they would be able to get the coverage they need, when they need it. California’s uninsured 

encompass all walks of life across all ages, races, ethnicities, family size, employment status, income, 

and immigration status.  To realize the promise of reform for 4.7 million uninsured residents, California 

must develop a strong and sustainable enrollment system that meets the varying and particular needs 

of individuals and small business owners. 

While a number of new tools will be available to consumers to facilitate enrollment, Navigator 

contractors will be the face of enrollment not only in 2013 but beyond. Policymakers must ensure 

that the Navigator program leverages and strengthens existing enrollment pathways. Even more 

importantly, the Navigator program must expand the support provided to consumers and businesses 

to ensure meaningful access for all, particularly low-income communities and communities that 

have traditionally gone without care because of the lack of adequate enrollment assistance. Only 

by developing an active and robust Navigator program will California truly be able to establish a 

culture of coverage for all Californians.
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Covering Kids & Families Coalition

1.  Access California Services

2.  Blue Shield of California

3.  California Coverage & Health Initiatives

4.  California Partnership

5.  California Premature Infant Health Coalition

6.  California Primary Care Association

7.  Catholic Charities - Diocese of Stockton

8.  Child and Family Guidance Center

9.  Children Now

10.  Children’s Defense Fund

11.  County of Santa Cruz Health Services Agency

12.  County Welfare Directors Association of California

13.  Cover the Kids

14.  Crystal Stairs Inc. (Goldleaf Site)

15.  Fresno Health Consumer Center

16.  Health Access

17.  Inland Empire Health Plan

18.  LA Care Health Plan

19.  Lake Family Resource Center

20.  Latino Coalition for a Healthy California

21.  Los Angeles Unified School District

22.  Northeast Valley Health Corporation

23.  Placer Children’s Health Initiative

24.  San Mateo Co. Health Department - Children’s Health Initiative

25.  The Children’s Partnership

26.  UCSD w/San Diego Kids Health Assurance Network

27.  Venice Family Clinic

28.  Yolo County Children’s Alliance

29.  Alameda County Health Care Services Agency

30.  Anthem Blue Cross

31.  Central Coast Alliance for Health

32.  Children’s Health Initiative of Kern County

33.  Children’s Health Initiative of Santa Barbara County

34.  Clinica Sierra Vista

35.  Contra Costa Health Plan

36.  First 5 Marin Children and Families Commission

37.  Fresno Healthy Communities Access Partners

38.  Health Net of California

39.  Health Plan of San Joaquin

40.  Healthy City - Advancement Project

41.  Healthy Kids Humboldt

42.  Healthy Kids Mendocino

43.  Molina Health Care of California

44.  National Health Foundation

45.  San Francisco Bringing up Healthy Kids Coalition c/o SF DPH

46.  San Francisco Health Plan

47.  Social Interest Solutions

48.  Solano Coalition for Better Health

49.  Sonoma County Human Services Department

50.  Stanislaus County Office of Education

51.  Access Dental

52.  Alameda County Public Health Department

53.  California Department of Health Care Services

54.  CalOptima

55.  Care 1st Health Plan

56.  Centers for Medicare & Medicaid Services

57.  Children’s Health Initiative of Greater Los Angeles

58.  Entrepreneurial Training Center

59.  First 5 Association of California

60.  First 5 California Children and Families Commission

61.  HealthWays, Inc.

62.  Healthy Kids Sonoma County

63.  Managed Risk Medical Insurance Board

64.  MAXIMUS, Inc.

65.  Merced County Department of Public Health

66.  Monterey Co. Dept. of Social & Employment Services

67.  River Delta Unified School District

68.  Sacramento Co. Department of Human Assistance

69.  SafeGuard, A Metlife Company

70.  Sonoma County Department of Health Services

71.  Sutter County Superintendent of Schools Office

72.  Teachers for Healthy Kids
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LA Access to Health Coverage Coalition 

1.  Access Dental

2.  Altamed Health Services

3.  American Healthguard Dental

4.  Anthem Blue Cross

5.  Asian Pacific Health Care Venture, Inc.

6.  Blue Shield of California

7.  California Hospital Medical Center

8.  California Partnership

9.  California School Health Centers

10.  Care 1st Health Plan

11.  Child and Family Guidance Center

12.  Children’s Health Initiative of Greater Los Angeles 

13.  Children’s Hospital Los Angeles

14.  Citrus Valley Health Partners

15.  City of Long Beach Dept. of Health & Human Services

16.  Community Clinic Association of Los Angeles Co.

17.  Community Health Councils

18.  Crystal Stairs Inc. 

19.  Glendale Adventist Medical Center

20.  Health Net

21.  LA Care Health Plan

22.	 LA Health Action

23.	 Little Company of Mary

24.	 LA County Department of Public Health

25.	 LA County Department of Public Social Services

26.	 Los Angeles County Office of Education

27.	 Los Angeles Unified School District

28.	 Maternal and Child Health Access

29.	 National Health Foundation

30.	 Neighborhood Legal Services of  LA County

31.	 Northeast Valley Health Corporation

32.	 Omnicare Medical Group

33.	 Planned Parenthood Los Angeles

34.	 QueensCare Family Clinics

35.	 South Bay Family Health Care

36.	 SynerMed, Inc.

37.	 Tarzana Treatment Center

38.	 The Children’s Clinic

39.	 UMMA Community Clinic

40.	 Valley Community Clinic 

41.	 Venice Family Clinic

42.	 Worksite Wellness LA
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